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Health planning efforts not new,
but power to enforce them is

In 19LL, Congress passed the Hill-Bur-
ton program to provide monies to the state
for hospital bed construction and moderniza-

tion. In the late '50s, areawide health-
facilities planning councils supported by
federal funds were established to coordinate
and monitor local health-facilities develop-
ment.

Congress in 1966 passed the Partnership
for Health legislation, creating a new fed-

(Continued on page 2)

Health Systems Agency
network begins to form

The role of the federal government in
American health care has been expanding in
what is recognized as preparation for the
implementation of national health insurance.
Current activity centers around the estab-
lishment of a network of Health Systems
Agencies to oversee the distribution of fa-
cilities in their designated Health Service
Areas. (Continued on page 2)

Federal PSRO policies
bring calls for change,

more local autonomy

Nagging issues concerning relationships
between the federal government and PSROs
emerged in New England during a two-day
meeting held in Kennebunkport, Me., May 5
and 6.

In a nutshell, the emotional issues
concerned the manner in which the federal
government is implementing the PSRO program,
with two key problems seen by the PSROs: the
lack of administrative flexibility in bud-
geting; and the lack of local autonomy in

(Continued on page 3)

Autonomy of local PSROs
under stress in conflict
with DHEW directives

The inevitable irritations of growing
pains enmeshed in the operation of DHEW
bureaucracy are annoying PSROs in New York
State, with widespread comment that local
autonomy is under stress.

One specific source of irritation is
the question of slotting; another is reim-
bursement for physicians' time in actual
PSRO work. Some of the PSROs queried by
PSRO Update indicated a roll-with-the-punch
philosophy, conceding that he who controls
the purse-strings calls the tune.

'NO ANSWERS THUS FAR'

Jack Coleman, executive director of the
Genessee Region PSRO Inc., regards DHEW as
wrong in its prohibition on slotting. "As

(Continued on page 6)

AT PRESS TIME: FEDERAL JUDGE BARS JULY 1 IMPLEMENTATION
OF HOSPITAL REVIEW PROGRAM — Story, Page 5
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Health planning efforts

now new, but power is

(Continued from page 1)

eral health planning program to meet the
problems of supply, quality and costs of
needed health care services. The Comprehen-
sive Health Planning Program made possible g
network of voluntary state and regional
health planning organizations to plan coop-
eratively with major healthwcare providers
for future area health services. Later,
Regional Medical Programs were developed as
brokers to advance technology and skilled
manpower at the institutional level for
cancer, health and stroke research and treat-
ment. The Experimental Health Services
Delivery Program was also created to funnel
monies available to underserved, depressed
urban and rural areas to provide a basic
health-delivery system to local populations.

MILLIONS FOR 'MODEST EFFECT'

Since 1967, the federal government has
invested $249.1 million, matched by funds
from state and local government and contri-
butions from private-interest groups, in
an effort to develop solutions to the major
problems of health services delivery: pro-
hibitive costs, lack of availability to
major segments of the population and quality
of services lower than that which is desir-
able and attainable. However, health plan-
ning has had a modest effect on the opera-
tion of the nation's health services deliv-
ery system.

For the most part, the relative changes
that occurred over the 1ll-year period in
areas with planning agencies were not very
different from those that occurred in areas
without them.

In the past two years, the federal and
some state governments, eager to exert con-
trol over the rising cost of health service,
have seizedupon the comprehensive health-
planning program as a mechanism for regula-
ting the activities of health-care providers.
Thus, while health planning itself is not
new, the power of health planning agencies
to enforce planning efforts is novel and
marks the new hope for the program as it is
transformed and reorganized under PL 93-6k41.

Health Systems Agency
network begins to form
(Continued from page 1)

While PSROs monitor cost and quality of
medical care in their regions, HSAs* will be
monitoring use and development of medical
facilities under the new National Planning
and Resources Development Act (PL 93-6L41).

- for the establishment of Health Service

Health officials encourage PSROs to work
closely with Health Systems Agencies for a
unified approach to planning concerning
hospitals, nursing homes, home health care,
mental health, public health, emergency
care and neighborhood health centers.

Mechanisms like HSAs and PSROs must
be in working order before any sort of
national health care plan can begin. DHEW
is trying to avoid repeating the mistakes
of the early Medicare/Medicaid era, when
the federal government released funds with-
out having an adequate system to monitor
their use.

"To assume that the American health-
care system is now capable of delivering
the additional care that would certainly be
demanded if national health insurance were
enacted, is, I believe, a dangerous and -
potentially disastrous mistake," Charles C.
Edwards, M.D., former DHEW assistant secre-
tary for Health, wrote in the March 13 New
England Journal of Medicine. "The maldis-
tribution of health providers, the exces-
sive reliance on institutional care, and
the absence of broadly effective systems of
utilization review and quality assurance
make it virtually certain that early adop-
tion of national health insurance would be
followed by enormous inflationary pressure
and would lead to public demands for even
more stringent federal control of the cost
of health-care services and the manner in
which they are provided...Clearly, the
United States does not need a repetition of
the experience of Medicare and Medicaid, but
I have very serious doubts about whether our
political leaders have really profited from
that experience."

PROPOSALS FOR BOUNDARIES

On May 3, governors of all the states
were required to submit proposals to DHEW
Areas in their states. Delineation of these
territories was left to local planning ex-
perts. Regional and federal officials of
DHEW are to review the proposals and desig-
nate the final boundaries of the Health
Service Areas August 1.

New York, which has 12 PSROs, has pro-
posed eight HSA areas; Connecticut, with
four PSROs, is proposing five HSAs; Massa-
chusetts has five PSROs, seeks six HSAs;
Vermont, Maine, New Hampshire and Rhode
Island each have a single PSRO and seek one
HSA.

In determining the boundaries of Health
Service Areas, local planners looked primar-

(Continued on page T)
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New England

As the end of the fiscal year approach-
es, nine planning PSROs in New England move
toward expected designation as conditionals,
all hoping that their proposed budgets don't
get chopped too heavily in the tough con-
tract negotiations many expect to face.

TIMETABLE, PROCEDURE

The timetable and procedure are approx-
imately this: by mid-May the Secretary of
DHEW had begun public notification that he
intended to designate these PSROs as con-
ditionals; doctors had 30 days in which to
object to his choice, and if 10 per cent in
an area did so, a polling of all eligible
physicians had to be taken; if, in the poll-
ing, more than 50 per cent of these doctors
protested the designation, then the Secre-
tary could not designate the PSRO as con-
ditional.

Since the PSROs in New England have en-
rolled more than 50 per cent of the doctors,
it is unlikely that any PSRO will go to
polling.

CONTRACT NEGOTIATIONS

Assuming all nine PSROs receive desig-
nation as conditionals, there remains the
problem of a contract between DHEW and each
PSRO, not an automatic process, guaranteed
by designation. The PSRO and DHEW must sign
a contract for a specific amount of money
in specific categories before any PSRO can
actually become conditional.

If conditional status is achieved by
these nine, it will bring the total at that
stage to 11 in New England; BAY STATE PSRO
in Boston and CHARLES RIVER in Newton, Mass.,
have already entered the second phase of
conditional.

The two remaining PSROs are VERMONT and
CENTRAL MASSACHUSETTS (in Worcester); their
plans for conditional were submitted after
the March 1 deadline, thus virtually elimin-
ating them from consideration as condition-
als in this funding cycle.

Federal PSRO policies

bring calls for change

(Continued from page 1)

organizational structure. For many, these
spell uniformity and rigidity from Washing-
ton in a program that was supposed to be
characterized by local responses to local
conditions.

ISSUES ARISING ELSEWHERE

The issues are not unique to New
England: very similar complaints over the
federal implementation of PSROs have sur-
faced in California, where the PSROs are
talking about forming a confederation, and
in the Northern Virginia PSRO, which has
sent a scathing letter to Washington com-
plaining of federal policy and methods.

Following the Kennebunkport conference,
the New England group sent a telegram to
Assistant Secretary for Health Theodore
Cooper, M.D., asking for a reply within omne
week to a request for a meeting with him.
Its tone is said to have been moderate, but
urgent.

Participants agreed that the meeting
was cathartic. Some felt it would produce
changes in federal policy; others, more
jaded in the ways of the federal government,
saw it as useful for venting the spleen,
but of little consequence in altering feder-
al policy.

The disbursement of federal funds
through contracts instead of grants has pro-
voked the most indignation, since contracts
are seen as too constricting for a program
of professional peer review. (See separate
article on Page L.)

One specific point of concern has
continued to be the lack of direction from
Washington on a data policy, the develop-
ment of which is thought to buttress the
entire PSRO system, the lack of which seems
to delay other areas of PSRO work.

QUESTION OF SLOTTING

The question of slotting the boards of
directors, to prevent domination by groups
of doctors whose clout exceeds theilr numbers,



















