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also be realized that many VA and Dob activities provide scrvices to
s from areas other than thosc cncompassed by the local CUP

LA - Punding of Local CHP Agerncics

c s
will be needed. Only a small numbdc

)

with the recommnded authorization level of $60 million.
ated overall need to sully dmplement CHP is about §120
million, as stated by H. An 5?d“p¢ﬂ0ﬂﬂt nalysis Junded through

this office cawe to a similar cstinmate, The question, therefore,

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

or 5100 million (about 80% of the total cqtlrﬂtod need).

y-l

Two factors have been cited as retarding the im plementation of CHP

(1) lack of trained manpower, &nd 2) administrative difficulties

in orgenizing CHP agencies. P disagrees with H that 3,000 planners
c ined "

planners' are

C cra
ceded for cach agency; nost of the stafi of CHP agencies
ine

are presently individuals who wewe treined in a variety of related
disciplines, such as economics, statistics, business administration,
znd various health fields, ZIven if "planners' were desired exclusively,
a receat survey by the Journal of the American lospital Association
identified voxiﬁately 4,500 individuals now receiving health
planning education in U.S. universitices. In addition, many v others are
receivin ity D*dnnlng education. A second factor in the rate of
implementatio tnat. of organizing the agencies. At present there
are 194 CHP (b) agencies.. Firm plens have been made for an additional
90 agencics in rY 1973. OSome States are orgenizing these agencies
without Federal funds at present in anticipation of future Fcderal
support. Thus, at the end of F¥ 1973 oaly about 40 additional agencies
will be required for full national coverage.

4B - Funding of State CUP Agencies

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

vould "purchase" -about 16 staff members for each of the 56 State and
Tervivorial (a) agencies (at p roximately $22,000 in total
sdmiciscrative costs per staff member). Given the greater flnanc1al
resgurces of States as opposcd to local areas, the States can and
should supplement rcceraL funds sufficiently to add needed staff
zbove this level.

1\ r
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4C avid &D - Consolidation of 10v and HWill-Purton Plaming into CHP

P recommends that pLdUﬂJJO authority for RMP and Bill~-Burton be
specifically placed into ChP in ordar to clarify the relatioaships
among these programs. However, rather than transferring

funds, budgets can simply be “djuchd by the proper amounts

4F, 4G and 4T - Matching Level, Matching Funds and jluman
Sorvices Planning

P agrees with the recommendation by 0 that the matching level be

set at 80/20, that (b) agencics be allowed to use "clean" private

funds (but not provider fundsz), and that States be euncouraged

to coovdinate CIIP with other planning agcnqics. llowcver, we foresce

a scrious problem arising for some (b) agencics in obtaining the

20% satching share. Yost (b) agencies ave prlvatc, non~-profit agencies
which receive little public woney. TFew States have -enacted enabling
legislation for CHP.

In response to the encouragement of OMB Circular No. A~95, and in

an attempt to coordinate planning cgeucies being esLabllshed by

several Federal programs (traensportation, urban development, economic

development, health, ete.), almost all States have established sub-
State planninq and development districts. A-95 requires Federal

programs to cbserve those geograpnical areas, Some States have

also established regional plunu*ﬁ’ councils in those dlStrlCtS

which serve &s umbrella agencics for all the planning .

agencices. State tax funds are then provided to the plaaning

agencies through the regional planning councils. P believes

that coordination of planning and sharing of staff and facilities can best
¢ accomplished through such umbrella agencies., Therefore, P

recommends that model legislation be developed for States authorizing

such regional planning councils aund also providing State and local

funding for CHP agencies through themn.

As an alternative approach for funding health planning, P suggeats
that the possibility of a Federal tax on health insurance be

explored. The costs which a comrmunity pays for hoealth insurance

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

receives, One of the benefits of comprehensive health planning
should eventually be to reducc or retaxd the growth of health

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

portion or all of the expenses of ClP to be paid by third party

reimbursers, including Medicare and Medicaid. Such a tax, if used
only for the 20% éommunity share would amount to about 1/10 of one

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

the rate would be between 1/4 and 1/2 of one percent.
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54 -~ Advisorv Council

? disagrees with the @I recommendat tion that the imple enting agency
have an advisory council rather than a policy board, Ve feel

thotr the basic purpose hetve is to involve citizens both in
deeision~meking and in ciding tne impl Afation of projects.
AdViéényCO\uCll have not worked well in the past because the

staff usually makes all the decis lOﬂu, and the council serves simply
as "window dressing.' The CUP and MNP councils arce both pollcy C;
Poards and both have becn very succb,aqu in effecting citizen
inveTvement; the councils actually make the decisions. Therefore,

T acnds that the implementing agency have a policy board,

‘Purther, P recommends that tie CiP statute be “changed to speulfy
that the ccuncils be policy boards.

5B - ewbershin of Implementing Council

s with the H recommendation that the cquncil of the

ng agency be required to have a majority of consumers and
fficials, although both of these groups should be represented.
rpose of implementing agency councils is to provide technical
tance in developing projects. Thus, it may be appropriate for a
wajority of the members to be providers. The CHP agencies will have a
majority of consumners and will have approval authority over all projects
of the implementing agency, so consumers will have effective control
over providers in that way. (See further comments on 5D.)

5C - Public Hearing on Plan of Implementing Agency

P disagrees with the H recommendation. that the implementing agency

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

<3,

<
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s plen and on specific projects as needed

<

P submits the following discussicn of RP for the § evrctary s
consideration.

Yiission/Activities

Most of the major criticisms of iP have not been with the administering
mechanism itsclf nor even with the '"revenue sha ing” funding approach;
.

jnstead they have been criticisms of the mission, of the activities
supported by RuP's

There are three basic questions concerning the mission of RMP:

1. . What mission does the Department desire for RMP?

2, VWhat mlsulon is RMP capable of and willing to accept?

3. To what extent do these coinecide?

The present mission of RMP is basically that®of improving the quality
of the provider/patient encounter. A rumber of subordinate questions
arise concerning the continuation:of that present mission or the

possibility of an alternative one.

‘.

1. 1Is the present mission of RMP ~ that of supporti.g education and ! 7
training programs for providers who a;e already employed - an }
appropriatz use of Federal tax funds? Should providers be (pJV,

expected to provide hlgh quality care without such incentives?

2, If T«,dcral intervention is required to assure high quality.
care, is this form of intervention the most desirable? The
RMP system relies enti ely on voluntary participation. It

offers no extrinsic rewards; it possesses no sanctions.
nould ‘the Federal government instead require performance
review, in “order to assure quality? H has indicated that RMP
may be a useful instrument to undertake the role of utilization
and performance review, since it is provider controlled but is
more inclusive than medical societies. In their national meeting
in St. Louis last January, however, RMP's ctrong_,ly rejected this

“policemen® role. . . oy
o . :
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3, What results is the present RMP system really a¢hieving in
improving quality of care? Are adequate data available to
provide significant measures of results, or are only

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

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

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

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

The BMP Administering Mechanism

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

o

average staff size of about six, L

@

. . ~
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Hoq much money should the Department continue to provide to
support the RP mechanism?  What size should core staffs be?
Should salary levels be brouglt into line with those in the
TFederal government?

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

revenue sharing. . :

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

Funding Mechanism

The funding mechanisw used for RMP activities is basically a

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

Should RMP basic grant funds be earnarked7 Should the basic éfant be
used to 1mp1eme1; CHP plans with additional activities, such as "monltorln

quality,"  supported by earmarked funds? —

RMP as an Implementing Agency - . R

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

publishing a2 request for proposals is nét sufficient to implement

a grant program. Someone has to provide assistance to communities to
devclop projects in response to those requests. Some of the clearest
successes of RMP have been in providing such "1mplement1ng ‘assistance,
R¥P"s have helped to devblop projects for heart, cancer, stroke, and

" kidney disease care all over the nation. Both the Admlnlstratlon s

Emergency Medical Systems Program and the RMP EMS program have

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

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

P makes the following recommendations for RMP: . "

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

2. WP should be made the implementing agency for P plans.
Hence, RMP projects should be in accordance with and pursuant
to the plans of ClHP. In agreement with the Secrctary's decision,
CHP should review and approve projects of RMP. Activitiecs 3
of RP's should be carefully monitored to assure that they do
not undercut the planning ciforts of CHP.

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

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

Family Health Centers, etc. s

4, Departmental support for education and training programs should be
funded through BIME and should be limited to the development of
programs; tuition charges should pay educational costs in full. .
Departmental support for cancer and heart activities should be )
funded only by NIH. RMP support of these @ctivities should be ~
terminated’ ] - it e o v e 4 ae e e e B . . s e ey

T

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

- ‘ .

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

brought into conformance with State boundaries.

e PSSt e e — "

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

74 - Purposc of Health Grant Consolidation

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

1.

4'

Financing of health services, g

a.

Protection revention, and disease control services
> H A h ’

b. Provision of health services for Certain target groups.

Supvort of State and local health depaftments,

Development of new health planning and implementing agencies,

,
-

v

Development of new community health resources.

Each of the four categories of grants is discussed below, and the
recommendations of P for a consolidated grant program are sunmarized.

1'

Financing of Hezlth Services

~As indicated in the issue paper, there are basically two kinds of grant

programs which pay for health *services.

a.

Protection, Prevention, and Disease Control: Formula and
project grants in this category support what can be termed
traditional public health activities. Included are the basic
formula grants under section 314(d) and tlose activities funded
under section 317 and 314(e) for communicable disease control,
venercal disease, TR, rubella, rodent control, and lead basced

- paint poisoning prevention. These grants are awarded to

State and local health departments which usually provide the’
services directly. P recommends that these grants be included
in grent comsolidation. '

 Services for Particular Preject Groups: Y recormends that

project and formula grants in this category which are presently
made to State and local health departments for the direct
provision of servites in public health clinics be included in
grait consolidation. Included are MCH formula grants and

 project grants for dental health for children.
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On the other hand, P recommends that those grants which pay for
services in private health care organizations not be included in
grant consolidation. Since these services are similar to those provided
directly through public health clinics, soue States may decide to stop
funding private projects and instead use the funds for public health
services. P feels that the Federal government should avoid the expansion
of the public provision of health services; instead, Federal funds

should be used to subsidize the payment for services through the private
sector. Our concern is not with who controls these programs, but who
provides services. Rather thin include these grants in grant-
consolidation, P recommends that they be maintained at the

national level temporarily and terminated as national health insurance:
assumes payment for the services. Social and outreach services

not covered by health insurance can be reimbursed through other

finencing mechanisms, such as Title IV-A. Included here are project
grants which were originally intended as development projects

but which are currently used primarily for financing services in

centers already developed; e.g., M & I, C &Y, and 31l4(e) centers. .
Future project grant programs should be restricted tothe provision

of seod money for the development of services and should not be

used as services financing mechanisms.

2. Support of State and Local Health Deparxtments

A portion of the Federal gramts to State and local health departments
for provision of services is also used to support the health
departments themselves - staff salaries, administrative costs, etc,
Thus, grants for the provision of services by health departments and
support of health departments can be considered together.

3. Development of New Administering Mechanisms for Services
Developuent : , :
In the same way that health departments administer grants supporting

the provision of services, the purpose of planning and implementing
agencies is to administer services development activities. The
development of planning agencies is underway, but many changes are
required to improve their effectiveness. Your previous decision was not
to include CHP grants in grant consolidation. As discussed above, P
recommends that RMP be made implcmenting agencies but that they

not be included in grant consolidation.

Ly
i R v . PN
."' )
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4., Development of New Community Health Resgources

or reasons specific to cach program, P recommends that services
evelopment programs not be ‘included in grant consolidation.
e roasons for mot including RMP are given in SD above. - As
discussed in item SC below, P and H will be recomuending to you
in 2 separate analysis that Hill-Burton grants be eliminated.
Tnclusion of the IO and Family Health Centers programs has

not been discussed; the MO program is new, and Family

Health Centers arc demonstration grants. Othexr programs, such
as those for Neighborhood Health Centers and Community Mental
Health Centers which were originally designed as sexrvice
development programs but have since become mechanisms for
Federally subsidizing health care are discussed above.

Surrnacy

On the basis of the above, P recommends that the following programs

be included in grant consolidation: .
Foxrmula Grants ' ' Project Grants
314(4d) « ' Dental Realth for Children
MCH - Lead Paint Poisoning Prevention
Crippled Children Communicable Disease
Alcoholism v 314(e)
Family Planning ) ~ Rodent Control

Rubella Vaccination
Venereal Disease
Tube;culosis Control
Community Health

Grants which P recommends not be included in ‘grant consolidation.are
the following: ' '

Formula Grants o ’ Project Grants

Hill Burton o ' Children and Youth
Maternal and Infant Care
_ , Migrant Health
SE . 3l4(e) Centers A
. . CMHC 4 <
' Family Planning '

CHP
RMP

o
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7% - Maintenance of Lffort : B

e
P disagrees with the recommendation of 1 tlhiat maintenance of
c¢ffort be required. Such a reguivcment would penalize States
which have put forth the greatest ¢ffort in health. In additiom,
such a requirement would be very difficult to aminister.  The
Federal requirement on level of cffort by the States can be considerecd
o be the matching ratio of the grants. Finally, inflation would blux
¢he impact of such a proviso over time. - ‘ -

84 - 314(e) Crants in Grant Consolidation

P recommends that all the activities now supported by 314(e)
funds except health centers be included in grant consolidation.
Consistent with the reasons given in 7A above, P recommends
that grants for Neighborhood Health Centers and Family

Health Centers not bé included,

83 -~ Include RMP in Grant Consolidation

The recommendations of P for RiMP are given in item 5D above.

8C - Include Hill-Purton in Grant Consolidation

P agrees with H that Hill-Burton grants should not be included in
grant consolidation, but for different reasons. As mentioned in the
rationale statement by H, an analysis of the Hill-Burton program is

. underway. In an issue paper being prepared for you, H and P will
recommend that the Hill-Burton grant program be eliminated.
Therefore, P recommends that it not be included in grant
consolidation unless Congras refuses to go along with the

request to terminate, the great portion of the program. You may
prefer to withhold decision on this program until the issue paper

is forwarded to you. ‘ ’

~ Tk
~

8D - Include Migrant Health Grants in Grant Consolidation.

v

For the reasons given by H, P agrees that migrant health grants X
should not be included in grant consolidation. '

9A and 9B - Earmarks for MCH and Mental Health

P recommends that no earmarks be imposed unless a strong case can be
made that the States will divert most of the funds to activities
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not supported by the present programs. Present health department
expeaditures of State and local funds appear to coincide with
Federally funded activities.

9C -~ Rarmark for Innovation

In the first issue paper, P opposed an earmark for innovation, and
our position is unchanged. 1t violates the principle of local
determination, which is the essence of revenue sharing. It would
generate administrative problens regarding what constitutes
innovation and could result in ill-planned change. Innovations and
demonstrations of national concern should be administered out of
Washington through project grants.

s

J

Laurence E. Lynn, Jr.

PREPARED BY: CTAYLOR/DMcCLOUD:ASPE:8/ 14/72:x34204 |
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