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REGIONAL MEDICAL PROGRAMS—OVERSIGHT

TUESDAY, MAY 8, 1973

Hotse or REPRESENTATIVES,
SUBCOMMITTEE ON PUBLIC HEALTH aXD ENVIRONMENT.
Co>tarrtTEE ON INTERSTATE aND FoRre16N CoMMERCE.
’ Washington, D.C.

Tiie subcommittee met at 10 a.m., pursuant to notice. in room 2218,
Ravburn House Office Building, Hon. Paul G. Rogers (chairman)
prsuding.

Mr. Rocers. The subcommittee will come to order.

I'iis morning the subcommittee is conducting oversight hearings on

programs authorized by title IX of the Public Health Service Act,
ommonly known as regional medical programs. These programs. the
product of legislation developed by this subcommittee, were first au-
thorized in 1965. The law has since been amended on two occasions.
Tte amount appropriated for regional medical programs has quadru-
pled since 1966.

As vou know, the fiscal year 1974 budget submitted to the Congress

sontains the recomnmendation for termination of the regional medical
programs at the end of fiscal year 1973. No new programs are offered
to replace the role of RMP's in communities.
The ])urpose of today’s hearings is to explore the administration’s
rationale for termination of these programs and to explore the effec-
tiveness of regional medical programs suring the past 8 years. We will
et receive testimony from representatives of the Department of
‘I lealth, Education, and Welfare; second, 2 panel of physicians that
have become involved with regional medical programs through the
practice of medicine or through academic medicine; and finally, from
A panel of coordinators of regional medical prograimns.

Our first witness this morning is Dr. John 8, Zapp. HEW Deputy
Assistant Secretary for Legislation. accompanied by Dr. Harold Mar-
gulies. Director of Regional Medical Programs Service at HSMHA.

We welcome you gentlemen and will be pleased to receive your state-

-~

ment at this time,

STATEMENT OF DR. JOHN §. ZAPP, DEPUTY ASSISTANT SECRE-
TARY FOR LEGISLATION (HEALTH), DEPARTMENT OF HEALTH,
EDUCATION, AND WELFARE, ACCOMPANIED BY DR. HAROLD
MARGULIES, DIRECTOR, REGIONAL MEDICAL PROGRAMS SERV-
ICE, HEALTH SERVICES AND MENTAL HEALTH ADMINIS-
TRATION

Dr. Zavr, Thank you, Mr. Chairman, and members of the committee,
i am appearing in response to your request to present the position of
ie Department with regard to the regional medical programs cur-
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rently authorized by title IX of the Public Health Service Act. As
you are aware. we lave proposed that this authority be permitted to
expire at the close of fiscal vear 1973 as it does under the current statute
with no funding projected for the next fiscal year.

ADMINISTRATION'S HEALTH STRATEGY

The decision to propose termination of the regional medical pro-
eram must first be considered in light of the overall health strategy of
the administration, In the development of the 1974 health budget both
IIEW and other responsible agencies focused upon several important
and unmistakeable problems which had been either prematurely dis-
mixsed or inadequately dealt with in the past. In accordance with the
President’s determination that the administration’s budget would nor
exceed reasonable projections of Federal funding ability without in-
creased taxation. these issues had to be met head on. We had to make
realistic assessments of the programs’ effectiveness in terms of the
Federal funds invested in them. We could not condone funding merely
for the sake of keeping a program going for another vear. Further-
more. we had to assess the potential for shifting financial responsibil-
ity to non-Federal sources. public and private.

We have seen that the infusion of billions of Federal dolars inte
the \merican health enterprise has failed to solve some of the prob-
lems that have plagued that system for decades and in some cases made
matiers worse than before.

TWe believe the path out of this dilemma is not simply more spend-
ing. but rather more intelligent use of Federal health dollars.

It is. in our judgment. time to insist that the people of this country
receive a better return on the jnvestment in health programs of a sum
equal to nearly 10 percent of the entire Federal budget. a return that
can he measured in improved health, not just further inflation.

With that objective in mind, we have proposed to terminate a num-
ber of Federal assistance programs that either (1) have served their
purpose aml now should be financed by other permanent sources. or
(2) have had no clear and essential purpose to serve.

At the same time, we have proposed increases in other health ac-
tivities that dppear to offer significant opportunities for improving
the health of the American peaple.

Some of these changes are unpopular with those segments of the
health enterprise that have hecome accustomed to steady increases in
Federal support. Even before the President submitted his budget to
the Congress on January 29 of this vear: strenmous protests began
to be heard from individuals and organizations interested in the con-
tinuation and expansion of one or another Federal health activity.
These protests can be expected to reach a crescendo hefore the end of
this fiscal vear when many of the atfected authorities expire.

We are certainly not indifferent to these protests, nor do we expect
the Congress to accept—the proposition that our only choice is to cling
to the patterns of he past. Instead. we must clearly define the proper
Federal role in health and then begin to measure various individual
proposals for Federal intervention against this definition. Only then
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-an we assign priorities based on actual needs and realistically meas-
ure progress in meeting these needs.

Let me define for vou briefly our perception of the Department’s
share in the proper Federal vole in health:

First. priority should be placed on reducing financial barriers that
it arcess to needed health care. This is primarily accomplished now
through the medicare and medicaid programs: 1t will be furthered
by enactment of a sound national health msurance program on which
we will soon be making our recommendations to the Congress.

There should also be Federal support for health and medical re-
«arch. The benefits of this activity are national in scope. and high in-
westient eosts make ongoing support from the private sector or from
State and loeal government unreliable.

Many preventive health and consumer protection activities are also
appropriately Federal concerns in the collective national interest.
Controlling the hazards inherent in the use of drugs, preventing and
ciweking food and cosmeties adulteration. and checking the spread
of rommunicable disease, clearly involve a Federal responsibility. Tm-
ditional publie health concerns such ax epidemics across State lines
and quarantine requirements fall into this class. although we think
the Xtates have a major responsibility heve as well. )
A nwre limited Federal role and increased reliance on the capabil-
iies of local public and private ~ectors are indicated in the following
sttuations:

Start-up funding for demonstration of new facilities or services
whicl <hould be time-limited and which should incorporate from the
atset feasible take-over financing from permanent alternative sources.

The direct provision of health care to segments of the population
whose right to such care is recognized in law or whose need is espe-
“lly acute beeause of the failure of more traditional means of pro-
viling health services.

The education of health manpower which cannot be accomplished
through the basic student assistance programs offered by the Office
of Edueation which are essential to meet especially difficult supply
problems with respect to certain professions. for example, physicians
and dentists, or to assare proper geographic distribution of health
personnel or demonstrate the role of new types of health workers.

It is in the context. Mr. Chairman and members of the subcommit-
tee. of this more limited Federal role that the decision was made to
permit the authority for regional medical programs to expire at the
“lose of fiseal year 1973 as it does under the current statute.

RMP WEAKNESSES

From the outset. regional medieal programs has had great diffi-
“wlty in defining a clear role for itself in concentrating its efforts and
resourees on a few. well-selected target areas. It has been unsuccess-
ful in reconeiling the conflicting and changing emphasis between cate-
#orieal disease activities and comprehensive health care problems. As
A result. more than 8500 million has been expended in many types of
"‘"T"fv activity rather than achieving a divected approach to the
solution of problems in selected major programmatic areas.




Even with its original strong emphasis on regionalization, there is
little evidence——anf only with regard to kidney disease—that the
RMPs have in many aress produced the regionalized systems of health
care that the law envisionecf

There is no significant evidence that the RMPs have achieved their
goal of getting research advances into regular, large-scale practice.
The training programs undertaken are typically of limited scope and
duration, and there is no substanti'atinig evidence that these have had
a significant impact on actual medical practice or in demonstrating
improved quality care. )

A major problem with respect to RMP has been the high cost of
maintaining the program. or core. staffs in each of the 56 regions. A
significant part of the overall RMP effort and funds have gone to pay

rogram staff and the activities performed by them, inc]udging admin-
1stration. consultation. project development and management, and
evaluation. Last year. fiscal year 1972. 40 percent of RMP grant funds
were for this purpose. And while reasonable men may disagree, Mr.
Chairman, exactly how much of that reflects administrative costs. or
overhead. strictly defined. it is clear that a very significant fraction
of RMP grant funds have been and are being used to support approxi-
mately 1.400—full-time equivalents—staff of the 56 regions who are
involved in the effort of trying to produce directly certain results,
rather than in merely administrative support of specific operational
projects and activities which are themselves designed to produce the
desired results. RMP grant funds are allocated for both operational
projects. which are those activities conducted by outside institutions
and organizations. and for what are called program activities, which
are those carried out by the salaried RMP staffs themselves.

RMP—-CHP RELATIONSHIP

Another continuing problem has been the relationship of regional
medical programs to comprehensive health planning. In some areas.
RMP's and CHP's have worked closelv together in a beneficial way. but
often their individual roles have been hard to ditferentiate. It is diffi-
enlt to have a CHP agency with responsibility for the health planning
for an area while another federally-supported program. an RMP. is
implementing activities in that same area based on its own plannin
and priority setting. What frequently happens, since the RMP ha§
the funds available to carry out operational activities. is that its plan-
ning in effect becomes the deciding force of what is done in a given
area. (siven the narrower provider base of RMP. this is not always
consistent with broader community and consumer health needs and
Interests.

It js expected that the comprehensive health planning agencies will
be strengthened during fiscal year 1974, both by increased funding and
. a major technica) assistance effort to be carried out across the country.

The budger request for supporting the planning agencies in 1974 is
%38 million. This is 83 million more than in fiscal vear 1973, and 812
million more than in fiscal year 1972, and is in keeping with our efforts
to confer more responsibility on these organizations.

With a strengthened CHP program. it is expected that the CHP
agencies could carry out a variety of planning and data system efforts,
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some previously supported by RMP. at both State and areawide levels,
as well as joining in regional interstate activities where indicated. It
:s also expected that the planning done by the consumer-oriented CHP
agencies will be more representative of overall community health
negus.

ALTERNATIVE SOURCES OF SUPPORT FOR RMP ACTIVITIES

Moreover, in our assessment of the variety of other health programs
:‘u{»%orted_ by the Department, it became clear that a variety of ongoing
RI[P activities are similar to the activities being carried out under
other programs or authorities in the Department. A major RMP ac-
tivity has been the funding of demonstration projects, but many other
HEW programs and many other different Federal. State, and local
agencies similarly fund demonstration projects. thus adding to the
proliferation of separate categorical projects. Some of these can be
f)lcked up by the National Center for Health Services Research and

Jevelopment, disease control programs in heart disease and cancer by
NIH and emergency medical service system demonstrations under the
authority of section 304 of the PHS act. Much of the RMP effort in
the area of developing national capability for transplantation and
dialysis is expected to be integrated into the financing system provided
through the additional medicare coverage for kidney disease provided
by the Social Security Amendments of 1972.

A further example of activities formerly assigned to RMP which
are being supported by other components of the Department is in the
area of improving the quality of care. Under authority provided by
the Social Security Amendments of 1972, the Department is in the
process of implementing the section on professional standards review
organizations. These organizations will be set up in local areas to
Bssume responsibiliti for comprehensive and ongoing review of serv-
ices covered under the medicare and medicaid programs. The PSRO
will be responsible for assuring that services are medically necessary
and provided in accordance with professional standards. Other quality
of care programs, particularly in the area of disease control, will be
developed as part of the special NIH cancer and heart disease
Initiatives,

RMP ACHIEVEMENTS—FUTURE OUTLOOK
[}‘I jvguld not wish to leave you, Mr. Chairman and other members of
hafl subcommittee, with the impression that regional medical programs
\’m.no atfhleyemen'ts and accomplishments. Although they have been
exa°m;?:-‘ en in their quality and performance, some RMP’s have, for
me{gite_red development of a local decisionmaking and implementing
e nfxsm that constitutes a framework or forum for a broad spec-
ad d;eco prcl))vlder interests, institutions and groups to cooperatlve]v
effort §5 Pé‘o lems. This legacy will, I believe. be helpful to our I"bRO
turean very possibly other quality assessment endeavors in the

Rr:f;‘%d\laps a modest force for institutional reform in the health
the man b ‘may have helped. for example, to reduce in some regions

gap between the research-educational focus of medical schools and




the patient service needs of community hospitals and practicing
physicians.

Found continuation support. albeit usually at a reduced level, for
about one-half of the operational projects initiated with RMP grants.

Contributed to the launching of other Federal health initiatives
stich as the emergency medieal service efforts.

On balance. however, we do not believe regional medical programs
has achieved the promise it held when first enacted nearly 8 years ago,
nor in our considered judgment have its accomplishmenst been com-
mensurate with the costs. which totaled more tf):m £500 million.

Finally. we feel that those tyvpes of activities funded by RMP which
appear to have been successful. such as emergency medical services
activities and some kidney disease programs. will be carried on by
other new and existing programs in the Department more sharply
focused on particular objectives.

Mr. Chairman. we appreciate the opportunity to present our views
and my colleagues and I would be pleased to try to answer any ques-
tions vou or other members of the subcommittee may have.

Mr. Rogers. Thank vou very much.

Mr. Nelsen?

Mr. Newsex. I yvield to Dr. Carter.

Mr. Rocers. Why don't we just go down and vou can reserve your
time?

Mr. Nersex, All right.

Mr. Rocrrs. Mr. Prever?

My Prever. Thank you. Mr. Chairman.

Dr. Zapp. T think we all agree with vour statement at the outset that
money doesn’t necessarily solve our health problems any more than it
does many other problems. but T think we have to agree there can’t
be any solutions without money.

I think what we are looking at is whether it is justified or not. In
rationalizinge—what vou are seeking to do. T gather, is rationalize
onr medieal eare svstem. 1 gather vou were saving discontinuing this
program vou don’t think will really ecanse us to lose much hecause
the CHPs will take over. a strengthened CHP will take over a lat of
the functions of the RMD.

Dr, Zsre, 1 think that is right. T really think as far as the depart-
ment is concerned it ix a dollar outlay because onr expenses have in-
ereased $3 million. We think in some cases the CHP will pick up
some of the RMP planning.

The planning has differed from one part of the country to another.
We think in some cases the kidney dialysis amendment to Public Law
92-603 will pick up some of the program. We think the cancer and
heart disease bill passed by this committee will pick up come of the
activities. -

We think the authorities of this committee will allow an appropriate
reservoir to fund many of the hetter ones. We find from our stand-
point that we can no Jonger make good use of the Federal.dollars.

Where we have multiple programs with overlapping and duplicat-
ing purposes, we go throngh something like thi= with an expenditure
of 2500 million. We can’t say we have targeted in on a national basis
in solving any particular problem. We don't feel this is good use of
Federal dollars.
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Mr. Prever. On the strengthening of CHP's. actually your budget
fop tiseal vear 1974 proposes £33 million and that is down, isn't it.
from the 342.5 million originally proposed for fiscal 19732 That is
rot ninch strengthening, is it ?

Dr. Zarr. It was increased by %3 million for 1974. T would like to
it out section 221 of Public Law 92-603 confers anthority on
(uning organizations as designated by the Governor.

I any case, it would require comments by CHP agencies where in
~vstence. As far as comments on capital expenditures in excess of
<tnn, for those activities they are to be reimbursed from the Sorial
~-urity Trust Fund. .

Faaetly what this amount will be ar this time. My, Preyer. we
4ot know, but it certainly will be a significant amount. depending on
*iw amount of construction that may ocenr in any particular area.

Thixis a sonree of what we consider to be a very reazonable funding
o that it gives the CHP's a very targeted activity in an arvea and
= able reimbursement mechanism thar in that particular case. is
teiate] to its workload aside from the project grants the 314 agency
mnges to them.

Mr. Prever. On the subject of financing this. since we are dealing
witt an 250 billion industry, it doesn’t seem that 35 million. or what-
»ver it might be, in that general vieinity. is grossly out of line or is a
~prrudthrift program in any sense of the word. )

_One final question on that. and then I want to leave it. concerns the
CHP, do they cover the entire country? '

br. Zarr. No. 73 percent of the country is covered by CHP B agen-
s the entive country is covered by A agencies statewide.

Mr. Prever, On page 10 of your statement you give some credit to
what RMP's have accompilshed. You do say they are uneven in the
bty of performance, and I suppose that is trne. I guess that is true
of any program.

: I my State. at least 1 think they have performed very well. and
tere 15 considerable concern about destroying all of the momentum
that has been built up in the RMP’s. Our medical schools have spent
a wimber of years now working with the Cancer Association. the Heart
:'. il and so forth, building relationships and there is great concern

h-ln it 1s all going down the drain.

‘”h'l‘n!:f:‘ll'_f1.011151{'_, i .\'ort!l Carolina there has been a very substantial
A -l(‘tl\'lt}: many doctors have volunteered their time. I am
Afraid the next time they are asked to volunteer for some sort of
.‘.{_».\.'-'xl-:ns.m;t. netivity they are just going to say. “Well. no, thank you.
Y ‘_»nt uve any faith in the Government’s commitment, )gu aet

'lf‘.unmthmg of this sort and then you back right out of it.”

i “:;“ "f‘(’)'l’_‘l;)l:}lle)n_SI\'eh}}enlth planning program. will that be any sub-
e l’m\'ido;. p; }l)n t1 l1s respect. because the CHP does ;\ot deal with

Dr. Jae 5“0 . Ta th lservme.: does it. like RMP does?

BNty To s (tm s wit ‘l,prondcrs_ and consumers. It is a more com-
Stateniont 1 Pe{fg,atne group. whereas. I think as I pointed out in my
there 5o 0-\_9\‘.1 s are more provider-oriented. In both cases I think

s overlap.

-.“n"‘“’}l}‘d'tgntl to think, Mr. Preyer. in cases where. especially in the

arolina RMP you mentioned. there have been a large number
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of physicians volunteering their time, and they were not doing this
because of Federal dollars but because they believed in the project
there, that this would continue.

I am not intimately familiar with the individual activities of each
of the RMP’s on a national basis, but depending on what they were
doing, those programs can compete on a large reservoir of residual
authoritiesthat this committee and Congress as a whole has conferred
upon the Department for similar purposes.

Mz, Prever. I won't take any more time on questions at the moment.
1 think we all agree that there are some shortcomings in the programs.
The purpose of an oversight hearing is to find out what they are and
try to correct them.

It may be we should have some changes in the program and in
its relationship with CHP and other health agencies. I am concerned
that we might, because of some elements that are not working well,
be throwing out the baby with the bathwater and are destroying a
good and healthy ongoing relationship in areas where it has worked.

1 think it lias worked In our area. I am afraid if we destroy it, it
will be to irrationalize health services rather than rationalize it. 1
think this hearing will help us get a better line on where they are
working. why they are working and where they are not working and
why aren’t they.

Dr. Zapp. We would hope the reverse would be true. that they would
build on the relationships fostered rather than destroy them because
the Federal dollar in that particular area is no longer available.

Mr. Preyer. Thank you.

Mr. Rogers. Dr, Carter? :

Mr. Carter. Thank you, Mr. Chairman.

How do you define an RMP, Dr. Zapp?

Dr. Zapr. I will give a broad definition. Dr. Margnlies could give a
better one. An RMP in this case is one of 56 regional groups which
had been formed with Federal funds for a variety of purposes. These
purposes being to translate research information and findings to the
practice of medicine in heart. cancer. and stroke. '

Later amendments gave them broader authority and they have in
different parts of the country become involved with utilization of man-
power development. education and now in actual delivery of services.

That is something I think we would not have perceived to have been
an initial purpose of RMP.

My, Canter. Was that in the bill originally. delivery of services,
except in an experimental nature?

Dr. Zave. It is in the experimental nature—there is a great flexi-
bility in the RMP’s selecting projects for their own particular area.
We often times disagree. and I am sure we will in the future, as to
what particular joint in time it shonld bhe demonstrated. developed,
and turned over to the community.,

In some cases up to 30 percent of their time is involved- in services
and T amn suve they feel they are demonstrating something in that area.

Mr. Carrer. At the present time, we have 36 RMP's.

. Zave. That is correet.

Mr. Carter. An RMP could be a medical center. a medical school or
a private. nonprofit corporation /

Dr. Zsrr. That is correct.
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My, Carrer. The purpose of that institution was not only to dis-
seuinate kno\vledge,{)ut was to conduct research. is that true?

Dr. Zave. I would have to turn to Dr. Margulies. I think we depend
o, the «definition of research. not in the biomedical area. but the re-
warh in the utilization of manpower or the relationship between
ti:e health and science agencies in the community.

Dr. Maruries. 1 think that is a fair answer. If by research you
wwean the demonstration of some technique—

Mr. Carrer. We don't mean that. The heart, cancer. and stroke
wll. the purpose was to have breakthroughs in these areas and do
-azething about heart, cancer. and stroke, is that true !

Dr. Marereizs. Yes, the intent was to utilize the products of re-
search such as those established through the National Institutes of
Healel for the purpose of rapid dissemination of this knowledge to
the {)r;wncmg physician.

Mr. Canrer. That was only one of the purposes.

Dr. Mareueies. With specific reference to whether RMP was de-
signed for the purpose of doing research, I think in the terms of ref-
vtence you are using it, the answer is no.

Mr. Carter. We have an RMP at Vanderbilt University in Ten-
ressee, an excellent one. Do they do research under RMP?

Dr. MarerLies. No.

Mr. CarteR. They just disseminate such information they may cb-
tiin to certain areas, is that right ?

Dr. Marorvies. In terms of biological research, that would be the
basie purpose, yes.

Mr. Carter. Has this been done? Has this been accomplished’?

Dr. Mareuvries. There has been, I think. a consistent effort to utilize
:.t::’}‘ﬂl'(‘ll knowledge through the RMP's for dissemination to others,

}Ir Carter. There has been an effort. Has that effort been successful }

Jr. MarguLies. I think it has had some elements of success and some
elements of failure. ‘
a-l;\'fgic( (\lrl!;ix Pfow g}uch of your money goes directly to the medical
areag g erent me ical ghools in our country and really becomes
| their funds for paying their teachers and for continuing their
=holastic work?
fulll)ti:' -\flr.‘\)r:l;ttxiu:s. There are two ways in which medical schools derive
or that ot 1e rt}elgmnal. medical program, one you already alluded
cal l”"0 i '1&11] tt e n}ed.lcgl school is the grantee for a regional medi-
s ETAmS at is, it is responsible for handling the Federal grant
CUlll-Ii[Oixl? t::%t thefy gerlve indirect costs which go into the general ac-
arens j“g whicc?hotlt e medical school. The other way is in a variety of
conducted in the rlrf Cllfgegllonal medical program may support projects
o the mad. edical school or share in the support of statt people

T medical school faculty. '
nute (’le-‘“.'i’:l";ytgg." p}flrtlof afalary for activities which are RMP desig-

MP would §C O? paying the oth_er part, It is not intended the

ould pay for the medical staff unless they were compensated

f(,§[1{3IP activities. ? pers
0 f.llll;(l(;:anlrfn' Iln many cases RMP funds have been used for payment
aculty, hasn’t it, and there is not a fine line between giv-

I
M,-a..




ing information out to physicians in the field and the work professors
do in the university?

Dr. Marerrizs. I think that is a fair statement. If someone desig-
nates 20 percent of his time to RMP and the rest to the medical
school. it is difficult to break that time down.

Mr. CarTer. A lot of funds have gone to the medical schools?

Dr. Magauries, I think significant funds have, yes.

Mr. Cartrr. I would like to know how much went to the University
of Kentucky.

Dr. Marcrries. I don't have those figures with me.

Mr. Carter. T would like that for the University of Kentucky and
Vanderbilt.

[The following information was received for the record:]

RMP SUPPORT TO THE UNIVERSITY OF KENTUCKY AND VANDERBILT UNIVERSITY

Direct costs  Indirect costs Total

Ohio Valley RMP: Support o University Kentucky Research Foundation:
1968 eee . $14,279 $6.530 $20, 808
59, 490 2.698 81.188
96, 567 40, 000 136, 567
110,774 44,921 155. 695
275, 640 104, 459 380, 09%
556, 750 217,608 714,358

Tennessee Mid-South RMP: Support to Vanderbilt University-Grantee:

February 1968 to January 1969 ... . ... iiiiiiiiail 577,028 79.422 656, 450
febdrusry 1969 to January 1970.. . . e 889, 406 182. 454 1,071, 860
February 1970 to January 1974 . ... .ol 1,032,438 269, 043 1,301, 481
February 1970 to December 1971 _ ... .. ... .ol 907,314 208,737 1,116, 051
January 1872 to February 1974 .. . . eiiiiiiiiiiean. 1,932, 398 380,106 2,312, 504
R L7 | TR 5,338, 584 1,119,762 6, 458, 346

Mr. Carter. Have RMP's staved within the limitations of the
legislation ¢

Dr, Marcrries, I would say they really have. although on one par-
ticular issue it is a matter of definition. In the original and subse-
quent legislation there is an injunction against doing anything which
will interfere with the practice of medicine.

When youhave an RMP which is helping to develop a new program
someplace. it is difficult to say absolutely that this is not altering the
practice of medicine in that area. That particular proscription was an
important one.

I think they were more concerned in the early days of RMP's rela-
tionship with the practice of medicine with reference to setting fees
or providing direct services. something of that kind. Basically RMP’s
have staved within the limits of the legislation.

Mr. Carter. Is it true some RMP's are getting into HMO's?

Dr. Marcuries. They have had involvement with HMO's in pro-
viding assistance for those interested in developing an HMO.

Mr. CarTER. Where do they get the authorization?

Dr. MaravLizs, They do that as a professional activity. which I
think is a reasonable thing to do.

Mr. Carter. Their primary responsibility is in the field of heart.
cancer. stroke. and kidney diseases. isn't it? ‘
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D, Magreruies. Also to improve delivery of health services. Local
providers have come to them for advice on how to develop professional
standards of an HMO or how to go through the process o1 organizing
an HMO.

Mr. Carter. Can you show me in the legislation where they have this
right?

Dr. MarctLies. Section Y10 of the PHS Act is fairly broad legisla-
tion.

Mr. CarTER. I believe that is an interpretation vou placed on it. We
write legislation and sometimes It 1s interpreted quite differently than
tie intent,

Actually, Iam afraid in many cases ditferent departments and agen-
ctes interpret legislation ditferently. I think it is quite obvious they do.

Mr, Hastings. If you are pursuing the question of the 11MO and
RMI” involvement, I think we might go to the legislation for HMO's.

Thank you for yielding.

Mr. Carrer. How do RMP's actually relate to section 314(b)
agenries

Dr, Zapp. Within a State. I would say, except for the fact that the
i aniendment that Dr. Margulies mentioned a minute ago, the added
requirement of review of RMP applications by the areawide planning
agencies, that was part of the Health Services Improvement Act
of 1970, :

. The arrangements have generally been based on the strengths and
interest of the various CHY people within their areas. The only statu-
tory requirement comes from the 1970 amendments.

Mr. Carrer. Has the continuing educational function of RMI” been
elfective?

Dr. Marerrizs. It is difficult to judge the effectiveness of an educa-
tonal program. I would have to respond. I think more as a——

Mr. RoGers. You have had this program for 8 years. Surely vou
should know whether it is effective or not.

Dr. Marerries. In my judgment. it has not been effective.

Mr. Rogers. That is what I wanted to know. Do you have any hard
data on this?

Dr. Mancrries. No.

Mr. Carrer. Do vou ever evaluate these programs. have some-
one outside the house evaluate it? If vou have in-house evaluations.
they are rarely good. Have vou had GAO goover these?

Dr. Marcrries. We have had evaluations over the past 3 vears that
have addressed this question. but I am not satisfied with our
vvitluations,

Mr. Carrer. Have RMP's been doing much of their own planning?

Dr. Marerrigs. Well. in the sense that they are obligated to lay out
# plan for 1 to 3 vears. ves. They planned for the activities in the
regional medical programs in all cases.

Mr. Carter. How similar are the plans submitted by the 56 different
fgrencies?

Dr. Marcepies. They are highly varied.

Mr. Carter. Just a hodgepodge. they are not directed, they lack
directon. is that not true, really as much from the national level as
anywhere elge? )




Dr. Marcrries. I think from the national level the variety is very
striking. On the other hand, within certain kinds of regional medical
programs. there is a higher level of consistency. You would not ex-
pect to get the same kinds of activity in Maine as in Metropolitan New
York, and those differences are striking.

There are similarities between relatively rural States and relatively
urban States in what they propose to do.

Mr. Carter. What are the consistencies which tend to occur in
RMP's?

Dr. Marotuies. I think a fair number of the programs in rural
areas have been concerned with the improvement of cardiovascular
medical care and use of manpower and placed higher emphasis on
that, for example, coronary units or better utilization of hospital
facilities.

Mr. Carter. Would you give me some example of the training and
teaching in cardiac care, emergency cardiac care?

Dr. Marcrries. There have been several approaches to that. The re-
gional medical program certainly in the first few years sponsored the
development of coronary care unitsin a great range of hospitals around
the country.

That was a fairly consistent pattern which had a kind of flowering,
and then a set¥ling down periocf There have been a variety of services,
which include attention to people with cardiovascular diseases. These
have had some consistency around the country.

Mr. Carter. Do you have any data about people with heart disease,
how many people have been treated or any data to show the effective-
ness of this program over 8 years?

Dr. MarcerLies. We have some data on the effectiveness of the coro-
nary care units.

Mr. Carter. How much has heart disease diminished in the last 8
vears as a result of this program?

Dr. Marerrizs, I think it would not be possible to find any effect on
heart disease as a result of this program.

Mr. Carter. RMP's have really been doing much of their own plan-
ning., Each has its own plan. Is that correct?

Dr. MarcULIES. Yes.

Mr. CarTer. ‘Goes its own way. Are some or all RMP’s bound by
community health planning?

Dr. MarcrLies. There is a requirement that the plan of the regional
medical program go to the CHP B agency for its review and comment.

Mr. Carter. Do RMP’s plan better than CHP's?

Dr. MarereLies. No. RMP's can plan for specific kinds of provider-
oriented activities which are within the range of that experience. but
they are not designed for nor competent to Jook at the total health pic-
ture as a CHP agency would. In all fairness, the regional medical pro-
grams have not involved all the provider structure within a State or
region.

hey have had a heavy concentration of people with categorical or
academic interests and have not involved hospitals and hospital asso-
ciations as they should.

Mr. Carter, How much of the RMP funds are spent for administra-

tion of the programs?
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Dr. MarorLies. It was indicated outside our structure in the Re-
gional Medical Program Service that that runs about 40 percent for
support of staff and associated activities. _

Mr. CarTeR. About 40 percent. Do vou have hard data on this?

Dr. MARGTLIES. Yes.

Mr. CARTER. Are some programs spending less on administration
than others?

Dr. MARGTLIES. Yes.

Mr. Carter. Do you have any information available?

Dr. MARGULIES. Yes.

Mr. Carter. What are the compensations and salaries of core staff
onranaverage?

Dr. Marerries. They range considerably. Each regional medical
program has a chief executive officer who is known either as a co- -
ordinator or some similar name. and then they have professionals,
sometimes physicians and sometimes nonphysicians as evaluators. So.
sometimes the salary range is considerable, but T think it parallels
closely a similar salary structure in an academic institution with which
thev might be affiliated.

Mr. Carter. What might that be?

Dr. Marctries. Salary ranges for coordinators run as high as
41,000 or §43,000 a year, and other costs run well below that.

Mr. Carrer. How many in these core positions would draw salaries
of 340,000 or 845,000 in a region’

Dr. MarcrLies. No one but the chief executive officer.

Mr. Carter. How many more close to that range would you get ?

Dr. Marerrirs. How many coordinators?

Mr. Carter. How many close to that. How many employees in a
region would have salaries close to that level?

r. MargrLies. I think none.
_Mr. Carrer. Is it true, as some claim. that RMP's are too closely
tied to medical schools ?

Dr. Margriies. In some instances, yes. In many areas where they
were, I think that relationship has become less binding.

Mr. Carter. Does such a tie help or hurt

Dr. Marerries. If it is overly zealous on the part of the medical
school, which sees the RMP as a mechanism for getting things it can-
not otherwise get, I think it is harmful.

Mr. Carter, Really, I had great hopes on this bill, and I feel in
ome cases it has been extremely helpful, but we have had such di-
verse programs and so little lack of direction that the program has
sort of lost its way.

We have 56 different groups that have lost their purpose. Some are
providing services, and some are in ambulatory care. As you said,
they have forgotten that they were originated to disseminate informa-
tion about heart, cancer, stroke, and later on kidney; isn't that true?

Dr. Marorrizs. I think that is a fair assessment. In the last few
weeks, T have been going over all the activities of the regional me_di‘cal
Programs very intensively, and it is a really tremendous activity,

“small projects, large activities, all going in different directions.
f I tried to recapitulate or describe it, it would be impossible.

Mr. Carter. How much did we spend on this program last year!

£8-872 0. 73 - 2

.
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I])lx Marcrries. In 1972 the grant activities were around $110
million.

Mr, Carrer. Around $110 million. Some matching funds were used
by States!?

Dr. Marcuries. No. Thisis full Federal support.

Mr. Carter. Thank you, Mr. Chairman.

Mr. Rocers. Dr. Roy

Mr. Roy. I want to thank Dr. Zapp and Dr. Margulies for being
with us.

Is it true that vou. Dr. Margulies, said in January 1972 that RMP
was the best of all Federal programs? Is that a proper phrasing of
what you said?

Dr. MarcuLies. It is possible that is what I said.

Mr. Roy. What happened between January of 1972 and January
of 19731

Dr. Margurirs, Dr. Roy. let me go back and give you as candid an
answer as I can. Before I 10111ed Regional Medical Programs, I had
great doubts about it. I thought it was a so-so program, and my inter-
est was modest.

When I became Director of the program. it was in great trouble. but
I entered it enthusiastically. I pursued it as vigorously as I could. I
could not have been in it and remained objective about it and when I
worked for it. I worked for it with all my heart. When I said strong.
warm things about it. it was partly because I wanted to transfer my
enthusiasm and support to what is really a remarkable group of people.
the coordinators of the RMP's. as much as I could.

If T exaggerated in the process. I feel no uneasiness about it. It is
the thing I needed to do. Placing the program in the total context and
with the range of the issues Dr. Zapp has laid out. I have had to be
more objective. more withdrawn. and take a view within a larger
setting.

\othmg remarkable happened except as I had to look at this pro-
eram in what I think is a much wiser frame of reference with a total
fook at the health delivery svstem and a more cautious use of funds
to get the job done.

Mr. RoGers. You are telling us that yvour prior statements are now
inoperative!?

Dr. Marcrries. Should 1 respond further?

Mr. Rocers. No. I think we have the picture,

Dr. Zare. Would you allow a response ! I think that something hap-
pened there hesides the points that Dr. Margulies indicated. There are
some in which Congress had a major part: that is. the passage of
legislation in cancer. and heart and Jung. the professional standards
review. part of H.R. 1. kidney dialysis. ‘all these areas had a signifi-

cant impact on a dollar basis.

Mr. Rocers. If the gentleman would permit. they are administered
in the same manner. You are now telling us the man with the respon-
sibility for .ldmlmctennrr this program for 3 vears has allowed things
to disintegrate in such a drastic w ay.

T am not sure we can count on any programs being properly admin-
istered by HEW.

Dr. Zave. Tdonot think that is a fair assessment,

Mr. Rocers. Tt s a factual assessment.
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Dr. Zave. T do not think we can agree. The legislation gives us this
1vpe of choice within the avea of review of the area planning agencies.

Mr. Rocers. You do not have to make the grants unless they come
up to proper standards. That is why we left that authority with you.
I won't pursue that now.

Fxeuse me. go ahead.

Mr. Roy. I am interested in the interrelationship between RMP and
CMP. or the lack thereof. Has this been a satisfactory relationship.
Dr. Margulies?

Dr. Mararuies, There are really two answers. if T may. T think th.
BMI"s and CIIP's at the loeal level have, on an individual, perso:
ba<is, worked reasonably well together, hur the eapacity of the RM1™
to- move rapidiy in the direction they chooze and the vicor of the
BMP's has weakened the potential of CHP to do what it was sup-
posedd to do. which was to represent the community in a teal planning
process, '

Becanse of their early and more ageressive start, RMI”s have at-
tracted much more of the interest of the community inclnding the vol-
anteers which were spoken of carlier, So. they rather usurped the field
at the Joeal community and Stare level.

Mr. Roy, Why have they been able to do=o?

D, Mareriies, T think in large part beeause they had full Federal
funding and the backing of people already organized, the medical
sronps and the medical schools to whicht they were earlier attached.

Mr. Roy. Did it have anything to do with the fact they had more
money and could get better people?

Dl Marerraes. 1 am swre that had something to do with it.
~ Mr. Rov. With RMI”'s out of the way. do you think CIIP’s will do
butrer,
 Dr. Zare, We are saving. hopefully on two fronts the planning will
e more targeted. and also because there is not the conipetition.

Mr. Rov. We know what TLR. 1 provides. but we do not know who
will make the decisions unless it is the CHP agencies. You are speak-
s of £100.000 in capital expenditure ?

Dr. Zsre, Yes.

Mr. Loy, Who will make the deeision?

Dr. Zarr, Tt depends on who the Governor designates,

Mr. Rov. What alternative does he have?

Dr.Zsre. He would be allowed. T suppose, a variety of alternatives.
If there are CHP (B) agencies in existence. they may not have the.
*o o speak, review and approval authority, but would have review
and comment. I think the earlier indication of designations by the
Governars have been that about 70 percent—I would not want to be
helld to that fisure—of the CHP's have been designated by the Gov-
vrors for section 221 implementation.

-\I"._an'. Do vou think they will dothat?

D Zarr. Yes. I do. )

My, Rov. With 83 million?

{; 'l %\P{'. IThm'e is reimbursement of the trust funds.

D 7.m F \\:!mt amount ? ) )
poine. ‘-‘.3111. tis an n.lnm'mt that T am simply unable to say at this
Point. 2 e dn 1~mt know. We are developing regulations for the imple-

ation of section 221. The fact is, they will be reimbursed. and it

23 SO




will give them a specitic target which CHP’s have not had up to this
point.
! We think that with the fact of having a broad mandate in the proj-
ect. grant that will begin to have them focus in certain areas and be
more effective. I think the fact they are not competing with groups in
the area such as RMP's that pay higher salaries. they will be able to
attract some of the people that might be more helpful. -

Mr. Rov. Do you think people in the RMP's will go on State salaries
to work in CHP's!?

Dr. Zapp. At your professional level, the coordinators or people hav-
ing portions of salaries paid by medical schools——

Mr. Rov. The professional leve}?
Dr. Zave. Those people won't be attracted to CHP's. Generally.

those people in many cases. portions of their salaries are paid by
RMPss. and they have a faculty appointment or other involvement
that constitutes probably a principal amount of that salary.

They will not be drawn into a CHP, but many of the people working
for them. that have salaries probably closer to what CHP's could pay,
we would hope they would be picked up.

Mr. Rov. So, your feeling 1s that if CHP gets an increase from $35
million to $38 million. then all things that RMP’s have done in assist-
ing CHP's. the CHP's will be able to do themselves?

Dr. Zapr. We think the CHP's. on a statewide basis. are ready, as a
result of having additional financing mechanisms. to do better in areas
like facilities review. and program cost etfectiveness. and developing
core expertise. in these areas in which they will and probably should
expand.

I think one of our problems is that all of us, the administration in-
cluded, have expected much more from essentially a community of
centrally based CHP's than they could deliver.

Mr. Rov. Isn't 338 million an insignificant amount in this area?

Dr. Zirr. 1f it was not supplemented by additional trust funds,
and they were to maintain their broad mandate. I think it would be
difficult.

Mr. Roy. How do you plan on narrowing the CHP mandate ?

Dr. Zare. 1 think the Social Security Amendments of 1972 to a
degree will begin to have them focus principally on facility review
on an initial basis.

Mr. Rogers. If the gentleman will permit.

Mr. Roy. I yield. ‘

MI;. Rocers. How many people are covered by social security health
care’

Dr. Zare. Medicaid and medicare?

Mr. Rogers. How many people?

Dr. Zarr. I think it is more than the people.

Mr. Rogers. Just answer my question. :

Dr. Zare. Mr. Chairman. I do not have the figures in front of me.

Mr. Rocers. Approximately how many people are covered

Dr. Zare. I would say perhaps 80 percent of the facilities if not
more. We are reviewing facilities. not beneficiaries.

Mr. Rocers. Aren't about 40 million people covered!-

Dr. Zarp. Approximately.
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Mr. Rocers_ We-are-talking here about the rest of the people in
the Nation, We don’t expect Comprehensive Health Planning to deal . .
—___with just the 40_million_people_covered by medicare or medicaid L—-
Dr. Zapp. I understand that, Mr. Chairman.
Mr. Rogers. I am not sure we want vou to rewrite Comprehensive

Heualth Planning. .
Dr. Zape. We have a proposal before the Ways and Means Commit-

tee for extension of our proposal.

Mr. Rocers. We have to be careful on cuidelines. and I think this
sommittee would be interested in any guidelines that change the
thrust of our law. This commitree wrote the law. not Ways and Means.

Dr. Zape. T would like to point out that out of those 40 million. the
medicare and medicaid beneficiaries. it is the institution providing
care to them. and they are speaking of St or 90 percent of the institu-
tions with medicaid and medicare patients.

1t is those institutions in exeess of X1ono0o that will have revie.

Mr. Rogers. T am not sure that we want Comprehensive Health
Planning to be restricted to whatever medicaid and medicare may
require.

Dr. Zarr. I understand that.

Mr. Rogrrs. I think we should have a clear understanding of that.

Mr. Roy. Your recommendation to extend CHP will not take care
of the salary problem of the section 314 agencies, is that correct?

Dr. Zaee, Will it increase the salary of the individual members?

Mr. Roy. Yes. Will it increase their ability to go into the market-
place and get more competent people?

Dr. Zape. It would increase total salaries. rather than the individual
salaries, Without knowing how much money will flow into CHP's. I
do not knosw,

Mr. Roy. It is not the amount of money flowing in—

Dr. Zapr. You are talking of .\ agencies. and I am talking of the B
agencles,

Mr. Rov. Yes. T am talking of A's.

Dr. Zsee, That is true on A's.

Mr. Roy. The B agencies cover what percentage of the population?

Dr. Zare. About 73 percent.

Mr. Rovy. Geographically. what percentage in the Nation?

Dr.Zare, T frankly do not know.

Mr. Roy. You really have no plans to increase the number of B
agencies, is that correct? Your plan is to beef up those presently in
existence?

Dr. Zapp. 1 think essentially that is what we are proposing. We
would propose to discuss with the committee when the estension of
the CHP is before it.

e Mr. Rov. Let me ask. what went wrong as far as RMP? You say—-
e AT O TAMS Were-of-Himited scopeand diTafion. You say.-there—
W’M;W{]ﬁm ‘evidence thiat thiese had significant-impact on
_Artual miedical practive-and-improvement-of Health care.——

. “!h'.""‘ﬂ‘\‘er’e’ﬁ't:’"j‘b’ﬁ“ﬁble*to'achn'iancemnd'-brinﬂmme to the

1?('3]: level? T hope we have learned something from RMP over 8

" 'If Yyou were not able to do it. how can we do it through the alterna-

1ve programs that Dr. Zapp mentions?

“

S
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Dr. Maretwries. I would like to respond to that fairly fully.if I may.
When we began the educational activities in RMP. it was an extension
of past exercises which had never been much more than rather pedes-
trian training programs where a physician on his day off attends meet-
ings. hearings. Jectures and goes home.

Whether the teaching was relevant or pertinent to his practice prob-
lems was never certain. There is a likelihood with the development of
activities such as those envisaged under PSRQO with a better kind of
quality review that the deficiencies that exist can be identified and
there can be designed a program to meet those deficiences.

Mr. Roy. You didn’t identify these deficiencies.

Dr. MargoLIEs. I think not.

Mr. Roy. Why not ?

Dr. Marerries. I don't think the skill of the continuing education
activities had reached that point. Let me just use as a reference. if 1
may, the State of Kansas, which has been involved in continuing edu-
cation for many vears.

At its best. it designed continuing education around what the teach-
ers thought learners ought to learn rather than identifying with learn-
ers’ needs to know.

Mr. Rov. I object to that statement. They have gone to the people
vear after year in Colbev. Great Bend and elsewhere and said. “1What
do you need? What information are vou not getting?” They went to
Great Bend trying to teach more about stroke. I think you are sim-
plifving and perhaps distorting it by that statement.

Dr. Magrcrries. I disagree on this basis. T don’t agree with that
method of asking people. *What do vou need to know ?™ gets at their
deficiencies heeanse they are not aware of their needs in practice,

Mr. Roy. That was not the only method. they tried all ways to get
this information out.

Dr. Marcrries. In the absence of organizing medical records and
nbjective review of them. thosze deficiencies are a matrer of guesswork.
I have often attended the meetings in Kansas. T know how thev are.

T know who went and who didn’t go and T don’t think RMP’s are
any more successful in involving people in learning activities or any
better than anvone else. no matter how designed.

The people who are not going to learn and remain in the hackground
practicing out-dated medicine were not reached. I don’t know how to
involve them unless it is with the PSRO approach. Tt requires a more
formidible structure than we have had.

You don't need to teach the chairman of a department of medicine
and his colleagues at a university. It is the people out of circulation
that need it. and we didn’t get to them.

Mr. Roy. We are going into whether the PSRO's are going to be
able to identifv the deficiencies.

Dir. Manevnies. Tt is my hope.

Mr. Racrrs, Will the gentleman vield?

Mr. Rovy. Certainly, Mr. Chairman,

Mr. Rocers. T know some of the programs have not run too well.
but I don’t want to leak the impression in the record that one derives
from your statement. The following statement. from an HEW publica-
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tion referring to fiscal years 1971 and 1972 states. *In North Carolina a
comprehensive stroke program was initiated which included among
its range of activities., the publication of gunidelines for community
stroke programs, educational activities such as training programs
for nurses. annual stroke workshops and stroke consultation services
for physicians through the cooperation of the neurological statfs of
three medical centers.

=\ family patient education unit was also designed to help patients.
and their families lesrn to cope with long-term effects of stroke dis-
ability, Operating in 19 counties, this program. funded by the North
Carolina RMP. has resulted in a decrease in mortality, fewer in-
hospital complications, shorter hoxpital stay and reduction of hospital
chiarges.”

1 wonld say that is a rather favorable comment coming from HEW
nnan RMP.

Mr. Roy. Can vou differentiate consultation from project develop-
ment and management. or administration from project management !

Do Marcuraes, T think i is diflicult. Yon have to apply arbitrary
standards and try to allocate costs.

“Mr. Rov. Can anyone in HEW do this. Dr. Zapp. Can they tell the
ditference between consultation and administration?

Dr. Zave. You can set up definition=. hut vou have to realize we are
talking abut how much time each individual would be involved in
these activities—how much time =pent on consultation, how much time
im project review and managenient. :

It is diflicult. We know the bulk is about 40 percent of these funds:
m other words. the program activities. We have made what 1 consider
to be the best breakout we can base on the information we had.

Mr. Roy. Have you separated administration from consultation?

Dr. Zapr We have program direction and administration at 10.8
percent of the overall: project development review and management.
S5 percent: professional conzultation. community relations and lia-
ion, 10.4 percent : planning studies and inventories, +.4 percent: fea-
sibility studies, 2.8 percent: regional and other services, 2.8 percent,
foratotal of 40 percent of the funds. :

Mr. Roy. Do you feel thase are pretty good figures?

Dr. ManevLies, Yes. o )

My, Rov. Do you think they ave better rather than the blanket.
statement that RMP's are spending 40 pereent on administration.
Weren't you a little insulted by this comment ?

Dr. MarcrLies. No: as a matter of fact. I thought the figure could
have gone a little further. Tt is interesting the Department didn't
ot out the administrative costs in running the RMP Service, which
1> ot included in this activity. '

It did not identify some of the indirect costs for a variety of affili-
ated institutions which run extraordinarily high. I thought it was a
(Fl"‘:;-:lnllu}l)lo statement and. if you wanted, it could be made even more

amaging, .
in;\yf;l'- Rocers. You permitted this imbalance you are mow criticiz-

o]

Dr. Marceries, Yes. sir,

Mr. Rocers. Why?
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Dr. Marcrries It was one way a program designed in this way
could be managed. The comment you made earlier regarding the way
this program was conducted is worth looking at.

Mr. Rocers. That is what we are going to do.

Dr. MarorrLies. If vou want to design a program as this one has
been designed, so it is decentralized, as you wrote the legislation—

Mr. Rocers. 1 am not sure it has been administered as we wrote it.

Dr. Marcrraes. I think it has. It was written to be decentralized
with regional medical programs having a regional advisory group and
to be operated as a federally supported private institution. That meant
the decisions should be mnge locally, The more they were made locally,
the more it seemed to me it was consistent with the purpose of the
legislation.

Mr. Rocers. This seems to me to be the whole thrust of what HEW
is attempting to do by turning everything over locally. Now you are
saying that is not a good philosophy.

Dr. MarcrLigs, It is a philosophy that will work in the right struc-
ture. I think placing the responmbﬁity in the hands of a limited num-
ber of people for provider care has not the same effect as decentraliza-
tion that goes to a State government. I think you would have diffi-
culty in finding the same situation.

Mr. Rov. Are you telling me State governments are not affected by
these decisions, when these interests have skewered RMP programs?

Dr. MarerLiEs. No; but T am saying the health interests of a region
can be identified and pursued by a portion of the providers of medical
care in that State, but that does not provide a reasonable test of
decentralization.

You can examine in vour State. if you wish, Mr. Rogers, the makeup
of the people involved in the RMP and find major segments of the
provider group totally uninvolved. Or, you can check on participation
of nurses, many classes of physicians, hospital administrators, nursing
home directors, and so forth.

A limited number of people are making most of the decisions. There
was no way to expand that because of the way the program was
established.

Mr. Roy. Isn't it true you really said with this whole program e
will go to the grassroots. find out their needs and develop from their
nﬁeds? This is the way I understand RMP. You didn't really try to do
this.

Mr. Rocers. He just said the reason they haven't had good, con-
tinuing education was because they didn't go to the grassroots level
and find out what was wanted. Now vou are saying don't doit. T don’t
know what vou want.

Mr. CarTer. If the chairman will yvield. this is just a little sheep
that has gone astray. They are not following the concepts we pre-
sented in the legislation. Tt has never been followed.

Tt has not been administered correctly. In some cases it has been
very good. In some cases they have very good programs. and in other

areas very pPoor.

Mr. Roy. What is the opposite of decentralization?
Dr. MarcrLies. Central control.
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Mr. Roy. This is the way we should go. This has been the single
greatest effort in Government health programs to decentralize, and
vou say it has not worked ?

Dr. Marcrwies. I think decentralization to a limited portion of the
community is ill advised.

Mr. Rox. You go along with our continuing CHP 314B agencies
that are going to do wonderful things but have to get matching funds
from providers. Do you go along with that?

Dr. Marcrrizs. I think the %asic concept of comprehensive health
planning is a good one and deserves strong support.

Mr. Ror. Including matching funds from providers for 314B.

Dr. Marctris. There has to be matching funds. I am not sure of
the requirements. I have not been dealing that closely with their
responsibilities.

Mr. Roy. If I told vou they come generally from providers. would
vou agree with this temporarily?

Dr. Marcruies. I think so. When it comes from a limited number of
providers, it provides an opportunity for the individuals to run the
affairs of a B agency. I would prefer to see a broader base of funds
from the community.

Mr. Roy. Decentralization has not worked in RMP's because it has
been captured by local providers?

Dr. Marctwies. I think it has not worked partly because of the pur-
poses of the program as laid out were so multiple, and there were so
many interests the group needed to respond to. and they have not been
able to keep a centralized purpose consistently throughout the pro-
gram as has been evident here.

Mr. Rov. Is it fair to paraphrase vour testimony that the core staff
costs a lot of money because you decentralized into 56 units?

. Dr. Marcrris. I'think that is necessary if you have a freestanding
istitution operating with Federal funds. I see no way to reduce the
overhead costs. ’

Mr. Rov. I have other questions. but I have taken far too much time.
I ' would like to ask a couple of questions later on as to what I think is
called the administration’s health strategy.

Dr. Zapp. Quite certainly.

Mr. Rocers, Mr. Hastings !

Mr. Hastives. I yield to Dr. Carter.

Mr. CarTer, No: T have nothing right now.

Mr. Hastings. Dr. Margulies, you stated—I do not want to be repe-
titious, but in December 1971. not January 1972, you said that RMP’s,
hetween Government and the private sector. would provide a test
Package and distribute new health concepts. :

ou may have changed your view, but I have not. I think we have

to. on a regional basis, do precisely that. In the same article in “*Medi-
cal World News," again quoting vourself. vou said:

B’:-;‘;:;“'m‘." to popular belief, today’s national RMI does have teeth. The National

ard grades all programs numerically like students in a classroom, to establish

“‘lithe rankings with lagging programs,

m;h’LrR{\}{p can be put on probation for 6 months, limiting funding to rl]nt period
manage f‘n 3 Years, which forces involvement in the‘c'mnnmnity. recruits <killed
|n5trugm:;'t which make our people more of a politica), social and economic




If vou don't feel today RMI”'x are involved in the community. the
oversight procedures yvou eited here simply did not work. They were
not in existence. You do have that National Advisory Board with
some responsibility in RMTP’s. do you not ¢

Dr. Magrevries, Right: the RMP's, within a limited scope as de-
seribed here. and as said in the opening statement. have achieved some
useful purposes. It is essential. in fact probably one of the most eritical
elements of a strategy, whether on that side of the table or on this one,
for improving heaith services that there be created an effective rela-
tionship between government at any level and professional people in-
volved in the delivery of services. :

Whether in this country or others I have studied, that relationships
is an important one, without which programs to improve medical serv-
ices will not develop. What 1 was talking about represents a kind of
linkage which was serving a purpose for a limited number of activi-
ties. but it was too limited in scope.

Government-professional coordination is necessary in any kind of
health strategy based on the kind of things Dr. Zapp laid out on a
broader base with a more consistent and lasting mechanism

Mr. Histings. Where is the device to deliver these services you
talked about ? I have not seen a proposal saving, as a substitute for an
RMP. this is what will go in place and deliver the same thing to the
community. What are we talking about ?

Dr. Zarr. I do not think in any case we have said there will be in
each area a mechanism to duplicate the RMP activities. The RMP ac-
tivities were different in each area. What we are sayving is that we
have residual authorities that fit into these major components. I would
be pleased to provide them for the record, because they break down into
categories that are easy and ones that are familiar to the committee.

Thev are all authorities which this committee and the committee
on the Senate side have given the authority.

[See “Residual authorities available for RMP-type activities,”
p. 142.]

Mr. Hastines, You are saving the good parts will continue except
under existing authorities, they won't be put all together but under
existing authorities vou now have in HEW?

Dr.Zarr. Yes,

Mr. Hasminas. What is wrong with considering the suggestion I
made before about taking the best parts of RMI”s—we admit parts
have not leen productive. and there 1z no argument on that. The RMP
people do not argne that point, But take the CHI, which vou advo-
cated continuance of. you are ealling for renewal with no changes in
CHD.

Take into consideration a combination of these agencies. still with
regionalization. which I believe in. T do not think in my rural part
of New York State that yon can design a program that will be good
in Minneapoliz or San Francizco. 1T think they have to be ditferent.

Dr. Zave. We would agree with that.

Mr. Hasrizas. T do not think ITEW, frankly. and this subcommittee
are as far apart as some may think. T think a little bending on both
sides perhaps could bring us to a point where we could take the most
effective parts of RMDPs, take the CHP's which we all indicate we
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want to continue. and put them together. try to develop some national
nealth policy, which I think we are lacking today. and come up with
sume organizational structure that can deliver these services.

Iz that really too much to ask?

Dr. Zave. 1'think from your standpoint. it is a good statement. Mr.
Hastings. We could go down the line of all the good programs that we
would like to do. but obviously we cannot fund theni all.

I can only reiterate what I said before and look forward to the op-
portunity when we can come before the conunittee to testify for
CIIPs,

Mr, Hastizgs. I will get to a question relevant today. Why can we
not extent RMP's with a simple extension for 1 vear to give us the
neeessary months to work on the type of proposal we are talking about.
That 1s essential to the question we are considering today. of course.
and we all know it. For that reason, I think it is necessary that the sub-
conumittee have the time to do precisely what we are talking about and
what I think HEW is talking about. except you would rather meld in
on the successful part of vour broad authorities.

We would like to bring it together in a statute that defines what we
wonld like to do in delivery of health care, research and education. and
point at it and say. have we lived up to the intent of the law or not.

I do not think we are that far apart .I would once again plead with
vyou that we lave the opportunity to discuss that type of question be-
fore not just this subcommittee but all intersted parties throughout
this country. who are in fact interested in improving our heath delivery
=vstem,

I think that is what we are talking about. Again because of the time
limitations, T won't pursue my questions further.

Mr. Roy. Will you yield?

Mr, Hastings, Dr. Carter asked first.

Mr. Carter. I know you said that you grade the 56 regional pro-
prams, Do you have the resultz of that here?

Dr.Marcrries. I do not have them here, no.

Mr. Carter. Would vou bring them around so we can see them, how
the different ones are rated and the basis for so rating them?

Dr.Marerries. Yes.

I’l_vstimon_\' resumes on p. 31].

| The following information was received for the record:]

REVIEW CRITERIA AND RATING SYSTEM—REGIONAL MEDICAL PROGRAMS

~ The Regional Medical Programs Service utilizes a rating system based on speci-
fied review criteria in evaluating the grant applications of the 56 individual
Rv:..’u-na[ Medical Programs. A copy of ratings as of January 31, 1973, the Cri-
teria themselves, and the Scoring Sheet used by reviewers is attached.

USES OF THE CRITERIA

The development of review criteria was necessitated in part by the decision
1o assess the RMP's from the national level in terms of their overall progress
fuul program, rather than in terms of the technical adequacy of individual proj-
“rix or discrete, singular activities.

As pare of the effort to promote regional decision-making and responsibility.
l;f".”"" review and funding authority were decentralized to the 56 RMIx in wid-
m'l" L B_"gmns have the authority, if their own review processes meet defined mini-

i standards, to make the final decisions regarding 111 the technieal adeguaey




of proposed operational projects and (2) which proposed activities are to be
funded within the total amount available to them.

This change from project to overall regional program review at the national
level necessitated the development of program review criteria, aimed at assessing
a Region's (1) performance to date, {2) the process and organization that had
been established, and (3) its proposal for future activities. After using these
criteria and the corollary scoring system on a trial basis, they were found to be
operationally satisfactory, and were incorporated as an integral part of the
national review process.

Each region is rated annually. Regions requesting three-vear approval are
rated by the RMP's Review Committee. Applicants for recommended second or
third year support of a three-year grant already approved by the National Ad-
visory Council are rated by a Staff Anniversary Review Panel. In either case,
the National Advisory Council considers and may at its discretion change the
ratings assigned by the Review Committee or the Staff Panel.

The Criteria are used to provide a relative ranking of RMP's on the hasis of
numerical scores. As a result, Regions are ranked and then grouped in terms of
quality—(A) Those which have demonstrated the greatest maturity and poten-
tial. (B) those which are generally satisfactory in their performance and prog-
ress, and (C) those which are below average. )

About a third of the Regions are reviewed at each review cycle. Therefore, the
relative standing of an individual Region may change on completion of any cycle,
based on the ratings for the Regions then under consideration.

The scores represent the subjective opinions of reviewers at a given time and
are only one of a number of factors considered Ly the staff and Director of
RMP's in determining an approved level of support.

THE CRITERIA

The Criteria are divided into three groups: (1) “Performance.” (2) “Process.”
and (3) “Program Proposal.” Each criterion is assigned a relative weight.
Weights were originally developed on a subjective basis modified after a trial
period and approved by the Review Committee and Council. In addition, a series
of questions appear under each criterion. The questions are not criteria them-
selves, but are used to illustrate and amplify the kinds of things covered by the
individual criteria. Copies of the Criteria are furnizhed to the reviewers at each
Staff Panel and Review Committee meeting.

THE SCORING SHEET

The Scoring Sheet is used by individual reviewers to provide their ratings.
Each column is used to recuord the reviewer's ratings for an individual Region.
The Criteria and the weights for each are shown in the left hand column. 8pace
iz also also provided on the Scoring Sheet for an overall assessment of the Region
tline D). a recommendation for a Developmental Component, if requested (line
Ej. and finally for recording the basix tor the reviewer's evaluation (lines F,
1-7). The latter is used by RMPS for monitoring and evaluating the rating sys-
tem itself. The “Basis for Evaluation” lines are the RMPS use only and do not

affect the numerical scores,
Each reviewer rates each region on a 1-3 scale for each criterion. The review-

ers do not sign the sheets, At the end of the meeting, the Scoring Sheets are
collected and a computerized composite score for each Region is generated almost
immediately through the RMPS Managament Information System. The overall
numerical ratings for each Region are made availuble to the Council which may,
at its discretion, modify any rating.
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OFFICE OF SYSTEMS MANAGEMENT, REVISED RANKING OF RA!P REGIONS (53 REGIONS RANKED),
JAN. 31, 1973
January Fenruary 1973
review cycle
SARP,
December Rey. Comm,
Region Prior cycle, score and cate 1972 January 1973
4" regions (326 and above):
N OISR cenersecserenneanncnrsaesannnnanan 4135 December 1971, .........
[T DS 366 S September 1972, ...
HBA0IS s e e e veeeemeceeeac i cveanmanes 375 R January 1972 ...
[ TP 342 R October 1971,
CaldOrnia. . oo ee et 355 S Septe.nber 197
washinglon/Alaska .. ... ieeeiiiiias 330 S Septenber 13

| PR 353 R Janwary 1972...
""""""" 336 R Octoder 1972
336 S Seste.nber 197 2.
335§ September 1372,
3308 apnit 1972.....

. Pusrio R?Z%l 326 RMay 1972, oo s
reg0ns
NIOhIANGS . L .. 317 S December 1971 _._...... 325 s
ATXansas. ... .. . 34} R October 1971. ..
42rh Caroling. .o eiee o L3248 At 1972 e
Cregen. .. ooeomiiniaan.. . 321 R May 1972
528520 SOROK. .o 319 R May 1872
o13S......... . 314 R October 197
Yzuntain States. 314'S Apnl 1972..
Hanaij 3069 R October 1952
Lzuisiana 241 R Janvary 1972..

Caanecticut . . 312 R October 1971, ... .. ..oo ..

-}i:zny. 303 R October 1972..
2labama 292 S December 1571 ..
Tenressee 298 S September 1971,
iew Mexico.. ..... 294 ROctoder 1972, ...ooiiiinnnian e,
£ .. 290 S September 1872, ............
Mehigan._._.. 299 S September 1972, .......... .
Nedraska__ 288 R May 1972 . i
Yississipps L ZBBROCIODEr 1972, . ettt
Virginia, L 287 ROCober 1972 e es
Testate.............. . 3£35S September 1971, v
fcrihern New England. 282 R October 1972 .. .oviiieninnnianes
AL SRR 281 R October 1972 .........
h:fth Dakota. ettt —aaan 183 S September 1971, __
Laesarea, . . . ol 277 R Janvary 1872........
Ietermountain. .. ... ... 298 S December 1971 ...
............... 287 R October 1971_.......
......... 269 R October 1972.....__.
“C" 2634 S ApnE 972 et cae e
287 ROctober 1972, .. oo creccre e
44 S Decenber 1971 ...
................. 240 S Aprid 1972...._....
l- ............. 239 R October 1972......
Miﬂl ......................... 222 R October 1972. ...

New York Metropolitan_ . ... ... __._.... 324 S September 1971

~ E’uam Delaware Valley._................ - 23R January 372
yzfylm ________________________ - 245 R January 1972,
v! vopohtan Dsstnct of Culu-nbxa. - 267 R January 1972..
Wi T 188 R May 1872.. .00
\"ihoma.... ------- - 183 R May 1972

g JorheaSt Ghig. 77771 B3RMay 1972, _oomeiiiinnicniiinc e
#1235 without a score -

Defanare

Ro....
Suth Dakota




DECEMBER 28, 1971.
RMP ReviEw CRITERIA

A. PERFORMANCE (40)

1. Goals, objectives, and priorities (8)
(a) Have these been developed and explicitly stated?
(b) Are they understood and accepted by the health providers and institutions

of the Region?
(c) Where appropriate, were conmunity and consumer groups also consulted

in their formulation?
(d) Harve they generally been followed in the funding of operational activities?
(e) Do they reflect short-term, specific objectives and priorities as well as

long-range goals?
(f) Do they reflect regional needs and problems and realistically take into

account available resources?

2. Accomplishments and implementation (15)
(a) Have core activities resulted in substantive program accomplishments and

stimulated worthwhile activities?
(b) Have successful activities been replicated and extended throughout the

Region?

(¢) Have any original and unique ideas, programs or techniques been
generated?

(d) Have activities led to a wider application of new knowledge and
techniques?

(e) Have they had any demonstrable effect on moderating costs?

(f) Have they resulted in any material increase in the availability and ac-
cessibility of care through better utilization of manpower and the like?

(g) Have they significantly improved the quality of care?

(h) Are other health groups aware of and using the data, expertise, etc.. avail-
able through RMP?

(i) Do physicians and other provider groups and institutions look to RMP
for technical and professional assistance, consultation and information?

(j) If so. does or will such assistance be concerned with quality of care stand-
ards, peer review mechanisms, and the like?

3. Continued support (10)

(a) Is there a policy. actively pursued, aimed at developing other sources of
funding for successful RMP activities?

tb) Have successful activities in fact been continued within the regular health
care financing system after the withdrawal of RMP support?

4. Minaority interests (7)

(a) Do the goals, ohjectives, and priorities specifically deal with improving
health care delivery for underserved minorities?

(b1 How have the RMP activities contributed to significantly increasing the
accessibility of primarsy health care services to underserved minorities in urban
and rural areas?

f¢) How have the RMP activities significantly improved the quality of primary
and specialized health services delivered to minority populations; and. have
these xervices heen develnped with appropriate linkages and referrals among in-
patient. out-patient, extended care. and home health services?

td) Have any RMP-supported activities resulted in attracing and training
members of minority groups in health occupations? Is this area included in next
vear's activities?

tej What steps have been taken by the RMP to assure that minority patients
and professionals have equal access to RMP-supported activities?

(f) Are minority providers and consumers adequately represented on the
Regional Advisory Group and corollary committee structure ; and do they actively
participate in the deliberations?

(g) Does the core staff include minority professinnal and supportive employ-
ees and does it reflect an adequate consideration of Equal Employment Op-
portunity ?




th) Do organizations, community groups, and institutions which deal pri-
marily with improving health services for minority populations work closely
with the RMP core staff? Do they actively participate in RMP activities?

i) What survers and studies have been done to assess the health needs, prob-
leras, and utilization of services of minority groups?

B. PROCESS +33)
1. Conrdinator (10)
111 Has the coordinator provided strong leadership?
+h) Has he developed program direction and cchesion and established an ef-
fectively functioning core staff?
tey Does he relate and work well witl: the RAG?
td) Does he have an effective deputy in name or fact?

2 tore staff (3)

12) Does core staff reflect a hroad range of professional and discipline com-
petence and posses adequate administrarive and management capability?

b Are most core staff essentially full-rime?

ver Is there an adequate central care staff 1as opposed to institutional com-
foonentsy ?

L Regional advisory qronp 13

v Are all key health interests, instirarions. and groups within the region
adenuately represented on the RAG rand corollary planning committee strue-
frey

by Daes the RAG meet ax a whole at least 3 or 4 tites aunually?

e Are meetings well atrended ” .

+d) Are consumers adeqnately represented on the RAG and corollary commit-
tree strueture? Do they actively participate in the deliberations?

‘v Is the RAG playing an active role in setting program policies. establish.
inz wbjectives and priorities. and providing everall zuidance and direction of
core staff activities? -

+f1 Doex the RAG have an executive committee to provide more frequent ad-
ministrative program guidance to the coordinator and core staff ?

+2y Isthat committee also fairly representative?

1 liranter organization (2)
i1 Does the grantee organization provide adequate administrative and other

support (o the RMP? . R
b1 Dues it permit sufficient freedom and tlexibility, especially insofar as the

RAG™s poliey-making role is concerned
o Participntion (3)

11 Are the key health interests. institutions, and groups actively participat-
ingin the program? K

il Dhoes it appear to have heen captitred ar co-opted by a major interest?

et 15 the Region's political and economic power ‘-.ymplex involved?

8. Loeal plunning (3)

G Has RMP in conjunction with CHP helped develop effective local planning
Lroqps?

b Is there early involvement of these local planning groups in the develop-

ment of program proposals? X "
‘o Are there adequate mechanisms fur obtaining substantive CHD review

atd conunent ¥

.
- Asexvinent of needs and resources (1)

ta1 {x there a systematic. continuing identification of needs. problems, and
Tesonrees?

thy Doex this involve an assessment and analysix based on dat.a? .

'y Are identified needs and prninlmns beinz translated into the Region’s
evulving plans and priorities? R .

tlr Are they also reflected in the scope and nature of its emerging core and
“iwrational activities?
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8. Management (8)

{a) Are core activities well coordinated?

(b) Is there regular, systematic and adequate monitoring of projects, con-
tracts, and other activities by specifically assigned core staff?

(c) Are periodic progress and financigl reports réquired?

9. Evaluation (3)

(a) Isthere a full-time evaluation director and staff?

(b) Does evaluation consist of more than mere progress reporting?

(c) Is there feedback on progress and evaluation results to program manage.
ment, RAG, and other appropriate groups?

(d) Have negative or unsatisfactory results been converted into program
decisions and modifications; specitically have unsuccessful or ineffective activi-
ties been promptly phased out?

C. PROGRAM PROPOSAL (25)

1. Action plan (5)

(a) Have priorities been established?

(b) Are they congruent with national goals and gbjectives, including strength-
ening of services to underserved areas?

(¢) Do the activities proposed by the Region relate to its stated priorities,

objectives and needs?
{d) Are the plan and the proposed activities realistic In view of resources

available and Region's past performance ?

(e) Can the intended results be quantified to any significant degree?

(f) Have methods for reporting accomplishments and assessing results been
proposed ?

(g) Are priorities periodically reviewed and updated?
2. Dissemination of knowledge (2)

(a) Have provider groups or institutions that will benefit been targeted?

(b) Have the knowledge, skills, and techniques to be disseminated been identi-
fied ; are they ready for widespread implementation

(c¢) Are the health education and research institutions of the Reglon actively
involved?

(@) Is better care to more people likely to result?

(e) Are they likely to moderate the costs of care?
(f) Are they directed to widely applicable and currently practical technigues

rather than care or rare conditions of highly specialized, low volume servieces?

3. Utilization manpower and facilities (4)

ta) Will existing community health facilitiex be more fully or effectively
ntilized ”

(b} It is likely productivity of physicians and other health manpower will be

increased
(¢) Is utilization of allied health personnel, either new kinds or combinations

of existing kinds, anticipated?
(d) Is this an identified prioritr area; if so, is it proportionately refiected in

this aspect of their overall program?
(e) Will presently underserved areas or populations benefit significantly as a

result?
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§. Improvement of care (4)

(a) Have RMP or other studies (1) indicated the extent to which ambulatory
care might be expanded or (2 ideuntified problem areas (e.g., geographice, institu-
tional) in this regard”

1) Will current or proposed activities expand it?

(¢) Are communications, transportation services and the like being exploited
so that uiagnosis and treauuent o al outpatient asis 1= possible”

(d) Have problems of access to care and continuity of care been identified by
RM1’ or others?

te) Will current or proposed activities strengthen primary care and relation-
ships Letween specialized and primary care?

£} Will ther lead to improved access to primary care and health services
for persons residing in areas presently underserved®

1g) Are health maintenance and disease prevention components included in
current or proposed activities?

(b) If so, are they realistic in view of present knowledge, state-of-the-art. and
ather factors?

3. Short-term payoff (3)

1) Is it reasonable to expect that the operational activities proposed will in-
crense the availability of and access to services. enhance the quality of care
and or moderate its costs. within the next 2-3 vears?

,(;b; Is the feedback needed to document actual or prospective pay-offs pro-
sided ? .

tc) Is it reasonable to expect that RMP support can be withdrawn success-

fully within 8 years? :

5. Regionalization ()

ta) Are the plan and activities proposed aimed at assisting multiple provider
groups and institutions (as opposed to groups or institutions singly)?

(b} Is greater sharing of facilities, manpower and other resources envisaged?

tey Will existing resources and services rhat are especially scarce and. or ex-
pensive, be exterded and made availalile to a larger area and population than
presently ?

td) Will new linkages be established (or existing ones strengthened) among
health providers and institutions?

(e} Is the concept of progressive patient care (e.g.. OP clinics, hospitals, ECF’s
home health servicesi reflected?

5. Other funding (3)
(8) Is there evidence the Region has or will attract funds other than RMP?

ithy If not, has it attempted to do s0?

) Will other funds, (private, local, state, or Federal) be availalle for the
activities proposed?
fdy Conversely, will the activities contribute financially or otherwise to other
significant Federally-funded or locally-supported health programs?

18-2120.23.3
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ADMINISTRATIVILY CONFIDENTIAL SCORING SHEET AND INSTRUCTIONS: _ .
(Date and group)

Crileria
Date ol most secent site visit .. .. ..
A, Performance, 40
1. Goals, ohjectives and priorities
2. Accomphishments and imple-
mentation . . .. [
3. Continved suppost __._ . . .
4. Mmority interesis.
B. Process, 35:
1. Cootdinaler. . . . ..
2. Corestatt ... ... .. ...
3. Regionat advisory group
;, Graniee organtzation. .
6.
7

. Parlsewpation. ..o ... L.
. Local planning
. Assessment  of  needs
resources
8. Management
9. Evaluation
C. Picgram pioposal, 25:
CAchwonplan. Lo ... .0 aen
. Dissenuination of knowledge . ._
. Ulihzing manpower and facilitie
. Improvement of care_...... .....
. Short-term payoff .
. Regionalization
. Other funding.. .
D. Overall assessment. .. . .
£. Developmental component (I yes,
check)
F. Basrs for evalualion (Check all
applicable):
3 CUIIeRY SIMR VISIE . e e e iieaiieeneneimemaveeeeanna
. Previous site visit. .
. Application. .. ...
Committee discussion .
Other . ... " ...
. Primary reviewer . .
. Secondary reviewer . ... . .. ... ..., [,
Note: Using a 1 through 5 scoring scafe (5, outstanding; 4, good; 3, satisfactory; 2, fair; 1, poor), assessment of the region and its application by rating on a 1-to-5 basis in item D, overall assessment.
rate the region in accovgance with the criteria set forth below, Reviewers are reminded to consult Feel free in making your overall assessments to use decimaf scores (e.g., 3.5). Use a check (3) in
the RMP review criteria document (dated Dec, 28, 1971) which includes subcriteria or elements item E.developnenlnrcomponenl,Hin your best judgment this region has achieved sufficient program,
in the form of questions designed to make these broad, general criteria more specific and under- maturity and status to warran! award of a developmental component. In item F, basis for evaluation
standable. These are intended 1o be of help to the reviewer in assigning a scofe to each of the criteria. indicate for each region the basis for your evaluation. When appropriate, more than one item in
Multiplication of scores by the assigned weighls and the necessary addition will be done by staff; item F may be checked for each region.
reviewers need nol make those computations, Reviewers should provide their overall subjective
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Mr. Rov. Mr. Hastings, I want to identify myself with your state-
ment. I believe regionalization is the correct way to go to it. It hurts
me to hear Dr. Zapp criticize it so fully as he has. Second, I want to
identify myself with your concept of bringing together the present
suthorities in order to do a better job than in the past.

Mr. HastiNgs. Thank you.

Thank you, Mr. Chairman.

Mr. Rocers. Mr. Kyros?

Mr. Kyros. No questions.

Mr. Rogers. Mr. Heinz ?

Mr. Heixz. First, Dr. Zapp. let me sincerely commend you for, I
think, setting a new record, perhaps for any witness. I received your
tesitmony last night in advance of your appearance here today, and I
want to sincerely commend you for having made that possible.

I think a lot of the questions I had intended to ask have been
touched on one way or another. There is one area I would like briefly
to get into, because I do not think it has been specifically touched on.
That is, where CHP's or, for that matzer, RMP's fit in with certificate-
of-need legislation.

Dr. Zapp. In approximately 20 States, where they have certificate-
of-need legislation. it varies considerably as to how the CHP’s fit in,
88 to whether they are the body where the State requires review and
comment, or they actually give them review and approval.

I would be pleased to provide thar for you. but I do not have that
with me today, the chronology or analysis of the certificate of needs
that are in effect. :

[Testimony resumes on p. 135.]

[The following material was received for the record:]
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Mr. Heixz. Do we mandate the development of certificate of need
legislation ?

Dr. Zapp. No. that has been a State responsibility. I think we have
always said from the standpoint of the Department that where jt
exists, we will honor it.

As an example. we will not go around and overrule an individuy)
State where there has been certificate-of-need legislation.

Mr. Hrixz. Does the agency have review and approval?

Dr. Zarp. We have review and comment. Most public health sory.
ice acts provide for review and comment. not approval.

Mr. Heixz. One thing concerns me greatly about the Pittsbureh
area health planning ageney. which is a I3 agency established back iy
1969 as a review-and-comment agency. Clearly there is a tremendous
amount of work to be done in furthering the delivery and planning of
medical service. Yet it is now 1973, going on 1974, and they do little if
any planning.

What they do is thev simply make comment upon proposals that
other people bring to them. Their comment can never be framed withiy,
the constraint of some kind of master plan, becanse there is no mastey
plan. T was wondering if vou had found this to be a problem in other
CHP type B agencies around the country?

Dr. Zapp. T think essentially vou could say that of most CIIP (13}
agencies. Their interests differ from area to avea as RMPs do. Tt is
true in most cases the planning. if it exists. has not gotten bevond the
facilities or manpower stage. hut the interphases in relation to the
deliverv of services and provider facilities is a step bevond what the
CHP B agencies have gone to.

Mr. Hervz. The reason T bring that subjeet up. of course. is becanse
the effectiveness of CITP's is a central issue, if. as you propose we are
going to phase nut RMTs,

T have here a miniaturized computer printout of some expenditnres
which my local RMT in the southwestern Pennsylvania region has
produced. Tt is a statement of RMT? funds requested. Two of the items,
are item 0000-core and item 0001 core profes<sional training and
education.

Would vou consider those administrative cost items in the budget ¢
T suppose that question shonld be directed to Dr. Margulies,

Dr. Marernies. T think thev were in the figures Dr, Zapp presented.

Mr. Hurxz, That would be presented in the figures on page ¥ or~
of vour statement ? :

Dr. Zare. That is correct.

Mr. TTeanz, For the record. in western Pennsylvania RMP. the core
RMP funds requested were §775.000, The core professional training
and edueation funds requested were $43%.000. and all the other funds
requested. another 10 components, were $574.000, -

This example wonld tend to support your ficure that a high propor-
tion does go into administrative costs. and perhaps your number is
Jow. T do not know. based on this one particular item. It might well be.

I must say. from talking with my regional medical people. T have
been impressed with their efforts to develop something HEW has not
provided much help with. and that is a mission in the planning and




implementation of an RMP concepr. and they have done some gond
things.

I must say the diseussion here today has indicated to me that HEW.
I think. could have done more to encourage RMP's to define their
miszions earlier on in the game. because there iz no doubt that the
activities lacked foeus over a period of 1 or more years and that we
have, therefore. wasted a conziderable amount of money.

In many instances, I gather they stili do. Thank vou.

Mr. Rocens. Mr. Syvmington?

Mr. Syanxetox, Thank you. Mr. Chairman,

Did the Department send phaseont instructions to all of the RMT's,
and iz the information available on the dates of those notices ?

Dr. Zare. Notices went out to RMI~ on February 1 with a followup
on February 22, I am snre there have been mnnerons communications
between the RMI serviee and the Departizent and the individuals
since that time. The initial ones went out right after the President’s
submission of his budgert.

Mr. Svaonyaron. What was the statutory anthority, for that decision ?

"

Dr. Z3vr. There 15 no statutory anthority that savs per s¢ that vou
may, What we were saving—I wonkd iiave to back up to Jannary 29—
i that_we have made a legislative propozal using the President’s 1974

budgerasa veliele and that tho 1 yional medical programs be allowed
_toterminate. T T ' T

In anther words. the authority would be allowed to expire on June 30,
19750 as it enrrently does. In fairness to the people involved in the pro-
gram. we prepared for an onderly reansition. This is a propoesal that
has been before Congress for an exeess of 3 months,

Mr, Syaxgron. Your general testimony indieates that RMP's were
not cost etfective and that wonld take some study to determine. and
one of the thines we would like to know is. how many people were
served by RMI's? Do vou have figures of that kind ¢

Dr, Zare. T would not have-—approximately 30 percent is used for
the delivery of service. I wonld have to vefer to Dr. Margulies. aid see
If they have the figures on the number of patients served.

Deo Marcvries, Aetually the muber diveetly served. for example.
by demonstration projects. would be relatively small becanse these ave
ustally confined activities. T do not have a specitie figure,

Mr. Syanzarox, In o vonr ranking <vstem vou gave high mavks to
certain States, I think, Flovidao Maine, western Pennsvlvania. What
were the eriteria vou used i wiving them high grades? Is it the people
served. the munner served. the structure of the organization ?

Dr. Marcrries. We nszed 20 criteria which were applied through a

variety of methods which inelnded site visitz. consultants, a national
review committee. a national advizory couneil,
. These were designed pretty mueh avound the way in which you
Judge the effectiveness of an institutional process to achieve a goal. We
were concerned witl how well the regional advizory group operated.
whether the RMI et a goal for jtself and established projects to
meet that goal,

T felt very strongly-abont the ways in which RMT's addressed the
problems of equal cwnployinent opportunities. We took a look at the
quality of the coordinator, the way the evaluation was carried out. a
whole series of issues. addressed and exaniined it the hest we could.
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Mr. Syyixerox. Perhaps you could supply for the record a résume
on that approach.

Dr. MarerrLirs, We would be glad to.

[See “Review Criteria and Rating Svstem—Regional Medical Pro.
grams.” p. 23.]

Mr. Syainerox. Do you know how many doetors and nurses re.
ceived continuing education through the RMP’s?

Dr. Mararries. Not offhand.

Mr. Syyixerox. Would you supply that?

Dr. MarcULIEs, Yes.

[The following information was received for the record:]

COURSE REGISTRATIONS IN RMP.SPONSORED EDUCATION ACTIVITIES FISCAL YEAR 1972 (LISTED BY TvYpt of
TRAINING RECEIVED AND DISCIPLINE OF RECIPIENT)

New skills Total

Continuing for existing New momee— L

Discipline education! personnel 3 persannel 3 Number Petceny
Physicians (MD,D0)... 45,328 10,140 .. . .. 56, 468 2
Dentists._........._.. 1,442 197 .. . .. . 1.639 1
Nursing personnel_._._............ ... 36. 301 25,072 6 61,519 2
Allied health personne).. _.......... 23,011 12,362 1,205 36.578 It]
Hespital/nursing home personnel. ... . 10, 414 694 . . . ... 11,108 8
Medical, dental and nursing students . . 6,106 1,139 ... .. L. 71.245 N
Other .. 8,582 9,579 1.036 19,225 1
132,184 59,183 2.415 193,782 100

t Continuing education—courses aimed at mainfaining or improving the level of practice of the health professional.
2 New skills for existin% persanngl«trammg aimed at enabling the person trained to assume new responsibilities in the
already chosen career field or adding skifis in a different but related health field {e.g., coronary care Lraining for nutses,

career mobility for licensed practical nusses).
3 New personnel -development of training programs for such new categories of personnel as physicians’ assistants
aurse practitioners, and community health workers.

Mr. Syyixerox. If nurses were receiving continuing edueation. per-
haps then they need to seek other forms of support. and I wonder if
provision was made to help them continue ?

Dr. Marevrries, I think most continuing education of nurses took
place in a hospital setting and added to what they would ordinarily
eot. T believe that kind of institutional support will still be availahle
and ean be expanded for that purpose.

Mr, Syaxxeron. Mr. Chairman, T think I can submit the rest of
my questions.

Mr. Rocegs, No, go ahead.

Mr. Syanverox. One question would be that RMP review criteria
were first developed on December 25, 1971, is that true, that is the
date!

Dr. MareULies. Yes, sir.

Mr. Syanxarox, Then there was a St0,000 contract awarded to
validate the eriteria?

Dr. Mareurries. Yes, we are studying the effectiveness of those re.
view criteria.

Mr. Syaxaxeron. In other words, you are studying the effectiveness
of the criteria after the decision to terminate. or did the validation
of the criteria occur before the eriteria were issued ?

Dr. Makrcurries. We set that activity in motion at a time when the
program was in full operation. In any case, I think it is a useful kil
of technique which needs to be studied under any circumstances,
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Mr. Syaixeroy. Do you know if any of the review criteria were
changed?

Dr. MarcrLies. No. we kept them constant so we could carry out
an effective analysis. If we changed them very much, it would be
difficult to analyze their meaning.

Mr. SymixeTox. Is the analysiz complete?

Dr. Mareurries. Not vet.

Mr. Syanxeroy. But sufficiently complete. together with other con-
siderations, to justify in vour mind trerminating the idea as it is a
part of the input in the decision? A

Dr. Marevries. The use of review criteria has continued but. in the
phaseout activity. we had other kinds of considerations which were
mapplicable to this kind of techmigue.

Mr. Syanxatox. Thank you, Mr. Chatrman,

Mr. Rocers. Let me ask a few quick questions. T won't take long.

You did rate all the RMP’s by these criteria,

Dr. Marcuries. Yes, sir.

Mr. Rogers. How did you grade them ¢

Dr. MaratLies. They were given a numerical grade.

Mr. Rocers, Did youuse A. B.or C/

Dr. Marcuris. They were listed in three groups: A. B. and C.

Mr. Carrer. What would a grade of 325 mean !

Dr. Maravrizs, Offhand. T don't recall. Probably the B level. T am
not sure at this mement.

Mr. Rocers. Well, how many were good or excellent ¢ How many
were not?

Dr. Magstries. T think the last time we evaluated it there were
about 14 rated (.

Mr. Rogers. Otherwise. the B and A would signify they were good
or excellent. .

Dr. Marcurries. Yes,sir.

Mr. Rocers. I will submit this for the record. Here is yvour rating
of them which was made Jannary 31, 1973, Qut of 56 only 14 are rated

as less than good. the others good or excellent. What (id yonuze asa .
asis for saving the K

rthe progrant should be plased ont afterthisappraizal ...
~onJanuary 31,1973 7 That was Just a few niontl o

Dr. Zapp. I think we are talking of separate things. T think my state-
ment pointed out

Mr. Rogers. T want to know what was the bagis for the decision
ta terminate a program where you have jnst rated the vast majority of
the component programs as good or excellent ?

Dr. Zarr. 1 am anxious to answer that question. T wonld think you
have a program that is performing well or a significant number of
those are performing well but that does not necessarily mean the
Federal Government should continue 100 percent funding of that
program. There can be a variety of reasons why that program—in this
case you are talking of a variety of programs on a national bhasis—
should not receive further support. We are saying. from the standpoint
of expenditures and Federal purposes, it iz not justified to continue
that type of national progran:. ' :

Many of the components in those programs should be continued.
We think Congress has responded in the last couple of years to many
of those same purposes that they have in the regional centers, for

98-872 0 - 73 - 10

ks
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example. kidney dialysis. PSRO's. the cancer control programs ang
health manpower. 1t 1= not just because the programs= have performed
miserably—we are not making that case—some of them have, byt
many have not,

Mr. Rocers. That would not seem to be the thrust of the testimony
today.

Mr. Canrer, Would yvou yield !

Mr. Rocens, Certainly,

Mr. Carrer. 1 wonder how. in the heart, cancer, stroke, and kidney
hill we can have the organization and the physician assistants, patient
followup, emergency service and coordination of regional resources,
how does that apply to heart. cancer, and stroke ! Those are the pur-
poses. avowed purposes of a particular program.

Dr. Zave. Dy, Carter. I would be pleased to read or provide for the
record. time allowing. a 215-page document which breaks down by
gronps the varions thrust of IMP’s starting with patient care and in-
novation of health care programs. .\ through IT are residual anthori-
ties proposed for continuation within the Department.

Mr. Rocers, By residual, do you mean a broad general authority?

Dr. Zapp. No. they ave authorities we are proposing for extension
on which would continue. In other words, an authority that would ex.
pire on June 300 which we are proposing for continuation.

Mr Rocenrs. T think it would e well to have that for the record. 1
think it wonld be well for vou ta designate components which will
continne action to determine the level of funding and the funding au-
thority. Conld youlet u=have that

Dr. Zapr, Yes. we would he pleased to do that. T think we have that
all prepared.

[The following information was received for the record:]

RESIpUAL Avinort Ciks Avaranty ron RMDP-TYPE ACTIVITIES

Provided helow is a list of e gnajor 1ypes of RMP activities, inclnding patient
care demotistritions, qidity of care assesstent ald assuranee, manpower train-
ing and wtilizaion, continaing education, health serviees research and develop
ment, sul procrant ~Guf activity, These are followed in each case by other con-
tinning anthorities available 1o el similar activities, Inoaddition, other RMT*
aetivities puty be assimed by the efforts of State and local goveriments gl
Jows] veluntary azencies,

I PATIENT CARE DEMONSTRATIONS AND INNOVATIONS TN JIEALTIHE CARE SYSTEMS

A Nuational Copter for Healtl Seevices Roxcarel and Docelopment - Section,
00 PHS Act A range of pilon experinents gl demonstrations in ters of pew
patterns of adelivery ad patient nunazement can be supported by NCHSRAD A
stropy eizplisisis is oon mproving produactivity through different methods of
orgigizing health careadelivery systems.
~ B Heart Discase Copteal Programs  Seetion 40 -Prograis of prevention
T ZTosT< il Tremnent ol heart and pulinetary diseises similar to aetivte
supported by Regional Medical Prosrams in the past, B
C. Nationnl Rescarcl and Dvepoopstration Coglers for Heart Diseasi Sectpn
415 -Abed gt clinical research, trainisg, and demonstrition of advanes] doae
posticand treatinent methads relating to heart ol pulinenary disease,
D Cancor Conteol Prograps-Section 400 Programs of prevention. dingnoss
= AT THeT eS0T similar to aetivities supported by Regional Medical I're
arsis in the prest,
K. National Capecr Posoared qpd Diewonstration Cepters—Seetion - et
ar elinfenl vesearel, traininz, and demonstration of advaneel dingnestic ane
tresment methods relating o cateer,
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F. Kidwey Discuse Funding wndoy Hoe Social Scenrity Aocndoe atls of 15 2—
Section 0] of P, 02-td—Drovides for eoverage wder parts A and B af
Medicare for workers and depemdents under social seeurity disubled with chrouie
renad disense, Miteh of the RMP effort in the area of developdng national cajut
bility for transplantation ad: dialysis is expected 1o fro infegrated into the
fnaneing systen: provided throngh this additional Medicare coverage,

G. Ewceyensey Modical Sopvices Systoms- -Section 304 -Coordinated FMS sys-
tems which tie together fransportation, eommmnnieation, sl parieut eare <nh-
systenix will be supported nnder the hroad developauent authority of Seerion S04,

H. Project Grants for Health Secvices Ddivern Ltprovenonls = Section a4
ter—A variety of aetivities formerly supported by RMIP, such as wmdtiphasic
sereviing comprnents of peighborhood headth conters, ated training of eonagnnndny
hewadth aides, o be suppeerted mder the 31Hce) siathority,

1L QUALITY OF CARE ANSESSMENT AND ANSURANCE

Mueh of the RMI* offart in the avea of quality assessient and assaranee will

be taken over by the Profexsiopal Stupdacds Revic Orguniinlioes, i
by Rection M4OF of thesmiet-=Smmimi e Xt of (052, Tli< is partionlarty
so i the aven of developtent of ~apdards of eare for vertain diseases ated 1or
certitin parterns of patient care matagement.

T MANPOMWER TRNINING AND UTNHLIZATION

N Health Manprorer Edwcgtion Teitiadice Vrards. -Sectjon T74- -Sote RAL-
tepe setivities vain b fanded meder this anthority, parctienlavty suel ifetos as

Trainine prozrtns leading to ere oflicient niilization of health napower,

New: types of retining emphasizing pavaprofessionals sneh s phiyvsicians
RESEAHION

Projects proneing the ream approach to delivery of healtll servicees,

Projects promoting pegional arranzenent= sptnonge eduentional tnsriturions
and health delivery anstitarions ce, Aren Tealth Fdneation
Centerst,

B, Natinpal Copter for Hialth Sorvives Bescareh ond {ro e beapigere il —-Resctinng
A=A variety of demonstrations in terms of iproved ailizeion of matpeaver
il new types of manpower ean be stapported by NCHSRN DL Partienlar interest
h':rs been shown, for exsimpde, in <twlies which evabuate the mpaet of chanues in
tieensing and regubiation of nanpower,

Co National Rescarele aud Demonstration Centers for Hearl Disegse—Section
A5—Rome training activities of the 1ype formerty supported by RMD will Lo
tone by these centers,

1. XNutional Cuaneer Rescareh awd Depoopsteation O gle ra—Seetion P0——Notge
training activities of the type formerty sapported by RMDP will be done by these
enters,

eire

IV, CONTINUING EDUCATION OF FXISTING HEALTII PRUFESSIONALS

Iealth 3w poweer Edueation Initintive Deards—3Seetion 74— jects similar
o those supported by RMI? prowoting regional arrangements which coordinnte
”h" aetivities of health professional schools, hoxpitals amd other health eare
Nelivery institutions are heing supported nnder this anthority In sone cjses

At igaizeebemn -

those take the furp of Area Headth Fedueation Centers, inachicle centinning _

ducation ix one of nutny responsibiliries,
V. NEALTH SERVICES RESEARCH AND DEVELOPMENT

‘I:\'!lfifa)llll Center for Health Serviees Rescarch and Develupment—Seetion 304—
Hany of the activities sapported by RMP in the arei of ealth services roseareh
dhd development can be funded under the 304 anthority,
STAFF ACTIVITY

VI. PROGRAM (CORED

A, Comprehensive Health Planning Ageneics—Nection 314(a) State CHP:
ST AR wide - CHP ~nzencies==TliReginnal Medical Programs have heen
menlved with a varicty of joint planning and data systew efforts which involve
Usuperation with other ageticies, parcticularly the Compreliensive Health Plan-
g ggencies. It ix expected that mnel of the RMP aetivity in this area coan he

Picked up by the CHI agencies ¥ THvT e cxprnded 10 Toth numwer and size. B
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B. Regional_Medical Libraries—Section 897 (a)—Some of the RMP support

for central regional services such as communication and information systems can

~——""be picked iip Ly fIié_ Regional Medical Libraries. "~

Mr. Rocers, Also. I would like copies of the telegrams sent to the
directors of the regional medical programs advising them of termina.
tion. Please supply that for the record. Supply for the record how
the decision was made and who. by name. made the decision. I would
like copies of the memoranda justifying termination so that, in recast-
ing the legislation. the committee will have the benefit of your review.
Also for the record. please submit the review of the regional medical
programs and give us what you see taking place in these programs
and its funding.

I won't pursue some questions I was going to ask of Dr. Margulies,
I think we are clear that yon did have the grading and we have the
results of that. You will Jet us have all the criteria.

[Testimony resumes on p. 162.]

[The following information was received for the record:]




TELEGRAPHIC MESSAGE

man OF ACINCY PRECEDING . SICULTT CLASIVR ATION
DHEY, PHS, HS'GA, Reglonal Medical aemom
Prograzs Service oo
MXOUNTING Cs3801Cat O . DATE PrLran(d | Tt or mssace
3-3371015 7530321 23.6J ) Feb. 1, 1973
PCR INIOIMATISN Catl (3 smeu
™) PrCat Pumite [ w0
Cerald T. Gardell 318007 ° (ol marme.acorss

THIS SPACE FOR LSE OF COMMLNICATION UNSIT

MESSAGE TO BE TEANSw TIED 7L sewdlt spaving aad oil tapual lriton}

10: 10 ALL RPS COCRITNATCDS
PER ATTACHID LIST

THE PRESIDENT HAS SUBMITTED HIS BUDCEIT PROCPCSALS TO T::'; CONGRESS. WHILE
THE AMOUNT FOR FISCAL YEAR 1973 FOR RUPS GRANTS AND CCI-TRACTS IS SHOWN
AS $125,100,000, THE ACTUAL AMOUNT AVAILASLE TO THI PRCGRAM FOR GRANTS
AID CONTRACTS TU ’\!“G THE PRESEINT FISCAL YZAR IS $55,358,C00. THI ACTUAL
REDUCTION IN THEZ AMOUNT AVAILABLE IS DETAILED ON PAGE 384 OF THE APPEINDIX

TO T2 OFFICIAL SUSMISSION.

YOU ARE AWARZ THAT WE HAVE 3EZN OPZIRATING UNDIR A CONTINUVING RISCLUTION.

EARLY IN THE FISCAL YEAR, 17 R¥Ps WERE FUNDED FOR ANOTHER YZIAR WITH STAR

DATES 0F SzpTziIx 1, 1972, THIS WAS FOLLLWTID 3Y AWARDS AT THI IND OF
DECE!323 TO 18 RPs WITH START DATIS OF JASUARY 1, 1973, THERE REMAIN

21 R¥Ps NITH MAY 1, 1973 START DATES.
Y TELEGRAM ON DECIMBIR 29, 1972, I ADVISED THE 18 R\MPs WITH JANUARY 1

STARY D:‘JES T4AT BECAUSE OF THE LIMITED FUSDS AVAILABLE, THEIR ANARDS

VERE ALAHC".:--D ONLY THEROUGY JUNE 30, 1973, FUNDED Al' CNLY HALF THE

AMOUNT ESTASLISHED FOR ONI YEAR. SIMILARLY nI‘n THE LIMITED FL'\DS AVAIL-:

S ei

EWE Ve mows - a—os a—yom e HEUNTY CuaSHIBCATION
ABLE WE avr DITZaeINID THAT THE 21 REMAINING ANA2DS W [
I el ~O :!O o8 03y )

At

PUY 1 START Dazzs cas

AT EROUGHE
e o 1 I 4
—
“"" Iorw te o Rer rae 2emiiass pee
3 8.3u51 capr : .

&u Foma o1 Cor. 131,33 3C0




146

YELEGRAPHIC MESSAGE

sl OF ACENCT PRICRDINCGE A SLCVRITY CLASIH R ATION T ——
ACHON:
[0 0
ALCOLNTIG Ciassit-CaniON Calt PRLZAMD TYPE OF messact
0O swou

FOR INFORMATION CALL

Hang PO HUMBLE {3 soox
[ sanneasonss

THIS SPACE FOR USE OF COMMUNICATION UNIT

MISSAGE 10 BE TRANSMITIED ¢ L deubic parrng and oll taprual letten )

10:
JUSE 30, 1973. .

NO GRANT FUNDS ARE INCLUDED IN THE PRESIDEST'S BUDGET REQUEST FOR iL‘EPAn{ !

FISCAL YEAR 1976, THEREFORE, WITH NO ADDITIONAL FUNDS PROPOSED TO BE

up LIMITED FUNDS AVAILAZLE

MADE AVAILA3LE IX FISCAL YEAR 1974, AND WITH T
RE MADE TO AVOID THE POSSIBILIH;

TH1S YEAR, THE ABOVE FUNDING DECISICHS WE

16ATING FISCAL YEAR 1973 Fruds.  FURTHER, 1IN O0RDZR TO TREAT

SLIGATIN

ALL 56 RPs AS EQUITABLY AS POSSISLT AND ATTEMPT TO PROVIDEZ FUSDS FOR

THE MOST CRITICAL SITUATIONS, ALl IF FIscal YIAR 1973 GRANT AWARDS WILL

TERMINATE OF JUSE 30, 1973. IT FOLLOWS, THEN, THAT THE 17 GRANTS AVARDED!

9 AWARDS REDUCING THE 2UDGIT

PERIOD BY TWO MONTHS WITH APPROPRIAIE PRIRATED FLNDS. AS STATED ABOVE,

AT T GRANTS WILL 3L TERINATED O% JUNE 20, 1973.

S 3ZYOND JUWE 30 BLT TO NO

IT IS OUR INTENTION 20 PEAMIT GRANT EXTINS

ADDITICHAL FUOIDS Wil NCT 3I AWARDED

L SEISEry 488 laTCN

s e

PRI T R e

JianDARD $S8m 14
v s s.Tu3 Y87




TELEGRAPHIC MESSAGE

o O ACINCT PRCISINGE SLCUETY CLASLPLat O
ALTON.
»o
AIOANG OasslLatiln Qarg vagrans T O M0l
. I smca
FCT I ORmATZN 2ot e
[ Sl mpadiL HE
- [ manmpascass
TNIS SPACE FGR LSE OF COMMUNICATION LN4T
WESSASE TS 3E Caaniv TTED lar s3esd Jueaf #ed 4 STikai csnien .

fo:

i TERZINATED 3Y THAT DATZ DUE 70 :

PUALISH FINDINGS, EZIC. UPON REZ

FoR’ TIRMINATING G2anT
!.‘ISARD!.‘-'C RIDISTAIZNTIIN
OF AWARDS WHICH Can 3Z USE
T WE WILL NOT 3% AL
3Y YCU BEITAUST OF THE LINITIZ

BECINNING AY IMMEDIATEI

TN FZZRUARY 15, 1974, SHOULD 2E DV

TEAN MazcH 15, 1973. THEE

1. DO %oT Ex

ACTIVITIES OR PIRSCNUEL WHICH CODMIT XFS FULIs.

2. REQUEST CONTINUED

BEQUIRING RMPS FUNDS THAT WILL PRODUCT A PREDICTAZLE

1

RESULT JUSTIFVING

7]

NTIaL ACTIVITIE

3. REQUEST CCINTINUED SUPPORT

VHERE A MECHANISM MAS BIEN ISTAZL r
MCUPTY ety tCaT e

WITHOUT INTIR

Ran3ers roem e
"o Syt ity

M ey o1 o 135.23 320
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TELEGRAPHIC MESSAGE .
mami GF ACINCT . PRECLOINGE UCAIY CLASSIATION
ACHON.
oo
ACCOUHTIG Cis3stiCaliON DaTL PREPAI(O TYOL OF MEsSaGH
TOR INFCPMATION Call [ smeu
Hamt PHOME NUSLE [ soox
O munneacouss

THIS SPACE FGR USE OF COMMUINICATION LNIT

MESSAGE TC B TRANSMITIED /L se dawnie spuaring and all capraal letterns

T10:

- | IT 1S REQUESTED THAT YOUR PLAN BE SUBMITTED IN WRITING, ACCORANIED 3Y
PACES 1, 6, 15 and 16 OF THE APPLICATION FORM 34-1, FOR PHASING OUT ALL
RYPS SIPPCRT 3Y JUNE 30, 1973, AND A SIPARATE PLAY AND SET OF FORMS FOR
ACTIFISIZS PR0°0SED FoR CONTINUATICN BZVOND JUNE 30, 1973, BUT IN ¥O
EVENT 327550 FEBRUARY 15, 1974. '

MAY 1 ATSO REMIND YOU THAT YOUR PLaN FOR PHASING OUT O?ER.-\TIO;(S XCéT

INVOLVE THE GRANTEZ OFFICIAL AND THE RAG IN ACCORDANCE WITH THEIR

TED IN RPS~NID DATED AUCUST 20, 1972. STAFF

RESPONSI3ILITIES DELINE:
IN THE DIVISION OF OPZRATICNS AND DIVELCPUENT ARE AVAILABLE TO CONSULT.

WITE YOU IN THI PRIPARATION OF YOUR PLAN.

REPIRTS LWDER THIS PROCIDURT WILL 3%

IT 1S EXFEISTID THAT AL

RECEIVEID IN RMPS 3Y NO LATER THAN JUNE 15, 1974,

IICAl PAJGRAS IR




DEPARTMENT OF HEALTH. EDUCATION. AND WELFARE
PUBLIC HEALTH SERVICE
HEALTH SERVICES AND MENTAL HEALTH ADMINISTRATION
ROCKVILLE. MARYLAND 20012

February 22, 1973 RESIONAL MEDICAL
: PROGRAMS SERVICE

TO ALL RMP COORDINATORS AND GRANTEE OFFICIALS

The purposes of this letter are to refine and clarify points in
the telegran sent to you on February 1, and to provide you with
as definitive information as is possible at this time about
{1} current plans for phasing out both individual Regional
Medical Programs and the Regienal Medical Prograzs Service

- in accordance with the Adzinistration's budgets for FY 73
and FY 74; (2) the process by which phase-out plans will be
reviewed and the criteriz to be employed in review; (3) what
additional items of informaticn must be subnitied by each
Regional Medical Precgras at the time it submits its phase-out
plan; and (4) appropriate regulations and policies for a
nurber of specific issues which many or all Regional Medical
Programs face and about which a number of questions have
arisen, These topics are discussed below in order.

1, Because no funds for Regional Medical Programs Service
have been requested by the Adainistration for FY 74, a phase-
out plan had to be developed by Regional Medical Programs
Service for the Office of the Adnministrator, HSMHA, and a
maximum termination date (February 15, 1974) set for the
Regional Medical Programs. Immediately on receiving approval
from HSMHA for this plan, a telezranm was sent to you on
February 1 indicating that each region should subnit two
written plans, one “for phasing out all Regional Medical
Programs Service support by June 30, 1973, and a separate
plan and set of forms for activities proposed for continua-
tion beyond June 30, 1973, but in no event beyond

February 15, 1974."

Following the telegram our staff has received many questions,

some of which lead us to believe that possibly some inappro-

priate interpretations have been placed upon the February 15

date. This is an important matter which I wish to clarify in -
in the event that any region is proceeding upon such an

interpretation. The February 15 date is merely the last

possible termination date for any Regional Medical Program,

in that no Regional Medical Prograns Service funds can be

expended beyond then for any purposes except where funds



previously were obligated under contracts which subsequently are
approved during the forthcoming review of phase-out plans, or
where otherwise specifically authorized by Regional Medical
Programs Service. '

Apart from any consideration of how much money may actually
become available for possible redistribution among Regional
Medical Programs to support extensions of approved activities
beyond June 30, let me emphasize three important points.
First, approval by Regional Medical Programs Service for

the extension of any proposed activity beyond June 30 depends
first and foremost upon the ability of the region to demon-
strate fully that any activity identified for Regional
Medical Programs Service review is meritorious and meets

onc or the other of the requirements (#2 or #3)} stated in

the telegram. Approval will not depend upon whether funds
might be available within a Regional Medical Program for

its support beyond June 30. (Note: To meet requirement

#3 the region will have to provide a written guarantee, or
equivalent proof, that continued support will be provided
from another source by a date consistent with the needs of

the project.)

The second point is that support of program staff beyond
June 30 can be given only to the extent that the work to

be accomplished within the Regional Medical Programs Service-
approved phase-out plan for the region including completion
of required final reports, clearly justifies the proposed
staff level(s). Although every possible consideration will
be given to circumstances which ray be unique to a given
region, the Administration believes that the February 1
notification of phase-out constitutes reasonable notice

to all program elements. In a parallel action and consistent
with this philesophy, the Department is requiring a sharp
reduction in headquarters staff by this June 30 with further
reductions scheduled thereafter.

The third-point is that no advance assurance can be made

that any region will retain at least its own unexpended
balance beyvond June 30. All funds unexpended as of June 30
will be available to Regioral Medical Programs Service for
disbursement or redistribution in a manner to best implement
the phase-out of the overall program. Some regions nmay
voluntarily terminate their activities as of June 30, others
undoubtediy wi1ll be required to do so because of an inability




to meet the criteria set forth for reguesting extensions of
activities. Thus, in view of the uncertainties, it is our
judgment that Regional Medical Programs should realistically
consider June 30 or soon thercafter as likely termination
dates, with perhaps only the Regicnal Medical Program uncer
exceptional circumstances continuing its activities into

FY 74 for a limited tize. In no event can grant funds be
used for any purpose, including preparation of final reports,
beyond February 15, 1974.

In Stating these considerations we in no way are attempting

to anticipate either wha: any given Regional Medical Program's
phase-out plan will be or the mer: theres?; we dc wi
inforn you for your consideraticn at this point i

i
in LSME

realistically what we see fron our position in

[

2. General Criteria for Review of Phasec-cut Plans and
to be Emrlioved.

Each region's plans will be reviewed thorcughly by all appro-
priate senior prefessional staff, with individual and oversai
analyses made of xev eiements both for individual regicns

and across the entire program relative to such faciors 2s
proposed costs, timetables, staff:ng levels and justifications
for those grant and contract activities which are reguested
for continuation beyond June 30.

The merit of a region's rroposed activ ies will be determined
in .he light of whatever informat:icn can be obtained fron
records for that region from Review Committee and National
Advisory Council deliberaticns which bear upon the subject,
together with an independent staff assessment of hew well

the phase-out plan meets the conditions cited in the telegram,
It is expected that all the information reguired to arrive at
sound decisions may not be available to us from our records

or from a thorough study of ycur plan. Therefore, should
further information be neeled telephore calls will be placed
3?d. as deemcd necessary by the Dlrc::or, visits to the regicns
will be arranged. Visits will be made for specific purposes
which will be clearly identified and discussed in advance with
the region. In the linited time available we will be required
o utilize both our staff and our professional discretion to
the fullest extent. Major decisions rade by Regicnal Medical
Programs Service as the resuit of reviewing the plans of the
Regional Medical Prograns certainly will be subject to revicw
by HSMIIA and the Departrment. Such reviews will be conducted
as cxpeditiously as possible so that de.xsxons can be trans-
®itted to you no later than April 13,
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To assist you in preparing your phase-out plans and to assist
us in reviewing them prior to arriving at final funding decisions,
attached are thrce sets of requirements we would appreciate your

incorporating in your phase-out plans.” -

Sincerely yours,

Dusnganbise

liarold Margulies, z D,
Director .

Enclosures




REQUIREMENTS FOR THE JUNE 30, 1973 PLANS TO
BE SUBMITTED N) LATER TilAN MARCH 15, 1873

vesiaill

to be sent to Regional

Fifteen (15) copies of the following items are
8uilding, 5600 Fishers

Medical Programs Service, Room 10-12, Parxlawn
Lane, Rockville, Maryland 20832:

1) Page 1 of Form RMP 34-1
2) Page 2 of Form RMP 34-1

3)" Page 6 of Form RM® 34-1 listiag staff on duty and .
date of departure

. .
4) Page 15 of Form RMP 34-1 for each operational project
" now funded whether or not suppor: is being reguested
beyond June 30. iaciude in left hand "Progress”
column, infeormation on status cf- project as of
June 30, i.e., cempleted, terminated without
completien, continuation under other auspices, ets.
Also when possible, list accomplishments of project.

5) Page lbs of For= RﬂP'Jé-l for:

a) total budget for your curreat budget periocd
through June 30, 1973

b) program staff budget

c) developmental component, if any
d) each operational project now funded

6) Concise narrative describing overall phase-out plans
including information regarding steps taken to comply
with equipment accountability, financial reports, record
retention, etc. (See Attachment 3 for details.)

7) Please list feasibility studies, amount of support under
current award and status as of June 30, 1973 (i.e., completed,
etc.). If possible, we would appreciate a brief description
of the studies. 1In addition, list central resources, amount
of suppor: under current awards and proposed disposition of
materials after phase-out

8) Finally, list activities supported under developmental
component, dollars invested under current award through

qune 30, and a briezf description.
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ATTACHMENT 7

REQUIREMENTS FOR PHASE-OUT PLANS DUE NO LATER THAN MARCH 15, 1973
FOR FUNDS REQUESTED BEYOLD JUNE 30

Fifteen (15) copies of the plan are to be sent to Regional Medical Prograss
Service, Room 10~12, Parklawn Building, 5600 Fishers Lane, Rockville,

Maryland 20852, and should include:
1) Page 1 of Form RMP 34-1
2) Page 2 of Form RMP 34-1

3) Page 6 of Form RMP 34-1 listing names of any staff for
wvhich support is requested, description of functions they
will perforw and terminaticn date of employment (no later
than February 15, 1974). If funds are requested to enable
staff to be supported from other sources, include signed
agreement regarding future support.

4) Page 15 of Form RMP 34-1 for any operational project for
which support is requested beyond June 30, state the reason
for the request. If it is for requirement #2 outlined in
the telegram, state the results predicted, the specific
date the project will terminate, and significance of Federal
investment (i.e., impact geographically, demographically,
and on specific target groups). State when a termination
report will be available to Regional Medical Progracs Service,
and who will develop it. If continuation 1s requested to
enable funding froz other sources, indicate source, exact
date when other support will comzence, and attach necessary

(documentation that can be verified.

$) Page 16s of Form RMP 34-1 for Program Staff Budget attach
narrative justificacion for each line item requested. The
sane information is required by line item for each project
proposed for support.

6) A listing of activities by priority proposed for funding
beyond June 30 would be nhelpful to Regional Medical Progracs

Service.




ATTACEMENT 3

GRANTS MANAGEMENT POLICIFS FOR REGICHAT MIDICAL PROGR/AMS PHPASFE-OUT ACTIVITIFS

Historically, it has been the fundazental requirement of grantees to be
responsible and prizarily liablc for both fiscal and administrative
operations involved in the manazement of a Regional Medical Progranm

(See News Information Data--Vol. 6. No. 155 of August 30, 1972). This
means specifically that grantees are held accountable for all Regional
Medical Programs Service funds awarded, and the Federal Governzent will
continue to hold the grantce fullw accountable and responsible for all
Federally supported activities under the grant. Therefore, it is assumed
that each Regional Medical Progra=m has race the necessary arrangements to
safeguard its interests and also the rights of the affiliates by including
appropriate provisions in the ccntracts and agreeczents as set forth in the
existing policy docuzent, NID, Vol. 4, No. 325 of July 10, 1970,

The following set of policies are considered to be most significant regarding
accountability in developing a phase-out plan to protect the grantees'
interest and that of the affiliaces:

1. Lease Costs for Space, Ecuismen:, etc.

OB Circular A-21, Secticn J.45.e, provides that rental costs

under unexpired leases, i.e., leases for space, equipment, and/

or maintenance contracts, etc., are generallyv allowable if

(a) the acount of such rental claims does not exceed the reasonable
use value of the property leased for the period of the activity,

and (b) the grantee and affiliazes make all reasonable efforis to
terminate, assign, settle or otherwise reduce the cost of such lease.

2. Equipment Accountabilitv

Grantees are responsible for utilizing equipment purchased with
Regional Medical Prograzs Service funds for continued activities
under Title 1X of the Public Health Service Act, as amencded. The
same policy applies to affiliates once title to and accountability
for equipment have been transferred to them. Therefore, the
following options may be applied and included in the phase-out
plans due March 15, 1973. (HZW Grants Administration Manual
Chapter 1-416-50A.2.a.).

A. Transfer title to and accountability for equipment to
either another grantee, an affiliated institution or other
institution that will provide assurance to the grantee
that the equipment will centinue to be used for acivities

» within the scope of Title IX of the Public Health Service
Act, as amended. To effect such transier, documentation
should be made in accordance with the NID, Volume 6, No.
145 dated August 9, 1972,
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B. Present proposal to utilize equipment within the
grantee on health-related activities that are within the
scope of Title IX of the Public Health Service Act, as
amended. Such equipment should be itemized in the phase.
out plan.

In the event equipment used in project or program actfvity is pq
longer needed for purposes under Title IX by the Regional Medical
Program, grantee or affiliate, accountability may be satisfied by
either (1) crediting the grant account with an amount equal to the
Federal share of the fair market value of the equipment or (2)
refunding to the HSMHA proceeds from the sale of the equipment

hppropriate documentation should be submitted by each Regional
Medical Program with the phase-out plan to justify the option
selected,

Severance Pay

MB Circular A-21, Section J.36, provides that severance pay is
an allowable cost only when it is required by (a) law, (b) employe:
employee agreement, (c) established policy that constitutes, in
effect, an implied agreement on the institution's part, or

(3) circumstances of.the particular employment. Regional Medical
Programs Service will not consider severance pay an allowable

cost unless the basis for payment for any of the four options
listed above is a formal written policy or agreement of the grante:
institution, which existed prior to the February I, 1973, notice
of phase-out.

Required Financial Reports

In addition to the phase-out plans to be submitted by March 15, 19
the following reports are required to be submitted:

A. Prior to the submission of the final Reports of Expenditure:
(1) a report listing all non-expendable equipment and
personal property on hand and a request for approval from
Regional Medical Programs Service of the proposed dispositi.
of said equipment and property, and (2) a list of all ex-
pendable equipzent and property on hand with a value of at
least $50.00 with a request for approval from Regional Med:.
Programs Service of the proposed disposition of such items.

B, Reports of Expenditure within 120 days after the closing
date of the Regional Medical Programs Service grant.
(Note: As stated before,.grant funds cannot be used for
preparation of required financial reports beyond February .’
1974.)
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Auvdio-Visual Policy

Audio-visual materials developed with grant funds may be disposed
of as follows: (General Counsel's opinion dated March 15, 1972
and included in General Counsel's Report of March 1972).

(2) They may be sold by the grantee to a distributing
+ organization,
‘(b) They may be retained by the grantee institution, and
distributed as appropriate,
(¢) They may be turned over to a Federal distribution center,
(i.e., National Audio-visual Center, GSA)

Any royalties or profits realized by grantees on these items must
be returned to the Federal Government up to its share of the in-
vestment as provided in General Counsel's opinion of March 15,

1972,
Records Retention

All records on Regional Medical Program activities must be retained
in accordance with existing policy contained in Regional Medical
Programs Service Guidelines. - Regional Medical Programs should
indicate the names and addresses of appropriate personnel to be
contacted to determine location ¢ records and to be available
should audit questions arise subsequent to (a) termination of
Regional Medical Programs Service support, or (b) dissolution of
existing organizations funded by Regional Medical Programs Service.

Grant-Related Income

A1l unexpended balances of grant-related income are to be identified
2s to location and acount and reported as part of the phase-out plans.
Plans due March 15, 1973, must contain requests for use of any
grant-related income realized or anticipated.

Additional Funds Awarded in June 1972 for Specific Projects -
(R4S, HSEA, PEDIATRIC PULMONARY)

The provisions of the February 1, 1973 telegram are applicable to
211 funds avarded the Regional Medical Programs for specific projects
under this heading. Therefore, any savings accruing as a result of
application of these provisions will either be used to accommodate
funding requirezments for the programs during phase-out and/or be

made available for meeting other nmeeds as determined by Regional
Medical Programs Service.

Contracts

Althoigh the February 1, 1973, telegram indicates that no new
contracts or agreements should be entered into which commit Regional
Medical Programs Service funds, this statement has been modified to
indicate that contractors may enter into subcontracts during the
phase-out period only if (a) the subcontract was part of the

98-872 O - 7% - 11
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original contract, which is considered essential during phase-
out, but which had not been executed prior to February 1, 1973,
and (b) the subcontract increases the rate of phase-out activiriey
without additional costs.

Required Audits for Regional Medical Programs

It is the policy of Health, Education, and Welfare that fiscal
records be maintained for a period of at least five years (Chapter
1-100-20 of the HEW Grants Administration Manual) subsequent tg
the termination date of the budget period or longer until audir
has been conducted and all findings have been resolved. Since
most of the granteées for the Regional Medical Programs are under
the cognizance of the HEW Audit Agency, that Agency plans to
schedule audits as soon as practicable for those financially
dependent, non-profit organizations that have been established
solely to receive and administer the Regional Medical Program

grant.

Regional Medical Programs may schedule independent audits by
certified public accountants prior to the termination of the graat
provided it is grantee policy. However, the HEW Audit Agency
reserves the right to perform an audit regardless of whether
an audit has been performed by a certified public accountant.

The Federal Government maintains the right to recover amounts
questioned at final audit whether or not the audit is performed
prior to the termination of the Regional Medical Program grant.




Proposed Termination Dates of

Regiora: Medicai Progra~s in
Chronoiocical Orcer

June 30 s
July 31 1
August 31 3
September 30 4
October 31 6

Delaware

North Dakota
Northeast Ohio
Ohio

Puerto Rico

July 31, 1973

Ohio Valley

August 31, 1973

Greater Delawzre Valley
Nassau Suffolk
Susquehanna Valley

September 30, 1573

Cx lahoma
Nocth Carolina

Connecticut
Northlands

October 31. 1973

Maryland

Metropolitan Washington, D.C.

Mountain States

New York.Metropolitan
Texas

Tri-State

Termination dates for the 56 RMP‘s are grouped by the following
with all RMP's expected to be phased-ou: by Fedruary 14,

1574,

Noverber 30
Decerber 31
January 31, 1374
FeSruary 14

Novermber 3C, 1373
Alabara
Florida
Virginia
Western Pennsylv

Decerber 31, 1973

Northern Yew Eng
Wisconsin

January 31, 1974

Albany
Bi-State
Louisiana
South Dakota

February 14, 1974

Arkansas

Arizona
California
Central New York
Colorado/Wyoming
Georgia

Hawali

f1linois

Indiana
Inter-Mountain
fovia

Kansas

Lakes Area

dates,

N
~ 5N e

ania

land

Maine

Memphis

Michigan

Missippi

Missouri

Nebraska

New Jersey

New Mexico

Oregon

Rochester

South Carolina
Tennessee Mid Scut
Washington/Alaska
West Virginia
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Proposed Termination Dates of
Regional Medical Programs

Proposed
Region Termination Date
1. Alabama 11/30/73
2. Albany 1/31/74
3. Arkansas 2/14/74
4, Arizona 2/14/74
5. Bi-State 1/31/74
6. California 2/14/74
7. Central N.Y. 2/14/74
8. Colo./Wyo. 2/14/74
9. Connecticut 9/30/73
10. Delaware 6/30/73
11. Florida 11/31/73
12. Georgia 2/14/74
13. Gr. Del. Valley 8/31/73
14, Hawali 2/14/74
15. Illinois 2/14/74
16. Indiana 2/14/74
17. Int. Mt. 2/14/74
18. lowa 2/14/74
19. Kansas 2/14/74
20. Lakes Area 2/14/74
21. Louisiana 1/31/74
22. Maine 2/14/74
23, Maryland 10/31/73
2,  Memphis 2/14/74
25. Metro. D.C. 10/30/73
26. Michigan 2/14/7k
27. Mississippi 2/14/74
28. Missourl 2/14/74
29. Mt. States 10/31/73
30. Nassau/Suffolk . 8731/74
31. Nebraska 2/T7h/74
32, New Jersey 2/14/74
33. New Mexico 2/14/74
34, N.Y. Metro. 10/31/73

35:~ N. Carolina '9/30/73




36.
37.
38.
39.
ko.

1.
k2.
43,
Ly,
Ls.

L6.

L8,
L9.
50.

51.
52.
53.
5h.
55.
56.

Region

N. Dakota
N.E. Ohio

N. N. England
Northlands
Ohio

Ohio Valley
Oklahoma
Oregon
Puerto Rico
Rochester

South Carolina
S. Dakota
Susq. Valley
Tenn. Mid So.
Texas

Tri-State
Virginia

Washington/Alaska

W. Virginia
W. Penn.
Wisconsin

Proposed
Termination Date

6/30/73
6/30/73
12/31/73
9/30/73
- - 6/30/73

7/31/73
9/30/73
2/14/7h
6/30/73
2/14/74

2/14/7h
1/31/74
8/31/73
2/14/74
10/31/73

10/31/73
11/30/73
- 2/14/74

2/14/774
11/30/73
12/31/73
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Mr. Rocers. Thank vou very mneh.

We now have a distingrizhed panel of physicians. Dr. Robert (g
ter, dean of the School of Medicine, University of Minnesota. Duluth,
Minn.: Dr. Faxon Payne, chairman of Arvea Advisory. SW. Kentucky
for Tennessee-Midsouth RMP: and Dr. William .I. Hagood, Jy,
speaker of the ouse of Delegates of the Medical Soetety of Virginia,

We are honored to have you gentfemen with us and will be pleased
to have vou take vonr place at the table. We are sorry we arve running
a little Jate bnt we are pleased to have you give vour statements at
this time and then the committee may have a few questions,

STATEMENTS OF A PANEL CONSISTING OF DR. FAXON PAYNE,
CHAIRMAN. AREA ADVISORY, SW. KENTUCKY FOR TENNESSEE-
MIDSOUTH RMP: DR. WILLIAM J. HAGOOD, JR., SPEAKER, HOUSE
OF DELEGATES, THE MEDICAL SOCIETY OF VIRGINIA: AND
DR. ROBERT E. CARTER, DEAN OF SCHOOL OF MEDICINE, UNIVER.

SITY OF MINNESOTA

TWe thought we might give onr statements one after another aml then
ANEWET ANy questions,

Mr. Chanrman, I feet most humble and mos=t honared in being able
to appear hefore this distingnished  ommittee to brietly state some of

my views and experiences in the regional medical program. 1 am a
native of sonthwestern Kentueky and have been in the practice of med-
jeine in Hopkinsville, Ky.. a community of approximarely 24000 sinee
1953, 1 am a member of a four-man p:n'lnersllip aroup which does the
radiology for five hospitals, two of which are State institutions,

1 have been personally aud actively involved in the regional medical
program in onr avea of the conntry sinee early 1967, the vear that the
Tennes=see midsouth recional medical program came nto existence.
Our comnunity lies some 70 miles northwest of Nashville. Tenn.,
where Vaniderbilt University and Meharry Medical College constitute
the two largest medieal centers of onr avea and, guite naturatly.onr
program has heen integrally associated with these institutions from its
Mmeeption.

We organized an area advisory group later in that year and were
fortunate enongh to have a very fine physician retiving from the mih-
tary service take over ax the area coordinator for southwest Kentueky
a fiw months later, T am sure that. like all other nationwide programs
of a governmental or nongovernmental nature. there are some re-
gional programs whivh have never realized their patential or utilized
their full capabilities. We do not feel this has been the case in our
area for many reasons. From the beginning the physicians and health
institutions in oy area hegan to sev the advantages inherent in a co-
operative relationship that we had never songht nor envisioned in the

past., .
With the stimulus furnished by RMDP the hospitals in our area

hegan a cooperative ventnre which has continned to the present and
will inerease in size and scope in the future: involving a cooperative
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Jaundry. linen supply. and supply purchasing department. which now
serves eight hospitals in the western Kentneky area. effecting a con-
siderable cconomy passed on to the patient, This. like many other very
worthwhile projects was aceomplished with no meney from RMP. but
was the result of the stimulus and gnidance of an excellent statf in
the Tennessee Midsouth regional medical program office in Nashville,
Tenn.

Seed money has been used throngh RMD in our area to establish
two full scale coronary care units and two holding coronary care units
and one school for training cardiae nnrse specialists for onr south-
west Kentueky area. Withonr RMP this would never have accurred
and our death rates from coronary oeclusion have decreased signifi-
cantly since the advent of these units. Al of these units are now fully
self-supporting and will continue to le <o, The seed money got the Jocal
hospitals over the hump initially for the expensive equipment involved
in establishing these unitz and these have served ns well,

An open toll-free telephone Tine hax heen established between three
nearby hozpitals and the hospitals in which I practice and through our
hospital to Vanderhilt University Hospital =0 that all the practicin
physicians in these fonr arcas have rapid and easy aceess for ERG
transmission. telephone consultation. arranging appointments with
specialists in the medieal center, ete.. at their Hngertips every day.
This was establizhed by RMI money and during the past yvear was
taken over eampletely by the hozpitals involved and iz now funded
locally without Federal funds. We had hopes of extending this sys-
tem into even greater saphistieation. hnt thiz will be impossible if
RMP does not eontinne.

We have seen the rapid development of a continning edueational
program for nurses. technologist=. nnrses aides. surgical technicians.
dietitians. and hospital administrators. and trustees. as well as physi-
eians grow rapidly and develop over the past 3 vears as a result of the
regional medical program. RMP has furnished the seed money for
the audiovisnal equipment. television tape players. visiting eonsultants
and speakers during these past few vears and there is no question in
my mind that the standard of medieal practice and the practice of
allied health personnel have improved markedly as a divect result
of this continuing educaitonal program.

I could go on and on relating the suceess of our stroke projects.
pratient diabetie edueation programs. hypertension study projects.
cancer registry and even the nltimate formation of a tive county medi-
cal society to show the fantastic impact that regional medical pro-
grams have had in our seetion of Kentucky. however, time does not
permit such a lengthy disenssion.

T am cure that the committee has heard examples of the above re-
peatedly and has heard repeatedly the statements thar RMP appears
to be an ideal program for involvine the private seetor in a creative
and innovative program of improving health care delivery syetems.
but T would like to state most positively my strong feeling that the
arassroots aspeet of RMDP is its areatest assot. The entive strueture of
this system iz sueh that the decisions as to the expenditure of these tax
dollars is vested in the loeal people of the areas and regions involved.

have served on the review and study committees of the Tennessee
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Midsouth regional medical program for aver 5 years and have seen the
strict adherence to the guidelines dictated by Publie Law 89-239_ anq
the ¢lose wateh that these local people have kept on the funds ex.
pended in the projects that they have approved. T think I have seen
less waste in regional medical program expenditures than in any goy-
ernmental ageney that I know of personally. oo

Perhaps the grassroots portion of the program is what disturbed
the Government. but the ultimate control of appropriations stil] ye.
mains with the Federal Government and is determined by the appro.
priations of Congress. Believe me. when the =<mall amount that s
delegated for a given project in a given small comnnmity reaches the
hottom it is most earefully expended. The fact that in almost every jy.
stance the expenditure has been in the form of seed money which has
encouraged the use of other local money and participation by local
individuals and institutions indicates to me that the taxpaver has “ot.
ten more for his dollar in regional medical programs than he hax got-
ten in any other program around. '

Unfortunately. RMI has not put a sign on every project that it has
fostered. stimulated. or partially funded and this has apparently been
its gravest error. The general public does not realize that many of the
health advantages they enjoy in their local small hospitals or. even in
their loeal large hospitals, have heen the result of =eed money and or
stinmlus by the regional medical program in many instances,

1 understand now from the news and letters T have received from
people who work in the program that the idea is to shift the many
“worthwhile projects™ into other agencies. I feel this 1= merely a conr-
teous way of writing its epitaph. 1. like many others who have heen
associated with this program as a volunteer. feel almost certain that
within the next few vears we will see a rebirth of another program
to take the place of RMTP and. unfortunately. the great expenditure
of funds to go over the same ground that RMI* has cavered for the
past 6 vears. T do not helieve that the thonsands of volunteer workers
i RMP like myself who have never received a penny for their sery-
ices to this excellent program will want to go throngh the groundwork
and agony of reorganization again.

I sincerely hope that this committee will see fit to approve the ap-
proach of TLR. 5608 as not only reasonable and rational. Imt also an
instrument to save the American taxpayver millions of dollars in fu-
ture vears.

Mr. Rocrrs, Thank yvou verv mueh. Dr. Payne.

My, Carter. Wanld vou vield ! :

Mr. Rocers, Yes,

My, Carren, T regret T was not here to introduce Dr. Payne. he is
an outstanding radiologist,

I have watehed this program and have seen the wonderful etfeets
produced by it. It i< one of the outstanding regional miedical proguams
of the United States and T am happy that one physician in Kenturky
headed this group and has carried it out to the letter of the law. inmy
opinion. You have done an excellent job.

Dr. Pay~e. Thank you. Dr. Carter.

Mr. Rocers. We are delighted to hear this. doctor. and appreciate
vour giving us the henefit of your experience.
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STATEMENT OF DR. WILLIAM J. HAGOOD, JR.

Dr. Hacoon, T am Willan J, Hazond. Jr

Mr. Rogers. Doctor, 1 think we shonld let the connmittes know sonne
of the background shown on vour statement. You are speaker of the
House of Delegates, Virginia Mediea) Society s past president of the
Virginia Academy of Fumily Practice, past speaker of the Congress
of Delegates. American Neademy of Family Practice: and you have
Leent on the advisory evonp of the Viegini KM and o member of
Board of mupervizors. Halifux County. Va,

Dr. Hacoon, My, Chaivnsn, ©appreciate the honor of being able ta
present by views on vegional medieal prograns to this distingnizhed
committee. I am a native Virgintan, bt 1 owas radsed i sontheasters
Kentucky. specitically Harlan Connty, and wan now ju the practaee
of family medicine in Clover, Vaw a vommmuity of appaoxinately oo
in the piedmont area of Vieginia near the North Cavolina border. The
people served by our small elinie are very siinilre to those i the aren
i which Tevew ap, They are b abidine., Ged-fearine. Iaed-workine,
independent. salt of the earth folk< Yer, they arve in necd of ood med-
ical care. but unfortunately there are too fow doctors and allied health
personne! to serve them properly, My days ave filled with demanding
work. but it is happy work.

I was relnetantly and finally Inred into beeoming involved in RMP
hecause T beeanie convineed that RMI otfered a good deal of hope and
promise in szi=ting doctors such as mv=ell to provide more and better
medieal care to onr patientz, This we have tried to doin Virginia, aud
for the most part. T helieve we havie Ieen snecessful. Quality as=uranee
programs arce direeted into narsing. pharmaey, and dentistry, as well
as the medieal profession. Private practicing physicians have availuable
systens for self-evaduation to delineate their deticiencies and thereby
point out areas in which they can eoncentrate continuing edueation.
Now vou mieht say that doctors can well afford to pay for their own
postgraduate edueation, and. hazicallv, Tagree.

However, RMP in Virginia has G najority of s ongoing stindies
specifically: greared to other le<< aflinent health eare providers—for ex-
ample: c¢linieal nurses. family nurse practitioners, pharmacists in
rural areas. technicians in radiology aond Tahoratory dizeiplines, medi-
cal librarians, dental assistant=. aued orher subphysician personnel.

Even for M.I).'s. money may be no objective, but finding a nearby
cotrse or facility to edieate o neself i< ditliendt, Tustead of having to
leave one's practice for day<. VRMD brings the consultant to the pe-
riphery. The patient-ix served hy not having to «eek care elsewhere.
and by receiving betrer eare from a more np-to-dute doctor,

If T may digress. T have two comments T wonld like to leave with
vou. These are letters thar come from the Wavneshoro Tospital and
I'think thesc letters speak for themselves,

Mr. Rocrrs. They will be helptnl and they will be made a part of the
record following vour statement.
~ D Hacoon, T think, when Dr. Roy and Do Carter =ee theseoa myr-
ad of memories will come back 1o them of their wedival practice.
X There may be other methaods of achieving similar resules, e inil
RMP Legan, evervthing was helter-skelter with no coomlination heing



undertaken by anyvone, No one had that obligation, In Virginia, we
have been able to nse Federal tax dollars to ill identitied needs not
being filled by anyone else. These dollars are not =ubject to any polit.
jeal machinations. They are allocated on the baxis of merit and need
by a hardnosed fizeally conservative volunteer regional advisory
gronp. You can take my word that we Virginans have taken our
stewardship over the expenditure of these tax dollars wost seriously.
and try to do the best job we can to see that the money is put to good
wse. This is true revenue sharing, but without the necessity of going
through a governmental structure. This is a key point, and one on
whieh I believe has contributed to whatever success we have been alle
to accomplish.

Now I don’t wish to portray a picture devoid of problems and frus.
trations. Being involved with RMT has heen one of the most frustrat.
ing exercises with whicli I have ever been associated. The reasons for
this is the very reason I am before you today. It is, for lack of a better
term. the fckleness of the Federal Government it=elf. We have had
our funding levels shifted. funds taken away without notice. pronmises
broken. conumitments unmet. told to do one thing one day and another
thing another day. and owr eredibility compromised because of arbi.
trary and capricious behavior of Federal bureancrats more interested
in form than substance.

The central office of RMIP out in the Parklawn Building has heen
the cause of many of RMP's problems. and this failure of HEW's
own dminiztrarive arm shonld not be transferred to the 56 regions
themiselves, whose paid staff members and cadre of volunteers have
literally bled from the difficult task of creating the necessary relation.
ships and involving the necessary people in a program designed 1o be
of henefit to the patient, To cut it off now would he a most serious
waste of the taxpayers dollars, And. T wouldn’t be a bit surprised if
something else i= not promoted in a couple of years to do the same
thing RMP ix doing now. and it will have to start from serateh—it has
taken 4 to 5 vears for many in the health field to tinally aceept and to
develop contidence in a federally funded health program. I can assure
vou. that my futwre involvement in federally supported progrims,
and I dare-zay the involvement of many of my colleagnes, will e
drawn upon the bitter experience we have gained with RMP.

The approacl: of LI 608 is reasonable and yational. Tr still may
not he 1ao late to put Humpty-Dumpty together again—if you hurry.

| The letters referved to follow ;]

Way~NesBoro CoMMUNITY Hospiral.
Waynesboro, Va., April 5. 1973,
EvGceENE PERez, M.D., '
Virginia Regional Medieal Program. Inc.,
Richmemd, Va.

DEAR GENE: Thi< is to report on the visitation iy Dr. Frank McCue to the
Wayrneshoro Community Hospital Iast week as our “Physician in Residence”.

Dr. MeCue citne over Tuesday afternoon and spent two hours with our nursitg
staff, including the student nurses of the LPN school, speaking on Rehalilitation
in Orthopedic Nursing, His talk wix guite well received by the nursing staff
TUnfortunately. the group of nurses from Eastern Mennonite College Schonl of
Nursing who had heen expected to attend were unable to hecause of unexpected
eonflicts in scheduling. )

Tuesday afternoon from 4:30 until 5:30 Dr. McCue reviewed eight elinicil
cases of injuriex heing cared for Ly the physicians in the Medical Building.




giving excellent pointers in the management of each case. There were four private
physicians invelved in this conference.

At 5:30 p.m. we had dinner. Ar 6:15 Dr. McCue presented his talk on “Surgery
of Arthritic Joints", followed by an extended period of discussinn including the
case presentation of a young patient from Woodrow Wilson Rehabilitation Cen-
ter with the established diagnosis of Rtill's Disease. There were approximately
35 people including medical staff and nursing staft’ at thix conference. Thix meet-
ing adjourned at about »:15 p.m.

Wednesday morning from 9:00 until 12:00, Dr. McCue was in the operating
room reviewing certain technical problems in orthopedic surgery with the surgi-
cal staff, From 1:00 pau. until 2:00 p.an. he reviewed x-rays of prohlem cases of
athletic injuries with five physicians, From 2:00 until 3:3¢% a clinic in manage-
ment of injuries in the Fmerzeney Room was lLeld. specifically with the use of
casting, splinting, taping and physiotherapeutic measures in acute injury. From
3:30 until 4:30 Dr. McCue worked with Dr. H. B. Ryder in the Operating Room
demonstrating the repair of acute injury including laceration of a major tendon,

It is my con~idered conelusion from cur experience with Dr. McCue thar the
“Phrsician in Residence” program is a most valnable one which =honld bie con-
tinued. Ax in all programs in continning edueation on the local level, the same
old problem of individaal invelvement, participation, learning and application of
this new Jearning in daily practice continues to be the mujor obstacle, Certainly
Dr. McCue's contribution to this learning situation was even better than we
expected from our previous experiences with him, His range of knowledge am)
presentation of subject matter eut across all Hnes of specialty rraining and his
delivery was most effective and his ideas most practical. T would recommend
that he return for further teaching.

Just how the involvement and participatinn of the local physicians can he
augmented ix diffendt for us to evalwate at this time. The Wasneshoro Commu-
nity Hospita) plans to have another program of this type in the calendar year
1953, The postgraduate and continuing education ecommittee and the Mediceal
Staff have already voted to dedicate all efforts toward such angmentation of
visiting teachers as proposed in the “Physiciay in Residence™ progrim.

Let me thank you from the hottum of my heart en behalf of the Medieal Stafl
of the Wayneshoro Comnuuniry Haspital for your support in having Dr. MeCue
come vixit us. Again. let me state that rhis would secm to be a vital addition in
the continning education of the pr: umm" phys=ivinn to improve his quality of
daily care of hix patients.

Yery sincerely yours,
Posert G. Bussooy. M.D..

President Medical Staff.

DEPARTMENT OF ORTHOPEDICS,
UNIVERSITY OF VIRGINIA MEDICAL CENTER,
Charlottesville, Va,, April 12, 1073,
Dr. Ed. E. Perry.
Virginia Regional Modical Program.
Richmond, Vu.

Dear D, Perry: This ix the requested report on my visit as physician in
residence at the Wiuvneshora Cannnunity Hospital in Wayneshoro, Virginia, on
Marel 27 and 25, 147

I certainly feel rh.nr rogrims sueh s this are valnable in the continuing
education of practitioners in any situation. The specitic questions that are
raised, and the information is passed back and forth will vary from sitmition
to situation depending on the medical community itself. but speaking as far as
the orthopedic specialty is concerned, which, its you knaw, covers a relatively
|lrf):1d area in all ramifications, I believe it to be especially valuable. T cer-
tainly hope that the program was of benelit to the menbers of the Wayneshoro
(mnmumtv Hospital. and 1 eertainly fee] personally that it wax of value, judging
from the Qiscussions, and iqnestions which were rised,

I was certainly surprised amd pleased ar how well Dr. Powell Anderson and
the remainder of the statf at the Wayneshoro Community Hospital hiad the
brogram organized. and how fully they participated in the various separate
Sections, I have been on similar programs previously. but this wax as well
organized as any that I have ever seen, and covered a great number of fields,
and a great number of different groups of individnals very effectively.




Wayneshoro in jtself is an exeellent nedieal community. with a number of
well trained specialists, as well ax expecially well truined practitioners, 1 woulg
sty in rhe medical community jrself, that one section or another had very feyw
that were in town that «did not participate setively as well as attend the
program.

There is a rather broad group of specialists in Wayneshoro, as 1 stated before
and in general. most attended. They were general suvgeons, chest surgeons,
general practioners, internal medicine specialists. radiologists, ob-gen e,
ophthalmologists, otolaryngologists and anesthesiologists. There were alxq ;{
number of industrial medicine practitioners from the various plants in the arey.

They were interested in the diseussions and puorticipated in them directly
not only by questions but by their own feelings on the subject, as far ax tﬂq:
didactic lectures and talks were concerned. They also directly participateq ip
the clinics which were held in the emergeney room, Xeray and the operating
root,

In this number of well trained and experienced individuals, there was a great
deal of variation in opinion, as in all such broad specialties and discussions, and
it was certainly viduable ta me to learn of the thonghts, feelings and experience
of others,

There was a great number of problem casex presented. both in Xeray, by direct
examination amd in the operating room. There was a great deal of communicy.
tion and discourse on the subject<, but, of course, soine participating a great deal,
some to less degreo, and a few not actively participating at all. However, thixs i«
usnally the situation, particularly when a varied group of specialists and genera)
practitioners are discussing a suhject together,

The preparation program of which vou have received a copr. I thought wax
excellent and covering not only mwedical staff, but the nursing staff and
its components as well. There certainly were no major difficnities in any degree
which caused some josx of vffeetiveness of the program.

This perind of time, of course. is tan short te pass all information or all
thoughts on a broad group of subjects such as entailed here. Thé in depth dis
cnssion is certainly not possible jn all situations, T certainly think that it is a
worthwhile means of continning educition. at least as far as I was eoncerned,
1 think especially effective was the combination of didactic and practical ma-
terinl being presented and diseussed, which is the ¢ase at this time,

1 hape that thix information will he of sone value to you,

If I can be of any further help, ar answer any more guestions specially, please
let me know,

With beext wixhes and kindest personal regards, 1 remain

Kincerely yvours,
Fraxk €. McCre MO

Mreo Rocens, Thank you very el Deo Hagood, for vour stat.
mentowhich will e tiost Lelpful to the coramttee,
Dr. Carter,

STATEMENT OF DR. ROBERT E. CARTER

Dr. Cavren. T am D Carters T am a physician and the dean of
the new University of Minnesata Medical School on the Duluth Cam-
pusof the University,

I appear as a voluntary wirness hefore this committee to testify in
support of a l-yemr extension of funding for the regional medical
progrims,

The United States should and ean improve health care in thiz coun-
trv. making delivery more eflicient and bringing the real henefits to
more people. There are ~till serious gaps in health services for the
poor and the izalated : indeed. this is alzo true for many of onr citizens
with higher ineomes and inurban areas,

The peoples” demand for improved cave shows that there are unmet
needs. Please make no mistake that these needs are real. Our had
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rank in infant mortality and lengeh of life compared with other ad-
vaneed countries proves this. These figires ave not ust statistical
oddities, and they won't go away =imply by ignoring theni. Some blame
them on people who won't take eare’ of themselves. or even on the
elderly who they feel wou't use the health systeny correctly. 1 disagree
and feel that we must keep teving to do everything we can to improve
total health in thizconntry, To e this has been the major part of what
the effort of regional medical programs has been all abont. Unmet
health need is more than infant mortality and the length of life, Tt 1s
undernomyrished ehildren. untreated mental disease. chronic illness.
and people who can he given hope and rehabilitarion, Fvery daoctor and
nurse in thi= conuiey knows what wonld happen if we apened onr hos-
pitals and offices and clinies to bring modern rreatiment to everyvone
with real need. We could not possibly keep up with the demand. A visit
toany city hospital or conntry doctor’s otfice will zhow thi- more clearly
than anythine anvone could say,

The way to solve the problem s to give more eare, the needed care.
at reazomable cost. It ean he done with betrer efficiency and planning
 onr delivery svstem. and 1 rhing that's what vegional medieal pro-
arams ave all alowt. They were started to hmprove the delivery of
nealth care with fact< and people and ideas for modern trearment.
They have dene well when von consider the size of the problem they
faced from the start, They hegan while many =rill saidd we had no
shortage of doctors and while resentent to any Federal role in
wedicine, even medicare, wis near it< peade, \etually, they organized
and foensed onr attention on needs ad how 1o really meet them
fairlv. I don't believe the evities now any more than T did when many
eriticized the programs to begin with, beeause my experience has heen
traly ditferent.

Xs dean of an established medical school in Missizsippi. I worked
elosely with regional medical programs staff, and saw them Improve
heart” dizen~¢ and high blood pressure treatment thronghout the
State. Clinies. new lio=pital nnit-. and teaching new rechnigues to
help stroke vietins worked. Continuing edneation for doctors and
muses was part of this,and it went on where the need was, in the delta
and in the most remote parts of the State,

You have volnes of facts and tigred, bt et e tell vou first hand
abont a truly ontstanding representative program. developed by black
and white Mississippians with the help of vesional medieal prograns,
State resources and other Federal help. It has put murse-midwives into
delta conmtiv< 1o work with health department staff and community
doctors. It has lowered infant mortality at a eost which i= az mueh of
a miracle as b been the decrease inoinfant deaths and the better
health for entive families. At this noment. in Holmes: and Shavkey.
and Issaquenna Counties. regional medieal program sponsored nirses
are showing how to extend the doctors role to hring cancer detection
for women. to discover high-visk preguant wonen, and to weld the
entive healthy team together, It work=, Te is done with jeeps and by
walking throngi cotton fields to the shanties to treat the people, It's
what regional medieal progran= isabour,

In another Srate. Minnesota. amd involved with a new iedieal
school trying to study sund expand fonily nedicine and moal cared 1

——
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have seen the same high-quatity programs. .\ mobiles health unit is
showing an entire county how to bring care to 25 doctorless towns, A
¢linie in a northern Minnesota town 1s showing how to run a branch
unit on adjacent lands. right where the real need exists.

Onece a montly, in onr area. hospital directors, doctors, nurses, junior
collegre deans. and college university administrators from Minnesota
and Wisconsin =it down together to make important plans and to carry
them out. They aveid duplication. assign tasks to the unit which can
do them best. and they look to see how well things were done after-
wards, Regional medical programs started all this. They are the ones
who came up with ideas and help make it work for as long as they are
needed or for as long as they can.

Why should all this xtop so suddenly 2 Why should other worthy
health programs he cut or stopped in a similar fashion? The m'igin:{]
idea of regional medical programs was sound. The great majority of
the work was carefully planned by professionals. competent providers.
and by serions and dedieated consumers, These are the real action pro-
grams that can improve the efficiency of our health care delivery in
this country. We need this flexibility and the opportunity for creative
projects to fead the way throughout our Nation. I feel that the original
mvestment has produced good results in the great majority of areas,
It should be given a chance to go on in important work,

Mr. Rocers. Thank vou very much, Dean, for your very helpful
statement. I must say. in the rating of the work done by regional medi-
cal programs. 13 or 14 were not rated good ov excellent. T think that
substantiates many of the statements you just have made,

Mr. Nelsen,

Mr. Nepsex. Thank vou, Me. Chairman,

Sone of the information that comes to me wonld indicate that the
RMP and the CHI program get into each other’s jurisdiction result-
ing in a duplication of etfort. Do vou have any comment about that /

Dr. Carrer. My, Nefzen. Mr. Chairman. I can only speak from my
own experience in two States and T have not seen this to be the casc,
I have seen them work together and in onr regional advisory comnit-
tee. we have the B ageney from onr area from Minnesota and from
Wizconsin meeting with ns.

Mr. Nersex. We had some visitors and their view was that CHP
was doing a better job than RMP. That was the statement of pro-
fessionals made to nie in my oflice.

T think Mr. Hastings iade an important observation a few minutes
ago when be said that there ave parts of both the RMP and CHP pro-
arams whicl have been doing a rood job, Conld it be. that the two
programs would run better as one. and that they should be merged!
Do vou think thiz could be done!?

Dr. Cawrer. T not an expert in this avea. T ean only say, where
T have scen them working together, one invelved in planning and the
other in implementation, it seens to be an effective partnership.

Mr. Neesex. T wonld like ro point out that T was very much dis-
turbed by testimony given at the Minnesotans® breakfast about 2 weeks
ago. The university president and three regents were in town and
indicated to me that funding for the medieal schon] was not cominy
through as planned.
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I gather some of these proposals coming to us from HEW are moti-
vated by the desire to reduee the totad dollars that ave heing spent while
continuing to do a job. I wonld like to point ont though. that it is im-
portant that we continue to fund oo medival sehools property,

I am not at odds with ITEW's search for better ways to spend the
dollar. T am sure vou are not either. knowing that the Minnesota Medi-
cal School is as elose to you as to me. 1 just want to make that ob-
servation and thank yeu, Mr. Chairnan, and thank the witnesses for
appearing with very Hne statements,

Mr. Rosens. Mr. Preyver,

Mr. Prever. T wanr to thank vou, 1t iz refreshing to hear this kind
of teztimony from the grassroot= and from the heart.

Mr. Rogers. Mr. Carter,

My, Carvrer, Thank vou, Mr, Chairman,

I was quite interested in vour =tatement. Dr. Carters T know vou are
Dean of the University of Minnesota Medical School ar Dularh, Are
vou in the regional niedical progran vourself?

Dr. Carrenr. No.

Mr. Cagrre Is vour sehool o sponzor of the program itself £

Dr. Carerer. We have one contract wirh the Minnesota regional
medical program.

Mr. Carrer. You provide manpower for that area?

Dr. Carrer. For the RMD operations?

Mr. Canrer, Yes sin

Dr. Carren. Some of our faculty are giving time to this withont
renmuneration at the present time.

My, Carrer. Do von get assistance at the university through RMI ¢

Dr, Canrer. T ean only speak to the =chool on the Duluth campus.
We have one contract for szsomy approximately Sdsood of which
aver ¥22.000 is distribured to the other participaring institutions, the
hospitals. the junior volleges and the other nstitutions in our area.

Mr. Carrer. Have yvou developed a gond continuing educational
program?

Mr. Rocers, Mayv 1 ointerrupt 1 ominute before Members go to
answer the call. We will try to resume at 2 o'clock in this vroom to
hear the rest of the wirnesses. and then we will go into exeentive
session.

My, Nersen. There isa vote now.

Mr. Rocens, There is a vote now but the second hells have not rung.

Mr. Carter. Are you continuing edueation programs with physieians
and nurses’

Dr. Carrer. We are continuing to develup at the school and have not
vet come to that point of development. Our first class just envolled
this vear.

Mr. Ruaers. Dr. Roy.

Me, Rov, T want to thank von for your testimony, Dy, Carter. T am
aware of the excellent joh von have done in training physicians, 1
could compliment each of vou individually but T rhink the Amerviean
Academy of Family Physicians has done an outstanding job and your
participation therein. I think. is very worthwhile.

What do vou have to say about Dr. Margulies telling us RMP's have
become a captive of the lacal provider gronps? Tx this a legitimate view
of the program?

. et



D oo, Noo T don't feel that way, We in Virginia have had suel,
a time with the ~hilting cmphasis and heing told one day to do gy
thing and another day « different thing, Back in November 1971, e
haed asite visit, The site visit teanm was o representative group frop,
seross o Nation sent (o ns from RMP. They went througdi owr whole
progra. Then ny glowing terms, they told us what a great job we wepe
doing. You could see the A plises everywhere, '

This site visit tean’s report was submiitted to two national reviey
aroups. Their response paralleled the site visit teans’s report. The nex
thing we had our program chopped off. In December 19710 we went 1,
Dr. Margulies” oftice who told us to turn this thing around and g,
1 ditterent divection. B

This was after the program was submitted. This has been one of
the bigoest problems we've had, vou didn’t know which foor wus oy
the ground or which foot to put down,

They'd give von an explanation of what the gnidelines are. Thev sav
anidelines are not rales but. like the statenient from the gencral. il
ceneral wishes so and =o to he done. If you are wise enough. Vou e
not going to pass np the general’s wishes, When the anidelines cone
down, vou better hop to or you won't get the dollars,

My Rov. | would sav the greatest thing about RMP 1s its grass roat

partiepation. If 1= their aliliny to work tagether at that level. 1 spent

e

2 vears on legiglation and gat in on many advisory committee meetings
and I feel.as Tehink vonsaid, that we wonld he hard put_ to find a betrer
way_of destroving physicians and other providéis confidence in 1Fed-
A T e M L e o o Pt e i P a8 8 it - e
cral proevamns Tt the present way we are voing., "Of chapping this

ol abruptly 6F 3ot bintioning the people whio' have worked so Ll
and given so selflessly without in some way diminishing the excellent
accomplishments that have been nade,

T thank yvou very mneh for coming hereo Tsee vorsas representatives
of the very laree nunber of people of very good faith who worked ex-
tremely bsed bo this prrogrmi.

D, Thcoon, This is the seecond day of 2 continning edneation pro.
erane T oam attendine and pavine for mvself. Yon sid <omoethiner
abont o <es<ion thi= afrernoon, T wondey if T ean be exensed to go hack
to the continuation edoneation T paying for?

M RewcrnscYes, Thank von for your testimony. We don’ always
get the <mne views frons the Imreaneraey. This ix helpful to hear
from the people actually involved in providing health care.

Thank yvon,

We have another distineuished panel and ander the eirenmstanees;
we will have 1o recess the committee antil 2 o'clock this afternnon

FWherenpon at 12:30 pan. the subeommittee vecessed, to reconven:
at 2 pa the sane day. |
A Reerss

[The subeonniittee veconvened at 2 pane Hone Paul Go Rovers.

elatirman. presiding.|

Mr, Rosres, The subeormnittee will come to order, Weare continn-
e onr oversight hearings on the regional mediceal programs.

We are very pleased to weleome to the subeommittee this afternoon.
a distingnished panel of yegional medieal program eoordinators, Th.

John 1. F. Ingall. exeentive divector of Lakes Arvea RMP. Buttale
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XYL D T Philip Hampton, eoondinator of Florida RMP. chair-
man of AMA Couneil om Legislation, Tampa. Fla. who T regard as
an adviser and friend of mine vver these vears. 1 weleome him to the
subeommittee.

Paul 1. Ward. excentive divector, California Committee on RMP.
Oakland. Calif.. who has done a greeat job with RMP= and Dr. Wil-
liam L MeDBeath. divector of Ohio Vallev RMP. Lexington, Ky

We welcome you gentlemen to the subeonnnirree, Tf you wonld like
fo take a seat af the table, T think it mizht be helpful to identify vour-
selves for the reporter i we coudd and the members will be here
shortly.

STATEMENTS OF A PANEL OF REGIONAL MEDICAL PROGRAM
COORDINATORS CONSISTING OF DR. R. F. INGALL. EXECUTIVE
DIRECTOR. LAKES AREA REGIONAL MEDICAL PROGRAM: DR. H.
PHILLIP HAMPTON. CHAIRMAN OF THE BOARD. FLORIDA
REGIONAL MEDICAL PROGRAM: DR. WILLIAM H. McBEATH.
DIRECTOR. OHIO VALLEY REGIONAL MEDICAL PROGRAM: AND
PAUL D. WARD, EXECUTIVE DIRECTOR. CALIFORNIA COMMIT-
TEE ON REGIONAL MEDICAL PROGRAMS

Dr. Ixaars. For the parpose of this panel, T anacting as chairman
this afternoon.

My nane i< D Ingadlo A= von have ddentified mes T am the exeeu-
tive Jivector of the Lakes Area Regionad Medieal Program and past
chairman of the National Coondinutors Group, To oy right is Dr,
Philip Fampton, who is chairman of the Flovida RMI board of di-
rectors. To his right, just to vight of centers iz Bill MeBeath, direetor
of Ohio Valley Regional Medieal Program.and ro his immediate right
is My, Panl Wanrd, who i the exeentive director of the California
Commirtee on Regional Medienl Programs,

Mr, Rocexs. We weleome von gentlemen and ave very grateful for
vour being here to give the subeonnnittee the benefit of your advice
and your experience. .

Dr. Incart. Thank von very nuch,

Mr. Chairman and members of the subeommittee, T value this op-
Partiiity to readdress vou thi- afternoon,
~ You are deluged with dataand, T owonld sugeest, by the conflicting
mterpretations put upon it Noubers mean something, they are meas-
nres of a situation s statie indices of o process. It i the process, the way
i which it works. which T sce the strength of the regional medical
Program.

Ninee their inception. the recional medical programs across the
country have coneentrated on eooperative ventures between the pri-
vate, volimtary and official agencies, Thiey have heen instmonental in
eatalvzing action in coneert by these groups in defining, documenting
ﬂlll'll resolving prollems. There are many outstanding examples of
ths,

The problems common to all these agencies are the problems of
people, of a health marker area, The RMTP's have become a means
whereby institutionalized Dlinkers have heen vemoved: where gronps

98-8232 O . 73 - 12



intent in implementing measures to solve their individual problems
have been brought to recognize the dimensions of these on a popyla.
tion basis and have been enabled to attack these scientifically, effec.
tively and economically together. T
~RMP’s. Mr. Chairman. have been described ax being the most effec.
tive and indeed the only national mechanism of putting “together
what Federal Government has put asunder.” Forgive the litlﬂ'gica]
allusion. but 1 do feel that the RMI process ts the first step in the
ecumenisism of health and medical services.

RMP’s have attracted high quality staff and will continue to do g
because the concept is sound and what they're doing makes sense. Jt
has involved those with long experience at the clinical service interface
who believe in their colleagues. and their capability to deliver service
They know content as well as process. In my State. testimony to this,
has been given by resolutions of support from the State Medica] So.
ciety. parents of diabetic children. ahied health groups. the clergy and
many others. )

The strength of this body of RMP people with whom I have the
utmost pride in associating. is manifest by their retention of effective
staff and ability to return to high gear as we recently informed Secre.
tary Edwards.

Development of this capacity. Mr. Chairman. does not occur over-
night. as I am sure you will agree. Nor can it be achieved by arrogant
FIAT—it comes by learning the concept and experiencing the proc-
ess. RMP is governed by the people and for the people. It recognizes
that the capacity to do so requires a staff ability to alleviate the ad.
ministrative burden and time commitment that prevents: and indeed
deters the involvement in planning of those whose job it is to serve.

T think there were very pertinent observations in this morning's
hearing to that effect. It is in this area that we certainly have gained
trust.

We have learned. ax the previous—Under Secretary for Health
acknowledged. that vou cannot delegate new anthority or ability to an
old agency : one that has. by the slow process of community learning
come to be seen as a controlling or restricting agency. You cannot ex-
pect cooperation with an agency or department which carries with it
an already poor track record in the eves of the constituency it is suj-
posed to serve,

RMP recognized this in the early vears. RMP’s recognized that an-
thority handed up was much greater than-authority handed down.
Those of vou that are elected. and have to respond to a constitueney
will recogmize this.

For the first time in thix country we enjoy acknowledgement by the
community—public. private. and consumer, that an enabling ageney
exists, to help in defining needs and with the capacity to engineer a
suitable response. ‘ A

I suggest Mr. Chairman that RMP’s nationally are the only ageneies
where this trust and capability coincide. This observation by the way.
has already been voiced by members of the present administration: a
singular example of being deaf to their own observations,

There are great dangers inherent in the dismantling of the RMP
process. It cannot be rebuilt any quicker than it has already been built.
it will not reattract to any great degree whose with enthuiasm and




dedication: people with seniority and stature from whon it currently
profits. It is my conviction that your constituency and ours are identi-
cal—vou have a concept that in itz wisdom Congress put into text.
that 1s undoubtedly effective. that has a responsiveness that mere cate-
gorical projects ave unable to muster, and that has etfective local con-
trol and evaluation.

Finally, Mr. Chairman. I would reiterate from my previous testi-
mony that all these pieces of legislation neell rewriting to bring them
into line with the requirements of 1974+—and they will continue to do
so—the recognition of this has been voiced repeatedly by the RMPs nu-
tionally amd we are both able and capable of providing assistance in
this effort. We are continually through our evaluation sections. doinyg
this at the grass roots. We would happily give vou assistance in gov-
ernment in the revamping of the entive PHS At

Mr. Rocers, Thank vou very much. Dr. Ingalll T am sure the =ub-
committee would welcome any sugeestions in the rewriting of these
laws. I think it would be very helptul.

Dr. Hampton?

STATEMENT OF DR. H. PHILLI? HAMPTON

Dr. Hayrrox. I am Dr. H. Phillip Hampton of Tampa. a physi-
clan in the private practice of medicine and 1 have served as chairman
of the board of the Florida regional medical program sinee its incep-
tion in 1965, 1 woull] like to point out. Mr. Chairman. although T am
listed on the agenda a= coordinator of Flovida regional medical pro-
gram. I i not in the sense of the tull time active director. That is
Dr. Granville Larimore. T am listed as chairman of American Medi-
cal Council on Legislation. I am not testifving today in that category.

The Florida regional medical program has had a rocky and contro-
versial life and being chairman of the board of directors has been one
of my most frustrating experiences.

At times, national direction of regional medical programs seemed
uncertain. However. RMP regional organizations gradually became
more autonomous and oriented to their particular region’s priority
health eare problems. RMP's performed well in their role of support to
health care providers as catalysts for innovation, education and evalu-
ation,

In Florida. early controversy between State medical schools. the
physician and hospital providers of health care concerning the struc-
ture of the RMD grantee organization delayed for 2 years designation
of a nonprofit corporation as the grantee with the board of directors
manned by health care providers and educational groups within the
State,

_ The major portion of the funds awarded and the majority of the
initial projects approved by the RMP National Advisory Council were
campus oriented and hardly apparent to practicing physicians and
their patients. As the program matured. many of the projects of the
Florida RMP were outstanding successes. such as the statewide devel-
opment of coronary ¢are units. a kidney transplant program, a state-
wide emergency medical service program and other current projects
“described in the appended [see p. 178] supplement to the “Journal of
the Florida Medical Association.”™
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In accordance with instructions from RMP's. these programs ang
projects are being terminated with the total Florida RMP to be com-
pletely phased out by November 30, 1973, The need for the develop.
ment of cooperative arrangements between health eare provides ang
educational institutions is as great as ever. Now that Government i«
directly financing the cost of health care for 3% percent of the populy-
tion. the need for liaison between (Government and the private medicy|
sector is greater than ever. If the RMP organization is destroved. what
will take its place!

The recently enacted PSRO law giving physicians the initial oppor.
tunity to formally assume enormous responsibilities for the monitor.
ing and evaluation of health care delivery requires expertise and tech.
nical support, such as RMP’'s have been providing. to fulfill the
expectations of the legislation. RMP’s have unique qualifications to
assist the medical community in meeting these needs.

The Florida RMP has been involved recently in two projects witl,
the foundation of the Florida Medical Association which. if pursued
to their logical conclusions. may provide some direction toward meet-
ing these and other pressing needs and problems in Florida.

One of these projects is concerned with a study of alternative health
care financing and delivery systems. In conversations with appropriate
departments of the State Department. the Florida RMP and the foun-
dation have been exploring the possibility of the foundation assuring
the delivery ot adequate health care to medicaid recipients. To this
point. the State Department of Health and Rehabilitative Service
has expressed a willingness to enter into a contract with the Florida
Medical Association. through its foundation. for the conduct of demon-
stration projects in geographic areas for the delivery of comprehensive
health care to all medicaid recipients in that area.

Obviously. to undertake such a program. there must be an operative
system and staff for program management. data collection. and proe-
essing that would enable efficient processing of claims for payments
and provide an adequate regionalized data base for peer evaluations.

The second project with the foundation and its peer review com-
mittee concerns development of methodology for evalunation of health
care delivery. which must also be dependent on a system of data collee-
tion and processing.

If properly designed and implemented the system can provide a
common data base for medical program management, peer utilization
review. PSRO evaluations. und health care planning. Such systems
will facilitate the evolutionary development of alternative health care
financing and delivery methods appropriate to the needs of the various
regions.

We feel that providing technical and stafl support and con=ultation
services to these activities is a proper function of an RMP and wonld
be in accord with governmental roles in health care recently deemed
appropriate by Under Secretary Carlucci, in a talk before the Aweri-
can Hospital Association recently. These are: (1) insure adequate
health care for the poor and (2) create mechanisms that will permit a
private enterprise to regulate itself.




However, lower echelons in DIEW zeem determined to prevent
State medical azsociations from plaving a part i the developnent
of effective quality as=nrance mecham=m= and apparently do not share
the philosophy expressed by Under Secretavy Carlueet.

The challenge of this diiernna i how to apply the experience and
expertize developed by RMP's to the current pressing ])roblmm of

health care delivery in order ro catalvze innovation, evaluation. and

education.
[Testimony resumeson p. 214.]
[ The supplement to the Jonrnal of the Florida Mediral Association

referred to follows:]
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Mr. Roers. Thank vou very mueh. Dr. Hampton for a great state-
ment. Dr. MeBeath ¢

STATEMENT OF DR. WILLIAM H. McBEATH

D McBevri. Mr. Charman and members uf thq 51.11»('011\111'1tm», 1
appreciate the opportunity to appear before this distinguished sul.
committee to report on the status of the regional medical program
movement. particularly in the Ohio Valley.

I am Dr. William H. MeBeath, divector of the Ohio Valley Regiong]
Medical Program—OVRMDP—which serves an area with over 6 nijl-
lion people in 141 counties of four States, The region boundaries were
originally defined to reflect the combined extended service areas sy
mumliwj the university medical centers at Cineinnati, Lexington, an
Louisville. Most of onr region’s population and health care resourees
are about equally divided between Kentucky and southwestern Ohia,

[See regional geography map. p. 216, and selected health resources
map, p. 216.] ] .

Dr. MeBiarn. The region’s three university medical centers fod in
the early planning for our program. However, from the first, the dj-
rection and poliey of omr program has been determined by a strong
and independent regional advisory council of prominent volunteer
members. Our conneil size is fixed. it members serving stagoered 3.
vear terms. with geographic and interest representations carefully
balaneed and specitied. Twelve of its members ave physicians, [ rep-
resent other health intere<ts. and 12 ave lay members of the general
public. Recently provizion= for a few additional members wax added,

RMP legislation has always indieated that the mechanisim of re.
gional cooperative arrangements was intended to achieve RMP woals,
We have tried to emphasize thix mechanism, especially regional coop.
erative arrangements hetween health profes<ional sehools and con
munity hospitals and practitioners, .\ blending of the education and
service environments 1= a theme which ean be seen throughont our
efforts,

OVRMDP besame operational inJanuary 1969, and as of today i
schedited to terminate operations on June 300 In these 415 ves we
have funded 29 major operational projects. several with muoltiple com.
ponentz, Over 50 participating agencies have received funds throngl
OVRMP. including hiospitalz, health professional schools, healtls plan
ning croups. neighborhood linies, health departments, medical socie
ties. and a variety of private voluntary health organizations, I have
attached a map which indicate those agencies, P See partieipating acen
cles map. p. 217.] Many other groups and individuals have been cooper.
ativelv associated with this etfort and have derived direct nonmonetar
henedit from these operational project< and our progran stafl activite,

OVRMP =upport ha~ gone to a variety of program areas. Recently
a coordinators’ survey of all RMP's showed that in 1972 Ohio Valley
allocated a Tareer than average portion of its resources to improve
availability and accessihility of primary and emergency care (47 per-
cont of our direct cost expenditures, as compared to a national aver
age of 27 pereent). As a corollary. we allocated relatively less e
eategorical demonstrations and guality assirance activities, althoneh

these still received considerable effort (17 pereent). The proportion o




) and
ax the

funds we devoted to manpower wtilization project= (50 pereent
administrative costs (64 pereenty were essentinlly the =ame
national average.

Like all other hazie <havacteriztics of onr progran. this operational
emphasis was very carefally chosen hy our regional advisory couneil.
In early 1965, the great variety of good propos=als coming to our conn-
cil. and the el wore Thoited prospects for Federal funding drove
onr conneil to the conelusion that if OVRMYP was to achieve regional
impact, it shonld actively forus down on a progeam priority more nar-
row than our original operational procrn.

Accordingly, after veviewing our peed= and =twlving alternatives
they seleeted ax our program thrst the developniert and more effective
arilization of health manpower for the delivers of improved nimla-
tory care, Since that time their fanding decisions and one ~tatl etfort
has given priority to the nampower coneerns of winbmlarory care,

Presently our prowrun has six tareer areas within thi= thrust: In
manpower developent we ave secking to deeentralize the edneation
and training of health personrel throneh the developient of sub-
regional healthh education networks where nuiversity wedienl venters
are cooperating with the Leadth ~ervice units and hicher education
mstitutions= of an avea to produee more loead edipeational activity, Our
continuing education activities are also iereasingdy divected toward
the provider in his own serviee ~cring,

In prevention and foliowup we are prondest of o lavee and eranfy-
ing demonstration which has broughe alonr the development of nine
new multicounty home health acen <omest in the vural areas of our
region.

Our effort in organized ambulatory care has focused on starmp pro-
grams to di=advantaged populations, On the other hand. our emer-
geney services aetiviry hus been divected toward the joint development
with CITP agencies of metropolitan FMS svstews to serve total popu-
lations. '

We have conrinned selected catesorieal zervices activities related to
heart diseasze. cancer. and renal dizeaze, and are encouraging use of
probleni-oriented patient miedical records in a variety of ambulatory
rare settings, :

During the past week. zmne of the implications of a precipitous. pre-
mature termination of OVRMP funding have become all too graphie.
Most of our active projects have just completed the tirst of 3 years
promised support. Many of these vonne efforts will have to elose down
complerely. Even those providing essential services will be continued
only with serions program compromise. and at considerable cost to
worthy conmpeting activities, ,

To be sure. we can take some comfort in remembering the good
already accomplished by many projects. Other tasks may wait sus-
pended for athers to resume progress later. On the other hand. a large
portion of the time and wifort thns: far invested in program building
will be irretrievably lost if RMIs are permitted to die now. Thar will
represent tlie proverbial step backward for each two just made for-
ward. In some future day someone will have to regain this lost gronnd
even to restart,

[The charts referred to follow :]
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Mr. Rogers, Thank you very much, We appreciate your statement.

Mr. Ward?

STATEMENT OF PAUL D. WARD

Mr. Waro. Mr. Chairman. Tam Paul D. Ward. director of the Cali-
fornia program. T was asked to reply to certain points that came up
this morning. I would only like to refer to two of them since the list I
have is quite long to vefer to all of them. The first point refers to
defining a clear role for the program. It has been suggested that the
regions could not find a real purpose or a set of objectives that they
could follow over the past 7 years. Since I served as chairman of the
national coordinators during the early period of the program. T was
deeply involved in the negotiations araund the course that the program
would take and I would like to take just a moment of your time to
repeat some of that history.

If you will reeall when the extension bill 3 vears ago was going
through the Congress. there was much diseussion about whether or
not RMP's should retain its eatezorical image. Many of us argued in
favor of retaining the categorical image because we believed that to
have a comprehensive program you had to build on the building
blocks of the specialties and of the categorical intevests to be sure
eventually vou could broaden the purpose of the program out to in-
clude a more comprehensive approach. but essentially vou have to
approach many of these problemson a categorical bazis. This was quite
2 debate and the administration. if you will recall at that time, was
opposed to the categorical approach. The Congress decided to con-
tinue the categorical approach. however, and the hill was passed and
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signed on that basiz, Immediately thereafter there was an indjeat;

that funds were going to he withheld from the program. A (-11'( Lo
questions of the categorical nature came up. We had several ﬁ;(‘m{. the
with the admimstration about this and we called a meetin:r of t(}ll }llf_rs
ordinators as a group and that meeting was< held in Atlanta (;‘l( \(\?'
dizcussed this problem with then and we told the coordina'tm-;.th-,;‘

we had to meet the national priorvities that_had been established as o

result of the Finch report_at that period_of time. We thought thyy
we could meef the priorities of engaging 1 the establishment of t]m:-‘.
low-income groups which were mentioned in the Finch priovitics,

We changed the program at that point from a categorical eniphasis
although some of us had heen engaged 1 attempting to improve pr.i-.

__.mary_care,_to. more_of n_comprehensive_emphasis. In doing s we

thought we were conforming with the national prioritics. Tt seems

for deserting thc original_purpose-of the bill. But the bill was both

strange to us af this point_ n_time_then to be 5o roundly condemmed
o
afiended in Congress and the priorities that had been descr

. rihed as
the Finch priorities went in a_different direction and we tried to fol-

" low that direction.__

The second point that T would like to refer to is the 40 percent that
has been claimed as going into management or administration of the
program X This 30 percenit igii'd wax confusing to us in the beginning
becanse wedidTiot Tnow whictlier they were referring to divect or in-
direct costs. T think as all of you know, we have nothing to say about
the indirect cost rate that iz paid to institutions where they partici-
pate in a grant award. The so-called lead agency rate applies, whether
that is the DOD or the HISW rate, and we simply follow that rate,

Mr. Rocers. May T interrupt there. What you are saying i that if

T wRTAntis given toa university or to an institution, the basic criteria
~——of-how-tlie Tioney goes there 1x set hy the Department itself. not by

A,

MPE
T Warp. Right. 1t is set in an OMB circular which sets forth the
ch:\rgeablo items that can be inserted as indirect cost. That indirect
cost 15 then negotiated by either an anditor from HEW or an auditor
from the Department of Defense. We pay that rate. In faet, we
hardly even know the nniversity’s rate, because it is in a separate fund
set aside in the award itself.

We have suggested perhaps we should not pay the full rate since
obviously we do not use all of those things that are listed as a part of
the rate. Tt has been said that it would be confusing if there werr
more than one rate. and that we should continue to pay the so-called
negotiated indirect cost rate. But apparently from this morning’s dis-
cussion the figure did not refer to that alone because several other
items were mentioned.

I would like to refer the subcommittee to the guidelines which indi-
eate how our funds are to he allocated. We have come to call this sec-
tion the so-called seven steps to medical heaven. It is a kind of in
house description that we have of these steps. They are planning
steps to regionalization but you are obligated to spend a certain part
of your resources for cach one of these steps. If you do not then the
moment a program anditor comes in and checks the program he raises
objections for not having resources in this way. .

Mr. Rocers, S0 HEW has put out these guidelines for the regional
medical program that they have asked for and that vou adher to!
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Mr. Warp. Absolutely. Let me bricfly go over those steps. The first

csinvolvement.” The guidelines sav vou must seek the mvolvement
f the medical soviety. the hospitals. the voluntary associations and
o people and others including Publie Health, planning agencles,
‘eterans’ Administration. and others in the program. This requires
1t you go out and get these people and bring them into the program.
. certain amount of resources have to be allocated for this purpose.

The next is “assessment of need”” medical peed. Now, we have
rgued for a long time thar this is the 3148 agency’s responsibility.
ve believe the 314B agency should establish the need of the com-
wnity and we should he implementing the needs to the best of our
bility. But nevertheless vou are asking when vou are audited for your
st of medical needs and if yon have not spent some resources i
rder to obtain these needs. then vou have not done your job correctly.
I would hasten to add these are very expensive pieces of data to
et. The dizcharge studies alone where we have over 300 hospitals and
wuire a great deal of time and effort and money. This rells us where
atients come from. what they were dingnozed for. what their treat-
ient was during hospitalization. what the traveling distance was for
1o patient. and othier infornition, This helps us to Tocate onr needs
nd it is worthwhile. But again. this shouhd not be primarily our
ssponsibility. It should be the responsibility of the 31418 agencies.
ut they have not had the resonrves to (o this.

Next we are veqguested to eatalog the “resourees”™ of the region for
weeting these needs, Now_ it iz <imple to count the hospitals, the facili-
s, the licensed professionals and other providers, But it is not simply
) put all of these resonrees tocother and make an estimate about your
apability of miceting the needs thiat hecome known, And this is one
fthe expensive arcas and again ane which perhaps should be done
¥ the 314B ageney.

“The next step is to develop “priovities.” Of course, this is done
Sarough the Regional Advisory Conmmittee, The Advisory Commirtee
2ts the priovities: yon ean either set the priorities in a vacuum or you
an gain the additional data necessary to set meaningful priorities, To
e extent that von spend dollars in thiz arvea, it takes dollars away
rom vour so-called operational dollars, :

The next step is "(Ih-rv]npnwm and jmplementation.” operations 1f
ou will.

Again. another story ix set forth hore. A lot of what we develop in
rms of planning i= not funded by RMD dollar<. We have had many
f our programs funded and in faet deliberately designed them to be
anded by OEO. by county government. by other sourees of funding.
et these dollars that we spent in developing these services that will
e funded by other soupees are counted ax overhead doHars. This makes
0 sense in anyone’s interpretation.

Then we get down to the actual operations. We fund the programs
Phroved by our regrional advizory gronp.

The next step is “evaluation.” Fvaluation ean be done in a sloppy
‘ay or it ean be done on the basis of data. To the degree that you want
ydo it well and try to provide some meaningful answer, it too costs
oney. But Tet me tell vou the health field. more than any other field.
whs meaningful data.” And vou eannot develop lionest evaluation in

g of morbidiey and mortality withont at the same time spending
e dollars to obtain data. You just cannot do it and anvone who
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says he can do it is not telling the truth. If you look at the adminj
trative costs in terms of the RMP guidelines, at least a more hom-;
interpretation of them, and administrative costs in the accepted clyssj.
cal definition of administration, it comes mucli more close to 7 pcrcu?u
than it does to the 40 percent.

Mr. Rugers. Seven percent ?
~Mr. Warn. Seven percent and the 7 percent is giving them the bene-
fit of the doubt.

Now we have prepared—which 1 would be hopeful and pleased if
vou would make part of the record—we have prepared a breakdown, of
the program expenditures nationwide, which answers many of (}e
(uestions raised this morning. When approached about these answers
when asked how do we know that they are accurate, let me tell voy
this. We had virtually the whole program, once it was about (o e
phased out, turned inside out to obtain these particular data. We feel
they are accurate and no one has challenged them today.

- Thank you very much. ’

Mr. Rogers. Thank vou very much. Without objection that study
will be made a part of the record. [See p. 221.] '
Are there any highlights that we should direct our attention to+

My, Wagp. 1 noticed this morning the question was raised about
the actual number of people treated or served by the program. This
amazed us, but we can back it up with facts and figures. We created o
number of free clinics around the United States, perhaps more in myv
area than other places. We did not provide the service in those clinies,
We did not pay the doctors, but we were able to get volunteer doctors
from the medical societies and other areas and also from the Na-
tional Guard which proved to be a very good source of doctors.

In that area alone nationwide. better than 3 million people received
some kind of treatment in the kinds of primary care system that we ape
creating by this program. Now we are the first to admit we did not pay
for the service. but we found a way to pay for the service. A lot of
these projects blended into county support or some other kind of
support. They would not have been there without our help.

The EMS. 1 think. speaks for itself. emergency medical service,
We not only developed more EMS programs than any other single
source in the United States. hut most of the $6 million that went for
funding the EMS programs from earmarked funds were developed
primarily by RMP. We received funds from outside of RMP. When
vou total the number of people who received some kind of care s a
yesult of RMD efforts in creating primary eare, better than 9 nillion
persons in 1972 alone received care. This is not an insignificant fizure
when vou consider that not everyhody needs a doctor every vear. Only
a portion of the public gaes to the doctor and this is. T think. a very
meaningful figure. .

1 would point out that we have heen asked to participate in hyper:
tension meetings recently. T listened to one program and to the urzeney
of its continuation. But at the same time T had to remember that al-
most evervone of those efforts was financed directly or indirectly hy
RMP and the hypertension effort would virtually drop dead 2 of
February of this vear if some quick means is not taken ta continue s
financing.

[Testimony resumes on p. 233.]

[The report referred to follows:]




SPECIAL PROGRESS REPORT

REGIONAL MEDICAL PROGRAMS

The following summary reports initial findings of a special
progress report of the 56 Regional Medical Programs. The progress
was analyzed for three program year periods beginning with 1370,
including 1972, and projected to the 1973 program year. Many
Regions have already initiated those activities included in 1373
projections. Each RMP provided comparable data which serves as the
basis for this report.

Measures of progress and assessment of impact is divided into
five basic sections:

Benefit to Consumers
Benefit to Heal:h Provider Cormmunity

Community Based Activity

..... Resource Allocations
..... Lecation of Effort

1

f. Benefit to Consurmers

The RMPs have had a major impact in serving health needs of
consumers.

. . . People Directly Served

While RMPs do not ordinarily provide direct health services,
there are numerous instances where direct services are provided
as part of a demonstration. Examples include: (A) people
screened in a multiphasic screening project, (B) patients treated
by project staff of a demonstration unit for specialized cancer
care, or {C) patients seen by a nurse practitioner or a neigh-
borhood clinic supported by an RMP.

98-852 0 - 73 - 15




The following table summarizes people directly served ip
this manner (all tables rounded to nearest thousand).

TABLE |

PEOPLE DIRECTLY SERVED BY RHPs: SUMMARY

1970 v 1972 1973
Primary Care 2,622,000 3,054,000 5,749,000
ENS 465,000 2,443,000 4,064,000
AlY Others 2,716,000 k143,000 4,085,000
Totals 5,803,000 9,640,000 13,898,000

Table 1} summarizes in further detail people directly
served in the course of RMP activities. [mportant trends are
the increase in people served in primary and emergency care
and the decrease of people served in "heart disease." incly-
ding coronary care. A projected resurgence of effort in hyper-
tension indicates RMPs’' flexible posture to respond to
opportunities to meet local needs.

TABLE 1

PEOPLE DIRECTLY SERVED BY RMPs BY PROGRAM CATEGORY

1970 1972 1973

Primary Care 2,622,000 3,054,000 5,749,000
Emergency 466,000 2,443,000 4,064,000
Heart Disease 1,126,000 i,086,000 656,000
Cancer 413,000 523,000 595,000
Stroke 140,000 348,000 280,000
Kidney 13,000 33,000 41,000
Hypertension 135,000 84,000 186,000
Pulmonary Disease 300,000 307,000 359,000
Health Services/Educational
* Activities Consortia &

Other Shared Resources 588,000 1,762,000 1,968,000
Total Served 5,803,000 | 9,640,000 | 13,898,000




. People served by new types of health providers or those
who have acquired new skills

The RMPs have made substantial progress toward accomplish-
ment of their early mission of 'bringing advances in medica!l
knowledge to the bedside of the patient.'' For example, many
physicians and nurses have developed new skills related to
coronary care units; many stroke teams have been developed;
large numbers of neighborhood health aides and clinic assist-
ants have been trained, etc. Also, thousands of health pro-
fessionals have improved or upgraded their skills to reflect
new findings and latest advances in patient care procedures.
Table 11| below summarizes services to people during selected
one~year periods after health providers developed or improved
their skills through RMP activities.

TABLE 111

PEOPLE SERVED BY HEALTH PROVIDERS WITH NEW OR IMPROVED SKILLS

1970 1972 1973

Served by New Types of
Health Manpower (e.g.,
nurse practitioners)

969,000 5,033,000 6,203,000

Served with New Skills

developed in existing
Health Manpower

Served by Improving
Existing Skills of

19,383,000

41,052,000

25,392,000

64,086,000

32,524,000

74,006,000

Health Manpower

. . . People served by increased capability of health systems

The RMPs have served consumers by supporting the develop-
ment of increased capability of the health system in measurable
ways. For example, several RHMPs supported the development of a
transportation and communication network for emergency situations
in 2 defined service area; several RMPs markedly improved the
accessibility and availability of primary health care by the dev-
elopment of health centers, clinics, screening programs, and
disease control activities. The numbers of persons "at risk'
for that specific situation in the service area were thus served

by the increased capability.
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Another example is the number of heart attack victims ip
the service area where health system capability was markedly
increased through RMP efforts. People actually using the
system are counted in Table ); people "at-risk" or potentially
served by increased capability of the delivery system are sum-
marized in Table IV.

TABLE IV

POTENTIAL PEOPLE SERVED BY RMP DEVELOPMENT OF
INCREASED HEALTH SYSTEM CAPABILITY

1970 1972 1973
Primary 37,725,000 } 67,798,000 | 74,458,000
EMS 24,425,000 | 71,937,000 | 75,696,000
Regionalization of
Secondary & Tertiary 82,583,000 92,476,000 76,770,000
Care

. People served by quality assurance programs

The RMPs have increasingly invested resources in foster-
ing the development of systematic programs to improve the
quality of health care. The RMP definition of Quality of Care
Assurance refers only to systematic efforts of determining
Jdeficiencies in individual or callective acts of medical care,
developing corrective action, and impiementing activities to
result in demonstrably improved quality of care.

The RMPs more than doubled their investment in quality
assurance programs between 1970 and 1972 (54.5 million to
$9 million, respectively). The projected 1373 expenditure
has again almost doubled the 1972 expenditure ($14.6 million).
Quality assurance programs have also had the effect of modera-
ting costs to the consumer {e.g., fewer days in the hospital,

less "overtreatment').

Table V summarizes the RMPs' accomplishments in this area
of patient service by demonstrating the extent of RMP staff
involvement and the numbers of health providers trained in
medical audit, problem oriented records or PSRO activities.
Dramatically increasing numbers of in-patient and out-patient
facilities are participating in RMP quality assurance programs.




People ''directly’ benefited are those patients visiting
in-patient facilities or admitted to out-patient facilities

during the time remaining in the year shown after the quality
assurance program was developed.
are the people served by the institutions or offices where

quality assurance programs have been fostered by RMP efforts.

TABLE V

PEOPLE SERVED BY RMP DEVELOPMENT OF
INCREASED QUALITY OF CARE ASSURANCE

“"Indirect' patients benetited

1970 1972 1873
Professiona) staff
involved in planning, 1,2c8 2,438 2,975
development & instruction
Providers trained 6,872 22,354 58,574
Number of facilities par-
ticipating in Quality 1,165 3,312 8,269
Assurance Programs
People directly served
by Quality Assurance 4,572,000 7.k 200 17,585,000
Facilities
People indirectly served
by Quality Assurance 37,911,000 65,152,0¢C 87,505,000
Facilities

Benefit to the Health Provider Community

RMPs' efforts have resulted in a substantial number of innova-
tive, new types of health personnel to provide needed service
to American citizens. For example, RMPs have supported train-
ing and placement of nurse practitioners and physician assist-
ants to extend the services of the family doctor in underserved
rural and urban areas of the nation. RMP efforts alone in 1570
resulted in the addition of some 7,500 persons of this and other
types of critically needed new health manpower. By 1972, almost
14,000 people had been trained through RMP efforts. Projections
for 1973, based on the RMPs' program requests to RMPS, indicate
plans to train almost 38,000 new Allied Health Professionals to
serve in essentially new roles to fill gaps in service.




The RMPs have provided opportunities for a wide array of
health providers to develop new skills or improve existing
skills in order to provide improved service to citizens.
Table VI summarizes the numbers of health providers who
have developed skills in RMP-supported activities.

TABLE VI

NUMBER OF PROVIDERS TRAINED

1970 1972 1973

MD, DDS, DO

New Skills 13,561 16,164 9,567
- Existing Personnel

Improved Skills 62,323 62,153 65,924
- Existing Personnel

RN, LVN

New Skills 38,159 h2,812 28,845
- Existing Personnel

Improved Skills 79,030 95,480 106,557
- Existing Personnel

ALLIED HEALTH

New Types of Allied Health 7.526 13,825 37,926
Professionals

New Skills 34,641 48,663 48,158
- Existing Personnel

Improved Skills 41,006 104, 144 120,662
- Existing Personnel

it1. A Community Based Activity

The RMPs< are a decentralized national program working with local
health provider systems with decisions made by a broad-based
local citizen and professional advisory group. The RMPs have
involved large numbers of volunteer citizens concerned about
health problems of the nation. Almost 19,000 regular volunteers
serve long hours, often at considerable personal financial sac-
rifice, to study and act upon health problems i a way that is




best suited to local situations. RMPs' regular voluntary

advisory structure includes:

Number 3

Members of the Public 4,505 23.7
Doctors (MD, DO, DDS) 6,920 36.5
Nurses and Allied Health 4,090 21.5
Health Administrators 3,469 18.3
TOTAL 18,984 100.02

Of this number, over 2,600 advisors are from minority popu-
lation groups--a significant proportion compared to national

averages.

RMP staffs are a unique and effective blend of the wide range
of skills, training and experience necessary to move effec-
tively toward solution of today's complex health problems.

In 1972, composition of full and part-time staff of the 56
RMPs was as follows:

Number :
Doctors {(MD, DO, DDS) 1,691 18.8
Nurses and Allied Health 2,294 25.5
Social and Behavioral Sciences 2,434 27.1
Supporting Staff _2,569 _28.6
TOTAL 8,988 100.0%

Of this highly qualified and experienced staff, 1,617 persons
were from minority population groups. Few other federal pro-
grams can make such claims.

Resource Allocations

The RMPs have allocated their program funds in four basic
programmatic thrusts:

. . . More effective use of manpower including new skill de-
velopment, improved skills, sharing training resources with

underserved areas, and coordination and improved utilization
of health manpower training.
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Improved accessibility and avallability of primary megd;
care including new or improved services such as famjly hea]t;c.'
centers, free clinics, hospital-based ambulatory care centers

in response to a recognition of severe access problems to pri-
mary care in underserved areas, RMPs have projected more than
twice their resources to primary care programs (including EMS)
in 1973 than in 1970 (approximately $37 million projected in |
$24 million in 1972, and $12 million in 1970), n,

. . . Regionalization of secondary and tertiary (specialized)
care including general institutional sharing of scarce resources
such as radiation facilities, joint purchasinganddirect categori-
cal disease services in heart disease, cancer, stroke and Other:?

while percent of total dollars devoted to efforts of regionaliza-
tion of secondary and tertiary care has diminished slightly, Rups
have actually increased the number of dollars invested indexelop~
ing shared resources and regionalization of care in cancer, heart
disease, and other categorical programs. '

. . . Quality of Care Assurance Including RMPs' work with hospi-
tals, out-patient departments, and physicians in private practice
to stimulate medical audit and improved medical records as a
method of assuring high standards of medical care.

Table Vil summarizes distribution of RMPs' resources,

TABLE Vil
DISTRIBUTION OF RMPs' RESOURCES
Function 1970 1972 197
S 3 $ §4 s 3 [

pore Effective
bise of Manpower 24,163,000 1 32| 24,790,000 | 29} 30,930,000 | 27

Improve Accessibility
e Availabllity of

Primary Medical Care .
A. Primary 11,413,000 15]18,205,000| 21 28,427,000 | 24

B. EMS 832,000 1| 5,695,000 6 8,637,000 7

Regionalization of
Secondary and

[Tertiary Care 24,039,000 { 32 23,257,000 | 27 26,675,000 | 23
Quality of Care
IAssurance 4,506,000 6] 8,916,000 10} 14,622,000 13

Administrative Costs 10,662,000 ] 14 6,186,000 7 7,543,000 3

00

TOTAL 75,575,000 { 100 | 87,049,000 | 100 116,834,000




« + . Adninistrative Costs including relating the program to

the grantee institutions. They show a substantial (50%)

decrease from 1970 to 1973. This trend reflects the fact that
as RMPs continue to become more efficient organizations, more
progras staff time goes directly to service programs. Conclu-
sion is that RMPs are well honed, efficient organizations, and

have become increasingly so over the five-year period studied.

Location of Effort

A previous study of nine Regions from which data were readily
available provides an indication of RMPs' resource allocation
by location of effort. RMPs have succeeded in implementing a
greatly increased number of programs and projects located in

community organizations and community hospitals while retaining

their efforts located in medical schools, medical school affi
iated hospitals, professioral organizations, and voluntary

1~

societies., Similar data are not yet available for other Regions.

Table VIt summarizes the location of effort of the selected

Regions.

LOCATION OF EFFORT IN SELECTED REGIONS

TABLE VIIY

197C 1972 197

L s 97 5 s 97 s s 973 g
Medical School 2,943,000 | 20 | 2,439,000 16 | 2,234,000 1t
Medical School
Affiljated Hospital 2,406,000 16 | 1,747,000 IRl 2,21“,000 it
Community Hospital 4,218,000 | 29 | 4,012,000 | 26 | 4,574,000 | 22
Professional Organi-
2ation/Voluntary 2,260,000 | 16 2,211,000 | Vh | 2,281,000| 14
Society
Community
Organizations 2,763,000 ] 19 | 5,172,000 | 33 | 8,825,000 b2

Totals 14,590,000 | 100 (15,581,000 {100 |20,128,000] 100

February 8, 1973
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M. Rocens. Thank yvou very mueh, Mr, Ward.

Mr. Nelsen! .

Mr. NeLsex. 1 don't know that 1 have any specilic guestions. only to
comment again that we in the Congress are zometines inclined 1o pass
program after program—putting one on the top of the other. Pretty
soon they pile up and the dollar figure gets ont of hand. We end up
spending more on admini=tration than on the real delivery system.
I wonder if CHP and RMP ean be pnt together in one program in the
hopes of doing a better job of administration. It might also make onr
dollrs o a linle farther. It iz trawic that we do not have enough
money (o fund all of the good health program=. We are searching
diligently for hetter ways to finance these services at lesser costs, 1
think we all woull certainly endorse that etiort. 1 just wondered if
you have any notions of what we conld o,

Now, I do tind eritici=m among professionalz who say that the com-
preliensive health prograin is doing a better job than RMI in some
areas and vice versa. There i= also vomment that they are stepping on
one aother’s toes and vompeting with one anotlher,

Some RMPs are starting HMOS which way be getting a litrle
bevond where we winted them to go. I wonder 1f you have any sug-
gestions, We need help here.

S Wz First Tet me =ay that I think that CHP—which brings
ek old emories hecause T restified before this committee for CHP

before it was enacted—has= T very very definite vole that 1= <o ditferent
from RMD that 1 believe that if the two prowrans were completely
understond the question would yesolve dtzelf. What is desperately
needed at the community fevel i= o quantitative plan that ontlines the
health enre services that are needed, More and more as we get into this
planning procedure, we are going to see facilities and other providers
dennnding an understandable plan. especially as the certificate of
need requirements become more Texadly binding. The facilities today
don’t know what they can do becanse they have no conerete plan to
relate to. and the facilities do not wint to go ant and spend anywhere
from £3.000 to %0000—and especially under today’s retmbursement
pattern they cannot spened that kind of money any more—to develop «
plan for expansion of beds and service, and then just snmmarily have
it turned down by the planning ageney, They have to have a plan that
they can relute to and then indicate what part of the plan they can
fultill. Only then can they begin to spend money onit.

Now., RMP shonld be in the position not to determine need. not to
determine resourees or anything elze. bt should relate to that plan and
help develop the serviees that are needed,

These are entirely two ditferent functions. I have not seen a 314B
agency—and I have servidl on an ageney for many years and am in
favor of them—1 have not seen an ageney with g technical capability
to implement plans in_the way that RV Tias that_technical ability.
because RMP is compo=ed of ~pecializt=, It ix composed of people who

-
have wnusual teelmieal abilicy, CHDP 12 a generalist program. It is
« A planning program, Tie two shionld be very elosely related " There 18

fo question an RMP should not be eliarged with ereation of the plan,
But the plan shionld be there.and it is not in most cases,




Mr. NeLseN. You are depending on Federal dollars, aren’t you? 1
mean, without that support you would not be able to carry on the
program. Is that so?

Mr. Warp. Most regions could not carry on the program. I suppose
90 percent could not. There are some regions that have other sources of
income and there are some regions that have been doing things sepa-
rate from RMP dollars, but that is way in the minority and the vast
part of the program would be crippled if the RMP dollars were not

there.
M. Neusex. We are running out of dollars here too. That is one of

our problems.

Mr. Rosers. Thank you. Mr. Preyer?

Mr. Prever. Thank you. 1 think this testimony has been very help-
ful. I have one question. Dr. Ingall and others have spoken of their
pride in their associates and pride in their ability to retain staff in this
program. I wonder what is happening under the present circum-
stances. Say. within a month from now that Congress extends this pro-
gram for a year? Will you be able to retain your present staff ¢ What
1s happening in that area right now as a result of the present circum-
stances!?

Dr. Incarr. I would like to speak for my program and in the infor-
mation we have already provided to Secretary Edwards we have
answered these questions. Currently I have lost no staff and no staff
are intending to leave between now and September 30 of this vear.
‘That gives you a very strong parish reply. The composite reply from
the communities is very encouraging. There is one exception that feels
they could not really get going again, but out of 56 programs that is
a pretty good reply.

Mr. Rogers. Dr. Hampton?

Dr. Hayprox. In Florida regional medical programs our core staif
intends to be present as long as it is hoped they will have functions to
perform. We have lost some clerical staff. but none of the essential core
staff.
Mav I speak to this matter of theg()jercent overhead costg which ix

confusing to me. Florida regional medical program administrative
overhead, by Federal definition, is less than 5 percent. If you take the
entire core staff. all the expenses of the core staff which is far beyond
administrative in their activities, it is only 14 percent. So 1 do not
understand this 40 percent administrative overhead. Now. I share
Dr. Carter's concern about some of these projects. and have from the
beginmine. and the institntions such as medical schools that have their
automatic override or administrative expenses. As Mr. Ward says, we
are hardly aware of that. but if the University of Florida for instance
gets a project from regional medical program. that is $100.000. thix is
not including equipment. that would be for the operation of the proj-
cct—then there is an automatic, about 35 percent-—actually they
$55.000 extra for running the university. That includes the president’s
salarv and the janitors.

Mr. Rocers, But that comes from HEW and the Office of Manrne-

ment and Budeet,
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Dr. Haxerox. Right, that is automatic and then they assign that to
us as being overhead. But we never heard of it. '

Mr. Rogers. That is what I thought the Department was doing from
some of the figures I had seen.

Dr. Haxrrox. I questioned the advisability, as Mr. Ward says he
has.
Mr. Rocers. He said his was 7 percent at a maximum, and vours

was 0.

‘i@ IMPToNg Five pereent maximum. This led to many very

Tiumatic controversivs of which I still bear scars because the medical
schools were really dependent upon NTH grants to fund themselves.
That is the only way they kept alive. which is a very expensive way
to run a medical sehool.” And they looked upon the RMP funds as
the same sort of funds they would have to run the medical schools
if they had full control of the funds. As soon as we let those initial
grants. at the beginning. we wonld inquire about the expenditure of
funds and we were told that was none of your business, That is our
money now and we will do with it as we see fit, Finally. 1 had to
emplov Pect Marwick and Mitehell to make an audit of every proj-
ect we Tad m order to find out what was domng and we found things
that needed definite attention, But this is a problem in regional medi-
cal programs. in the funding and expense. and the question is whether
this shonlid continue and be part of regional medieal program funding
activity. »

Mr. Nesex. You say that you made some examination and you
straizhtened it out, You had the authority to do this. didn't vou. to
straighten some things our thar needed it?

Dr. Haxrrox, Yes: we did.

Mr. Nrrsex. T wonder how this ties in with the testimony we heard
this morning. There seemed to be criticism of HEW : that they did
not divect the program properly. And vet it now appears that vou
have this authority. Isn't it possible that seme have not dene what
vou have done. They have not stepped in to straighten things out.

Dr. Hasrerox, Idon't know how many programs have employed out-
side accounting firms to make an andir.

Mr. Rocers. T think the point we are trving to make is that those
that had noet straightened chemselves out should have been dealt with
by HEW, HEW had the authority to do so and. obviously. they have
not done it, Earlier taday the director of the program himself said
there were bad programs. and he had the anthority to straighten them
out. That i what concerned me.

Mr. Carter?

Mr. Camzr. Thank you very much.

Dr. McBeath. what do you conzider vour mandate under regional
medical programs for vour actions in Kentucky / What do you think

vou are supposed to do according to the law? .
‘___@ﬁalj The Regional Medical Program Act as it exists now

18 rather broad. but. it elearly indieates that we should work--in my

opinion of the interpretation of it—with our Council to determine_

what the needs of our area are and how Theyv can best be addressed
by the cooperative efforts of the providers of our area to meet the

—




—health needs that particularly_can be addressed through regional
cooperative arrangeients, B
~MiTCarrer. Mr. Chairman. T would like to ask a couple of questioys
Does that meet with your concept of the Regional Medical Prowyy..
Act?

Mr. Rocrrs. I think we fashioned the act to be more categorical,

Mr. Carter. What was it. for?

Mr. Rogers. For cancer and stroke.

Mr. Carrer. And kidney.

Mr. Rogers. And kidney and related diseases. I think the adminj..
tration of the act has brought that into less categorical—— '

Mr. Carter. Never once did Dr. McBeath mention one of the ;-
poses for which this act was written. Not once. Am I corroct /

Mr. RogeRs. Yes. o

Mr. CarreR) Doctor. 1 hope vou are doing good work down thp.
Bt it seems tiat vou have forgotten the goals_what Is Written i, 11,

“Taw and 1t has been mterpreted incorrectlv, 1 regret this. Thi~ wa-
AT 15 freart. cancersstroke, and Kidney act. How much money did vy,
“—spemtietyearhr RKentucky in vour valley region? ' '

Dr. McBeati. Well. T believe Congressman Carter—Iet me Jook
here a second—our last fiscal period was not a 12-month xear bng |
have the region’s expenditure figures here for the last 18 month<. |«
that satisfactory ¢ This is our fiscal 1972 period.

Mr. Canrer. We ean take two-thirds of that and arrive at a corpeet
fignre.

Dr. McBearn. That was about $2 million in direct costs.

Mr. Carter. T believe the computer printout here that I have, No.
vember 20, 1972, T suppose, gives $5 million in one case and in anotlnr
case $3.072,000 which would be a little bit more. In another cuse si..
020,000, And have vou really reached down into these communirii-,
into the counties to educate the physicians to try to give them an op
portunity for continuing education ?

Dr. MeBeaTin Yes: we feel our continuing education activities i
been particularly decentralized, particularly in the orbit around the
University of Kentueky,

Mr. Cawrer. Decentralized. Centralization can cover a multitud: of
sins. Are you actually educating those doctors down there at the county
level ?

D MeBearn, We believe we are,

Mr. Carrer. Have you ever been in some of these counties? Tsn't it
true that vou have never been in some of them?

Dr. MeBearin, Kentueky has 120 counties and there may be soni of
them 1 have not heen in. but T wonld say 1 have been in most.

Mr. Carrer. T am going to tell you there are some counties vou hate
not been in and no one in your group has been insofar as 1 can tell.
And I regret this. T think in some areas you have probably done gond

work. T hope that von have. But you have a different concept entirely
from that for which the hill was intended. T don’t know. I hope that
vou have handled your finances well. I have not seen much evideni of
misuse of funds. But vour program does not have much of a profile

TS
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all. And T helped write the bill. It has been rather disappointing that
I have not been able to see in my own area why the results, beneficial
results of what has been done. And this has eaused great alarm. When
vou appear before my committee and you give the concept of this legis-
lation. which has been called over the vears heart. cancer, stroke and
kidney. and you do not even mention one of tho-e goals for which this
bill is written. 1 think it iz amazing. I have talked with some of the
physicians in your area. You have contacts with zome of them I found
out. I don’t know how goodd, Bur =ome seem to like it, Others say they
have not received much azsistance. I contacted them by phone and 1
have talked with them personally.

Do vou use the local physicians in your health delivery system?

What vou have actually gone into is service really.

Dr. MeBeati. There have been some of our projects thar provide
gervice, There are many that do not.

Mr. Carrer. Teannot find faul with that if yon are actually getting
service to the people but T still sav that you are differing from the
intent of the legizlation. in that it should be focused on heart and
cancer. stroke. and kidney.,

Tell us some of the things that vou are really doing down there. I
want to sce some of these accomplishments when I go to Rentucky
arain. I just got back yesterday. I am going hack tonight.

Dy, MeBevrn, Tam =orey voni are not convineed we had done good
things in vour district. I thought we supplied you information about,
how some of the phvsicians i vour area have been reached and how |

Mr. Carrer. You have not done that. T may have gotten a catalog or

. st 0 r ———— . . N .

something from vou. but no informarion that is meaningful. If you
want to get information to vour representative. write on one or two
sheets of paper and no more beeanse he has no time for catalogs. Each
agency of the (Government. when it writes a report. sends in a catalog.
And it just is absolutely impossible for any Congressnan or any group
of Congressmen to read one-tenth of what comes across his desk.
Actually in the past » vears I have seen you approximately twice. is
that correct ? Once or twice? '

Dr. MeBearn. Twice here in Washington. yes,

Mr. Carrer. And in Kentucky?

Dr. McBeatn. I have seen vou more there.
Mr, Carter. I don’t know. I am in hopes that you are doing good

work and I supported this bill and I would like for you to remember
the intent of it. The purpose hehind it. Thank you very much.
[The following information was received for the record:]

98-8312 0-73 - 16
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Ohfo Valley Regional Medical Program
SERVICE ACTIVITIES
Fifth Congressional District of Kentucky

Home Care Progra-s

One of OVRMP's mcst successful patient care demonstration projects--the Somerset Home Care Program.

{s in this district. It is the oldest and largest of nine multi-county home care programs nowg a
operational which were begun with OVRMP seed money and developed with the technical assistance ang
professional consultation of our OVRMP core staff. We have focused particularly on rural areas witn
these home care projects and their progress has been gratifying indeed. This initial program (based
at Somerset City rospital) started with three counties in 1970, expecting to eventually serve five
counties through tne development of satellite service unfts. It s now already serving eight counts
(Adair, Casey, Clirton, Cumberland, McCreary, Pulaski, Russell, and Wayne) and two more currentl ar“
betng phasec in! [Five other Sth District counties are in the present or projected service areayoé‘ ¢
other OVRMP-supzcrted home care programs.} During 1972, gver 700 5th District residents were Provided
home health se-vices through the base and satellite units of the Somerset program alone. Home care i
vated a priority reed by the CHP agency in this area, now being met by this effort. Financial stabilqt
of these progra=s nas been better than expected, permitting OVRMP to support expansion, extension, ang ’
replication of tnis activity on an accelerated basis. This success reflects the enthusiastic sum;or:
and cooperstion of area physiclans. Total DVRMP support to this project, phased over three years
amounts to approaimately $225,000. (It is interesting to note that while this type program is ,,0':
usually countes as "categorical”, most of the people it directl{ serves are patients with chronic
degenerative dise2se such as heart disease, cancer, and stroke.

Rural Clinic Develocoment

Another patient care demonstration in this district supported by OVRMP is the rural clinic prograr
of United Heal:» Services of Kentucky-Tennessee, which serves an isolated 4.50mm‘%‘5?ﬁ
Whitley, and tw: 22j0ining Tennessee counties. This is a Joint venture of two RMPs and tre
Appalachian Regizeal Commission, with strong community support and involvement. Three strugglin;
mission/settlere~: clinics have coordinated and expanded their Service program, integrated their’
admimistrative czerations, adopted a consolidated problem-oriented medical record system, incorporated
the use of upgrzzac nurse practitioners and community health extension workers, and secured the local
services of a t.11-time primary care physician. OVRMP has invested over $100,000 in this progra~,
which will be severely compromised now by the involuntary termination of RMP support at the mid-point
o: an intende¢ trree year project. The project has now served about half of the 1,000 families in
the area.

Pedfatric Heart Clirics

+ Regional Pediatric Heart Clinics project is an effort to coordinate and stabilize
= of special field clinics for ambulatory pediatric heart disease patients, anc
af clinic services while extending sessions to new. patient groups. Since our

in 1972, the itinerant cardiologists and supporting staff have had 439 patient
tyville, Campbellsville, Harlan, Hyden, lrvine, London, Manchester, Monticellc, and
Eifchrond sites. 211 patients are referred and followed by their local family physicians.

OVRMP support o
2 multi-agency

Computerized RaZigtherapy Dosimetry

ients from the 5th District have benefitted from better dosimetry planning for
37tage raciotneraby at the University of Kentucky since OVRMP began support of

this project ir The first phase linked the three university medical Centers of our regior tc

2 joint computer Yinear programming capability which quickly gave radiotherapists a highly coti=tzes
treatment plen “zr each patient. A second phase {now threatened by loss of funds) would have provices
telemetry links 22 this system for all cobalt units in the region.

About 90 cancer 2
external bea™ s.

Emergency Mecice! Services

OVRMP recently sizned a contract with the Kentucky State CHP agency to provide for Emergency Mecical
Services develcprent personnel in those rural areas of Xentucky which do not have local CHP agency
staffs. This will apply to s large part of the £th District. This effort is being closely coordirates

with the emerge-cy services actions of the stete's new Certificate of Need Board.
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Ohio Valley Regional Medical Program
EDUCATON ACTIVITIES
Fifth Congressional Oistrict of Kentucky

(}a ' 10 ~’/L Area Health Edum

! 1 g Zoncern for long-range sub-regiona) health manpcwer development s a continuing major theme of
-— ,(Ll_( WM operations, with current eronasis on the cevelopment of Sub-regional Organizations for Health
a Pl <o Education and Training (SOHMET) in selected pilot areas over the region. The present effort is
funded by OVRYP but {s being implemented in concert with Kentucky's Comprehensive Health Planning

E'even counties in the 5th District {8e)1, Clay, Harlan,

. sgency and both university medical centers.
- 7 Jackson, Knox, Laurel, Lee, Leslie, Owsley, Rocacastie, wnitley) are included in the service ares of 2
4’\(}3 sew Appalachizn SC-VET, only the second deveicsed under OVAMP ausgices. Iwelve ROspitals anc otzer
! AeaTth service organizations, ané twelve higrer education institutions {al) within the area) nave

joined the University of Kentucky Megical Center in promotina this new area health education network,
These SOHMETs offer consideradle potential for improvement of our health manpower probless, by
ncreasing training program cacacity {aiding sucoly) and by using geograshically dispersed locaticns
for on-site ecucation {2iding distridution). Tre increased involvenent of private patients and
sractitioners in student learning situations wiil nave a positive effect on both professional education

ind medical care.

4ini-Residency

Eleven Sth Districs phvsicians {from Columbia, Hyden, Lynch, Manchester, Middlesboro, Oneida, Russell
Springs, and Somerset) have taxen an OVRMP-sasnsored "mini-residency” in a clinical area of the‘r
shofce. 1In each case, the doctcr returned <o tne university medical center for one, two, or more weexs
sarefully planned, well structured indivicual iearning experience especially designed to enhance his
knowlecge and ski_:-X. and has then returned ts the community better equipped for his practice.

%edical Center Courses

156 physiciars (and 123 other health professionals) from the 5th District have participated in shorter
iourses and rounds at one or more of the three medical scnodls receiving OVRMP funds Tor tasic operating

205Ts of their cantiruing education programs. This comprises 60% of the active patient care physicians

n of the district.

26ca) Opportunities

Yor are a1l these CE opportunities confines to the medical centers. OVRMP supports the University of
Lentucky medica) (E extension program, which has held 27 courses and 14 radio-TV conferences during the
last 3 years within the 5th District {(at 8ucknorn, Columbia, Corbin, Harian, Hyden, Miadiesvorc,
Fikeville, Kicmmond, Russell springs, and Somerset). These Sessions permit sma)l groups of physicians
ften is the average attendance) to share in & special educational exercise without leaving their. local
rea.

e
( -%ncvm

NRUP also began a very popular WATS line teiephone reference service as part of our Library Extension ... -
srofect. During a twenty monmmwﬂlﬁ’“ﬁ'msfn - (TRETUdTRG 108 physicians )
Jsed thiy WATS reference service to request siC)iograpnic search and reprint services. When it looked

Tike the service mignt nave to be terminated because of cessation of OVRMP support, several of its
tonstituents wrote letters to let us know it was a valuable service they wanted to see continued.

02

The problem-oriented medical record represents one significant instrument for restructuring patient
N records, health education, and mecical care. It focuses on ambulatory care, emphasizes comprehensive .
service, enccurages prevention, facilitates contiruity of care, enhances care for the chronically ill,
supports health professional education, accents multi-discipline inputs of team care, adapts readily
0 automation, and aids peer review. R¥P awarded eleven contracts in an effort to implemen

3mnstrate. and evaluate POMR in varTous tory care Se 7 BF these
fontracts is w amily practitioner in Columbia, Kenfucky.
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Mr. Rocers. Thank vou.

Mr, Hastings? )

Mr. Hastixes. Thank you very much.

Gentlemen. I am delighted to see we have Dr. Ingall here who has
maintained very close association with me and provided me wit],
probably more information than I have been able to assimilate. l

Dactor. have vou talked with Dr. Edwards recently?

_ Dr. IxgaLL. No, we have in fact an invitation to meet with him next
in about 10 days time. I gather he is out of the country at the moment
_Mr. Hastixas. I have some reason to believe Dr. Edwards may be »
little closer to feeling that RMP's should be in fact kept in opeiatioh
for a while until we can take a closer look and I hope the results of
vour meeting with him will bear that out. i

Dr. Incarvr. T think with respect to everything that has gone before
this is the only logical or sensible thing to do. I hate to sort of burrow
in the absence of people that are not present to defend themselves hut
I was extraordinarily worried this morning for example that the ad-
ministration told us that $300 million had been spent. That is cer-
tainly a long way from the truth: 2500 mililon was appropriated but
the actual amount spent was in the $350 or 400 million mark.

Mr. Rocers. That is an interesting point. How much did you say has
been spent ? )

Dr. IxGavL. Certainly less than the amount appropriated.

Mr. Rocers. We had aH)proprinted $500 million but you have not
had all of that to spend. About %350 million? :

Dr. IncarL. £350 or 400 million. That is a figure I would like to
confirm.

Mr. Rocrs. It would be helpful if we could have that figure for the

record. :
[The following information was received for the record.]

DATA ON RMP APPROPRIATIONS AND RMP SPENDING

{In millions of dollars]

Budget -

Fiscal year Authority request Appropriation Obligation Qutlay

62.9 56.2 72.4 42,0

73.5 73.5 8.2 8.2

79.5 99.5 70.3 843

40.0 80.5 135.0 88.0

125..1 159.0 §5.4 1346
(55.4) r—,

Total. . ooooienm e 70 381.0 478.7 a2 { a2
REVISEH. oo oceeanneaaecnmain (311.3) N e

I'he Administration’s testimony that RMP has spent $500 million appears ta be
overstated hy X76.8 million,

The Administration has used “authorization” figures repeatedly to give a
“huadget ceiling buster’™ coloration to HLR. 3608, It hax heen rupored that your
subcommittee will mark np the bill to make the extension authorizations identical
to recent fisenl "4 Presidential budget requests, The exception. of course. waould
be to use FY 1973 appropriations where the President indicated he would
terminate programs,

If this ix only a rumer. 1 would strongly suggest it he made a fact. It would
help in the case of a veto,
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To prevent the bill, in fact, from becoming a budget buster the money for termi-
nated pregrams can be taken from the Community Mental Health Center FY
1974 I'residential budeet which ineludex several hundred million for phasing-out
the program. M.H. Center leaders agree on this, ]

Curicusly. OMB pur money enotizh in the FY "74 budzet to phase out Com-
munity Mental Health Centers thronzh FY ‘78 While the basic law requires
ILEAW. to fultill all MH. Center grant obligations once those obligations are
made. it is odd. if not unique. that the President put maney needed through
FY °7$ into the FY "74 budzet. But it's there and. upder an extension. won't

be needed in FY '74.

Lakes Area Recronan Meprear Prograd. N,
Buffule, NY. Map 220 100

fHon. Patr G, Rogers,
I trn Building.,
1 Nuton, D.C.

Taaak M Rocenrs: During the Oversizhr Hearinzs on Regional Medical Pro-
pram< I took zreat exeeption to the Administration witnesses portraying the
recommended appropriation on Regional Mediead Programs as an actual ex-
penditure. This letter ix supplemental restimeny for the record as required by
you.
I wish to go on recurd as objecting to the technique whereby authorization
and appropriation is presented asa stiatement of money spent.

Thix is untrue.

The implication that appropriated fund= have been continually expended
since 1466 to improve the health care delivery system augments the inaccuracy
of the Administration’s testimouy. The facts are:

1. That from 1966 throngh to 14968 most of the funds distributed were for
planning and stroeturing Regional Medieal Programs into existence.

2 From 19649 the funds were maide available for operational projects under
the original fully cutryoriral terms of the law,

3. The fizcal year 1972 budget released in January 1971 was the first statement
of new policy for Regional Medien) Programs ~a <hift in emphasis . . . directed
towards improved and expanded service by existing physicians, ete.”

4. The budget narrative for 1974 says “despite federal expenditures in excess of

S5O0 Titlion Tt Fhese arfiFimies there is little_evidence. that_on a_nation-wide

basix the RMPx have materially effected the health care delivery system®™. These
uctiviticy refer to the Improvemeiit of access and strengfbening of the health
viare defivery svstem alludedd to in the preceding sentence of the budget statement.
1 have reviewed the sequence of events with consummated care. Since the new
policy was stated as recorded in 3 above) our expenditure has heen fractionally
under 2200 million. To lead your comtuittee to conclude that £500 million had
heen spent for this purpose ix. therefore. even more misleading than would ap-
pear on first examination.

My facts come from the budeet narrative for Regional Medical Programs over
the years =tated and from the RMPX Fact Book. both of which are produced by

thie Administration.
. Yours sincerely.

Jons R. F. Incarn, M.D,
Erecutive Director,
My, Hastixgs, I am interested-—and if vou will agree to answer—
in a statement made previously by Dr. Margulies about the National
Advisory Board and how they maintain some oversight or control
over the various 56 programs. Have they in fact maintained that type
of oversight. They talk about arranging them and saying “if von are
not doingz the type of job that the legislation has intended vou to (o,
or the admimstration has intended vou to do.” that theyv pull off the
funding and go into a 6-month fanding period to straighten out. Has
that in fict happened throughout the RMPs in this country?

v
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My, Warn. The threat has been posed to at least two regions that [
an think of. I believe that one was actually put on probation.

Mr. Hastines. You say one was put on probation?

Mr. Warp. As I recall.

Mr. HasTines, Yet this statement indicates they “put lagging pro-
arams.” plural. on probation where they have not hived up to their
obligation. : .

Mr. Warn. T am speaking from memory now. I have not had a chance
to look that up. The National Advisory Council does review all of
the funding of a region and then approves it fora I-year period. a 2.
vear period, or a 3-vear period. Regions that ave considered to be oper-
ating or functioning well usually get what ix ealled a triennial review,
In other words, they go the full 3 years without reviewing then.

Regions that are going exceptionally well—and this is a part of the
funds they call administrative costs—get what is called a develop-
mental component. Now this developmental component can be
awarded for purposes that are not specifically stated in your original
grant application. But if yvou are funded for 3 yvears. you must state
specifically what kind of things von are going to do during those par-
ticular 3 vears and if you deviate too much from that, then you must
seek another approval for that deviation. The only thing that you
have a great deal of freedom with, or relative freedom. is the devel-
opmental component. You can make small awards for a I-vear period
without having specific approval in vour triennial review.

Mr. Hasmixas, 1 would also like to have answers to some charges
by the administration where RMPs have not been suceessful and 1 will
quote from Dr. Zapp's testimony this morning. “RMP’s have heen
unsuccessful in reconciling the conflicting emphasis between categori-
cal disease activities and comprehensive health care problems.”

Dr. IncarL. Mr. Hastings. T think one would be tempted to really
run away with this as a dog worrying a bone. I think the question of
categorical and comprehensive medical raises the question that I re-
lated last time when Mr. Kyros was chairing this committee. You
know, if you are looking at comprehensiveness you have to take for
example. the emergency medical service as we discussed it. Coronary
heart disease is an emergency. People die in the first 2 hours. It did not
seem economically reasonable not to consider that a cancer patient
could have a sudden hemorrhage. an obstruction. a thoracie collapse,
and would not need the same treatment. It did not seem unreasonable
to say a person with stroke. that had a hemorrhagic stroke that could
be syphoned off so he could get back into the community as a pro-
ductive individual. should not fall into this comprehensive attitude
to heart. cancer. stroke: the same applies to kidney disease, the same
applies to trauma and the same :lppllins to poisoning. It was this com-
prehensiveness of thought that has been a problem when people have
said. “Don’t the regional medical program adhere to the categories.”
By George. it adheres to the categories. but it adheres to them economi-
cally. In other words what is good for one eategory is equally good for
the other and one must look to the fundamental shorteomings in all
the categories if they are going to serve the community at large.

Mr. Hastings. Do I interpret that to mean that you do not agree
with the interpretation outlined by Dr. Zapp. that you do not agree?

Dr. IxcarL. Yes.
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Mr. Hastixes. Next he said, “There is no significant evidence that
RMP’s have achieved their goal of getting research advances 1n regu-
lar large-scale practice. The training programs undertaken are typi-
zally of limited scope and duration and there is no substantiatin
avidence that these have had a significant impact on actual medica
practice or in demonstrating improved quality care.” Would you care
to comment on that, one or all of von! ‘ .

Dr. Ixgarr. From the professional point of view, I would take di-
rect issue on that. In telling a physician or somebody else what is
available to him at the research level which is medically and clinieally
applicable. getting that message across is the marketing businesses
that RMP has been in. It is not just teaching people. It is getting the
information across. They are intelligent enough to use it. They just
want to know it is there. This information transfer has been crucially
suceessful in our area. It helps the physicians to realize that in fact
the commitment. for example. to a coronary care unit is more than
they can assume. This has prevented a great deal of expenditure in
avery single little hospital developing an enormous coronary care
anit. beennse they know—they have fearved with this information
transfer. this marketing of what are the standards in the accepted
institutions—they have eame o realize where they can meet those
standards and to what extent they can do it. That has really made a
difference to the practitioners in our area. It has also made singular
difference—and 1 have to oo across the State line for oxampfe. to
Pennsylvania here—physicians have sald. “We have learned one
other thing. The referred patient with lovalty to our old institution
we had been sending patients 400 miles for help whereas we should
not acdhere to that veferral pattern. There is equally good treatment
200 miles away.” That i= good =ense. That is saving patients travel,
yvernight stay. It is saving patients discomfort and it is saving money.

These are terribly important things to grasp. Now how successtul
aas this information transfer in the regional medieal program been
In owr own area. Mr. Congressman, az you know, people are being
swughe really what they require and we are tinding people. just by
rdueating then to their needs. we are finding people needing care and
“hey are getting eare. We are keeping them out of hospitals. These are
Ul very important factors to consider.

Dy, Hasteron. T note the ecomment that physicians are well able to
pay for their own education. which I agree. 1 received a letter from
v respected physician in Florida not long ago saying ~Why shounld
vegional medical programs involved in the healrh edueation in pro-
mrams for physictans.” He says there are plenty of these programs.
Every day T got in the mail announcement of a tonr to Greece for
nedical edueation or the Mediterrancan or Cavibbean or something
going on in London. Amd it is tyue ply<icians can go to these places
and get these dynamie lectures, even mn their Joeal medieal schools, but
what regional medical programs have heen addressing themselves to
as far as continning edueation of physicians is to try to make it avail-
able to them within their practice. through consultation services that
are available by telephone. or other means of providing them with
cons=nltation, while they arve faced across the bed or avross the table
from the prollem. right there,




That is the best time to gain cducation. when you have the problem
before you. When 1 go to didactic lectures in about 15 minutes I often
find myself asleep and 1 think this is not a very good way for con-
tinuing education, or to go off to Gireece or the Mediterranian or
Caribbean.

Mr. Hasrixas, If you were a Member of Congress taking those trips
to far off places vou would be going on a junket. not continuing edu-
cation. I am afraid.

I do very much appreciate the testimony of all four of you gentle-
men. I hope we have the opportunity after we have extended this pro-
gram for the year hopefully. to get together again to try to develop
continuing programs. encompassing the best parts of RMP’s,

Thank you again.

Mr. Rocers. Mr. Roy ?

Mr, Roy. Thank you very much.

Isn't it essentially correct that RMP did start out to provide to the
local practitioner, the knowledge that we have gained about cancer
and heart. stroke and so forth.

Dr. IncaLr: Yes,sir.

Mr. Roy. This was the thrust of the program during the first few
vears’?

Dr. InGarL. Yes, sir.

Mr. Roy. Isn't it also true there was a white paper by HEW under
this present administration.

Mr. Warn. The Finch paper.

Mv. Roy. What did that Finch white paper recommend?

Mr. Warn. The Finch paper set forth the priorities in the health
field insofar as the administration was concerned. One of those major
premises so far as we were concerned was the delivery of health care
to those who did not have it and it named five categories of citizens:
mothers with children under five. Indians, migrant workers et cetera.
It was pointed out that RMT was a categoric.? approach and the con-
tinuing education program and therefore did not fit in with these
priorities and if funds were going to be released for the program it had
to find a way of fitting into these particular priorities.

A Jong meeting was hield with the Seceretary. We negotiated these
points. We came to a general agreement on how the program should
proceed along the Finch priorities.

Mr. Roy. So the decategorization came about as a result of the thrust
of the Finch white paper.isn’t that correct ?

Mr. Wann. Right. It changed the emphasis in our program, not
necessarily the entire approach. but certainly the emphasis.

Mr. Roy. As I hear it the administration says “We are going to
criticize you because vou are not doing those things which the program
originally said you were going to do”. but now you are doing many.
many things.

Is it correct to say vou are doing many. many things because HEW
under the Nixon administration requested that you do many, many
things.

Mr. Warp. We have felt that was true and we felt somewhat hurt
by the fact that those negotiations were not remembered.
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Mr. Roy. Isn't it also correct that the RMI”'s which were to get the
greater stuire 01 the mohey were 1ndeed tnose 1M1 s thiat nupleiiented
the variety of service programs outlined by the Finch white paper?

Mr. Warp. Right, and as coordinator we were obligated to go back
and sell our advisory committees on the feasibility and the advisability
of going along this particular line, and we did.

Mr. Roy. That was the only thing 1 wanted to make clear.

Mr. Rouers. 1 think it 1s well for the conimittee to understand this.

Dr. Hayrerox. Along the same line,

One of the criticisms of the RMP’s has been that it has not achieved
the regionalization of health care delivery envisioned by the RMP
program.

This is not in the Taw. That wax in the original DeBakey Commis-
sion recommendation but Congress vejected that concept. We are in
fact prohibited to tamper with the health care delivery system to that
extent.

Mr. Roy. Let me ask for the record. the Finch white paper 3 vears
ago requested vou not to go forward in categories, heart stroke, cancer.
and lung diseaze. to the degree vou had formerly but you do a
number of other things.

What were those other things!?

Mr. Wann. It did net say that. Ir just did not list what we were
doing with any degree of priovity and therefore there was a reluctance
to release the appropriated funds for the program.

This issue was raised by the inability to get funds released for the
program. The priorities that could apply to us were priorities that
dealt primarily with the ereation of primary care for those people who
did not have it.

I am not sure I can recall all of the eategories but they were, as I
remember. mothers with children nnder 5 Indians, migrant workers—
somebody help me with the other two—intercities. but the report that
was dated February 1970, set forth these priovities then a group of co-
ordinators tried to comply with then. .

Mr. Roy. That is the point T wanted to make. Your mission was
changed substantially 3 vears and 3 months ago at the request of HEW
rather than as a result of your own initiative, :

Mr. Rocers. This is what coneerns the committee. We write the law
and then HEW. in this instance through Secretary Finch's white
paper. tries to change the thrust of what we write,

Mr. Heinz?

Mr. Herxz. Thank vou. Mr. Chatrman.

T want to commend the coordinators for having brought to the com-
mittee this very helpful testimony. T would appreciate comments on
how from the srandpoint of men in the field. ITEW might have brought
about the following situation.

T have here the budgets of two different RMD's. both rated quite
satisfactorily by HEW. One of these is the Minnesota RMP where
the program staff components is about $830.000 of a budgeted total
divect costs of $2.699.000 for the (-3 program vear.,

In this case. program staff account for a little less than one-third
of total cost. In the western Pennsylvania RMD. alzo getting high




marks from IHEW. the core cost component was $899.000 out o1 & tora,
direet involvement of $1.375.000 or nearly two-thirds administrative
cost. if I can tell the core component. administrative costs

Would anybody care to make the leap and comment on how there
could be such wide discrepancy from your own experience with the
evaluations performed by HEW which I am sure you all have famili-
arity with,

Mr, Warp. I think I can answer that.

First this program has undergone an unusual amount of cuts.

In other words. we get an appropriation. We expect to be funded at
a certain level. We do our planning to reach this particular level, and
understand you just cannat do this planning overnight.

It takes months to put all this together. Then you go through the
review cycle which is approval by the National Advisory Council. You
get. vour projects approved and you tool up your core staff which are
people that you have to have on full time, or whatever you contracted
for.

You tool up to meet this level. Then the program gets cut and the
ent in many cases has come just before the new projects were to be
funded. .

Western Pennsylvania if I recall—and again this is from memory—
had literally hundreds of thousands of dollars in unfunded projects
and these are projects that the planning had been done on. The ex-
pectations were they would be funded but just before their funding
period eame funds were withheld.

I was fortunate in California in that my funding cyele came at
such a time that T got in before the cuts came although we suffered a
very serious eut on oceasion and it throws yowr staff—what you are
trying to do in the five to seven steps that T have outlined—it throws
vou out of synchronization with your operational side to have these
cuts come bocause vou almost always have to take the cut out of the

unfunded projects. ) ]
T am pretty certain that is what happened in the case of Pennsyl-

vania.

Mr. Theivz Fven though these numbers T just quoted were from
their 4th vear of operation. for 1 year. this could still happen.

Mr. Wann, Right.

My Hersz Thank vou very muech.

Mr. Chairman. T have no further questions,

Mr. Rosers. Any other questions?

D, Carter!

Mr. Carrer. In the tield of drugs vou have gone into that somewhat
I take it. i that correet 7 Drng edueation,

Dr. MeBeatin. T am not sure we have. Dr. Carter. if you are speak-
g to me.

Mr., Cavrer. 1t s on thislist here.

Dir. MeBearin. You are speaking about a praject in avea of drug in-
formation. We had a project of drng information earlier.

Mr. Cawrer. What was vour anthorization for that?

De MeBrarn, 1 do not veeall the ameunt,

Mr. Carreer. T think much of this probably has been gond. You say
the white paper may have been responsible for part of it.
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Dr, McBearn. May I respond on the drug information project.
The drug information project was directed toward providing
ractitioners in the field. physicians. with instant telephone communi-
ations with a drug information system to provide them with informa-
ion about drags that would be uzed therapeutically in their practices
nd it was used that way until we had to cut our program and our
suncil itself placed a lower priority on that project and terminated it.

Mr. Carter. Was that ever a part of your program at all, drugs or
nything to do with drugs. We usually take care of that under

Dr. MeBeari, We felt drug information very much a part of the
xpertise that had been developed in the medical centers in the area
f heart, cancer, and stroke. having to do with pharmacentical ther-
py: and to get that disseminated throughout our region was i good
ipport of the categorical emphasis of the Taw.

Mr. Carren, Sinee we have mental health centers which have with
em arrangements and beds and specialists for treating this. don’t
ou think that is another layer on the cake. that you're spreading into
n area vou should not. This is siot vour Held at all.

Dr. McBeatH. To provide information about clinical pharma-
logy?

M. Carren. Concerning drugs. That really is not specified in this
rintout.

Dr. McBeati. This projeet had nothing to do with drang addiction
v the illieit abuse of drugs.

Mr. Carrer. This just says drug information and really. the bill
oes not mention drags as related to anything except heart. cancer.
nd stroke.

Dr. McBeari. T think this is divectly in that channel. Tt is talking
sout the latest findings with respect to clinieal pharmacology in con-
ection with heart. cancer. and stroke.

Mr. Carrer. You have four purposes. I think you probably devel-
ped some good. I hope some good home-care facilities in this area. I
oticed you spent quite a bit of money on this in that area,

Would vou describe what you have done in the field of home care?

Dr. McBearn, The program is supported with seed funds to start
p—and with considerable technical assistance and consultation from
ur core statff—the formation of multicounty home health agencies,
st of them in rural aveas. .

There are nine of them now. These programs are aided in starting
p in areas where it appears that there is good receptivity to them on
1e part of local physicians. They provide services—about 60 percent
f the services. as I recall. go to medicare and medieaid patients. The
ther 40 percent are to patients paid from other auspices.

Mr. Carter. What part do vou play in that? -

Dr. McBraru. Of underwriting the deficits of these programs dur-
1 their early inception until they are self-supporting. and: of pro-
iding technical assistance and organizational skills that are required
» put them together.

Mr. Carter. Where do you provide kidney dialysis?

Dr. McBeatH. We do not provide kidney dialysis per se. We train
snal dialysis technologists and we have provided considerable staff

’




support to the Qhio Coordinating Committee on Renal Disease a
Pl - I

the Kentucky Kidney Institute.
Mr. Carzer. Do you provide funds for training people in this area?
Dr. McBeaTn. In the renal dialysis area; right.
Mr. Carrer. Where do you do that ?
Dr. McBearn. University of Kentucky.
Mr. Carter. University of Cincinnati?
Dr. McBeatH. No: just University of Kentucky, that project.
Mr. Carter. What 1s the approximate cost of that per year?

Dr. McBeati. [ have to refer to my notes.
About $50,000 per year is budgeted for that project. We had another

kidney project that was turned down.
Mr. Carter. I think it should have been more rather than less.

Mr. Rogrrs. Thank you.
If there are no other questions the committee is grateful for your

presence here today and your testimony has been most heipful.
Mr. Rocers. Thank you. The committee is adjourned.
[The following letters were received for the record:]

AMERICAN NURSES' ASSOCIATION, INC,
Kansas City, Mo., May 4, 1973.
Hon. PatL G. ROGERS,
Chairman, Subcommittce on Public Health and Environment, Committec on In-
terstate and Forcign Commeree, Rayburn Building, Washington, D.C.

Dear Mg. Rosers : The abrupt termination of Regional Medical Prograius even
before its legal authorvization expires is most disheartening to those concerned
with improving the health care of the American peovple. This country’s leadership
in the field of health research has long been a source of national pride,

Health research, if it ix to result in better health care, must be rapidly fed into
the health care delivery system. The Regional Medical Programs have made it
possible for thousands of health personnel to be brought up-to-date on changes in
care, thus making possible better services to the ill.

Many RMP groups have been innovative in developing programs of continuing
education that meet the specific needs of their communities. For example, T, V.
communications for an area where travel is difficult, development of teaching
materials to be used when convenient by busy, overworked health professionals,
and edueational meetings arranged at locations that do not usually have access
to continning education offerings.

It ix now being said by DHEW spokesmen that RMP's provide continuing edu-
cation to those that ean well afford to pay for it. The reality is that it costs, on
the average, three times tuition charges for most higher education programs.
Health professional education coxts are considerably wore. Support of staff while
courses are being planned and developed ix also costly. Speaking for nursing.
there are staff nurses in rural and other areas of this country, many of them
with families to support, earning $7-88000 a year ! How realistic is it to expect
them to pay $300-8400 for a workshop (if full costs were to be charged) ?

Right here in the District of Columbia RN's start at $8500 a year and you
are well aware of the high cost of living in this area.

In addition to the educational programs supported by RMP's, the demonstra-
tions of services-to-penple portion of the program should not he underestimated.
The catastrophic nature of the diseases focused on in this legislation and the
large number of Americans disabled by them indicates that there continues to
be a need for improvement in prevention measures and care for people with those
diseases. :

When specific legislation is introduced to revise or extend these RMP pro-
grams, we will address ourselves to the specifics but ar this time we want to
indicate our support for many of the RMP’s throughout the country. This does
not mean that we support long-term renewal without changes in the law, but pre-
eipitous close-out of programs without plans for the future seems most wasteful
of resources it took years to develop. :
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I ask that this statement appear in the recond of the oversight hearings on
Regional Medical Programs,

Sincerely,
Eiteex M. Jacosr, Ed. D, RN,

Ezxccutive Director,

AMERICAN OSTEOPATHIC ASSOCIATION,
drlington, Va., Muy 4. 1933,

Hon. PavL G. ROGERS,

Chairuran, Subcommittee on Public Health and Envirenmont, Connnitteo on In-
terstate und Forcign Cupomerce, Rayburn Howse Office Buddding, Wash-
ington, D.C.

Dear M. CHAIRMAN @ On bekal? of the American O<teoputhic Association, the
American Osteopstthic Hospital Associntion. ataed the American Association of
Colleges of Osteopathic Medicine, we wisl to state for the record our views on
Regional Medical Programs «RMDP -, which have ieen carmarked for eradication
June 30, 1973.

Approximately 75 percent of :l.v osteopaithic profession is engaged in the de-
livery of primary health care needs, amd many of these doctors prictiee in raral
areas. In these areas, RMPs have served aovitad function.

When Regional Medical Progrious were estabiished dunn" the Johnson ud-
winistration, they were chirged with the relaying of new wmedical advanees from
the laboratory to the practicing phiyvsician, We feel that this goal has been at-
tained with a reasonable amount of sueeess, Throieh these projects many physi-
cians, bhoth M.IV's and DLoyvs have derived fariler knowledge of medieal sid-
vitnees and techitiques which otherwise might bave been nearly impossible to
aeguire. Tremendous strides have ieen navde in the tields of heart disease, caneer.,
stroke, kidoey and other reliated diseases throusgh RMID research activities, In
addition, numerous patients have been served, new health manpower has heen
trained and deployed. the gquality f eare has been Dnpreoved and new health eare
services have been made available, These are generalized aceomplishuient< of this
program, aceomplishments which we submgit State and loeal governments coihd
not have attained alone, The abrupr plisse-out of RMDP projects will impede the
development of high calibre health service, at what we, as primary physicians,
feel is the core area that needs to e uperaded.

In our opinion. many of the 56 RM1"s jn existence have proven their effec-
tiveness. Although there are a few which have apparent weitknesses, we helieve
that RMI”s bave made 2 solid contribution to eorrecting the maldistribution of
proper health care in this conntry. It will be the poor, the elderly, and the resi-
dents of rural areas who will suffer the most with the demise of this progran,

We strongly urge the Congres<s to onee again concern itself with the real issue
at hand and re-examine our nation’s values and priovities ax it did in establish-
ing thix program almost a decade awo,

With respectful regard.
: Roy J. Hagrvey, DO
Director. AOA Washington Offive,
ROBERT W. OLIVER, I'H. 1),
Axsoeciation of Colleges of Oxteapathic

Eaccutive Scerctary, Mncrican

Mrdicine.
Joux A, Rownayn,

Chairman, Legislative Committee. American Osteopathic Hospital Asso-
eiation.
[Whereupon. at 3:40 pan. the committee was adjourned.
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