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I. STUDY PERSPECTIVE

On February 21, 1973, a special work group was convened by
the Assisfant Secretary for Health who delivered the

| following chargl:

w . undertake a broad review of HSHHA's programs and
organization, and their interrelationships with the

other health agencies.”

w__submit to the Secretary, by April 15, 1973, an

organization plan which will:

(1)‘ref]ect recent and projected changes 1in

tie programs adminisiered by hSiHA

(2) be designed to heip achieve the Department's
goals in the field of health services with
" maximum managément‘effectiveness and

efficiency."

1. EXT[R%IVL If TERVIEWS WERE CONDUCTED.

Also explicit in the charge was the desire to achieve broad
input into the study through extensive ﬁnterviews. During
the course of the sfddy, more than 80 officials and

staff insi@e'and outside HSWHA were interviewed by the
task force. The list of 1nterv1ewees is shown in

Appendix A.



2. TlE fQO”OD“Tﬂ_E FEDEnA_ E TN HEALTH PPO”ID D THE BASIS
FOR THE GREATZATIONAL Al QIS .

T The uppropr1aug federal roie in health has been summarized in

recent statementis by Secr:tary Weinberger and Under Secretary

Carlucci. This role is:

(1) Financing of Health Services to reduce financial

barriers affecting access.fo health care.

The currcnt vehicles Tor accomplishing this are
Hedicare and tedicaid. A more comprehensive
approach to national health insutance is

Tikely.

H
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(2) Heaiih and lodical Reccarch activities that have

broad nationa? benefits but whose high investment
costs make it difficult for the private sector or
State and Tocal governments to make an adequate

" annual investment.

. (3) Preventive Health and Consumer Protaction activities

that can be acihieved b st throuoh collective action,
such as recuiation of. the manufacture and saﬁe o7
foods, drugs, and medical products; and prevénfive
health and safety activft?és, sucnh as the control of

communicable diseases.

(4) Limited Technical Assiétance and Snecial QLart Up

Funding for D~ jnanra**r“ of structural chansas in




(6)

the system, to introduce new types of facilities or

~ manpower, or to demonstrate new types of delivery

systems.

lealth jiannewar Education Programs as part of a

genera1 educational initiative that will place

principal reliance for accomplishing this role on

r

" the institutions of higher education with Federal

support through general student assistance prcgrams

administered by the Office of Education. Limited

Federal assistance may be needed to overcome

- especially difficult supply and geographic distri-

bution problems, or to demonstrate the validity of

new types of health professionals.

Diréct Provision of Health Care Only as a Last Resort.

.'The‘Federal government‘s responsibilities to provide

health and medical services directly to certain popula-

tion groups, such as reservation Indians and merchant

seamen, will continue until these groups are provided

for adequately under other mechanisms.

3. THE STUDY HAD TP BE DDO”:L.LD BEYOND JUST THE HEALTH SECTOR

OF DHEM.

Hith the stud" requirements to reflect actua1 and nrojectéd

program changes and ach1eve the Dcpartment s goals in the

. . field of health services with maximum management effective-
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ness and efficiency, the scope of the study could not be

1imited to programs within the HIH,;FDA, and HSHHA, Major

decisions have been made by.the Administration that have

widespread imnact and implications beyond the present
health services organizational, structure. Therefore the
jssues identified and recommendations developed cut across

agency lines. g o _ )

4
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I1. STUDY FTxDII~S

" The f1nd1ngs in this study fall into three general categ orwes

those impacting health sorv1bes across agency 11nes, those

dealing with the HSMHA organization as presently structured

1.

- and those pertaining to regional operations.

HEALTH CARE FIMANCTH!
ADM IIISFEPED TN THE

Medicare and Medicaid together represent the 1argest
single Federal influence on the nation's health cavre
delivery systeﬁ Together Lhey pay for almost one

third of the inpatient hospital bills in the u.s.
Expenditures for these programs are estimated at

$17.4 billion in 1974, or almost 80% of the HEW health
budget._ Because of the?r uﬁcontro]]able nature, outlays
for heaith financing and their share of Federal health

outlays can be expected to increase.

An important facbcr in the rapid rise in hea]th cg.e
expend1tures is the failure to achieve changes in the
supply and organization of health serv1ces that are
consisteni with the increased demand generated by the
availability of financing. Because of the impact'
financing programs have had on inflaticn in health care
cosfs, neﬁ nethods are being davised to attempt to

utilize Federal financing prOﬁrans to contain thcse rising

costs. In line with these efforts, increased zttenticn



needs to be paid to prob1éms and inefficiencies of
providers and to financing deciéions that affecf;

provider activities and costs. In acdition, plans and
prdgrams that affect the financing of health services need
to be integrally related to activities ajmed at the |
development and modification of systems of health care

-

delivery resources.

Currently, the major Federal health financing programs are

opefatéd by agencies whose concerns are not the substantive
jssues of financing insurance pfograms‘ iméact upon health

care delivery, but rather managing large scale payment

programs and determining e]ig1b11wuy of beneficiaries.

'ATthough some HSMHA prog“ams are atteth1ng to capture third

party reimbursement for services, and have provided professional
advice regarding standards for participation in financing

programs, the health agencies of HEW have not bteen in a

position to significant1y inf]uence Medicaid and Medicare.
Moreover, the Assistant Secretary for- Health, even with

nominal "policy guidance” responsibiiity for health financing,

has not been able to affect the financing programs in an

appreciable way.

The effect of a broad national health insurance .program

_upon the nation's health care delivery system will be

even more profound than tnz of Medicaid and Medicare.



It is ckj£ica]1y important that the present and fufure
. . ~ health financfhg, program's be inte‘gnated with otﬁer
P 7 Federal health activities.
The fo]]owinglare examples of the integra’ relationships
‘ S ' between future hea]th‘activitiés and the financing
Ty . 'programs that can be achfeved most successfully through
single leadership: | -
-~ The benefit package for natjonal hkealth insurance
should be desiéned with a view toward medical
necessity and efficacy of services covered rather
%l' o ' than their similarity to other insUranée plans.
-~ The cohtinuing supply and distribution of health
:' o oo care resources need to be integrated with the
. demands for serv1ces onnerarcd through fihancing.
-~ The deve]opment and adm1n1gtration of national
| health insurance should embody the experience
gained from Medicare, Medicaid, HSMHA, and WIH
- - ,biomedica] research in a whole range of activiﬁies
such as treatments for specific d1s_«sas, and
eff1C8CJ of modwca1 care.
-- The determination of what constitutes the essential
g , mental health services to be covered under national

health insurance should be based on the expertise

of NIMH.



The effective development of preventive health

activities should consider whether prevention

would be accomplished more effectively through

coverage of preventive services under financing

“or through collective action.

Coverage of preventive health services under
national health insurance should be based on
the experience of HSMHA as to their efficacy.

eimbursement of Federal service projects through

'national health insurance can be accomplished much

more easily and quickly under single leadership

"that could mandate, for instance, reimbursement of

free-standing clinics under Medicaid or reimburse-
ment of NHSC personnel by Hedicare.. There 1is
presently no single focus to effect this integration.
Research priorities for both health services and
biomedical research should be develcped with a
view towards the health problems encountered
through the financing system. ‘
Economic considerations of providing and influencing
distribution of health resources through reimbursement

policies need to be fully explored.

These examples illustrate major issues in Federal health

programs that can only be fully explored and resolved if

all health ﬁrogfams are cohsidered.fntegrally and if the
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financing programs are fu]]yiutilized to determine the

- outcomes. Such issues can most successfully be resolved

by consolidation of all HEW health programs, including financ-

ing programs, under single leadership and responsibility.

The present operations of health financing programs are-
not integrally related to the other program activities‘
witﬁfn SRS and SSA. Both MSA and BHI receive adminis-
trative support and overall po11cy direction from their
parént organizations. Eligibility determination for
Medicare is the only function that wou]d have to be
maintained within the current cﬁntext of the income
maintcnance programs, but it could he nerformed cn a
service basis by SSA, with reimbursement from the
operating health agencies as appropriate for the services

provided.

In the case of Nedicare e]igibi?ity for all socia]

,secur1ty benefits 1is dcterﬂ1ned un1.orm1y by SSA staff,
" and records of e11g1b1]1py are ma1nta1nﬁd centrally in

SSA for each beneficiary. Records on utilization of

Medicare are maintained by the carriers and intermediaries.
Records on beneficiaries' paymnent of the reqguired Medicare’

deductible .are kept centrally in SSA, but are not a part

of the larger record system on social security beneficiaries’
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uti1izafion of_qthef social security benefits. These
éctivities-are'r0utineland do not-{mpact significantly
on the hea]th'&e]ivéry system and could, therefore, bé
continued in the current fashion and paid for by BHI ona

service basis.

“The operation of the Medicare progranm and its payment

system are relatively self-contained within BHI. The
activfties Eonducted in BHI -- the certification of
providers for participation in Medicare, contracting with
the fiscal intermediéries and State health agencies,land
determination of reimbursement policies in terms of
reasohah1eness of cost and appropriateness of care
received -- are the ones that have a major influence on
the health care delivery system. The removal of BHI

From SSA would not seriously disrupt either these

activities or the other ongoing operations of SSA.

For Medicaid, both eligibility ceterminations and the
payment of individual claims are the responsibility of the

States. The Federal functions with respect to both

eligibility and reimbursement policy are lTimited to

developing regulations and guidelines. Federal payments
to the States for Medicaid are made centrally in 3RS,

but the operation is a relatively simple one of

‘determining the allowable Federal share of the total States’
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ﬁedjcaid costs. The part of the payment operatioh in SRS
tﬁat relates to‘Médicaid could eaéi%y be identified and

run by ﬁSA. Although Medjcaid adinittedly has Tess influence
on. the health care delivery system than Medicere, it is the
development by !SA of Federa] guidelines to the States

for reimburscment policy that is critical to influencing

the system. In addition; thege quidelines need to be
consistent with Medicare reimbursement bo]icy in order {0
achieve the maximum fmpact on the health care delivery system.
MSA could be removed from SRS without d1srunt1no ejther the

Medicaid program or the other pperating progr ams in SRS.

THE OFFICE OF THE ASSISTANT SECRITAY £OR Uf”w VILL
REQUIRE STREL '

ASSUsE 1TS X

DIRECTTIG PLik 7

_A]though the Assistant Secrptary for Health has been

jdentified as the principa] official responsible for

the Department's hea]»h policies s1nce April 1963, his

-office: has nbver becn staffed or. a11oued to curry out

this responsibility effect1ve1y. rurthermore, he has
not been in @ position to direct or to be heid accountable
for the implementation of establisied policies. The
Assistant Secrefary, for ihstance, has budgetary responsi-

bility for only about 20% of the HEW health budget. Tha
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. ~ result has been lack of an integrated health strategy
The authorities,aﬁd capabilities 6f the Assistant Secretary

" for lealth must be enhanced to resolve these problems.

There has been increaﬁiﬁj overlap and duplication of staffs
and activities between tHL various health programs of tne
"""" — ” ) Department especially in “the areas of research, statistics,
and finapcing standards. The current fragmentation of
leadership and accountability means dup]icaiion‘and waste
‘ of staff as well as lack of any effective focus for activities
that bridge the financing and service programs, such as PSRO's.
This lack. of focus has resulted in considerabie conluc1on of
. responsibility and activity not only within HEW but also
. . throughou* the private sector which must re]ate to the federal
| health financing programs. The Assistant Secretary's
responéibi]ities shou]d,be'defined so that he can be held
‘accountabié for the planning and‘impWQmentation of all the

Department‘s health programs.

=TT 3 THE wrxpr‘m:\ 0F HSHEA MUST HDERED

ACCOVHODATE THE hied FEDERAL ROLE

1
1
B
3

The present character of HSMHA reflects the development of
a variety of categorical grant programs during the 1960's.
It is composed of 16 categorical programs with narrvowly

‘ g defined missions, each ooerat1ng relatxve]y 1nubkendent1y



and 1aroe1y w1thuut a clear definition of their relaticn-
sh1p to an overa11 healbh strateg/ These programs anﬂ‘
functions must be reorg?n1zed and redirected to contribute
more effectwvc1y to the Dﬂoartment s health leadership
responswb111t1e New" relatxonsh1ps must be eseabllshed

to relate HSMHA programs TOFC effectively wmth the current

health financing programs and to a future program oF

. national health insurance.

4.

THE RESP ECTIVE ROLES OF THE HEALTH AGENCIES, ESP ESPECIALLY

IN FPPLIED RESEAR 3CH AnD _COniROL RCTIVITIES, ARE MO “CLEAR

Since the estab1ishment of HSMHA and the rea]ignment of.
the other health agencies in 1968, the major tcend in
health services programs has been toward the delivery of

hea]th services in a comprehensive manner. Biomedical

or: d1scase or1ented research has been maintained in-a

categor1ca1 sett1ng. The Cancer and Heart and Lung Dnsease —
Acts of 1971 and 1972, however, call for 1n1t1at1on of

categor1ca1 "control" programs in commun1uy sett1nos o

expedite the trans1at1on of the resu1ts of rasearch into

med1ca1 pract1ce. The re-introduction of categorical
service activities in a research setting has confused
both the role of research programs with respect to
delivery of health scrvices and the role of service
prograis with respect te comprehensime approaches to

service delivery.
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In addition, applied research that, is ostensibly

~relevant to many health activities has grown up in

virtually every health agency of HEYW. The question
arises, then, of whether this research is more effectively

carried out in an independent research setting, or

“whether it should be 1ntégra11y related to the prodrams

it éuppqrts.

THE ROLE A D GA UTYATIO””V PLACEMENT OF THE HEALTH MANPOWER

P}\\‘ ”\!\Iib IltrD\ i )L. |\t” ILI’ \i.}

The health manpower development activities of the Department
were organized in a Burcau of the Public Health Service in
January 1967. The organization provided policy focus for
manpower education; unified management o7 a number of special
educatjona] support programns fdr hea]fh professionals; and &

focus for developing innovative metheds in health manpower

,education: The Bureau was moved to the MIH in 1968 in

recognition of the overall impact of research and educational

support programs on medical schools and institutions of

higher education.

Until recently, the programs in the BH “Z have been concerned

primarily with the educaticn of health n manpower énd have
thcrefoxe focused on academic institutions. Questions of
utilization, distribution, and payment for manpcwer :eré |
considered byVhea]th services and f%nancing prograis.

Most of tho health service progrems b wve thereforo

established separate manpower development activitices to



address these jssues as they relate to their

particular health sérvice mission.

" Federal support for educatibh will be provided

priméri]y through genera1'student assistance rather

than categorical support for educational institutions.

The budget request for 1974 phases out many of the

1nsiutut1ona] support programs of the Bureau, while
increasing specwa] programs to stimulate development
of nev and flexible methods to train and utilize

personnel.

These artivities and the manpower efforts that have
proliferated among HSHHA programs need 1O be combined

to e]1m1nate the dup11cat1on and confusion which curvently
exist. A focal point is needed that views the provision

of trained manpower for the delivéry of health care services
as a form of resource development to be undertaken with a

view tdwards its-ultimate utilization and reimbursement.

HSHHA IS A ( C ”FLO””D‘ PPDFR 1S

FEFECTIVE @i ComieCiling i ‘jms____v’___
HSMUA was created in 1968 primarily o bring together all
programs coacerned with the. provision of h*altd care. It

currently-consists of 16 separate opcrating progranms,
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“financing, and services integration to involve appropriate

_ Lo
most of which have a separate and unique']ééis]ative
mandate to addfess a narrowly defired problem within
the health care de]iVéry system.

Viewing HSMHA as a who] hﬂre is a broad range of -

diverse activities that has evolved askpach program
established separate compone nté designed to meet its

unique opjectives. These range from direct delivery of

care to techmical assistance and basic researchf Many of
the functions estab]fshed in the separate programs are
similar. Most programs have deve]opmd a technical ass1stanbe

and grants management capab1]1ty, for instance, and ha] of

the programs have specialized training and research

activities.

There have been attempts, through special projects and

committees in such areas as data management, third party

programs and combine resources in a HSHHA-wide effort to
achleve ‘a coord1nated approach to a part1cu1ar health
sevvices delivery issue. These efforts appear to have

been limited in scopé‘and effectiveness to blend HSHHA

- efforts under a broad health services strategy.

HSIMHA planning has traditionally been done on a program-

byjprogram basis rather than in supbort of agency-wide
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goals. "HSMHA-wide goals have been stated in genefal

terms of improving access, efficiency, quality and

effectiveness of health .services. This general approach

to goals is ¢ best attempt to summarize potential L7

impact of the varicus prograus, but unfortunately these

generalized goals have been beyond the aggregate ability

‘of.HSMHA to achieve.

In Kovember 1971, HSMHA programs were grouped into four

clusters, each under a separate Deputy Administrator.

These clusters represented the major areas of activity

within HSHHA, namely Prevention and Consumer Services;

éea]th Servic:s.De1ivery; Develepment; and lMental

Health. (See Appendix B for current HSHHA‘orgahiza~

tion chart.). From interviews with the 16 Program Directors,
it qppeérs thaf vihere clusters served any purpose it was

to improve the interaction among programs, but only those -

‘within the cluster. Nevertheless, the interviews also

revealed that programs within the ciuster still duplicaze

efforts and maintain separate staffs; that the most

effective program-1nterre]ationships are stili at the
operating level; and that there is little joiﬁt.p]anning,
operation and evaluation. Half of the Pregram Directors
felt the cluster had no effect.on their progr#m, and four

felt the cluster system had even hindered their efforts.



Interviews revealed a variety of‘perccptiong on the role’

of the cluster Deputy Administrator. Of the responses =

from the Program Directors, three considered the cluster
deputy to be a line manacer, four a coordinator, while eight -
thought he served as both. There was agreement amoxg the
Program Direotors that ‘whaen clusters were originally
estob]ished, the c]usterldeputy was intended.to coordinate
programs” and act as a crisis solver; but, in some iostances,
depending on the deputy's pérsbna]ity, his role gradually

became that of a line supervisor.

In summary, the clusters appear to hare offered a cohvenient
way to conceptualize the broad -array of HSMHA programs ond to
have reduced the direct sp@n of control of tna Administrator;
but not to have been effective in coordina t1ng program

resources to achieve broader health services goals.

THE THTER FACE TQF?” MEALTH SERVICE AlD HEALTH CARE FINANCING

LO

PROU\!IS HAS Briu 1hHnos “CUATE.

= Discussions with HbmnA Program

irectors revealed that only a

jw)

fev Stéps had been taken at operating levels to assure that

adequate relationships exist between HSHHA—financed service

activities and SSA and SRS financing proorems. In additioo,
the relationship of the health service and health financ%ng
programs- in the processes of policv develepment and program
planning is not. consistent or adequat As o resuit

opportun1t1es for an integrated polwcy with reopecL to health

R LIEN Py ms =1
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the imp]emﬂntation,and operation of a national health insurance

program deserve a moré thorough and substantive input from

the Department's health officials.

With increasing dependence on financing programs for health

services, many questions arise from the lack of a coordinated

- m—

health services policy:

-~ Should grént programs provide a different benefit

v _package from financing programs?

—- Are somé of these services medically desirable,

and should they be covered under financing?

1
1

. I , What necds to be done to bring the Indian Health

system up to standards of participation for financing?

t

-

‘What is the maximum potential for reimbursement of

project grant activities through’existing and future

e ' " ~financing programs?

Answers to such questions are essential to developing a
‘unified health strategy, and they are poséibWe‘oh]y

through a close ihtégratioﬁ'of all HEW service activities.

v



8. THE [ lATIO'CWTP OF MERTAL HEALTH TO OTHER HSHHA ECTIVITIES

s . . LRSI ALES
., B TS UICLEAR

‘"'At the L1mv the'Pub1ic lealth Service was reorganized in

i 1967 and 1968, MNIM{ had developed sizable service delivery
program elements in addition to its basic research activities.

It had becoms a dlscaso orugnted vertical 0194n1zat10n,

“? — .approaching mental heu]th p"obxehs through a variety of
activities. The placement of NIMH in HSHHA in 1968 appears
° . to have made sense as orcanizational housekeeping and
because NIMH had many functions in common with other HSMHA
. programs. Its size, variety of activities, and single focus,
however, make it unique. As NIFH is divested of its responsi-
; . bilities to finance the operation of community mental health
L
. ' centers and other mental health training and se).*vices, it
i begins to assume the characteristics of the other research
institutes at NIH.
9, THE I U;foxﬂl7fjlgj_”u57”fﬁﬂ” DE FOR THE PHASE QUT OF -
: HAJOR HEALTH SERVICE ACTIVITIES.
- © 7 -7 The 1974 budget calls for the termination and redirection
of several maﬁor programs and activities in Tine with
a redefinition of the Federal role in health. A
reorganization that.looks toward the future roles in
: health must at the same time provide for the orderly
‘ tranrsition of ongoing operations.
| Within HSHMHA, the Reg1onﬁ] hie dwca] chgrdm, the Hl]] Burton

. Const+ucticn Pw 2m and the Emergoncy ioa]ti Progran wili
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be terminated by the end of FY 1974. Support f01 cowmuv1tj

“mental health centers, alcohol abuse projects and long tern

training will be gradualiy phased out beginning in FY 1974.

st. Elizabeth's Hospital will be transferred to the

District of Columbia, and contracts with community hospitals
and other Federal facfliﬁies wil] yeplace direct provisicn
of ihpatient care in PHS hospitals. Project grant éupport
for Maternal and Child Hea]th}Service wf]].be replaced by
formu1a grant funding. Although no specific action was
requested in the budge ot, several of th; ~°.g1n1ng HShnh
programs anticipate significaht changes in response 10

the move toward health services financing and the
discontindance of activities best supported at fhe State

and Tocal level.

In the Bureau of Health Manpowef Education, the budget calls

termination of categorical support in allied and public

_hca1th and for schoo]s of nursing, veterinary medicine,

podiatry, pharﬂacy and optomet1y. Funding is increase

for special progect and educaticnal jnitiative awards

in order to focus hea]th manpower training support 1in

areas of special necd.

S‘!IP i¢
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national catecorical programs. The regional offices are

generally concerned with helping develop integrated

~health service'systems to meet State and local needs

and priorities. On the other hand, national programs are

generally concerned with specific objectives under more

. narrov categorical missions specified in legislation and

appropriations.

The integf&tion of these categorical programs in supporting
comprehensive health service development has been defined

as a reéponsibi]ity‘of the regional offices. Recent

décisions to accelerate the decentralization of progranms

to the regiohé,stress the need to piace decision-making
authority closeét to the point of program implementa-

tion in order to improve the effectiveness of programs and the
coordihated use of a11.resources in meeting local health

care needs.

Decehtfa]izatidn of HSHHA grant programs to the regions

has proceedea to the point where 25‘grant programs have
been de;entra]ized, representing 603 of the total HSHHA
grant dollars. Additional grant progréms have been
partially deccntra{ized while another 20 remain centralized.
Most of this latter group havé been determined appropriate’
for centra]izgd_operation. Alcohol and drug abuse service

grant programs are presently centralized, although

decentralization plans are now being de gloped.
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While considerable progress has been made in the decen-

_tralization of grant programs, the regions have expressed ™

difficulties in achieving program integration. During
interviews the Regional Health Directors stated the

following common problems:

- There are serious différencés between regional offices
and headquarters staff with respect to the manner of
achieving objectives. Headquarters programs have viewed
some efforts at integration as obstacles to the achieve-

ment of national prograrmatic objectives.

-- Inadeguate integration of programs 2t headquarters Teaves
too much responsibility for coordination at the regional

]eve}.

-- The fact that regional offices rececive separate
allocations tied to individual appropriations instead
~of a consolidated operating budget is viewed as a

constraint to their ability to integrate activities.

-- There is inadequate structured regional office input

into national policy and budget development.

-~ Relations with Medicaid and Medicare staff are generally

episodic and unstructured.

23
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1. jnr”_x _u: OF THE PEGIONAL OFFICE HEEDS T0. PEFLECT THE
. FUIURE FFO‘_{I.L ROLES 11 HEALTH. _

At present, the pr1marv role of the HSHHA regional health.
staff is to 1mp]e“ent ard integrate HSHHA's various
categorical grant pYOO]cm: within the HEW region.
Organization .at the regwond1 level is a reflection of
o | Headquarters orga n1zab1on u1owg c1uster and categorical
program 11nes. Coordination u1th the health activities
of other agencies is limitz zl¢ Tn the regions just as it is
in headquarters. As the H&d health agencies IGS; nd to
changes in the federal roles in health, the RO health
staff will be éxpected to assume the fb??oﬁing '

responsibilities

. -~ hwarding funds to and monitoring performance of
organizations established to maintain surveillance

of professional standards.

-~ Monitoring performance of agencies which have roles

e e e AT T T 1n health 1nsu ance f1nanc1nn sybianq

-- Cert1fy1ng facilities for participation as providers

in health f1nanc1ng programs.

- Pr0v1d1ng techn1cu] assttance to prepu\e Co.nunity-'
1eve1 health care delivery projects for financing

? : , : through reimbursements.



Providing technical assistance to community or State-
1eve]-authorities-f0r the prevention of communicadle

discases.

Coordinating and assisting in collection of data on

health care resources and health status.

Awarding funds for State—wide and community level

p]anning'and coordination efforts.

Assisting in the implementation of programs to provide

care for beneficiaries through direct delivery

activities.

Assisting.prog?ams for safeguarding health through

enforcement of laws governing the manufacture and

sale of food, drugs, and other substances.



I17. RECOMHE lUATIOub

The recsmmehded agéncy structure for f%e health services
activities of HEY contains thréc'new agencies organized
around the functions of pwcx=u1rg and finansing health
services, development of health resources, and prevention
and control of health proS]cﬁs. Within each of these
functions, the foderal role veries from one of direct
actioh to oﬁe of serving as a focus vor inxormat‘on ano
advice. Four other ofganizatisna] options which were

considered are discussed in Appendix C.

Implementing 1h se three agencies would result in a health -
o

structurc consisting of five agencies, oach functicning under

specific hea th mission:

Food'and Drug Administration - consumer protection
Nationai.lnstitutes of Health - biomadical research
Center for Discase Control - preventive and public healt
Heaith Resou"ces Administration - health care rescurces

~Health Services Administration - heaith services

~

The purpose of this study has b en to create a structure that

i

facilitates the development and implementation of consistent
HEY health po]1c1 The functions of the three new agancies
prov1de a continuing focus on the elements that will have to

be considered in the dovelopment of overall health poli cy.

.0
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Since the establishment ot CDC as a scparate egency requires -
very 1ittle change, the primary elenents of this recommendztion

aro-to consolidate into-tws agencics major HEM activitics that

i

.

support the provision of health services and the developmient

—— ‘//

o7 health resources,

arae

Hithin a new agency for heé1§h services, all programs now
financing or directly suppoirting the delivery of health care
vould be censolidated. The need to bring the major financing
programs of Hoedicare and Medicaid-under hea]tﬁ po1ity direction
has been discussed earlier in this report. In addition,

the current HﬁﬁHA health service progrﬁms would be consolidated
to faci]itaté a coordinated approach in redirecting these
activities teward support through the financing'system rather
than direct Federal assistapce. These current HSHHA service
programs afe supported threugh a variety of mechanisms, including

formula and project grants, contracts, and direct federal assistance

for beneficiary care. e

T{ is-recognized that the cffective oneration, consolidation,

and redirection of these activities will p]aée extensive
administrativciburdens on & new égency that is also charged with
operating and integrating the health service financing activities.
Nevertheless, it is strongly recomnended that these functions be
in a sing]c‘agcncy to provide é strong.po]iCy fécus for health'

services, to meet.the nocd Tor more offective interaction batween

.
.



direct service and financing programs, and to eliminate costly

L

The consolidation of activities supporting the develotment -

of health cere resources is the ccond major provision.

The pfoposed new'HRA will require immediate ond extensive
FCJ1YLCLTOH arnd integration of onéoing progrems. A grcqter'
degree of competence must be developed to provide the
suxve111“nce and reseorch activities necessary for development
of a coordinated rescurces strategy. In addition, this agency
W1]1 require immediate integration of onco1rg resource

development pxooram within a coorm11aued resources strategy.

The long term focus of this agency rust be tne provision of

information, analysis and advice on the overall supply, damand

and effective utilization of health cavre PCSQJICGS.

Resource development has been articulated as a Federal

responsibility in, the past, and has been the general
7 boy

-goal .of numerous, sLabtcf od efforts. Consoiidation of

these activities will facilitate more effective gti1iza—
tion of limited Federal funding through greater tgrgeting
of activities. Problams should be identified in a
broader context of thé overa1ﬁ view of health resources
in the U.S. The impact of this agency wi]],not depend as

much on the onﬂrat1on of direct nxog;ams, as on their

1nd1rect role in 1n|luonc1ng the p011c1es and programs of

o N <L
Qo I it i eo.

ar-at times conflicting duplication of efforts between them,. -

>
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health care f1"ancinq activities: the Bureau of lcaith

the Modical Scorvices Administration (1:5A) from the Social and

RS
¢

MYLL BE THE FOCUS FOR ALL

The primary mission of the Health Services Administration wiil

be to provide and finance the delivery of health services

through Medicare, Hodicaid, grants and contracts, ¢irect

delivery, and uitimately, national hca Tth insurance. Major

~

functions include adininistering the health care f

jrancing
progfams (Medicare and Medicaid); deve?oping and monitoring
comp]fance vith standzrds for participation of proviacys in
f1nanf1rg, rev1ﬂusnu the appropriateness of care received in
terms of cost, qua11t/, and efféctiveness; preparing existing
health service programs for support through third party
financina by strpnfuhonwnn their management capabitity end
ensuring thay meet acceptable standards for reimbursement;

and providing heaith services to'specifiﬁ federé beneficiarics

while facilitating conversion of these activities to support

1

through financing programs.

Insurance (BHI) from the Sobwui Security Administration (S84}

Rehabilitation Service (SRS); the Professicnal Standards
Review Organization (PSRO) and Rursing Home Affairs activitics
from the Office of the Assistant Secrgtary for Hea 1th {OASH)

and tedical Cere Standards activities™ from the Comauni by iealin
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“Seryvice. In addition, HSA nou]d 1nc]uuc all service project

activitins: family planning projects, n:lmhoorhond health

centers, femily health centers, and nigrant health projects;

formula orants:  Maternal and Child Health (KoM and 314(cd);

. and direct care activities: Indian fizalth Service (i4S) and

Federal Health Programs Scrvice (FHPS).

Hithin fhis agency, the financing activities might be integrated
and organized into 3 major coaponents modeled after the BRI
substructure. These three financing components would be policy
devn]o;m nt, p(oJIam 1m310‘ontdt1on, and program monitoring.

The service and formu]a grant activities might compirise a fourth
self-contained component of HSA that has within it functions
comparable to the ;inancina subftructure. The grant services
component cou]d contain & umt for poh"v ;w.nd regulations, one
for technical assistance and program implementation, and a third -

'

for program monitoriné. (Training of grantee staffs is considered
a form of technical ass1 ance.) The direct care activities

m]ghb comprise the fifth co“pnr ¢ of %SR. These act : ities

are re]au1vc1v se11 contained zdmwnwerat1ve1v bzcause of their

distinct operating requirerents, and could retain much of their

present organizational structure.



operationa1 data w1|1 1nc1ude u*11.2a;10n of qervicés throug!

The administfative structure Tor program dircction ani starf
support in hSA uou]d be derived from SSA, SRS, “and HSMHA.  In

addition to the 1ntegra1 nHI and 1SA components, Certain

. administrative support functions, such as pe ersonnel and 1.n.nc1e1

menagement, arc now carried out cenira11y in SRS and SSA, and a
proport1on of those staffs shou]d be identified and transferred
to HSA. Thcre are, as v011 some policy support actiyities in
SSA that relate to Medicare. The relevant portions of these
activities -- i.e. sub-units of the Office of the Actuary, 0ffice
of Research and Statistics, OFfice of Program Evaluation and

P]annlng, and Lh“ Bureau of ”eﬁrinﬂs and Ppgvilc -- should be

identified and transferred to OASH and HSA.

The Health Services Administration will serve as a policy
resource for issues concerning the delivery of health services.
Information on uti]izatioﬁ of all federally-financed healih
services v111 be collected throucn HSA, althouch all other

data-gathering activities will be conducted in HRA. These

reimbursemant, grant, and d1r°c1 vervwce proor'vf and will nzed
to be c]osg]y related to baseline and other data developcd in HRA.
A1l research will be conducted in HRA, 1nClUleO research and
experiments with Lhe {ina nc1ng ;yst:ﬁ..~HSA taff will lcv.u1’"
problems with the financing system that have poiicy jnnlications,

and they will work closely with 1'MA research and surveillance

staff to develop experiments that help resolve these policy



IHE ;nnchJHM of the Healon Resources Aoa.nlstr'tlun

i11 be:  providing ove'a11_§grvei11ance of the status

o7 hzalth cere in the naiion.through State and local

. | ‘ health p]énning'activities as vell as collection and anu155's
of daLa on resource supply und ccm:nd vital stétistics,
and diseaser incidence; onve]opwnq end testing (in .
coordination with Federal health service activities) new
approéches to the provision, distribution, and utilization

© health MaGDOWeY, hea]th'facilfties; and health cere .

systems; providing Tinited sppcnul suppert for develop-

. - ’ ment of rescurces that zre not effcctit.fe]y providec
through health service financing or general cducation

support mechznisms.

This agency br]n\s togother the eniwre set of HSHHA
organizations now located within the Develcpment
_ 7{‘ SRR Mr]USLGT‘::J?uLIOHQ] Cenufr 1or LvaWLh aerv1cos
Rcsearch and Development, Health Care c11itics
Service, Comnrchensive liealth Planning Service, .Regiona1
Fedical Progfams Service, and Health Haintenance‘v

Organization Scrvice -- and the [rmergency Medical

o s

Services and hational CCHLPY for Heaith SLat1stics from

the HS'!A Office of the nuw1n1stra v.. The Burecau of

(OS]

O
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Health Manpower Education froﬁ NIH, the lational Health
Service Corps,'and cthier healt cx@.ce research and
training activitics thét are now located in various HQHJA
PrOgYams are also brought‘together o BRA.  The Health
Resources ﬂdministr&tibn will requive a thoughtful and

carefully plannzd integration of ongoing programs. In

add|L10J, a now program dimension necds to be develcped

to provide a rational policy focus with respect to health
resources and kealth data. Consolidating these saveral

major programns will be the first step in creating a strong,

continuing organizational capability for health resources

activities.

The substructure of the hgency should clearly refiect the
continuun of health resource pr ramqing from surveillance

of what 1s haopaning in the heoalth system and its components;

~

‘to research and evaluation oV spacific segments and issues

related to the l alth sJ“b:m, to develiopment and oneration
of“we11—defincd cmonstrations and limited resource

dCV“IOUm nt acb»v1 es.

The surveilianct Componc .nt is envisioned to include the
current activities of tha Camprehensive o Health Planning
Service, the national Center for Health tatistics,

the manpower 1nLc]]1qence vnit in Bu,_, and current b {A
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activitics related to the definition of health scarcity

areas. Ine refﬂwvc1 and evrluation component incliudes the

Mational Center for Fealth Services Research and Dovelopment

1ot

21,

L

and the research cizuents of the BHiE and other HSIHA prograns.

The -development and poeraticns component uvflud the demonstr

”~

and developuental programs ov the BHME, the Hational Health

Service Corps, Health Mainterance Organization Service, and
Emeraency iiadical Services; and the operational proegrams of

BHME, the Regional iiedical Programs Service, and the Health

Care Facilities Service.

It is important to cmphasize the need for consolidating

ongoing research end training activities. UYhere stuch

ongoing work goes beyond ansuering the needs of specific

grant or contract operated prograns, they should te

1nc]udro in hRA Progr am direction and management sunport

3

for this naw agency should be ogtd(nod primarily from BHUE

and }S'!&

THE CEATER F

GUT 1T

The primary mission will be ﬁpvprovide naticnal 1éadarship
for the prevention and control of communicable and vector-
borne disecases and other p»L.LHLdb]G conditions. liajor
functions will include prevontfng and controlling

communicab]e discases by stimulating State-end comnunity

gtion
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action, providing technical assistance,
‘effective technicues; develeoping cccunatianzl safety end

health Jbahuarﬂs and other related activitics to assuve

‘safe and healthful wverking conditions; eduinistering

prograins relating to childhoed Tead-bascd paint poisoning

and urbzn rat contrel; directing foreign and interstat
quarantine ac tivities; and

laboratories

This agency W
Consumer Services cluster --
Bureau of Commun1cy Environmental Nanagoaent (BCEH), and

National Institute for Occupational Safely and H

-

The agency would rectain the designation of Center for

D1sea Control, since the primary agency emphasis will

continue to be on .the current CIC activities., The leaza-

based paint‘and rodent control programs end essociated stad
which remain in the FY ]074 BOSH budget should be incorpora

standing organization.

independent organizational stetus in enticipation oi 1t

e
w

transfer to the Department of Cconomic firaivs under the

President's Depariuantal Reo saticnal Plan., A careful

C\

review should be made of all i 3N activicies n“iﬂr 1o

transfer to DEA, to determinc appropriate ctivitics Lo be

ould contazin the programs in the Prevention ana

Center for Discase Contrel (CD:!

improving performance of c¢linical
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transferred and to establish future program'11nkages boiween

[ FTRA R AT

GuE weogrens and HIJ‘H

During imnlementation, spacxu1 adninistrative arrangoments
may necd to be made if WIOSH central office staff continues

to be located in the For‘l~”n L”11d|nj, white looking o the

COC in Atlanta for overall progrem direction and manag
support. The remaining BCEM operations could also be

1 1

accommodated under thoese special 1d11wistrative Arranienents,

if it appears desirable 1o maintain their present Tocation
at Parklawn. It is expecte d that the comhzhyl statfing
available for this agency in 1°]ﬁ will be sufficient to

M

manage tho ncw organization.

OTHER ORGAMIZATIONAL AREAS WILL REOUIRE SPECIAL | ATTEHTION.

Preventive Health Aetivitias

In addition to health services and health rescurces, the

third broad ccmp1emantary ccmponcnt of an uv::ull hea

,strateﬂ is Lhe fun cion of reventing and con txol]inc
Y ]

health prob]cm;. Act1v1u1es of this type "xc1ud: the

consumer protection cCLWVWiWC: o7 the Food and Drug

oo
-
.

Administration, the communicab]c disease preventicn ond

control activities of COC, and the cccupaticnal and

<)
=3
[ &5

environmental .safety and health ¢ ”1+1e‘ of NIOSH

BCEM.
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Consideration vas diven.to rouping all preventive
. o

health activities u“'r 5 aﬂ1e Teadershin in a health

L. C

protection egency, &s cnvws1on:d for the Depariment 01

’\.’
[e8)
1

Human Rezources by the President's De partiental Reorg

bR

)
o

tion Plan. This singie ag ncy appreach would provide the

third aspect of an overall healih strategy and would consider
broad questions of how to prevent health preblems from both
a personal health and a public health aspect. Such an agency
vould serve as a source of expertise regarding the ¢
of various preventive health corvices that are proposcd for
coverage under health financing programs. It would a?so-wefgh
the relative merits of conducting preventive heé]th activities
through a pwa.1c healtn or collective action approaéh rethor

than a personal health services approach.

It uas gbne”“1]y 1011 that consolidating preventive health
activities under single 1eadersn1p would clarify the

efinition of preventive activities; however it was also
recogn11ﬂd that the me rger of an crlnrcennw{ agancy with an
agency which has relied with significant success on cooperative

and technical assistance dpproaches would not strengthen

either agency's ability to perform. Thus, a rove to consolidate

FDA and CDC is not reccrmended in this report. The yecrmmonda-

tion groups &l11 clearly preventive activities that are curvently

in HSEHA under CDCA]QudCr‘hIP, and mzintains the separation of

. FDA.
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1t is dwportant, in lieu of consolidating envorceuont ana coher

preventive activities, to distinguish their functions frem those

£ athor health services o ~a1th resource Provontive ——
of other healtin services oo ncalth resources. reveneIve

health ectivities should be spocifically targeted efforts
desicned to cdolerming and-rcduce the lh"lCL of or aveid expo?ur“
to infectious or unsafe agents or conditions that may have a
dctﬁimenta}.affect on health. Thcy should not cverlap wfth
other move ¢oneral éstrLS to increese thé e%fectiﬁene“s )
entire hea]tn care system,. nor shou] they overlap with efiorts

to improve azlivery of genﬁr“1 (as Op?OSGd to preventive s.r'*ces
by State Hea]th Departments. Without a clear demarcation of

this nature, activities carried out for pr“v:nulon may hecem2

indistinguisaable from other hea]th cere services.

Hational Ir'+“‘jﬁes ol

_,p]accmvnt or Lnﬂ i.c,uoml Tnstitutes of Mental Health in

Deliberations cencerning the appropriate orcanizational
the restructuring gave consideraticn te several Tactors.
Primary amon“-these wero: budget actions consistent with
the now FCu_lc] role 1n hioalth wiich db emnhasize service

delivery and manpowsr train1ng progrems; the resuiting
empliasis on vgscarch as the nrodeminant future role of Rt
and the functional intcaration being athioved in the

recommended five-agency approach ler]LCLlhj resourees, serVices,

I P O P B LA R I [T A S P
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There eve 1'tﬁrCt adventages in tonsidering a functiona
integration of WINH, ie., moving manpovier trainfng and
statistical aétivities {0 HRA and service delivery project
and foriula grants to HSA. 1‘15 would achieve a clear
con;o]1uub1ou of the health service and manpower programs
and facilitate the necessary cenversion to other financing
mechan1sms along with similar activities in the new HSA.

It would s%mp]if} policy development and implementztion

fér such programs. In addition, the NIHH expertise would
facilitate the inclusion of coverage for essential mentia 21
health services in the financing programs. Under this
apprda;h, tne basic research and research training activities

would be moved to the IH.

The RIMI alcohol and drug abuse service activities, ncuaver,

Tt
1
de

require legislaticn to be separated from HINH. Since

feasibility of shovrt-tern 1nn1t:3ntaticn pas an important
cons1qerat1on,:ih3 sepernt1on ot ’1fo)oi and drug abusa
services from NIMH was not recommended. -This decision

jmplies the retentiion of at least some service activities

within what will beccme primarily a research program.

At the samv tlmw, there is merit to p]ac1n; primary
emphasis by organizetional placcment on the future
role of il as a rescarch-oriented orcanization

without Viniting itc ackivitics fa rocaarch,  Thic



- ———

would result in a minimum of d]SIUPLTDW “1th1n w“ﬂtal
h“a1L1 ctivities, with the possible risic of coi g]xCdL]ﬂp

Ny 'nc

the Tuture conversion of service and m“npouvr Prograns

Given these censiderations, it is recom wended that {IHH

be retained as a free-standing Institute and be pleced
within_NIH. Placement of ﬁlﬁH in‘NIH makes it even more
important to give attention to feso]ution.of the issues.
concerning relationships auwong the health service delivery

aspects of NIH prooraws - particu1arly those in the National

Cancer Institute and the haquna1 Heart and Luyng Institute ---

and the propocrd Health Services AGJ1n1 tration and Health

Resources Adminisiraticn.

Health S\rv1cn Delivery Aspects of Mili Programs

The intgrfaées hetween basic bicmedical research, demonstra-
tion, and direct delivery are complcx. In the specific area
of demonctrat1ox and direct cc 11vevy of services, the. most

0bV1OJ> area of concern is ithe re-introduction of control
progroms in the rational Cancer Institute and the hational

Heart and Lung Institute.

s stidy to give full consideration’

—-te

It was not pessible in th
to defining epm ﬂnxlato relationshing end operational

patterns betwecn health service delivery and biciredical

U



resecarch. Control programs and otber health service related

activities of NIl with their categorical focus would attempt

" to bridge from research to services through the establishment

-

Was

ot

of disease-oriented couid r1ty systems of health care. 1

the general -assumption o° this study that these services mu st,

jn the long run, be tied to health financing programs. Hhile

no recouﬂondat1on is being made for organizational chanjes to
address the relationship of service delivery and research

programs, the area requires further study and resolution.

-Leg1s1ut1ve, programnat1c, and pragmatic concerns should be

1ncorvoweted into an analysis of a]ternat1ve steps th°
Assistant Secretarv for Health could take to clarif) tﬂbse
relationships. These considerations will'have'substantial impac
on the HSA service delivery program policy and implementation,
decentra11zat10n act1ons, regional office prograwm responsibiliti

i

and the future ro]e of research programs.

App]]ﬂd H9a1th Research

. During the study, it was evident that applied research is

being carfied out in virtually every HEW health agency.
Applied researcn -- both biomodica]_and health services
research -- 1S needed to de?e]op means of impreving the‘
health service delivery system and preugntivglhea]th sarvices
and to provide a sound scientific basis for regulatory action

by FDA. This research was initially the respons1b111t/ of HIH,



but has grown up elsewherc largeTy:because the NIH research

has been unresponsive to other progran needs.

¢

Environmental health veszarch is probably the most o™

diff ‘use area of applicd health rescarch. Mithin HEtld,

'environmmntal health research is carried OUL in NIH

by the ltationai Cancer 1nst1tute, the National Instwuvte

for Environmental Health Sciences, the National Institute

of Child Health and Human Development; in FDA at the National
Center for Toxico]ogica] Researchs and in HSHMHA by BCEM, NICGSH,
énd CDC. The primary need for this research is as a scientific
basis foﬁ FDA's regulatory QGcisions, yet most of the research
oiher ihan that at NCTR is not influenced appreciably by FDA's

needs.

In addition, the applied research problem includes much

| R1N

research that falls into the "gap" between NIH and HSHHA.

This research would be useful both to the financing and

- delivery of health services and to the development of
health resources, but NIH considers it-too service-or

‘technology-oriented and HSHHA considers it too b1omvd1ca]—

oriented. This research could be made more respons1ve to

the program needs eithef by placing it organizationally w1bhlr
the program that would use the research results, or by establish
a mochanxsn for the program that nééds the resulis of the resear

to 1nf]ucnce the pr1or1t1e> for and the ways the reseaxch is



e e

-ty

[

in the respective program settings where it can be

It was recognizedithat neither of the two possible sotutions

to the app1iéd rescarch problem was happening in HSHHA. It

was also recognized that the solution to the environmental

healih research problem probably did not lie in HSHHA, sincé
the problem concerned primarily FDA and HNIH. To attempt to~
address that problem thrdugh an applied health research
organiéatioﬁ in HSMHA would tendvto complicate rather than
simplify it. While the problem requires early attention,

it was considered move appropriate for study and reso]ution»

outside the context of this study.

In general, the applicd research problem arises because HIH, the
agency whose primary mission is research, has often been
unresponsive to other program needs for this research.

The solution lies either in devising ways to make this

research responsive while leaving it in its present

research setting or to place the research activities

responsive. The‘formef alternaiive appeajed more

attractive becau;e the direction and settfng of research

priorities, inc]uding.app]ied research, is considered an
I

appropriate and a necessary activity for the Assistant Secratary

for Hea}th.
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THE PFCTO"“ Pr[\LTH nwrrTm SHOULD BE

THE REGICH 4D RE FOAT V0 THE OFF o TOF
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The major future responsiblities of the regwona] Oaf1CC (ﬁO)
health staff will be to help administer and monitor national
health insurance activities, provide surveillance of the health
delivery system, and assist in resource development and‘pub]ic

hea]th activities at the State and local level. The overall

mission includes the following major functions.

Standards Cempliance. This will be a major activity in the

administration of Modicare and . Hedicaid and in future national
health 1nsurance and revenue sharing progrcms. Standard
setting and compliance ac»1v1tios relating to health prov1d°r
participation‘inf1uences thg manner in which those services
are organized and delivered. This function must be conducted
in cldse cooperation with the designated State and Tocal

agencies.

Surveillance. Regional Offices will play an important role in

the health inte1ligencé network. Information onghealth care

" needs, conditions, and program effectiveness must be gathered
and ana1yzed on a State and fegiona] basis to monitor progran
and probleas; to predict trends; to assess resource uti]jzation

and to provide the basis for developing strategies for change 1

health financing and vesource development programs.

Resource Development. As an outgrowth of surveillance and.
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and demonstration support to States and communities and provide

peans for channelivig new health services knowledge and new develop-

ments in science and techinlogy as a result of research.

4 T
B IS

\

Technical assistance activities should utilize capacities
available within the RO's, within the five central agencies,

and e}sewhere in the Departhent,las well as in other specialized
resodrces throughout the nation. Technical assistancé'resources
must be enhanced and.expanded éé‘appropriate, Support of this

type will need to be provided to ¢ mmunity groups and agencies,

as well as hcalth jnstitutions and official agencies.

preventive and Public Health Activities. The Department‘é-

health activities have traditionally been especially concerned
with helping the development of State and‘1oéa1 public health
services. This focus should continue through the RO's, although

3t should bé developed in a context of concern for a total

health strategy. Effective assistance in this area will require

_a clearer dafinition of preventive health activities that should -

be focused on problems of disease control threugh epideniology

and imnunization.

Given the stated mission of the regional health staff and the related

functions, tho recomnendations on the RO's are:

-~ The Regional Health Director (RHD) should be'the principal

health official in the RO. This role should include a
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RO,

broad mandate encompassing program leadership, planning,

implenentation end direction of day-to-day operaticns.

1] .

"1t also should include a relationship with the Pegional

1
1

1
1

t
H

4G

Director as principal health advisor, making unnecessary the

position of Associate Regional Director for Health. The RHD

should be responsible for all health programs in his region.

The RHD's should report to the Assistant Secretary for
Health through the Deputy fssistant Scecretary for Program

Operations.

The capacity of RO staff to provide technical assistance

should be increased as appropriate.
Grant decentralization should be completed prompt1y.

The RHD should develop mechanisms for the full integration
of the efforts of the regional health staff such as
conso1idated'work plans; consolidated operating budget

for salaries and expenses; and flexibility in utilization

of personnel.
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IV. HNEXT STEPS
Soveral  factors need to be considered carefully in the
development of an implementztion strategy.

A
. There is presently a iigh degree of momentum

associated with the new leadership in Dhid

which could be supportive of reorganization.

. New dgency heads will be designated in the near
future. Reorganization activities should begin
as soon as_possible to avoid territorial

disputes that may deve1op~with'de1ayed action.

. The overall impact of the new health leadership
to effect the proposed organizational changéé

will diminish with prolonged delay.

. The current uncertainty and restlessness that
! . . J N
_ permeates HSHHA demands immediate action and

sﬁrong Teadership.

.. The abolishment of HSHHA and creation of tw
new agencies (Health Services Administratfon and
Hea]th Resources Administration) could be done
internally under the direction of an acting
Administrator of HSMHA. The cutward appcarance of

this approach, however, could well be construed



\
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"as procrastination, with no intention of carrying

out the rcorganization. The need to avoid prolonged .-
organizational chaos would argue strongly for an
smmediate break of HSV/HA into HRA and HSA, with each

agency reporting directly to OASH.

Since all o7 the reconmended actions can be effected'
within the aufhority of the.Secretary, concurrence

in the.dvera1] concept at that level will be sufficient
to begin implementation under the leadership and

direction of the Assistant Secretary for Health.

" The development and approval of a complete organizational

plan containing detailed mission and function statements
for all units is a time-consuming process. Effective
reorganization will be seriously jeopardized if this

process must be completed before implementation begins.
Imnediate implementation will require management
flexibility for making operating decisions within

the overall framework of the recommended plan.

‘Details of the organizational structure can be

developed as implementation proceeds.

Considering these factors, it is recommended that implementation

procecd under. the' leadership of a management team assembled by
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the Assistant Secretary for Health. The team should include

. Depuly Assistant Secretary for Administration and
Hanagement L _ —

. Deputy Assistant Sccretary for Medical and
© Scientific Affairs

. Deputy hssistant Secretary for Program Cperations

. Administrator of HSA

. Administrator_of.HRA

. Director of NIH

= vDirector-of e

. A nucleus of three or four managers that can direct
dav-to-day activities in specific areas of the

reorganization

There are two principal issues regarding the makeup of the
management’feam The first involves the integration of BHI

and MSA and their ultimate transfer to HSA. The resbonsibi1ity
for th1s merger cou]d be assigned to the Administrator o{

ﬁéh a]ong With the rea]wgn‘cnt of the service programs from
HSHHA. Because of the magnitude of both tasks, tne Assistant
Secretary cou]d'elect'to-retain in his office the BH?/HSA
responsibility until such tirie as the administrative details -
are finalized, thereby ensuring an éyderly integrat1on of these
programs into HSA. | | |

The secend issuc involves the agency heads' direct participation
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close working relationship that might not otherwise occur if

each agency is left on its ouwn to implemint respective portions

of the reccmmendations. It is quite fmportant, therefore,

that the entire team be held accountable for the total

reorganization.

The following steps should be taken to implement the

reorganization: o .

Step 1 -

Step 2 -

Obtain Secretary and Under Secretary concurrence
in overall concept. With this concurrence,
delegate implementation authority and
rgsponsibi]ity to the Assistant Secretary for

Health..

Brief appropriate Congressional and Executive

. Offices. It is essential that these briefings

Step 3 -

- be completed before details of the reorganization

_become general knowledge.

Apﬁoint’the‘hanagémént team and develep an

jmplementation strategy and pTan.

Step 4 - Transfer NIMH to NIH and initiate further study of

~Step S -

its internal organizational and pregrammatic

‘inter-relaticonships.

Establish CDC as an agency, and transfer BCEM

and NIOSH.



Step 6 - Establish two new agencigs (HRA and HSA) and

abolish HSMHA.

Step 7 - Transfer BHHE from HIH to HRA.

Step 8 - Establish Regional Office liaison staff under
'the Deputy Assjstant Secretary for Program
Operatibns and begiﬁ to implemant other
recommendations relating to.the Regicnal

Offices.

Step 9 - On a predetermined'déte to be established by
the Secretary, prefefab]y not later than
duly 1, 1973, transfer BUI (SSA) and HSA (SRS)
to the direction of the Assistant Sccretary
for Health. Within 90 days of this action, the
" OASH and the management of BRI and MSA will
determine and implement the necessary aduinistrativ

ac?ions to integrate appropriate functions and

estab]ish‘their staffs in HSA.

If implementation js undertaken immediately along the general
steps outlined above, the reorganization could reasonably be

completed by October 1, 1973.

Time is of the essence and the degree of success-will in large
measure depend upon the speed with which iwplementation can
proceed in an ardarly manner. To this ond, onocovty oo wiioond

from the Secretary is imperative.

i
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~ PERSOIS INTERYIELWED DURTHG STUDY
OF HSH

PROGRAMS AHD ORGANIZATIOH

>

1

Yealth Services and Mental Health Administration

“Acting hoministrator: G R

David J. Sencer’
Daputy, Associate and Assistant Administraters:

Frederick L. Stone, Interir Denuty Administrator and
Acting Deputy Administrator for Develcopment :

Beverles A. Myers, Associate Administrator for
Program Planning and Evaluation

John H. Kelso, Associate Administrator for Management

David V. Johnson, Associate Administrator for Regional Offices

Gerald N. Kurtz, Associate Administrator for Communications
and Public Affairs L

Joan F. Bushnell, Assistant Ldministrator for Legisiaticn

Robert J. Laur, Deputy Administrator for Prevention and
Consumer Services

Emery A. Johnson, Acting Deputy Administrator for Health
Services Delivery '

1 t

Bertram S. Brown, Deputy Administrator for Mental Health

o= ¢ - - ==.z7] Program Directors and Staff:

David J. Sencer, Center for Disease Control
Marcus M. Key, Mational Institute for Occupational Safety and

' Aman -
~

Robert E. Novick, Bureau of Community Environmentai Managem

(

Marjorie A. Costa, National Center for Family Planning Service
Albert B. Lauderbaugh

Arthur J. Lesser, Maternal and Child- Health Service
Grace M. Angle and Ralph R. Pardee :

" paul B. Batalden, Community Health Service
Michael J. CGoran )

Y

(J.D
™o



WL pebonald Rissle, Hational Healt!

Emery A. John»on, Indian Health Service

Robert E. Stre1cher, Federal Health Programs Service
oland D. licRae

1 Service Covps
Howard G. Hilton and Alex vender Montgomar
J

Rebert van Hock, Matio nal Center for Health Services
kccnerch ana ?cvelo ment

Harald M. Graning, Health Care Facilities Service

Ruth E. Duwnaw

Robert P. Janzs, Comprehensive hea1Lh Planning Service
John Capon1b1, Jdr.

Harold Margulies, Regional Madical Programs Service

Gordon K. MaclLeod, Healtn Maintenance Organization Service

Bertram S. Brovin, Hational Institute of Mental Health
Jomes D. Isbister and James D. Lawrence

torris E. Chafetz, NatiOHW1 Institute on Alcohol Abuse and Alcoholis
“Kenneth L. Eaton and John A. Deering

#illiam E. Bunney, Division of Narcotic Addiction and Drug Abuse
Karst Besteman :

Theodore D. Yoolsey, yational Center for Health Statistics
Edward B. Periin ' :

‘Regional Health Rirectors: ST A T L

Gertrude T. Hunter, Region I
C. Robert Dean (Acting), Region 11
George C. Gardiner, Region 111

Eddie J. Sessions (Acting), Region TV

“E. Frank E1lis, Region V

Holman E. Wherritt, Region VII

" pbel G. Ossorio, Region VIII

Lo “~.d p.owaenenald (Denuiy), Resicn IX

DaV1d . Johnson, Region X



thar-HSHHA Staff:

Eugena W. Veverka and Alvi
Acm1n1strator for Reg.01

Conald E. Goldstone, Office
for Prograin Pla nn1ng and

I
VL

Tl

Office of th2 A

Qther Acencies,

'ThOﬂds M.

0ffice of the Associate

E. Harvel,

. Offices -
~f the Associate Administrator
fvaluation :

Morris ﬁ. Cranmer, Director, National‘Center for Toxicological
:asearch, Food and Drug Adrinistration

Joseph P. Hile, Director, Executive Director of Regional

OP“Y&thﬂ%, FDA
Ronald T. Ott

John F. Sherman, Acting Director,
Robert Berliner, Thomas J. Kenncdy, Leonard D. Fenninger

and Leon Schwartz
Education, NIH
Daniel F. |

Calvin B. Baldwin, Jr.
Institute, NIH

hiteside and Charles H.

Executive Officer,

Mational Institutes of Health

- Kenneth M. Endicott, Director, Burecau of Health Mdnpower

Boettner

Mational Cancer

John C. Bailar, III and John W. Yarbro

Theodore Cooper, Director,

‘David P. Rall, Director, Rz
Health Serv1ces, HIH

H1111aﬂ Y. Payne

Cancer Rescarch Center

Howard M. Mewman, Commission
Social and Rehabilitation

Tierney, Director,
Security lC“WﬂzStTat101
Irwin Wolkstein and i

cgistant Secrefary

- National He

+tional

, Deputy Director, Ha
Health Serv1cos, HIH, and Scientifi

neyr
: s
Saerv

Institute of Envircnmental

o Coord1nator of Frederick

d1c21 Services
ces

Sureau of Health Insurance, Social

Ty Uaalth
P .. DL e w

lorris. B. Levy

B

art and Lung Institute, NIH

+ional Institute of Envircnme

Administration,

Richard L. Seggel, Deputy Assistant Secretary for Program Operatio



fade H. Coleman, Special-Assistant for Drug Abuse Prevention

Rupert F. tonre, Acting Deputy Assistant Secretary for
Administration and Management

0ffice of the Secretary, HEY

Bernard F. Xelly, Office of the Undar Secretary
Eugene Rubel, Executive Secretariat (Health)
Peter B. Hutt, Office of the Ceneral Counsel

Keith Weikel, Office of the Assistant Secretary for Planning
and Evaluation

peter Fox, Office of the Assistant Secretary for Planning
and Evaluation : :

Thomas S. McFee, Office of the Assistant Secretary for
Kdministration and Management

John Pinney, Office of the Assistant Secretary for Administration
and Management ' '
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ANALYSIS OF ORGANIZATICHAL ALTERRATIVES

problem throughout the major issues as described was that the
current organizational structure was inconsistent with these

roles and therefore inhibited carrying them cut. Four organi-
zational options were developed which had as their core the

_.need for an organizational framework based on an articulated
‘federal health mission. The particular options were developed

to isolate issuzs and contrast aliernative ways of addressing them
organizationally. They were not intended as "either-or’ proposals
since there are innumerable variations and ccmbinations possible.

A review of the current activities of the various health components

of HEW suggested that there were three major health program
functions -- health services, prevention of health problems, and
development of health resources. The organizatienal options

were attempts to "package" various groupings of these program
functions into 2genciec with ccherent missions. In addition, the
options refiected a pragmatic concern for the impact ol any
organizational change in ongoing operations in terms of the need
to minimize the negative aspects of disrupticn and tc maximize
the use of existing administrative capabilities.

1. DESCRIPTION OF ORGAHIZATIONAL ALTERNATIVES.

For each alternative creating a new agency, a descriptive
organizational title, abbreviated mission statement, and
major functions were identified. These four alternatives
are-shown in chart form on the following page. . -

51

L F Appendix C



-t s s o A ot et i o s e i . -

d o Rl A . ..__..._,‘._‘.-———-.,.‘...,.—.‘. . - i
- .- ——— . . . - . . . o l fl
1 . !
) |
. . (“* sener /,',\"'"?’»"3. T\‘fﬁ'\n -
’ (:)R $. LAKR 8 f) é €%z U u/‘k:p.‘-s
- ¢ e g T I T IS T
_-_-:-r::':) i
% - [ .
3 - .
H . N :
B :"“ ] : ’ . '
k —L\/‘\ ‘ - |
{, AN L LAY > ‘ ! _ ‘
! ] ' : ST »
. LA TR g AN «.'(‘- by ) gt r - - e porey e e
* 'él i ﬂ ? ‘da--«l'}--\Qunuléhi-‘u!..\s .;.’u.*n..
;-"‘ K X kRt " ~9 P L R N
i 'II ' § B é AGEIICIED ALONG FUTUNRES
b s Resources gy 8 f ot A T
i | 3 Top MS }J( FUNCTIONAL LINES
% i 4
. Yhorm. Grs {F, : EBenc C.nvé U\ll!\(f.zrd\zi .
4 H ; g oo o
) 4 p ' % £ ¢ Data 3
; i b : | .
f - RS INT LR | L\ 0%, 544 AL A R RRCINCRT IR Ly L
\ ~
/
y ' 1 l
O b it TR E;u.'.;.-r:.-r_vu .mw:.nc; oy st 4 LTI R -k
4 h 3 . k } - % =Are
4 <D C G Pt HoAR g gk &4 A f, f i5 & X f\ ! .=)|.~ RFANAS
b iod T I e I AT EIEG
} 3 EO% tental 8O0 Cur b ‘;“"“H’”-h' ot
! 3 LDC o5 "j Piene Careg % b Rl kA
I S o e 3 : B 108 1 ! EESTES SIREICE &
pa SRR B L r¢ Alcohotd b ¢ Dawa g fhisiith i
i 4 i d % 3 B K] I
: P oagry I §‘\ 3 ;oL 4 Y Resourcesd
{ ¢ ) '
DA 1L NI ¢ f0 Drues §k g gReource g . :
X ‘. b g M AP O SL TRE -l PTG AN T e st a2 ST NI, & O ATy AT .
l&r.'.uc‘.::éﬁtu.ﬂ H L. Latezarsu tee s d .

o
<
=

OPTioN 2 -
* gt Ceanian t G ht P . T ~.;“T;..~”.‘M:T‘; —— -
D& SAY § ,\1' S & RA ’a oneal ﬁ' SrALTA ENMTO THIREE
¥, P amanamma el A - - . - n )
: Y AGENCIZES ESVADLIS :-;s:t..:c;

Alcohol b Srandardsy

coC

ToOSARTIESY
gt

i i : , SUDSTANCE

7 O i E Drugs E fesources A -y -~
A CELE oy ; I SonpinG ON CDC SURVEILLANG
n g hokoeng 8 IBene. Care b

i v g 1 8y § Ca’ﬂxr l”th . %?_i-{‘{

h_l;ll.‘jﬂ:‘,f.‘!J'H‘J\hJ‘«ﬁ [ BRI RURL-p L L bt e N L L - hid

. OPTINE &

i ki ]

{1 HRA & & HSA

T MSA
4

I R L R L e lr\‘-—.,-
REA RIS BRI Ty FEILCE
PR (C Al 22N Y - T sy LT
[&L“.h\.. ;.‘;"é...): s‘.u«\.) bolideas b B2 il.,,‘
~
)
-
~

1

EResouroes
PR P] L B w'.»‘an-\.’

Drugps
Alcohut

(
5 ) . k

{ cyy ra e emantey (LS DET
%‘.‘-t.\nr!.\rd-. it v
A t

;' Data

s e Care

[PRIR TR e et st b

u
i-_-- v R T et poe s
FO R WSO AR VU ‘.Jw.iq..r-w!

Bises ab 2 0

oo T sl e e e
3

eroorrnt 30 ACT FOCUS

~



Option 1

Center for Disease Control

yiqsiOW’ Provide nztional Tleadership for the prevert1on and control
of co,thzc@ble discase dwc other public health funciions.

Major Functions: Develop means to prevent and control communicable
diseases; stimuizate State Pd ccmnun1uv action through survo1ltauce
and education; provide technical assistance and demonstration of

., effective technigues for control of communicable diseases; enforce
foreicn qU?wan ine reaulations; administer State feymula gran

programs for drug abuse, alcoholism, pubiic and mental health
cervices, and maiernal and child health; and develcp standards to
assure safe and healthful working environment.

Current organizationzl elements include the Center for Diseasc
Control, the Hational Institute for.Occupational Safety and
Health, and all formula grant programs.

Health Rasources Administration

Mission: Prepare e\1sL1ng federally-assisted health services and
manpower programs for financing through national health insurance
or other appropriate sources.

Major Functions: Provide management and taochnical assistance to
existing health service progrems for meeting financing progr="
standards: for reimbursement; continue to n"ov1de or arrange Tor
health services to specific federal beneficiaries while fac111tating —
conversion of these activities to smpor+ ’“rodgh f1n“nc1na :
programs; provide student and instit cnal assistance for the
education of manpower to meet sp2 vxan proLlc s which are not
effectively covered under general educational suppor‘ machanisms;
and support demonstrations designad to improve the future pro-
duction and utilization of health services manpower

HRA includes all HSMHA demonstration, service, and training project
grant pregrams exclusive of these in CDC; direct care programs; the

Bureau of Health Manpower Education LxclLﬁive of research and mazntower

intelligence activitics; and the Hursing Home Improvement activities.

- Health Insurance Administration

Hissigw Administer present Title XVIIT (Medicare) and Title XIX
) pregrams, inciuding development, implementation and
nt t of standards, pelicies and pv “scadures for ravrticizgation

.__
7]
al
-
a
w{z
-

o ol

enforcc"

in Tinancing proceoasy orovice Holl Tocus oy the davodjenrant aro
impicmzniaiion or national neaitn insurance; and conduct programs
for Won1t0r1ng, evaluating, and testing new approaches re]at1ng
to health insurance programs.

)



;1W0?1Cd":0ﬂ5 and d1556m1nate information to d;proyr1ate a
agencies.

Faior-Furciions: Administer Title \VIII and XIX programs;

dz veloV standards and certify vioviders for “ar*1c1pﬂtion in

financing pregrams; monitor conusiance and adequacy oT stdndards,
evaluate overall impact of stanz.-ds and financing for policy e
jmplications; revie: appropriateniss of care rcbeide in erms '
of cost, guality and effectivensss; develop and test n2w epp
to. improve the health insurance pirograms, 1nc1uoing finan
delivery systems, and health manpcwer; collect data on ne
status end health services resources; analyze data vor oo

HIA includes the health financing end related support activities

in the Social Security 'dministrstwan and the Social and Rehabili-
tation Service; HSMHA activities in medical care standards, research
and development, comprehensive h@ﬁ]tn planning, and health

statistics; re Sﬂarch and manpower inteiligence frem BHME; and the
Professional Standards Review Organization from OASH.

Option 2

Center for Disease Control

'Mission' PrOV1de national Teadership for the prevent1on and control
of communicable dlseases.

- Major Functions: Dev 100 means to pre»enL and contro] co“mun1cnb1e,

and education; prov1de ZGChﬂ]C’] asswqtance and dL“onCErﬁtvon of

. effective technigues for control of communicable diseases: onforce

foreign quarantine regulations; and develcp standards to assure a
safe and healthful working environment.
The CDC includes the present Center for Dis

sease Control and the
National Institute for Occupational Safety an

nd Health.

National Institutes of Mental Health

eld of mental

Mission: Provide national leadership in the fi
at such problems as

health, including intensive efforts directad
alcoholism and drug abuse.

- Major Functions: Conduct and support research, training, and

comnunity programs in the areas of general mental hea]tn, drug
abuse, and alaccholicony oreovida Togus for collschion v

Do e

QIS3Ciiacion O G0, 0B 0ICA G SrUg aluie aad h,quJ.LJ. aad
other mental health proo]cms, serve as principal focus for .
behavioral science activities and for cultural and social
problems related to mental health.
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includes the current NIMH activities except for St.
spital :

Beneficiary Care Administration

M1 sion: Provide or arrange for health care for fFederal bene1=c1ary'

popu; :tions.

Major Functi”ns Make arrangements for or provide health services
to specitied Tederal benzficiaries; facilitate the conversion of -
bEHdT7C]1Fj cure pregrams 1o financing tnxoabh national health
insurance or other mechanisms,

BCA includes the Indian Health Service, Federal Health Programs
Service, and St. Elizabeths Hospital.

Health Standards and Resources Administration

Mission: Facilitate development and implementation of health
insurance progrems through setting and monitoring of standards
for PaFL1C1‘d'1uW in insurance programs; surveillance of health
status and systiem resources; and preparing existing federally-
assisted health services and manpower programs for financing
through national health insurance or other appropriate sources.

Major Functions: Develop standards and certify providers for
participation in financing programs; monitor compliance and
adequacy of standards; review appropriateness of care received

in terms of cost, quality and effectiveness; evaluate overail
impact of standards and Tinancing for poiicy implicaticns; develop
and test new approaches to improve the health insurance programs,
including financing, delivery systems, and health manpower; collect
data on health status and health SCYV1CCS resources; analy:e data
for policy implications -and disscminate information to appropriate
“action agencies; provide ranaqetht and technical ass stance to
existing health service programs Tor meeting Tinancing program
standards for reimbursement; provide student and institutional
assistance for the education of manpower to maet special problems
which are not effectively covered under general educational
support mechanisms; and support demonstrations designed to improve
the future production and uti]ization of health services manpouer.

The HSRA includes the Bureau of Health lManpower Education; HSMHA
demonstration, service and training projecL and formuia grant
programs exciusive of those in NIMH and CRC; HSMHA madical care
standards, ccmprenansive nealth planning and health statistics
ctivitiLs; and the Professicnal Standards Re v1cw Orcanization and

Hursing Heme arfairs activities fraon NLSH,
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Communicable Disease crf Surveillance Administration =y

Mission: Meonitor the health stztus and health delivery capacity
oF the nation and provide assistance to meet urgent communicable
diseasc and manpower shortage problems. C

Maior Funciions: Conduct data cathering, monitoring or epi-
Cemiological surveillance of hezalth status and of health delivery
rescurces; communicate findings to appropriate action agencies;
analyze data for policy implications; control communicabie
diseases through stimulating action by State Health Departments
or selective federal intervention; provide health perscanal to
critical shortage areas; and develop standards to assure safe and
healthful working environment.

CDSA includes the iSitA components of Center for Disease Control
(exclusive of Smo<ing and Health), National Center for Health
Statistics, Hatiocnal Institute for Occupational Safety and
Healih, and Hational Health Service Corps; and the manpower

pree

intelligence activities from BHME.

Substance Abuse Administration

Mission: Provide assistance for the prevention and control of

substance abuse. )
Major Functions: Develop the means to prevent, control and
treat abuse of substances such as alcohol, drugs, and tobaccos
provide training support for health workers in substance abuses
assist States and communities in dezling with these problems
through pub]ic‘education, technical assistance and grant
assistance to provide for treatment, rehabilitation and other
community action progrems. : : :

The SAA includes the wational -Institute for Alcchol Abuse, the Drug
Abuse Program, and Smoking and Health activities. :

Health Standards and Resourcas Administraticn

Mission: Facilitate development and implementation of health
Insurance programs through setting and monitoring of standards
for participation in insurance programs; and preparing existing
federally-assisied hoalth services and manpowar programs for
financing through national health insurance or other appropriate
sources. .

-,
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Mejor Functions: Develop standards and certify providers fer
participation in financing prograus; monitor cempliance and

adequacy of standards; review appropriateness of care raceived

in terms of cost, quality, and efiectiveness; cvaluate overall

impact of standards ard financing Tor policy imolicaticns;

develop and test new approaches to improve the health insurance
programs, including financing, delivery systems, and health manpower;
provide management and technical assistance te existing hiealth
service prozrems for meeting financing prograim standards tor
reimbursement; provide student and instituticnal assistance

for the education of manpower to meet special problems that are
not effectively covered under general educational support mechanisms;
‘support demenstrations desicned to improve the future nroduction

and utilization of hzalth services manpower; and continue to

provide or arrange for health services to snocific federal beneficiaries
while facilitating conversion of these activities to support

through financing programs.

The HSRA includes the Bureau of Health Manpower Education excluding
manpower intelligence; all HSMHA demonstration, service, and
training project and formula grants exclusive of those related to
¢t beneficiary care programs
including St. Flizabeths -Hospital; HSHHA artivities in medical
care standards, comorehensive health planning, and research and
development; and Professicnal Standards Review Organization and
Nursing Home Affairs activities.from OASH.

C © QOption 4 ]

Health Protection Administration , -

Mission: Provide national leadership for protection from public
health hazards.
Major Functions: Davelop the means to prevent, control, and treat
diseases and other health problems that pose a threat to public
health through infecticn or safety hazards, such as communicable
diseases, alcoholism, drug abuse, smoking, and unsafe working
environments; stimulate State and community action to deal

» problems through surveillance, public awareness and
education; and direct faderal action to provide technical assistance
and demonstrate effective techniques. ' . -

HPA includes the Center for Disease Control, alcohol and drug
abuse activities, and the Hational Institute for Occupational
Safety and Health. : o



T ' Health Resources Administration

lission: Prepare existing fcﬂerﬁllv assisted health services and

manpower programs for financing through naticnal health insurance
or other appropriate sources.

Major Functions Prov1ne management and technical as
existing hoalth service programs for meeling {inancing
standards Tor reimburscinent; continue to r1f”1”e or arr
health services to specitic federal *ene.1c1 ries while
ing conversion of thzse activities to support throuch fi
programs; provide student and institutional essistance ¥
education of manpower to meet special problems which are no
effectively covered under general educational support mecha
and support demonstrations deswornd to 1mv ove the future
production and utilizaticn of health services manpowe
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The HRA includes HSHHA demonstration, service, and training project
and formula grant programs exclusive of alcohol, drug abuse and
CDC; direct care programs including St. Elizabeths nﬂbnlugl; the
Bureau of Health Manpower Education exclusive of research and
manpower intelligence; and the Hursing Home Improvement activities.

Health Standards Administraticn

Mission: Provide rofess1ona] health guidance for administration
of financing orogra.s, administer ”“ncent Title XIX (Medicaid)
Program, facilitate development and 'wp]eueitv*lon of healtn
jnsurance programs throuch surveillance of health status and systen
resources; and set and monitor standards for participation in
insurance programs.

. .
Major Functicns: Develop standards and certify provider
participation 1in f1L“nr1ng programs; administer Title X rearam;
monitor compliance and adeauacy of standards; evaluate the overall
jmpact of standards and financing for policy implications; review
appropriateness of care received in terms of cest, quality, and
effectivencss; develep and test new approaches to improve the
health insurance programs, including financing, calivery system,
and health manpower; coilect data on health sta1u> o7 discase and
health services resources; analyze data for policy implications
and disseminate information.to appropriate action agencies.

s for
ILF
the

HSA includes the Medical Services A ministration and relat
support activities. in the Social and Rehabilitation Servics
medical care standards, comorehansive health planning, hea
statistics, and yresearch and development; research and manp
intelligence activities from BHME; and the PSRO activitie
QASH.



. | 2. EVALUATION OF ORGAHTZATIONAL ALTERHATIVES.

, The alternatives were evaluated against six criteria which

i addressed the study findings, as well as the practical

' considerations of implementing.a new organizaticnal alignment.
. The ranking of the alternatives within each criteria is showm
: " in the following chart and is discussed in d-tail below.

Effectiveness of Options in Meeting Orgenizational Criteria

? - Criteria Option 1 Option 2 Option 3 Option
, Facilitates development MOST LEAST LESS HORE
i of integrated health
{ policy for a national
' health mission
i - . ' _
L Facilitates inter- - MOST LEAST LESS MORE
P : program coordination
o within a single agency
. mission
- N - Provides flexibility MOST LEAST LESS MORE
for future change
Facilitates regional MOST LEAST LESS MORE
operations
Faciiitates implementa- ~ JORE | MOST LESS -~ LEAS
tion by building on o o =
existing administrative :
strengths . . )
Hinimizes disrupt%on LEAST MOST : MORE LES

of ongoing activities

- How well doas the ordanization facilitate develooment and

implementation OF inicoratea health rolicy and strateqy Tor
T hational Foaltn mission? This criterion reflects tne
adequacy oF tne sum of the agency missions to cemprise a.
total health mission as well as the degree tc which organi-
sational placement of activities supports development of

. ~ national health policy. .

——
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Option 1 - most effective

“The absence of'éithor 1S

This alternative brings together ail HLU health orog
under single health lcacership. All activities rel
to the financing of health care, the most exi: ensive

 health program, would be concollaatcd in a sinale agency

(HIA) along with the OllC/ supporting activities of
surveillance and health services research. In
addition, the two otha qenﬂwes (HRA and CDC)

most clearly represent the other principal nealth
roles of preventive and public health activities

and resources support. The consolidation of

activities supporting health care resources will
facilitate their redirection toward a more eiiective
relationship to the financing system.

‘Option 4 - more effective

This alternative reta1n° +nb advantage of providing

an agency focus for health care Tinancing activities
(HSA) and resources (H”ﬁ). The finzncing role,

however, is diminished with the absence of the largest
financing program, Medicare, from HSA.  In cudition,

the HPA focus is closer to problem-solving than

prevention, and does not represent an articulated

natwona] health m1ss1on.
Optibn 3 - less effective

I further undermines

egrztion of federal —
S, Thc existing

d to stancard sett1nq

ra

A
the capacity to address ¢
health care Tinancing acti >
health agency activities €

and monitoring are consoli da d 1n Han, but thnsir
effectiveness would be diminisned bacause of the
additional responsibility to administer OPCOx!
resources and direct care programs. TR
support focus is diminishe od with the se
surveillance activities in CDSA from he
research in HSRA. The narrow Tocus 07
reflect a broad federal mission, as 40
agencies.

'1—'3

2]

Option 2 - least effective

I

This alternative does nol provide for consclidating
the operating heaith care ﬁ*ﬂaupi 9 prograns, and

diminishes the focus of HSRA on policy support
rcl tvu i) iu:f“ nrGarInS, Tﬁ (\4ﬁz101. the
of services are sprdad GCress Lhiee 26encias, myly
. HSRA, BCA, and NIMH. The latter two agencies do not .
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that unifics pregrains Wi
coordination in achievin

a Clear mission h agency
1 the agoncy and »

3vera11 health policy.

a. Option 1 - most effective
Under this alternative, each agency would be
responsible for a sinzle and distinct heaiin
mission. Functions r?!cvgnb to achievine those
missions are containcd within each agency.
Considerable coordination witl bl needed between
the direct susport for aealth scrvices contained
in the HRA with the hezith care a1n1nc17g aGancy
(HIA). This coordination, however, is not reguired
because of duplicative activities, but to impiﬁment
overall federal policy in moving from direct to
financing support. ' ’

b. Option.4 - more effective
This alternative contains ma n5 orf the cdvantages of
the above option, but the functions within the HPA
are not entirely consistent -- i.e. alcohol and
drug abuse treatment programs are not as ciosely
related to other p“ﬂvpnt1we activities as they are
to the service activities in HRA. The coordination
of all recsources activities in facilitating their
conversion to support through the financing system
will thus be more compiex.

c. Option 3 - less effective

n of ongoing

" As with cption 4 above, the coordinati
more complex

o
service resources activities is made mo
by hous1nﬂ them in two separaic 2t e
two agencies lack a unitying missis WG ocontain
divergent TU ctions. CDSA would t responsibie for
broad hecalth care surveillance and the control of
communicahle diseases, and the HRSA would he respons
for supporting policy doveloprent in health care
financing and the cma|n1strat1un of health services
resources programs.

on’

- In addition,

ible

Ay

»)
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.d. Option 2 - least effective

Resources activities would be distributed across

three agencies (1IkH, BCA and HSPA) greatly complicating
their coordination and consistent transition 1o supnort
through the Tinancing systens. Two o, the agencies
(HSRA and JIMH) contain several duplicative

functions relevant to federal health missions.

Bow well deas the crcanization provide flexibility for
fﬂlﬁﬁﬁwEL;L; T3S criterion reilects the ability of
the organizational structure to accommodate changes
which may be reasonably predicted at this point in time,
without drastic realigrment.

a. Option‘T - most effective

This alternative proposes the greatest realignment
now of the health programs into agencies that serve
future functions. Changes could be acconmodated
easily within the agencies because their missions are
broad yet distinct.

b. Option 4 - more effective

This alternative contains many of the advantages of
option 1 above, but is weakened by the addition ot
the time-limited direct Federal activities in
alcoholism and drug abuse to the CDC, and creation
of a new health protection agency whose focus will
have to te changed as alcchol and drug abuse
activities are phased out.

¢, Option 3 - less effective e

This alternative would create a new agency for
substance abuse to house the time-limited
activities in alcoholism and drug abuse. AS
these activities are phased-out, the entire
agency would probably be abolished, since its
focus is too navrcw to. accemmodate future change.
In addition, this agency sets the precedent tor
establishumont and dissolution of entire agencies
"in response to changing federal prierities vor
special action in specific problem areas.
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d. Option 2 - least effective .

namely the NIMH ard the BCA will require
future realicnuant since they have a specific, categorical
focus and contain time-limited activities.

How wall does t"‘ﬂ*”‘n17ﬁb1(n facilitate reaional opgrations?

‘\!

Based on the y(ulnulur Oty TIREINGS o7 tnis c'b‘rlJ l\auLL.u 10
regional office operations, it is assumad that regional offices
activities will be 1“L0ﬂ“itcd and focusad on: 1) certifica-
tion and monitoring of alth care financing SLunO“PUs;

2) data gathering and survm11xunce, 3) oevg] oping resources

for improved healil care delivery; and 4) strenqthening the
States' public vealth canacities. This cri +cr1on addresses

the amount of coordination that will be required of rﬁqwon“1
staff in implemznting the poiicy and programnatic direction

of the national health agenc1es

3—-—'(

(

a. Option 1 - most effective

Each regional activity is ciear]y aligned to one central
agency function, requiring the least coordlnau1on at the

regional level,
b. Option 4 - more effective

Rogwona] offices must coordinate policies from 2 age. cies
in resources. development ¢ activities (HPA and HRA) and
in health care financing activities (SSA and HSA ).

‘

c. Option 3 - less effective

Regional resource activities will have to coordinate
policies from two agencies (SEA and HSRA). Regional
standards gct1\"neﬁ must coordinate policies irom 3
agencies (HSRA., and SSA).

l)

d. Option 2 - least effective

Regional resource acL1V1t*ns must con;dinate policies
from three agoncies (iliMH, BCA, and HSRA) and regional
standards activities must coordinatle policies from 3
agencies (HSRA, SSA and SRS).

How effectively will the ornanizat

C
by building cn cxXisting acuinistr

itate imnlemontation
i S a

"a. .Option 2 - most effective

Threo of the agencies,
substantial niopaonuent curinioiiauivy Cepaciyy rihan
“them nwow, and the fourth, HSRA, can be re adily created

building on the administrative capacity of HSMHA

‘H‘”I np,-i nea i-\,-,
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.b. Option 1 - morc effective

qould be created ww*‘“wt any

o= One new agency (HPA) 3

ative Ju;;ort capacity. CDC is
{
c

existing administra
relatively self-suf
ddu]”l]ab( ]" 0 CJJ\.

icient and HIA would f ick up
ity with the tranb.cr of BHI

, and 1MSA. In ac¢dition, legislation would be recuired
"~ to scparate aTco;o] and drug abuse activities Trom
NIHH

¢. Opticn 3 - less effective

One acency (SAA) would be created without any existing
administrative support capacity, and one (CBC) woulid
require additions 21 administrative staff to assume
responsibility for all surveillance activities in
supporrt of health policy planning. LCJTS]&t]Oﬂ would
be required to separate alcohol and drug abuse

!

activities from HINd.
d. .Opt1on 4 - least effective

Two new agencies would be created without e\1st1nq
administrative support capacities, namely HRA and
HSA. This option Jou1d also require legislation
to scparate thL drug and alcohol abuse prcgrams
from KIMH.

-- How effectively can the orcanization be implemanted withou

d1srupuinq onﬁ01na activities?

a. Option 2 - most effective

Under this alternative, all existing programs are
maintained essentially intact.

b.. Option 3 - more effective

The NI and BHME programs would be split, with
activities assigned to separate agencies. Data
gathering activitioes and drug abuse and alcoholism
activities would have to be realigned from their
current organizacions. ‘

c. Opt1on 4 - less effective

This option is 1ocnt1ca] to option 3 in addition to
-which it would require the transfer of HHSA from SRS.
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d. Option 1 - least effective :
This alternative would be the rost disruptive since:
it would distribute the activitics of nunerous current
hea]th services and health manvower programs to several
different acencies 1n order to senarate fovinula Trom
“project grant support in resou“L‘> develo nﬁi'“'
would separate data u;;hbrung gind surveid

"as health scrvices TL““yCh activities f" Goin
grant and contract JL“'y In additicn, it would
require the transfer buth MSA and BHI from their
Current parent agenc1g,.
NEED FOR A COHBINED APPROACH.
As the preﬂedin analysis deronstrates, thore are disadvantages
inherent in each of the four ~rganizatxona1 options that were
developed. While the first cption, for instance, appears
preferable according to most uf the criteria, it would be the

most disruptive to implement.

separate health

In addition, any of the options containi S
y have two inheren
1

nic
resources agency and a health insurance aq;
probleans. fhav would require consi
between the service raseurce programs an
development activities in ovder to facilitat
of service delivery activitices to sSupp h
mechanisms other than grants. T
place all current rcsource acL1 a
termination or cenversion to cther
that wouild retats no grt1cu]cb d Tene

icy cooraination
the conversion

1C
po
o financing rJo%c;
e
rough finincing

s

sOl
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health resources. Altheugh many of th prcsen: vrfnc—aanor¢
service delivery activities and tihe resource develormont
activities are schodyled to be severely curtailed or redirected
there will be a continuing nsed for a capxbility to gcdress the
status of health cave resources in the U.S. in order to provide.
responsive leadership and deveiop effective federal policies,
including those related to the financing systam.

Upon rcexamining the optious, it appeared desirable to cembine
the strong featurces of the four opticns, an i to redefina the
role wiih respect to health vesources. Tho o:gan1z“tionﬁl
recommondation, therevora, venvesents a combination and a

reshaping of elaments Trom the four options as they were
originally developed. '

OdYCFQ agdency would



