


GUIDELI~SAND REVIEWPROCEDU~SFORARTl~ITIS
PRNMS

A.

c.

BA~GRO~

UnderP.L.93-192,Congressappropriatedup to $4,SO0,000forplanning
and developmentof pilotarthritiscentersin 1974. Thisdocumentsets
forththegoverningRMP arthritisprogramguidelinesand relatedinfor-
mationfor activitiesto be carriedoutwith thesefunds. In develop-
ing theguidelines,theDivfsionof RegionalMedicalProgramshas had
thebenefitof consultationand advicefrom~ coordinators,the
NationalInstituteof Arthritis,Metabolic,andDigestiveDiseases,
membersof theAmericanRheumatismAssociation, and theNationalAdvisory
CouncilforRegionalMedicalPrograms.

PROGRAMEMPMSIS AND DEFINITION

The term“pilotarthritiscenters”is definedforpurposesof thisRMP
initiativeas organizedpilotprogramsto developoptimaldeliveryof
careto arthritispatientsin a definedpopulation.The goalof the
arthritisprogramis to develop,Strengthen,and improvearthritiscare
deliveryin orderto obtainmoreaccessible, efficient,andhighquality
care forvictimsof the arthi;itisdiseases.In thisperspective,the
traditionalview of a centeris broadenedto includethemedicalservice
area. Improvedextensionof advancedtreatmentand caremethods,and
improvedpatientreferralpractices,shouldbe facilitatedby coordina-
tionof the collectivehealthandmedicalcareprovidersystemof the
area. Linkagesof theseelementsof the systemshouldbridgethe gap
betweenresearchand clinicalinvestigations,and thecarewhichis
madeaccessibleto arthritispatients.

Programswillbe developedandprocessedthroughthe localR~’s in
orderthatRegionalexpertiseand assistancewillbe availableto
applicants.Arthritisprogramsshouldbenefitfromand contributeto
thehealthcaredelfveryexperienceand resourcesexistingin theRegions.

mPES OF ARTHRITISPROGRAMACTIVITIES

Activitiesdevelopedshouldcontributeto organizedprogramsof arthri-
tispatientservices.Existingand expandedskillsand resourcesat all
communitylevelsshouldbe unitedin theprovisionof careto arthritis
patientsin thepopulationserved. Programsapprovedforsupportshould
displaycoordinatedcoursesof actionswhichcan resultin exemplary
demonstrationsof communityhealthresourcemobilizationto meet the treat-
mentneedsof thecommunity’sarthritispatients.

Bothcareproviders(physicians,nurses,and alliedhealthprofessionals),
and consumersshouldbe involvedin planningand developingproposed
pilotprograms.Characteristicactivitiescontemplatedwi~hinpilot
arthritisprogramsinclude,but are in no way Iimttedto tlkefollowing
examples:



1.

2.

3’.

4.

5.

6.

7.

8.

9.

Improvementof communityarthritis’clinicsto broadenthe care
b

deliverybase (especiallyoutpatientcare),as wellas to aug-
ment multidisciplinagdiagnosisand treatmentof adultand
pediatricarthritispatients.

Home,and ‘fid-way”careprogramsto.improvecareaccess,andre-
duce longtermor chronictreatmentworkloadson hospitalsand
clinics.

Center-to-center,and center-to-cliniclinkagesof serviceswhich
expandthe specialtybase of patientservice~~and acceleratesthe
disseminationof advancedcare,especiallyrestorativeand rehabi-
litativemethodsand techniques.Particularnoteshouldbe taken
of opportunitiesto relateto VeteransAd~nistrationfacilities~
vocationalrehabilitationprogramsand otherprivateandpublic
operatinghealthservices.Maximumutilizationof existingcare
deliveryresourcesshouldbe obtained.

Communityadvisorybodiesrepresentingproviderand consumerinter-
ests to maintainsurveillanceand evaluationof activitiesand
facilitatethedevelopmentand coordinationof communityservices
for arthritis.Suchgroupstightalsoestablishliaisonwithother
arthritisand chronicdtseaseprograms,as well as undertakestudies
of.arthritiscaredeliveryproblems.

Alternativesourcesof servicefundingto Sustainprogramviability
when W fundingends. In thisrespect,it wouldalsobe useful
to determinethemagnitudeof the arthritisproblem?and thecosts
of different,modesof caredelivery.

Program-widereportirigsystemto aidpatientreferral,prevent
patient10SS fromthe system,improvecontinuityof.care,reflect
programprogressand indicateprogramdeficienciesto progr~
authorities,and provide”thebase forprogramevaluation.

8tandardsof qualitybarefor differentcategoriesof arthritis,
and for effectiveutilizationof differentlevelsof carepro-
viderpersonneland facilities.

Publiceducationprogram?to motivatePatientsto seekqualified
providersenices, and to formulatemorepo~itivepublicatti-
tudestoward’arthritisand its cripplingeffects;

Professionaleducationto refreshor expandthe responsibilities
of physicians;nurses,and alliedhealthpersonnelin arthritis’
therapy,and to motivateunitedactionagainstarthritisdisease.
Existingseminars,andhealthsetice/educat$onconsortim should
be utilizedto detemiriemanp~’erfieeds~developCUrriCUla~and
im?roveeducationand training.
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D.

E.

OBJECTIVESOF PILOTARTHRITISACTIVITIES

1. PatientCare

a.

b.

c.

d.

e.

Improvepatientaccess~to highqualitycare,includingmulti-
disciplinarytreatmentplanning,and includingconservative
managementto prevent,delay,or reducepainand lossof
function.

Expeditereferralof patientsto appropriatecarein the least
care-intensivesetting.

Improvediagnosisand treatment.

Reducelossof work causedby arthrftis.

Reducepainand disabilitydue to arthritis.

2. Facilitiesand Services

a.

b.

c.

d.

e.

Integratearthritisserviceswith existinghealthcareservices.

Provideoptimalutilizationof availablehealth

Developnew caredeliverymethodsresponsiveto
nityor patientneeds.

personnel.

specialcommu-

Accelerateexchangeof advancedtechnicaland semi-technical
information.

Developan effectiveprogramevaluationsystem.

FINANCING

Awardsforapprovedpilotarthritisprogramswillbe in additionto the
regularRMP grantaward. The amountallocatedforarthritiswillbe
fndicatedunder“RemarksMof theNoticeof BrandAward (FormHSM-457).
Arthritisfundsmay notbe rebudgetedto otheractivitieswithoutprior
writtenapprovalby theDivisjionof RegionalMedicalPrograms.

To avoidmisunderstanding,applicantsshouldbe clearlyadvisedthatthe
arthritisfundsprovidedin PL 93-192are availablein ~ 1974,only,and
thesewillbe one-timegrants. Theyshou~dalsobe made awarethatthe
earmarkedarthritisfundsmustcoverbothdirectand indirectcostsof
theirarthr:Ltisprogramrequest?.The fundedprogramsshould+nclude
developmentof third-partypaymentmechanisms,aridrig~rouslyseekrecov-
ery of costsfor servicesto maintainprogramviability.Existingrestric-
tionson theuse of RMP fundsapplyto thesegrants;e.g.~directpatient
carecosts,basiceducationand training,research,constructionetc.
~ staffcounselto applicantsshouldgo beyonddiscretefundrestrictions
to includeadviceaboutknownAdvisoryCouncilprefere~tces,andprevious
activityapproacheswhichhaveprovedimpractical.
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F.

G.

APPLICATION~QUIR~NTS

Applicationsforsupportof pilotarthritisprogramsshouldbe submitted
sepa~ately(not includedas a section)fromapplicationsfor regular~
programsupport. However,discreteor differentarthritisprogramswith-
in thesameR~ may be presentedin a single application.

For eachapplication(FormW-34-1), onlyoneFacePage.(Page1),and
one setof Assurancesand Certification(Page2) are required.The Face
Pageshouldshow the entireamount,bothdirectand indirectcosts,if
the applicationincludesseveraldiscreteprogramproposals.Eachdis-
cretepilotarthritisprogramproposalinvolvingdiffertintlocalsPonsors
(orapplicants)musthavea separatePage 3 andPage 16 for eachseparately
sponsoredprogramcomponentor activityt

The Fom 15 shouldbe employedas the first,or facepageof a comPlete
ProgramDescriptionas notedbelow. Aftertheappropriateboxesare
completed,theProgramDescriptionshouldbe startedin Item11,entitled
‘Proposalw,continuingon additionalpagesto describetheessential
pointsor elements“notedbelow. Descriptionsof eachcomponent,or ele-
mentof the overallarthritisapplicationshouldnormallybe lessthan
20 pages.

PROG~ DES~IPTION

In presentingthe arthritisProgramDescriptfon~applicantsshouldbe
responsiveto the fourpre-printedquestionsin Item 11> on theForm 15.
As a categorical, earmarkedprogr~? arthritisproposalsmUStProvidea
comprehensiveprogramdescription,as distinctfromthe smarY of on-
goingprogramforwhichtheForm 15 is nomally used.

A descriptionof thesubstantivenatureandactivitiesof eachcomponent
of a pilotarthritisprogramis required(componentexamples:establish-
ment of clinics;patientsenices standards;home caredelivery~etc).
The descriptionshouldincludethe followingspecificinformation:

1. Activity:mat is plannedto be done.

2.

3.

4.

5.

Plan: mat is thesequence,or scheduleof salientevents,andhow
do theyrelate.

Location:mere
organizationally

theactivitywillbe conductedgeographically,or
(hospitals,clinics,ruralareas,namedsuburbs,etc).

Responsibility:Name,title,and locationof personresponsibleto
conductor monitorthework,if different:romtheDirectornamedin
Item7, Form 15. Thispergon’sauthority,and themannerin which
directiveactioncanbe takento maintainmomentumshouldbe indicated.

Objective:The end resultto be achievedshouldbe statedin quanti-
tativemeasures,insofaras possible;e.g.,increased# of pstients
to be broughtintotreatment,increased# of categoricalprofessional
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6.

7.

a.

9.

10.

personnelto be activatedin the referral/treatmentsystem,increased
populationto be servedby a clinicor coordinateservicesoperation,
new methodsto delivercare, etc. It may be usefulto differentiate
immediateimpactunderthe grantsupportedprogramfrompost-grant
momentum.

Benefit: (Maybe identicalto No. 5, Objective)What
quantityof the servicearea’sarthritisproblemw311
or controlled?

qualityor
be ameliorated,

Resources:Identifybothnew and existingpersonnel,equipment,
suppliesand facilitiesrequiredto carryout theprogram. Item2,
Plan,and Item 10,Budget, may be relatedto thisdiscussion.It iS

usefulto showhow the capabilitiesof existingservicesand facili-
tiesarebeingimproved,or expandea.New semlces shouldbe clearly
identified.

Continuity:Foreseenneedsandprospectsto maintainprogramviability
afterthegrantperiodshouldbe identifiedso thattheirfurther
attentionduringthegrantperiodwillbe an integralpartof thepro-
gramdevelopmentactivity.

Evaluation:A formalplanshouldbe developedwith appropriatecrf-
teriaand scheduled ‘pulse-taking”to measureprogress,identify
problems,andpetit eatlyactionon anyprogramdeficiencies.

Budget: In additionto thebudgetsummary(Page16,or Form 34-1),
a detailedbudgetshouldbe preparedwhichitemizespersonnelposi-
tionsana costs,and identifiesspeciffcequipmentand supplypur-
chasesproposed.Full-time,andpart-timepersonneleffortshouldbe
indicated.Careshouldbe exercisedto excludefurnitureand supply
itemswhicharenormallycoveredby indirectcostallowances.Non-w
programsupportshouldbe indicatedin all costcategories.RMP grant
fundscannotbe used to supplantexistingarthritissupport.

H. APPLICATIONSUBMISSIONREQUI=NTS

Arthritisprogramapplicationsmustbe receiveaby theDivisionof
RegionalMedicalPrograms(D~) by May 6, 1974. Applicantsshouldbe
proviaeda clearunderstandingof thesubmittaldeadlinerequireaby the
servicingRMP in orderto meet thisschedule.The RMPmustconducta
reviewprocesswhichincludesreviewana approvalby theRegionalAdvisory
Group (RAG),and the (a)and/or(b)agenciesof ComprehensiveHealth
PlanningService(CHF). The RegionalOfficeof theDepartment,of HealLh,
Education,andWelfare,(RO,DHN) servingtheapplicantsareamustbe
advisedof UG-approvedapplicationsfowarded to DM.

The numberof copiesof approvedarthritisprogramsrequireaat DR}fPis
26. Thisis theoriginal,signaturecopy,And 25 additionalcapiesof
thecompletedapplication.Completeapplicationsinclude,in addition
to necessaryforms,andProgramDescriptionnotedal)ove,a tra~~smittal
letter,a reportof RAG commentsana approval,CHP co~unents,*ndprogram-
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relatedlettersand otherwrittenco~unications~suchas cooperation
affirmations,or agreements.

The arthritisgrantapplicationsmustbe postpaidby thesendingRMP.
They shouldbe addressedto:

Mrs. SarahJ. S~lsbee
Divisionof RegionalMedicalPrograms
ParklawnBuilding,Ro~ 1~-18~
5600FishersLane,
Rockville,Ma~land 20852

I. APPLIWTIONPROCESSINGAT DW

Processingof arthritisprogramproposalsat headquartersrequiresfour
steps

1.

2.

3.

4.

whichmustbe completedby tid-June:

Staffreviewof eachproposalto assurecompleteness>and com-
pliancewith Dm. policies.
Technicalreviewby selectedarthritisandhealthadministration
professionals.
Reviewand approvalby theNationalAdvisoryCouncilforRegional
MedicalPrograms.
Notificationto RMP’dof Councildecisions.

J. DM REVIEW~ITERIA

The criteriaby whicharthritisprogramswillbe evaluatedat headquar-
tersare indicatedabove:i.e.,B. ProgramEmphasisandDefinition(see
“goal”statement);D. Objectivesof PilotArthritisActivities;and
G. ProgramDescription.To summarizethemajorpointsin theseSections:

1.
2.

3.

4.

5.

Programsmust complywithM, and~P policiesand requirements”
Programsmust clearlycontributeto improvedpatientaccess,and
qualityof care.
Programsmustbuildon existinghealthcareservices,thereby
improvinghealthcaredeliveryefficiency.
Programsmust displayefficientutilizationof personneland
facilities.
Programactivitiesaimedat increasingnumbersof patients>profes-
sionals,or services~must showwhy then~bers are necessaw~ or
desirable,and thebasisof theircowutation>or estimation’ ~/

~/Wherefirmevidenceor documentationis not
immediatelyavailable,it is appropriateto
describehow itwill be obtained.However)
planning,or negotiationsshouldnot normally
comprisethe totalityof thegrant-supported
activity.
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6. Programspurportingto benefitsomeprofessionalsor patientgrouP>
or locality,mustreflectthebeneficiary’saPProva~or willingness
to participatein theproposedactivity. ~1

7. programsinvolvingmore thanone group>institution.>Or co~unity
mustbe accompaniedby sfgnedstatementsof thenaturesextentsand
commitmentto cooperativework. &/

8. Programsmustbe professionallyacceptable.
9. Programend-resultsmustbe feasiblewithinthe grantperiod,or

showliklihoodof continuednon-~ supportto theirplanned
comp~etion.

10. Theremustbe an effectiveprogramevaluationactivitywhichwill
be applied,andwhichis capableof providingmeaningfulinforma-
tion (feedback)to responsibleofficialswho areempoweredto take
necessaryaction.

&/ mere firmevidenceor documentationis not
immediatelyavailable,it is appropriateto
describehow it willbe obtained.However,
planning,or negotiationsshouldnot normally
comprisethe totalityof thegrant-supported
activity.
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BA~GRO~ ON ARTHRITIS

fiisis a summarystatementaboutarthritisto providestaffwith a basic
understandingof thedisease,and salientproblems.More completeinfor-
mationcanbe obtainedfromlocalchaptersof theArthritis Foundation,
and localrheumatologists’,orthopedists,and alliedhealthprofessional
personnelengagedin arthritistherapy,and care.

The term‘arthritis’literallymeansinflammationof a joint. It is
generallywed, however,in referenceto 80- 100differentconditions
whichcauseachingandpainin bodyjoints~and connectivetissues”
The majorformsof arthritisare chronicdiseases.

Arthritisis themajorcauseof crippling,and amongthe chronicdiseases,
is secondonlyto heartconditionsin limitingactivity,and causingdays
of BedEdisabilfty.Systeticformaof arthritisdamageorgans~including
theeyes,heart,lungs,andkidneys. The causesof arthritisare unknown,
but medicalcapabilityexiststo reducepain,andpreventsdelaysor
reducecripplin~in up to 70%of thePatients”

The mostrecentinformationon arthritisdiseaseprevalencewas obtained
in the 1969NationalHealthIntertiewSurvey:

20,230,000

18,315,000

992,000

753,000

170,000

---

-ricans sufferarthritis,rheumatism,gout,and
otherarthritis-likeconditions.
sufferarthritis(pyogentcandnonpyogenicacutearth-
ritis,adultand juvenilerheumatoidarthrftis~spondy-
litis,osteoarthritis,and alliedconditions).
sufferrheumatism(polymiositis,demtovositis~ fibro-
sitis,lumbago,torticollis,and otherunspecified
rheumatism).
suffergoutexclusively(dataindicated968,000,includ-
ing 215,000personscountedwith othercomplications).
suffer“arthritis-like”conditions(mostlyPsoriatic
arthritis).
(anestimated100,000- 400,000patients,not included
in thedata,.suffersystemiclupuserythe~tosus,pro-
gressivesystemicsclerosis,polyarteritis,andperi-
arteritis).

~fiilein theaggregate,arthritisis mast commonamongthe elderly
(eveVonegetsit as ageprogresses)9all age grouPsandboth sexes ,
are respectivelytheprincipalriskgroupsforvariousarthritisdiseases.
The prevalenceof arthritisin women (44.9%) approachestwicethe rate
formen (28.7%). Goutis twideas prevalentamongmen,as it is among
women. It appearsthatrheumaticdiseaseis moreprevalentamongnonwhite
malesthanwhitemalesafterage 65. The nonwhiteprevalenceis lessin
theunder-45age group. In theU.S.,thereis no markedvariationin the
prevalenceof the threeprincipaldiseasecategorieson thebasisof
geographicregion,or placeof residence.Hmever~ while thehighest
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patientnumbersappearin SMSAareas,arthritispreval.anceratesare
higheroutsidemetropolitanareas,peakingin the fa~ pop~lation.The
prevalenceof arthritisand rheumatismiS higheramOn~fndivid~alswith
familyincomeof lessthan$~,000per year,thanit is in otherincome
groups.

Osteoarthritisis themost commonformof arthritis.It Is associated
with aging,and degenerationof jointtissues~ana f~ mlO~tfrequent~Y
observedin activemen. Rheumatoidarthritisis the secor~dlargestcate-
goryof arthritisdiseases,and occursmost frequentlyin womenunder
age 50. Goutoccursmost frequentlyin men, increasingwith age,and
is the onlyarthriticdiseasewhichcanbe medicallycontrolled.Sys-
temicLupusErythematosus,a diseaseof the connectivetissuesproducing
changesin thestructureand functionof theskinsjoints~and internal
organs,is morepreyalentin youngwomen. A serfou~pediatricdisease
is JuvenileRheumatoidArthritis, occurringin childrenunder16 (also
sufferedby adults),whichcan stuntgrwth~ blind$criPP~e~defo~>
disable,and cankill in its systemicforms.

Althoughacceptableprogramsof comprehensivecareforarthritisPatients
are available,theyarenot generallyofferedto a largeportionof the
arthriticpopulation.Arthritisclinicsarenot numerous,and the
ArthritisFoundationreportslessthan50 university-affiliated“centers
of excellence”.The primaryinterestin most centersiS Clinfcal ~nvesti-
gation;careis orientedto patientswith acutecrippling,or fatal
diseaseentities.

CitingtheArthritisFoundation,andFederally-supportedreports:

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

Wly about20%of personsreportedwith somefom of arthritisin
the 1969NationalHealthInterviewSurveywere underphysician’s
carefor theird~.sease.
Only 3.1%of thepeoplewho know theyhave arthritiswere reported
to be underthe careof rheumatologists.
Physiciansare reluctantto refertheirar~hriticpatientsto
rheumatologists.
Rheumatologists,orthopedists,andphysicaltherapistsarenotbeing
utilizeato the fullestpotential.
Thereis a generallackof knowledgeamongphysiciansand surgeovs
treatingthearthritiaesaboutthe existence)f~lnctiOns*and capa-
citiesof communityhealthagenciesand facilities.
Thereis a shortageof physicalandoccupati~naltherapists,and
socialworkersin arthr~.tisservice.
Rehabilitationservicesare not adequatelyutilizedi]~the careof
arthritispatients.
Third-partypayersarenot activelyseekingto supportarthritis
patientcare.
Thereis widespreadapathyand resignationaboutarthritistherapy
capabilitiesamongbothpracticioners~andPa~~~ntsu
The annualeconoficcostof arthritisin theunicedStates,accord-
ing to theArthritisFoundation,is $9.2 bf~~~~~s.
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