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HR’7is, a??ropriateiy,a consumerorientedagency,dealing~~ithpeople ,
and their?otentialsas well as their~roblensi In our serviceoriented
functions,the Departmentemphasizesthepotentialof consumersto ma’ke
theirown decisions,and th’erightand responsibilityof consumersto
k,alietheirown choices. In healthcare,thisis reflectedin the
Department’smovementtowardinvestingtherightto healthcarein the
individual- not in institutions- throughvariousformsof health
insuranceand healt’ncarebenefitpackages.

Wile maintainingthe consumerorientation,it is at the sametime
essential- particularlyin thehealthcarearena- thatthe Department
have a locusfor dezlin~with theproviderconst~~uency.If !reare to
impacton the “healthcare crisis”,to improveaccessto healthcare,
containcosts,improveproductivityand quality,thenit is the providers”
thatneed to be changedso thatconsumerscan,in fact,exercisetheir
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choicein a more rationalenvironment.Consumers,exe~cisingtheir
I choices on an essentiallyindividualbasis,can have littleimpacton

I
the healthcaresystemin theircofimunities.The consumer-oriented

& CHP agenciescanbe a collective,consumervoiceto dealwith community,.
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healthcaresystems,throughmorerationalplanningof theallocation
of resources.

But it cannotbe expectedthat.aconsumer-orientedCHP alon”ecan be an
effectiveleverin moving?roviders,individuallyor collectively,to
c-hange,%mprove,and evolvetomore cor.sl~ner-sensitiveinstitutions.
CHPScannotbe giventhe dictatorialpowerand authorityto bringabout
thesechanges,nor can theyattractthe expertknowledgewhichcould
effectchange,in the absenceof publicauthority.The auraof the
physician,the prestigeof thehospital,the scienceof themedical
center,precludesequalityof discussionbetweenprovidersand Consurlers

on themajorityof matterspertainingto healthcarechangeand improve-
ment.

(
There*mustthereforebe an arenaof equalsthroughwhichthe Dep~rtment>~}
if it is to developa successful)TationalHealthStrategy,can exert /:
,directas well as indirectleverageon the providersto bringabout ~“
desiredchange. The RegionalMedicalProgramsconstitutethatarena. ~

Lossof a directDepartmental.rolein relationto healthcareproviders,
eitherthroughabolishingN@ altogetheror foldingit intospecial
healthrevenuesharing,wouldmeanlossof contactwith themost
influentialconstituencythattheDepartmentseeksto change. The primary..~—.———”.,
functionwhichkm serves,andwhic~”o=y= servesat thistime,is
as prov~ hangeagent. It doesnot functionas a sourceofprovider
sup?ortnor, as somehave charged,as a “providerrevenuesharing”
mechanism. It is providerdominated,pur?csefully,but not to maintain
the providerstatusquo,as hasbeen suggested.RW has, in part,a
categoricalemphasis,but thatis becauseprovidersare specialized.
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ch~~l~e ~OSt readily and efficiently, one a?pliesthe
tileobject to be ~,oved, not at a distancefromit. ,

Gainingthe confidenceand cooperationO: providerstO changein areas
of theirinterest,Dermitsadditionalnore positiven.ovementbeyond.
theiri~~zediatespecializedconcerns.Aad thisis accomplishednot
just because E.P funds provide a stir.=las,but because the providers

themselvesinvestin maintenanceof i;~provementsand continuingchanges.

~,fiilethe performanceof R~2s has been variable,thereis ampleevidence
thatm~s .taking most ?artsof the countrybecauseofPbc~ n

RR projectsare operated on an essentially seed money
onceactivitiesare off the grounda~d proven>tmr. ‘“

supportmust conefrom the localarea. Evidencesuggeits that this.is> ““.e-.,.—
in fact,happening.

~en majorneITnationalinitiatives~ro?osingnew directionsin health ~
caredeliveryare announced,it is theproviderconstituencywhich
must respond,and it is R~R whichhas the communicationwith,and the
confidenceof thatconstituencyto persuadetheircooperation.For
exam?le,the $8 millionaliocatednationallyto an energencYmedical
servicesinitiative,was matchedwith an additional$8 millionprogramed
by the providersthroughRWS. ,...,.

The stimulationof I~iOsrepresentsanotherexampleOf how ~@s, by their
providerorientation,were ableto i-tirthera majorAdr,inistrationpolicy.
FourteenR~Q,r:gions ‘nad as a major objectivethestimulationof }N1O
developxen~. ~ regions,33 P2i0a?piications havebeen funded,> in thos~
or an avefageof almost3 ~;Osper region. In onlyone RP thathad
HMO deve~opiaentas an objeccive,were no H}1Ograntsreceived. On the
otherhand, 42 RQS had little~10 activity,and in theseregionssome
53 KMO grantswere funded,or a muc;lioV7eraverage?er region. In 13
of theseregions,where therewas little&~JTactivityrelatedto H?IOS,
therewere no ~iO grants.

This exam?leis not meantto suggestthatRXRwas the onlystimulus,or
eventhe primestimulus,to ~0 development.It doessuggest,however,

D>fltakesan initiativeand givesit providerSanCtiOn,thatwhe~ean ..
thenthe climatefor changeamongproviders can be i~,?roved” It will
require,perha?s,increasedleadershi?at theFederallevelto assure
thatall R“@s seekto translatenationalprioritiesintolocalinitiatives.

In summary,theDepartmentcannotlose,cannotignore,theneed for a
providerconstitue~cyin its effortsto improvethe deliveryof health
care. t~ithoutthatconstituency,~~ecannothOPe to effectchanges‘n
providerbehavior. tlithCH? servingto identifyneedsand establish
priorities,PC*Qcan be the providerarm of theplanningProcessin
suggestinghow ?rioritiescan’benet. ~i~ilarly, in relation tO an
ImplementingAgencyk7hichoperatesto allocatefundsin accordwith.
the CHP plan,TJ”Qcan be themechar.ismwhichassuresproviderparticipation
in the impler,enting?rocess. The ReSionalIledical~ro:ramsrePresent‘Ur
primaryand uniquevehicleto corti~unicare~7ithprovidersand to exert
the leveragenecessaryfor change.
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