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0 VI. Questionsand Answers
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mat wodd be the impactof phasingout RNP grant’sin termsof
projectsand fundingat sponsoringinstitutions,staffemployed
on operationalprojects,and staffem?loyedon the RMPprogram
(core)staffs?

Has any considerationbeen givento modi~ing W@ so thatthe
mechanismwhichhas been establishedmay be used in a different
way?

mat is N@ doingin termsof Trainingand ManpowerUtilization
activities?

mat is PM doingin the areaof kitieydiseaseprogramsand
regionalization?

tiattypesof planningand feasibilitystudiesarebeingdone
by the R1@ programstaffs?

mat is the situationin termsof the use of Stateboundaries
by the RIW’Sin definingtheirareaof influence?

To what extenthave the RMP*sbeensuccessfulin attracting
otherfinds?

To what efienthavethe Rl@’sbeen ableto assurecontinuation
findingfor operationalprojectswithouta continuedreliance
on Federalfunds?

In the pasttherewas some indicationthatthe medicalschools
and providersdominatedN4P. Is thisstilltrue?

Basedon recent
activitiesof a
fundsallocated

,,.

budgets,what.percentageof W f~ds suPPort
categoricald;seasenature? How are these
amongthe variousmajordiseases?
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~. QO mat wouldbe the impactof phasingout .RMPgrantsin terms

of projects

employedon

RMP proOmam

and fundingat sponsoringinstitutions,staff

operationalprojects,and staffemployedon the

(core)staffs?

,.

h. SponsoringInstitutionsof OperationalProjects

hs of June 30, 1972,

beingcarriedout by

of $76,540,000.The

affectthe following

some1,007operationalprojects”were

the ‘RegionalMedicalProgramsat a level

phasingout of theseprojectswould

typesof sponsoringinstitutionsin

termsof numbersof projectsand grant

Sponsor
No. of

OperationalProjects

MedicalSchool

UniversityHealth
School

OtherEducational
Institution

University-Affiliated
Hospital

Communityor other
Hospital ,,

VoluntaryHealth
hgency

P@lic HealthAgency

HealthProfessional
SQciety

Othw

Multiple

TOThL

327

52

61

52

132

49

74

18

195

47

1,007

funds:

FundingLevel- FY 72
(inthousands)

.

$ 27,772

3,227

3,561

3,670

5,699

3,044

5,049

2,919

15,696

5,902

$ 76,540
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‘Staff‘Em?loyedon OperationalProjects

As of August1972, staffemployedon operationalprojects

totaled2,292persons(full-timeequiyalents)cThis

included:

Professionaland Technical 1,654FTE
,..,.

Secretarialand Clerical ’638TTE
,.
2,292FTE

Thisamountsto an

high in California

averageof 41 personsper Region,witha ,

of 184 operationalprojectstaff,and

two to threeRegionsin the lowerrangeof 7-10operational

staff.

Program(CoreStaff)

Programstaffin the RMP’sfor FY72included1,374full-time

equivalents.Thisincludes:

Professionaland Technical 805 FTE

Secretarial/Clerical 569 FTE

1,374 FTE

,..

Given56 RMP’s,thisrepresentsan averagesizestaffof-.

24.5ftil-timeeqniyalents.Sizeof staffvariesgreatly

withboth the sizeof the regionand itsmaturity. California,

for example,withnine sub-regions,has a totalstaffof

206 FTE,whilethe DelawareRMP,whichis a newlyformed

region,is just in the processof hiringstaff.
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Has considerationbeen givento modifyingRMP so thatthe
mechanismwhichhas been establishedmay be used in a different
m

Avariety of optionsformodifying~P were consideredby theOffice
of theAssistantSecretaryforHealthbeforethe finaldecisionwas
made. Amongthese:

10 Implementationof QualityControl/AssuranceMechanisms

-- p qualityassessmenteffortscomprised
of threebasiccomponents:(1)developmentof the qualityassess-
ment systemitself,includingtechnicalassistanceto startit at
the Stateor locallevel;(2)”theactualoperationof a quality
monitoringsystem;and (3)correctiveactionwhichis taken a
resultof areasof deficiencypointedout by themonitoringsystem.

date,W has beenmostlyinvolvedin correctiveaction
obviousproblemareas. Thishas centeredon patientcaredemon-
strationsinvolvingnew techniquesand innovationsin healthcare
patterns,and educationaleffortsaimed c i
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- beena particularlygreatemphasison designing
theprcductsof healthservicesresearchand developmentfor
widespread.implementationat the locallevel. Much of what is
locallydevelopeddoesnot takeadvantageof e~erienceselse-
wherein the country. Thisareaof widespreadintroductionof
innovationsintothe healthcaredeliverysystemis one in which
W is alreadysomewhatinvolved,but whichcouldbe expanded
upon and mademore explicit.Thiswouldbe in keepingwith one
facetof the originalR~~ mandatewhichwas to promotethe latest
advances,and it wouldalsoprovidea neededcomplimentor
“outlet”to HS’ researchand developmentefforts.
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c. mat is RMP doingin ternsof Trainingand’Manpower

Utilizationactivities?

A. RMP supportfor trainingand manpowerutilizationactivities

g divided?ntothreecategories:

FY 1971
Percentof2’;

NO. Of Amount(inoperational
Activity projects thousands)funds

TrainingExistingHealth
personnelin New Skills 144 $10,154 22

“TrainingNew Categories
of Personnel.

ContinuingEducation

e

16 921 2

149 9,578 21

FY 1972
, Percento~>:

No.of Amount(inoperation?
Projects thousands)funds

200 $13,266 17

55 3,566 ~

186 12,031 16

TrainingExistingHealthPersonnelin New Skills- aimedat

enablingthe persontrainedto assumenew responsibilities

in his alreadychosencareerfield. The emphasisis on

increasingthe productivityof personnelana incluaesexpana-

for

New

the functionsof registered

licensedpracticalnurses.

nursesand careermobility

Categoriesof Personnel- the establishmentof training

programsfor new categoriesof personnelsuchas physicians’-.

assistants,nursepractitionersand communityhealth

workers. The primaryobjectiyehere is to expandthe man-

powerhealthpoolthroughthe developmentof thesenew

categoriesof healthand alliedhealthprofessionalswho

can becomepartof an expandedhealthservicesdeliveryteam.

*Totalcurrentfundinglevel,whichincluaessomefunas
obligateain prioryears.



ContinuingEducation-.coursesaimedat maintainingor

improying.theleyelof practice’ofthe healthprofessional.
.

MostWP trainingactivitiesoperateoutsidethe general
.

educationprocess, and are of short-termduration. In TY71,
.

throughon-the-jobtraining(involvingreleasetime),85%of

the trainingprovidedwas fivedaysor less,with 60%of

that involvingone day or less.

In WPis approachto resolvingmanpowerproblems,the emphasis

is on developingprogramsthatmore closelyrelateeducation

to the healthservicedeliveryneedsof an area. In terms

of healthprofessionalsalreadyrecognized(e.g., MDIS,

nurses),the emphasisis on increasingtheircapabilities,

knowledgeand skills, and not on increasingthe numbersof

suchrecognizedhealthprofessionals.Trainingis not

supportedwilichleadsto licensureor registration.

On the otherhand,trainingfor new categoriesof personnel

is devotedto creatingnew typesof healthparaprofessionals

not yet recognizedby the healthcaresystemas healthpro-

fessionals;The presentcurriculumstructureof the health
-.

professionalschoolsis not designedto createthesenew

typeSOf manpower{e.g.,physicianaide, home health aide).

In termsof the courseregistrationsfor eachof the three

major categories of training,the”attachedchart shows

o



natmally thatthe highestregistrationis in the shortest-

term courses(i.e.,c~ntinuingeducation~and new skills

for existingpersonnel)whilethetrainingfor new categories
..

of personnel, whichtakesa longw p=lod, showsa lower

levelof registrations.

,,,
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COURSEREGISTRATIONSIN W-SPONSORED EDUCATIONACTIVITIESm 72

(Listedby Type of TrainingReceivedand Disciplineof Recipient)

DISCIPLINE

Physicians(MD/DO)

Dentists

‘NursingPersonnel

AllLedHealthPersonnel

Hospital/NursingHome~ersonnel

Medical,Dentaland Nursing
Students

Other

TOTALS

CONTINUING
EDUCATIONa/

,

1

NEIJSKILLSFOR
EXISTINGPERSOh~ELb/

59,183

NEW
PERSONNEL

i

2,415

TO
No.

—

JL
Percent

1

18

6

4

1

ContinuingEducation- coursesaimedat maintainingor improvin~the levelof practiceof the “

healthprofessional.

New SkillsforExistingPersonnel- trainingaimedat enablingthe persontrainedto assumenew

responsibilitiesin the alreadychosencareerfieldor addingskillsin a differentbut related

health’field(e.g.,coronarycare trainingfornurses,careermobilityfor licensedpracticalnurses).

New Personnel- developmentof ,trainingProgram for such~ categories‘f personnelas physicians!
assistants,nursepractitioners,and communityhealthworkers.
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D. Q. mat is R14Pdoingin the a~a of kidneydiseaseprogramsand

e R gionalization?

A. fidneyDiseaseProgr~ md R

fidneydiseaseis one disease=ea in whichthe develop~ntof
integated region~ systemscanpreventthe duplicationwhichhas
so frequentlywastedour limitedresources.~P has workedto
developregional/natioW networ@ of di~ysis and trwsplmt
centers,so as to ~ze accessto life-savi~setices enhanc-
ing qua~ty md efficiency.

W a therewas a fourfoldincreasein the fun~~
of operation~projectsconcernedwithkidneydisease. By the end
of m72, 29 RegionalMefica pro~~ were supPorti% end-stage
rem activitiesat a fundinglevelof appro~tely m

c a $1.5tillionin N71C (~s doesnot
includeover$2 millionon contractactivi~ies~prkily related
to home di~ysis trm, dso beingsupporteddirectlyby ~S).

me of the ~ efforthas been on the developmentand @l&
mentationof region~ized,end-stagekidneyd

reflectedat the nationallevelby the developmentof a
long-rme, “lifepl~N approachfor de~ing with the majorproblem
represented &l0,000 p a end-stage
kidneydiseme everyyear.

o

me principal~of the ‘lifepl~H approachis the efficient
Wage, md orderlygrowthof scarceresol@cesthroughoutthe
UnitedStates. me progrm guidelinesdevelopedby ~S ~d
approvedby theNationalAdvisoNJCo~cil seekto e~loit the
opportunitiesfor re~onalizationof end-stigekidneydiseasepro-
~ams withoutsacrificingqtiity and acc-ability. ~ese
~de~nes requirethatin orderto be e~@ble for grantsupport,
~-proposed activitiessho~d includethe followi~ components:

3*

4.

5*

Assuranceof earlyidentificationof@ients approac~
reti failwe

Rapidreferralof suchpatients

Ewly classificationof thesepatientsregardi~ tissu=typing

Availabilityof the coordinateddialysb-transpl~tation
facilitiesto assme treatmentalter@ives to boththe patient
and the physician

Effectivecadaverkidneyprocure~nt=d preservationopera-
tions,coupledwithrapidkitieydonofirecipientmatching.

me a of suchm approachincltiethefactthatpatients
wodd have accessto conse~ativetreatm@ beforekidneyfunction

e



L.

s w o t p
foundwhile,thepatientis stilldive, and thatmost al

patientswodd be carryi~ out dialysisoutsideof the hospit~.

Staffof the Regioti Medical~grm Servicehavebeenworking
with the Soci~ SecurityAdministrationto developregtiations
implementingthatportionof the SocialSecurityAmendmentsof
1972dealingwith chronicrenaldisease. (Sec.2991).
i prowlsionsfor e~anding eligibilityfor renal
di~ysis md tr=splantation,and for the developmentof qu~ity
standardsand requirementsfor kidney
MS irfitideffortis e~ected to be

d t c
c April1973.

-.
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E. Q.

@

@

@

Ilhattypesof planningand feasibilitystudiesam beingdonebY the R~
programstaffs?
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Health conditions . . . . . . . . ● . ● . “ ● ● c “ g5

Categoricaldiseases . . . . . . . . . ● . . . . ● ● 2g
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a R M P i a
v p e
c a p C
H P a A a p a
r c r a

a c s
s e s c a

R M P F
A a r r
s a
A a r

A e A c
u p s RMP in the develop-

ment of subregional plans. The Arkansas RMP and the State
a c d a r
h s delivery, and both ~~ere closely
i p E S
D S

s l p c
i t p r

A a
l p a e b
c h p

A a p a
p d

r l o
r a m



3

e

i

e

F S - p f
n m i r w
m a l a R
a p s g
p

A p s P s
a i W P

T p i
s g a

A C D U
P H C

A I a
m B C
f g A

C
v h p
T T e All e

d v I

-.



e

e

e

F. Q.

A.

the situationin ternsof the’use of Stateboundaries

by the MP’s in definingtheirareaof influence?

Geographicboundaries:Nuder’of program whichprimarily:

EncompasssingleStates 34

Encompasstwo or more States Q

(e.g.,Washington-Alaska~P)

Are partsof singleStates’ 11

(mainlyin N.Y.,Pa.,Ohio)

Are partsof two or more States 7

(e.g.,Bi-Stite:St. Louisand southernIllinois)

mere arebothplusesandminusesto the use of Statebomdaries

by the majorityof the RegionalMedicalPrograms.

PointsFavoringthe Use of StateBoundaries

.

.

.

mere is a greatercongruencywith StateCHP agencies,

allowing~eater consistencyof RMPprioritiesto community

and Stateest&lishedpriorities.

me increasingpoliticalizationof healthat the State

levelis.more

bomdaries.

Manyemerging

be dealtwith

productionof

consistentwith thoseRMP’sthatretchState

-..

and importantpracticalissuesare or will

in a Statefr- of reference~including

manpower,licensme, HMO regulation,and

othertax-supportedactivities;
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Points‘Against‘theUse of State‘Boundaries

.

.

.

In thosecasesin whichthe W doesnot matcha State

boundary;thereis generallystrongjustificationin terms

of thenatmal medicaltradearea. ~ese includethe

metropolitanareasof St. Louis(andsouthernIllinois),

Memphis,and Metropolitan)Iashington,D.C.,with othefiin

OhioValley(KentuckyPIUS Cincinattiand otherPartsOf

southernOhio)

of surrounding

makingmaximum

and IntermomtainRMP (Utah,and portions

States). Statebomdaries codd harm

use thesenaturaltradepatterns.

Stateboundariescan leadto creationof mnecessaryor

redundantspecializedservicesand facilities,suchas

kidneydiseaseand specializedheartdiseaseresources.

fieremightbe lessincentiveto Eke optimm use of

nearbyresourcesof anotherStatethroughregionalplanning

and patientreferrals.

Use of a Stateboundary

it fromreachingbeyond

foran RMP shotidin no way inhibit

Stateboundariesin its activities

wherethe logicof the situationhas so dictated. Most

regionshave followedthislogicin developingtheir-.

programsad activities.

e



G. Q.

A.

To what extent
otherfunds?

s a

With a smallinitialinputof programstafftimeor opera-
tionalprojectfunds,the ~~rs haveoftenbeen ableto
&eneratehealthcwe activitieson a l=ger scalewhich
bro~t in fundsfromamtitiplicityof somces. WW72,
for example,appro-tely $8.4m

c $76.5m W
operationalprojects. Othersourcesof funding

included:

State~~: $1933

3.51

OtherFederd: 2.20

Othernon-Federal: 1 .

~ngexamples:

R P p
$ a f

otheragenciesand organizationscluingthispastyear.
Thisincludes:

$ 7 5 , 0k
R C

d a C P

$ v v a
p e

$ 4 , 3a v c a c
p

$ V A
E

$ C e
h T P

$ - C a
h p
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s F P
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s p
i

s m
f c

H C e
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e H. Q. Towhatextenthavethe R t c
o p w a c

r

A. The c t s
to R M P ~ i

f
f o p a
~ m s f ms con-
ceptof time-~ted s i e
p e s ~
C in Novemberlg70consideredand approveda policy
to the effectthatRW fundingof operationalprojects
generallyshotidnotbe formore thanthee years.
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In the pasttherewas someindicationthatthe medicalschoolsand
providersdominated~~. Is thisstilltrue?

Duringthe initialorganizationalstagesof RegionalMedicalPrograms,
themedicalschoolsfunctionedas one of the significantresourcesfor
the RMPs’development.Commonlythe centerof the medicaltradeareas
alongwhoseboundariesthe 56 regionswere formed,the schoolsprovided
a naturalresourcefor the establishmentof the RMPsand for the conduct
oftheir activities.In addition,many of the medicalschoolsserved
as the initialgranteefor the lo=lly-developingRMP.

As the RegionalAdvisoryGroupsbegan’tomature,with theircomposition
of a broadrangeof providerand publicgroups,the influenceof the
medicalschoolsfellmore intolinewith theirnormalinfluencein the
communityhealthstructure.Thisshiftis reflectedin changesin the
compositionof the RegionalAdvisoryGroup,whichis responsiblefor
approvingapplicationsand settingoverallRMP policy. Between1967
and 1972,medicalcenterofficialshavedecreasedfrom16% to 9% of the
representationwhileconsumershave increasedfrom15% to 25% and practicing
physiciansfrom23% to 27%.

R~S has alsorecentlyclarifiedthe relationshipbetweenRegional
AdvisoryGroupsand grantees. The basicpointwas thatthe RAG,as the
broadly-basedgrouprepresentativeof communityhealthinterests,has
the responsibilityfor settingthe generaldirectionof the RMP and
formulatingprogrampolicies,objectives,and priorities.

Withregardto the statementthat RegionalMedicalProgramsis dominated
by providers,thisis certainlytrueand is consideredone of the
strengthsof the program. RMP providesan acceptablemechanismthrough
whichproviderscanwork togetherwith considerableflexibilityto meet
healthneedsthat cannotbe met by individualpractitioners,health
professionals,hospitalsand otherinstitutionsactingalone. It
providesone of the majorlinksbetweenboththe Federalgovernmentand
providersof care,and betweenconsumer-orientedCHP agenciesand the
majorprovidergroups.

,..
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Based on t?]eirm~st recentbudgets,whatpcrce~-ltageof ~lP funds
supportactivitiesof a catsgoriczldiseasenature? How are these
fundsallocated=~ongthe variousmajordiseases?

FY72 saw an accelerationof the longer-terntrendtowardsthe support
of more com~rehensiveand multi-categoricaloperationalactivitiesby
the WP’S. In Fy71, for ex~ple, only bout one-thirdof the nearly
600 ~d@-supportedoperationalprojectsweremulti-categoricalor compre-
hensivein nature. The othertwo-thirdshad essentiallya singledisease
focus (e.g.,heartdisease,cancer,stroke). BY the end of FY72,however,
well over one-halfof some1,000RY@ operationalprojectswere of a multi-
categoricalor comprehensivenature. The numberof projectsand funding
levelsfor both categoricaland comprehensiveeffortsis summarized
below:

FY71

No. of Amt.
-Projects

S c
d

..
Multi-categoricalor

comprehensive 221 16.8M

FY72

% No. of Amt.
Projects

63 430 $29.6M

37 574 46.7M

39

61

terms of individualdisease categories,there have been some significant
shifts within the past year, as the summary table below shows:

Heart
Cancer
Stroke & Hypertension
Kidney ,,.

Pulmonary disease
Other related (e.g.,

FY71

No. of
Projects

147
89
74
22
22
19”-

Amt.

$10.8M
6.2M
6.4M
1.5>1
2.5>1
1.OM

FY72

No. of Amt.
Projects

116 $ 6.6M
98 6.5M
65 5.OM
74 6.2M
35 2.9:4
42 2.3M

Net
Change

-$4.2M
+ .3M
- 1.4M
+ 4.7M
+ .4M
+ ●8M

diabetes)

The fourfold increase in the funding of operationalprojects concerned
with kidney disease largely reflects t’heresponse of the R~:Psto the
Congressionalpriority on end-stage renal disease programs. The signifi-
cant decrease,nearly 40 ~ercent in thz funding of operationalprojects
Eocusedexclusivelyon heart disease is directly related to the continuing
disengagementof R:GS frcn coronary care demonstrationand training
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activities. This had, mtil recently, constitutedthe single largest
discrete area of ~4P activity.

In sun, there has been a large increase in the finding of comprehensive
as opposed to categorical-typeefforts. mong the categoricalefforts
themselves,there is an increasingbalance among the several categorical
diseases specified in title IX (i.e.,heart disease, cancer, stroke,
kidney disease, and other related diseases).
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