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Introduction

In April 1980 the United States Commission on Civil Rights
sponsored a two-day consultation on Civil Rights in Health Care
Delivery. The purpose of the consultation was to investigate the
Federal role in assuring both adequate care and equal treatment for all
Americans in delivery of physical health care services. The consulta-
tion brought together Federal officials whose agencies fund various
health care programs, researchers into various aspects of health care,
and representatives of health advocacy groups concerned with the
provisions of adequate health care. The participants described the
current status of Federal involvement in the provision of physical
health care and presented potential solutions where problem areas
were identified.

The consultation was divided into five sections, each intended to
examine specific issues within the overall topic:

(1) Overview

This session examined the emergence of the Federal role in physical
health care and analyzed its current status; use of facilities and services
by race, ethnicity, sex, and place of residence; incidents of discrimina-
tory treatment in the physical health care delivery system; and Federal
responsibility for ensuring equal treatment in the receipt of health care
services.

(2) Rural Health Care

During this session, participants examined the provision of services
in rural areas, focusing particularly on community health service
clinics, Indian health, and migrant health.

(3) Urban Health Care

Participants in this session reviewed problems of health care
delivery in urban areas, particularly status of clinics, hospital closings,
and the maldistribution of practitioners.

(4) Legislative Initiatives

This session described the current status of Federal health care
programs, such as Medicaid and Medicare, and legislative initiatives,
especially national health insurance.

(5) Training of Health Care Professionals

Issues covered in this session included medical school admissions
policies following the decision of the Supreme Court of the United
States in Regents of the University of California v. Bakke, * premedical
school training, and recruitment of women and minority medical
school candidates.
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Four major issues emerged from the consultation that relate
particularly to civil rights concerns: (1) fragmentation of Federal
policies and programs in health care; (2) civil rights enforcement; (3)
residency and utilization of health care services and facilities; and (4)
training of health care professionals.

Fragmentation of Federal Policies and Programs

Fragmentation in health care occurs in policy formulation, program
implementation, and decisionmaking at the Federal level, as well as in
the division of responsibility for providing adequate health care among
different levels of government and the private health care and
insurance industry. This fragmentation has a detrimental effect upon
the ability of the Federal Government to assure that minorities,
women, and older persons have an equal opportunity to receive
adequate health care.

Fragmentation has resulted partially from the fact that Federal
health care legislation has been passed in a piecemeal fashion, with no
apparent overall philosophy or set of goals. Major Federal programs
include funding for community health services, State health planning,
hospital construction, migrant health services, Indian health service,
Medicaid, and Medicare. These programs are administered by at least
three separate agencies within the Public Health Service of the
Department of Health and Human Services (formerly the Department
of Health, Education, and Welfare): the Health Services Administra-
tion (HSA), the Health Resources Administration (HRA), and the
Health Care Financing Administration (HCFA).

In addition to Federal agencies, State and local governments and
private physicians and insurers are involved in decisionmaking
regarding delivery of health care services. There are 204 Health
Systems Agencies and 57 State Health Planning and Development
Agencies. These agencies and State Boards of Health often influence
the distribution of Federal funds and set eligibility criteria for the
receipt of Federal funds under certain programs, such as Medicaid.
Hospitals and private physicians control to a large extent payments
made under Medicaid and Medicare. Private insurers determine to a
great degree the cost of medical services.

Because of the involvement of so many entities, health care may not
be provided to some who are eligible. For example, discussion at the
consultation revealed that American Indians often have problems
receiving care from non-Indian Health Service facilities. Many are sent
to the Federal Indian Health Service facility, even though this is a
secondary facility for those Indians unable to travel to primary
facilities. Furthermore, State Medicaid agencies do not always
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reimburse the Indian Health Service for treatment of Indians eligible
for Medicaid, even though they are required to do so.

Fragmentation has led to what Dr. Philip R. Lee, director of the
Health Policy Program, University of California at San Francisco,
called *“gross inequities between States and between local areas.” It has
also led to increased cost in the provision of health care, a devastating
result for the 42 million Americans with no health insurance or
inadequate insurance. Because public and private insurance pays for
the ‘‘usual, customary, and reasonable” fees of physicians and
hospitals, health providers are able to raise their prices and still be
confident of reimbursement. Karen Davis, Deputy Assistant Secretary
for Planning and Evaluation, Department of Health and Human
Services, indicated that 60 percent of hospital revenues come from
these “cost-based reimbursement plans,” Medicare, Medicaid, or Blue
Cross. She added:

Regardless of the source of payment, giving hospitals a blank
check and assuring them that no matter what they charged, they
would be paid, certainly contributed to the problem of rising
costs.

Finally, fragmentation has produced less accountablity to the
Federal Government for the expenditure of Federal funds. One
example of this is the Medicare “Part B” program, which pays private
physicians for the cost of medical care of older persons. The
Department of Health and Human Services mantains that this is not
“Federal financial assistance,” inasmuch as it is a direct payment to the
beneficiary for services rendered by a health provider, paid for by
participants in the program through premiums. In fact, less than one-
third of expenditures under Medicare are provided from premiums
paid by participants in the program. Furthermore, even though
physicians are beneficiaries under the Medicare Part B program, the
Department of Health and Human Services contends that they are not
covered by Title VI of the Civil Rights Act of 1964, which prohibits
discrimination in programs receiving Federal financial assistance.2

Civil Rights Enforcement

The issue of accountability for the use of Federal funds relates
directly to the enforcement of provisions in the Civil Rights Act of
1964 and the Hospital Survey and Construction Act—or the Hill-
Burton Act—of 1946. Title VI of the Civil Rights Act of 1964 states:

No person in the Umfted States shall, on the ground of race, color,
or national origin, be excluded from participation in, be denied the

* 438 U.S. 265 (1978).
2 Patricia Roberts Harris, Secretary of Health and Human Services, letter to Louis Nunez, Staff
Director, U.S., Commission on Civil Rights, June 9, 1980.
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benefits of, or be subjected to discrimination under any program
or activity receiving Federal financial assistance.®

Title VI has become a major tool used by the Federal Government to
ensure nondiscrimination. In the past 16 years, it has been used
successfully to secure compliance by recipients of Federal funds. Since
the ultimate sanction is termination of Federal financial assistance,
there should be strong incentive on the part of fund recipients to
comply with the law.

In the area of funding for health care, however, the former
Department of Health, Education, and Welfare brought enforcement
proceedings only rarely under Title VI, especially since 1970. Most of
that Department’s civil rights effort was in the area of education,
attempting to bring school districts into compliance with the law. As
Roma Stewart, then Director of the Office for Civil Rights at the
newly created Department of Health and Human Services (HHS), told
the Commission: “The record of achievement in elimination of
discrimination in health is bleak in comparison to what has been
accomplished in the schools.” In fact, no recipiént of Federal health
funds has had its funds terminated since 1973. Since 1970 only nine
institutions have beén subject to administrative proceedings that might
have led to termination of funds.*

Another participant, Dr. Kenneth Wing, from the School of Public
Health, University of North Carolina, charged that discrimination in
health care had not really been defined and that the “principle of
nondiscrimination in delivery of health services and particularly
government-funded health services has never really been, accepted.”
Support for this charge was given by Sylvia Drew lvie, tﬁen director
of the National Health Law Program and later Director of the Office
for Civil Rights at HHS. She indicated that, despite a 1976 Department
of Justice mandate to the Department of Health, Education, and
Welfare (HEW) for the development of guidelines implementing Title
VI, guidelines that would assist in determining discrimination and in
obtaining compliance from hospitals, nursing homes, and health
planning agencies have never been issued. Ms. Stewart testified that 11
guidelines on different aspects of health funding were to be released by
the end of the calendar year 1980. The guidelines were issued by the
end of that year as policy clarifications of old regulations. No new
regulations were issued.

Effective use of enforcement proceedings under Title VI could have
a profound effect on the operation of health programs. The Federal
Government spent over $56 billion in 1979 on health care programs.

* 42 U.S.C. 2000d (1970).

4+ Roma J. Stewart, then Director, Office for Civil Rights, Department of Health and Human
Services, letter to Arthur S. Flemming, Chairman, U.S., Commission on Civil Rights, May 22, 1980.
No administrative proceedings were initiated between May 22, 1980, and Jan. 12, 1981.
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Of this amount $34 billion went to hospitals for various programs, $8
billion to physicians, and over $5 billion to nursing homes.5 Thus, the
termination of Federal funds would have such a great impact on the
operation of health care facilities that vigorous enforcement of Title
VI would encourage facilities to eliminate discrimination in health
care programs receiving Federal financial assistance.

Enforcing civil rights laws, in part, means investigating complaints
or conducting compliance reviews following disbursement of Federal
funds. Program office staff at the Department of Health and Human
Services often assume that the responsibility for ensuring nondiscrimi-
nation lies with the Office for Civil Rights (OCR). Memoranda of
Understanding between OCR and the Public Health Service (PHS)
and between OCR and the Health Care Financing Administration
(HCFA), however, give OCR primary responsibility for developing
guidelines and providing assistance to the program agencies.® Never-
theless, PHS and HCFA are responsible for “incorporating civil rights
concerns into regular program review and audit activi-
ties,. . .monitoring, in arrangement with OCR, existing civil rights
compliance agreements,” and performing other functions related to
assuring nondiscrimination in programs funded by the respective
agencies.?

The Public Health Service, or more specifically, the Health
Resources Administration (HRA), also has responsibility for enforcing
the “free service” requirement of the Hill-Burton Act. This act
predates Title VI by 18 years, and requires that hospitals that receive
Federal construction funds under the act must provide “a reasonable
volume of services” free of charge to those unable to afford the cost of
hospital care.® In 1964 the act was amended to allow the Surgeon
General to require that hospitals receiving funds make services
available to all persons living in the vicinity of the hospital.® In 1975
Congress added another amendment, requiring HEW to develop
regulations implementing the “uncompensated service” and “commu-
nity service” provisions.?® Four years passed before final regulations
were issued, and according to information provided at the consulta-
tion, regulations still have not been implemented in a systematic way.

5 Robert Gibson, “National Health Care Expenditures, 1979, Health Care Financing Review
(Summer 1980), p. 33.

¢ *Memorandum of Understanding Between the Office for Civil Rights and Public Health Service,”
July 27, 1979; “Memorandum of Understanding Between the Office for Civil Rights and the Health
Care Financing Administration,” July 27, 1979.

7 Tbid.

8 42 U.S.C. section 291c(e), 291e(b)(3)(1976); 42 C.F.R. section 53.111.

® Pub. L. No. 88-443, section 3(a), 78 Stat. 451, 454 (1964).
1 Pub. L. No. 93-641, Section 4, Title XVI, Part A, section 1602, 88 Stat. 2258 (1975) (current
version at 42 U.S.C.A. section 300s (Supp. 1980)). The current version, which was enacted in 1979,
essentially recodifies the provision of the 1975 Act.
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Residency and Utilization of Physical Health Care
Facilties

Related to the issue of enforcement of civil rights laws is utilization
of health care facilities and services. Because the provision of health
care is largely a private industry, health care providers are not
distributed randomly throughout the country. Particularly in areas
with large minority populations, physicians and hospitals are few,
while in white, more affluent neighborhoods, health care providers
abound. This maldistribution of services has had a deleterious impact
on the availability to minorities of adequate health care, and conse-
quently, on the health status of minorities.

Lu Ann Aday, research associate at the University of Chicago’s
Center for Health Administration, presented information regarding
differentials in utilization of physical health care facilities on the part
of different groups. Particularly affected by accessiblity to health care
providers are inner-city or rural areas. Facilities in rural areas are often
remote, resulting in both substantial travel time and long waiting
periods by patients. In urban areas blacks tend to rely heavily on
hospital emergency rooms and outpatient departments for regular care
and are less likely to have a private physician. The closing or
relocating of hospitals in urban areas can therefore have a devastating
effect on health care received by inner-city residents. Ironically, it is in
those areas that hospitals are most likely to be closed. In a study of
metropolitan areas between 1937 and 1977, Dr. Alan Sager of Brandeis
University found that the higher the percentage of blacks in a
neighborhood, the more likely a hospital would be closed or relocated.
In areas less than 25 percent black, only 14 percent of all hospital were
closed and relocated. By comparison, in neighborhoods where more
than three-fourths of the population was black, nearly half of all
hospitals—47 percent—were closed. or relocated.!!

A reason often given for such closings is that, since those areas with
large minority populations are also less affluent and less financially
able to sustain an ongoing hospital, the operation of the hospital is not
efficient. It is argued that “financially distressed” hosptials—whether
public or private—cannot remain open without substantial third-party
funding sources.

Regardless of the reasons, hospital closings have a detrimental
impact upon the quality of health care for those persons affected. If the
hospitals are receiving Federal financial assistance, the Department of
Health and Human Services has responsiblity for ensuring that the
people served continue to receive adequate health care.

1 Alan Sager, “Urban Hospital Closings in the Face of Racial Change™ (statement before the
Subcommittee on Health, Committee on Ways and Means, U.S. House of Representatives), Mar. 14,
1980.
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Henry A. Foley, Administrator of the Health Resources Adminis-
tration told the Commission:

-

Institutions which serve as the primary soiirce of care in
underserved areas must be kept viable, or acceptable alternatives
must be developed. The assumption should not be made that all
hospitals in financial trouble should necessarily be
saved. . .Federal policies should encourage significant restructur-
ing of local health delivery systems in order to produce institu-
tions with a promise of future viability. Such restructuring must
take account of the total health resources of the area, and should
emphasize the appropriate use of ambulatory care as opposed to
institutional treatment.

Training of Health Care Professionals
Difficulties encountered by minorities and women in securing
adequate physical health care can be traced in part to their underrepre-
sentation as physicians and related health care professionals. In
referring to a report titled “The Treatment Practices of Black
Physicians,” Henry Foley stated that in 1975, 87 percent of patient
visits to black physicians were by black patients, while 90 percent of
patient visits to white physicians were by white patients. Dr. Philip
Lee, former Assistant Secretary of HEW for Health and Scientific
Affairs, and currently director of the Health Policy Program of the
University of California at San Francisco, stated: . . .if we train more
minorities [to become physicians] and give them more opportunities,
there is no question that minorities would have greater access to health
care.”
The fact is that minorities and women remain underrepresented in
"the Nation’s medical schools. According to data submitted by
Magdalena Miranda, Chief, International Education Programs Sec-
tion, Health Resources Administration, in 1979-80 women constituted
27.8 percent of all first-year medical students (25.3 percent of all
applicants were women), while “underrepresented minorities” (blacks,
American Indians, and Hispanics) were 11.6 percent. Special admis-
sions programs have been developed by many medical schools to
provide minorities greater opportunities for medical training. Set-aside
programs which allot a certain number of slots for minority medical
school applicants have been challenged successfully in courts. In 1978
the Supreme Court of the United States in Regents of the University of
California v. Bakke declared that although race alone could not be
used to determine eligibility for medical school, it could be used as one
factor to produce diversity within the student body.12 -

17 438 U.S. 265 (1978).
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Despite the decision in Bakke permitting medical schools to
consider race in determining eligiblity, ‘the proportion of first-year
medical schéol students that is minority has not increased and, in some
cases, has actually decreased. For example, in 1974-75, blacks
represented 7.5 percent (1,106) of all first-year medical students, but by
the 1979-80 academic year, this had fallen to 6.5 percent (1,108). The
percentage of Hispanics has risen only slightly during the period, from
2.0 percent (296) to 2.2 percent (376). American Indians constituted
only 0.4 percent (63) of all first-year medical students in 1979-80,
down from 0.5 percent (71) in 1974-75. During the same period, the
percentage of all applicants to medical schools who were accepted
increased from 35 to 47 percent, while the percentage of minority
applicants accepted fell from 44 to 41 percent.

Applications as well as enrollments by minorities have leveled off
during recent years. One possible explanation is that medical schools
have not pursued recruitment vigorously since special admissions
programs were attacked. According to Alonzo Atencio, assistant dean
and assistant professor of biochemistry at the University of New
Mexico, the use of race or ethnicity as a factor in determining
admission to medical schools depends on the commitment on the part
of a particular institution to increase the percentage of minority
students, since there is no legal requirement that race or ethnicity be
considered. Dr. Atencio also pointed to a shift in Federal programs
from scholarships -to loans as a factor in discouraging some minority
applicants. Attending medical school for 4 years requires a substantial
financial commitment; minorities may be reluctant to borrow the
amount necessary to finance a medical education. Although the
Federal Government provides funds to needy medical students
through the National Health Service Corps, participants in this
program obligate themselves to working in an underserved area after
completing medical school in exchange for Federal funding. Minorities
have also been reluctant to participate in this program, since they
cannot choose the geographical area of service upon graduation. Still,
of the total National Health Service Corps scholarships granted in
1979, 19.5 percent went to. blacks, 3.9 percent to Hispanics, and 1.2
percent to American Indians.

Conclusions and Recommendations

Participants at the Commission’s consultation on Civil Rights Issues
in Health Care Delivery provided evidence that discrimination
continues to exist: in the provision of physical health care. Due to
increasing costs, maldistribution of health care providers and re-
sources, and overt disparate treatment, minorities, women, and clder
persons do not have equal opportunities to secure adequate physical
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health care. While participants agreed on the problem, they differed on
the remedy. Increased Federal expenditures on health care, more
effective enforcement of civil rights laws, and national health
insurance were suggested ways to reduce and eventually to eliminate
disparities between the health status of minorities and women, and
white males. Each of these ways is important and needs to be
considered before a strategy for ensuring equal opportunity in health
care can be developed. )

In the meantime, the Commission presents the following general
recommendations based on evidence presented in connection with the
April 1980 health care consultation.

1. The Office for Civil Rights at the Department of Health and

Human Services (HHS) should issue regulations defining discrimina-

tion in health care and describing procedures for compliance with

Title VI of the Civil Rights Act of 1964 and the Hill-Burton

requirements. When administrative proceedings do not result in

compliance within the prescribed period of time, Federal funds to
the noncomplying physician or institution should be terminated.

Enforcement of civil rights requirements in health care programs
has been almost nonexistent, particularly during the last decade. The
former Department of Health, Education, and Welfare has not
systematically implemented Title VI, which bans discrimination on the
basis of race and national origin, in regard to health care. As the
Commission noted in its recent Report to the President and the Congress,
Federal departments responsible for Title VI implementation have not
enforced it vigorously. They have frequently failed to issue regula-
tions, initiate enforcement proceedings, or terminate Federal financial
assistance when compliance cannot be achieved. That report can be
applied to health programs administered by HHS as well, when it
states: “It must be clear that fund termination will be invoked when
timely compliance cannot be achieved.”

2. The Department of Health and Human Services should reverse

its position concerning the coverage under Title VI of physicians in

the Medicare Part B program.*

Current HHS policy exempts physicians who treat Medicare
patients under Part B of that program from coverage of Title VI on
the ground that the individual rather than the physician is the ultimate
beneficiary of the program. In fact, physicians do receive Federal
money (only one-third of the expenditures are covered by premium
payments by participants), just as they do in the Medicaid program,
under which physicians are covered by Title VI.

* Commissioner Stephen Horn dissents from this recommendation.
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3. All Federal agencies dispensing health care funds should include

civil rights concerns and civil rights compliance in their operations,

as requiréd of the Public Health Service and the Health Care

Financing Administration by Memoranda of Understanding be-

tween those agencies and the Office for Civil Rights.

Agency officials administering Federal funds too often ignore their
responsibility for ensuring that those funds are spent in a nondiscrimi-
natory manner. If implementation of Federal civil rights policy is to be
effective, it rieeds to command the attention of officials responsible for
making decisions regarding the disbursement of Federal funds.

4. The Office for Civil Rights at HHS, in conjunction with the
Health Resources Administration; should develop procedures for
examining hospital closures, (a) to determine the extent of negative
impact their closure or relocation would have on the health care of
minorities, older persons, and other low-income persons living in the
area that the hospital services, and (b) to establish adequate
alternative health care provisions for area residents before the
hospital is closed or relocated.

In many cities across the country “financially distressed” hospitals
are closing their doors in minority neighborhoods, meaning that
residents must turn to alternative health care providers, such as
outpatient clinics, or travel to hospitals distant from their neighbor-
hoods. One study showed that the greater the percentage of minorities
in a neighborhood, the more likely it is that a neighborhood hospital
would close or be relocated. Because of potential detrimental impact
on health care to minorities and older persons, decisions regarding
closure or relocation must be weighed carefully and alternative health
care provisions must be established.

5. The Federal Government should undertake and expand pro-

grams aimed at encouraging minority and female students to apply

to and to attend medical school. The Federal Government should
also act to guarantee equal opportunities in premedical school
education in order to assure the admission and retention of minority
and female medical school applicants and students. Sufficient funds
should be made available to make the opportunity for a medical
school education financially feasible for potential minority and
female students unable to afford its high cost. Additionally, National

Health Service Corps rules should be amended to allow participants

a range of choices in selecting the underserved area where they will

work.

Women and minorities are still underrepresented in the Nation’s
medical schools. In fact, minority enrollment as a percentage of total
engoliment, as well as the percentage of minority applicants accepted
in;o medical school, has actually decreased in recent years. This
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decline may be due in part to the fact that loans are replacing
scholarships as a major source of money for minorities to attend
medical school. The requirement that National Health Service Corps
participants serve in a geographical area not chosen by them may also
discourage many minorities from applying for this program. In order
to increase the number of minority and female doctors, the Federal
Government should take steps to encourage medical schools to recruit
and retain minority students interested in medical careers.
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Civil Rights Issues in Health Care
Delivery

A Consultation Sponsored by the United States
Commission on Civil Rights, Washington, D.C.,
April 15-16, 1980

Proceedings

CHAIRMAN FLEMMING. I will ask the meeting to come to order. The
United States Commission on Civil Rights has convened this consulta-
tion in order to examine civil rights issues and health care delivery.

This examination will address the role of the Federal Government in
helping to ensure both adequate health care for all Americans and
equal access to physical health care services and facilities.

Participants will focus on two important aspects of physical health
care delivery: Discrimination in physical health care delivery and
remaining gaps in the provision of adequate health care for problems
that currently exist.

Time constraints do not permit presentations by persons other than
those invited by the Commission. We do welcome, however, submis-
sion of materials by others who would like to contribute to the
exploration of the issues. The materials submitted in this way will be
considered for possible inclusion as part of the final record of the
consultation.

My colleagues and I believe that the provision of adequate health
care is of vital concern to minorities, women, older persons, and
handicapped individuals. We believe that an examination of physical
health care delivery will provide baseline information which may be
used in the future to review other aspects of health care such as
incidents of disease and mental health.

We deeply appreciate the cooperation and help of those who will be
presenting papers or serving as respondents to those who do present
papers.




I am asking my colleague, and the Vice Chairman of the Commis-
sion, Commissioner Horn, to preside during the morning session.
Commissioner Horn.

VICE CHAIRMAN HORN. Thank you, Mr. Chairman. In this
morning’s session, we will review the overview -of the Federal
Government’s role in health care delivery.

The first presenter, Dr. Philip R. Lee, is one of the most
knowledgeable experts in this country on this subject. He-comes from
a family of distinguished doctors, a family that has cared about the
state of American health over the years.

After his graduation from Stanford University, as an undergraduate
and then from its school of medicine, he has not only pursued the
practice of a physician but, more important, he has served as a critic
and guide to what American health practices ought to be.

Over the years his extensive publications have helped to set the tone
for both policymakers and nonpolicymakers, those in medicine and
those outside medicine alike. During the Johnson administration he
served as Assistant Secretary of HEW for Health and Scientific
Affairs.

He then returned to California where he is professor of social
medicine, University of California, San Francisco. He also served as
chancellor of the University of California Medical Center in San
Francisco. He is now the director of the health policy program at that
institution. -

We are delighted to have Dr. Lee, who will capsulize his life
experience in about 25 minutes.

STATEMENT OF PHILIP R. LEE, M.D., DIRECTOR, HEALTH
POLICY PROGRAM, UNIVERSITY OF CALIFORNIA, SAN
FRANCISCO

DRr. LEE. I am delighted to be here, and 1 indicate special
appreciation to two Commission members. One is the Chairman,
whose work in the 1950s and whose friendship with my father had a
great influence on my own career in public service, and Steve Horn
who, as the legislative assistant to Senator Thomas H. Kuchel,
introduced me to the intricacies of politics and public policy in the
very early days of Medicare. (As a matter of fact it was known as the
Kuchel-Anderson Bill.)

So, I have both a personal and professional tie that is deep to the
Chairman and the Vice Chairman. I am delighted to be here.

For the past 45 years, the United States has been moving towards a
national health policy. We go in fits and starts. We don’'t have,
perhaps, a coherent policy, but there are many pieces that are in place.
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Progress, particularly in the last decade, has been made in under-
standing the basic health problems that face the Nation and in
understanding the role of factors other than medical care that affect
our health. Biological factors, the social, the cultural, the environmen-
tal, and the behavioral factors are all important to our health. Federal
policies have emphasized medical care and biomedical research.
Federal programs have also been designed largely to expand, support,
or strengthen the role of the private sector.

Many of the programs evolved because of a failure on the part of the
private sector, for example, the support of biomedical research. The
Hill-Burton program was designed to correct major inequities in
hospital construction and availability of hospitals throughout the
country and particularly to improve the availability of hospitals in
rural areas. Other Federal programs were designed because of the high
costs of private sector services, and the failure of private health
insurance for the aged. The result was Medicare.

Some Federal programs affected everyone. Others affect a small but
needy segment. Some of the programs have been very successful, and
others fail to achieve limited objectives.

There are at least six different approaches that might be taken to
assessing the effects of Federal policies on the disadvantaged. One is to
trace the development of legislation. In the report which we have
submitted to the Commission, we do that in brief. Another would be to
look at the budget. Every year the Congressional Budget Office and
the Office of Management and Budget (OMB) publish special analyses
of the Federal budget. The OMB, of course, publishes the President’s
budget as it is submitted to Congress each year. The Brookings
Institution and a number of individual scholars who analyze the
budget have told us a great deal about the potential effects of
programs, as well as who is getting what in terms of distribution of
resources.

I would say parenthetically that we have heard a great deal about
the so-called “graying” of the budget. The term is shorthand for how
much of the Federal budget is spent for the elderly. Of course,
included in that are the social security payments, an earned right
dispensed separate from a trust fund which is from general appropria-
tions. And, in my judgment, social security should be separated from
the general revenue fund and the general budgets. It would give a
different picture of the “graying” of the budget if that was done.
Medicare is also included as an expenditure on behalf of the elderly. In
fact, all the money goes to doctors, hospitals, and other providers of
health care. We could talk, rather than about the graying of the
Federal budget, about the medicalization of the Federal budget, which
might be more accurate.



Another approach, which has been taken by Lu Ann Aday (who
will be presenting later) and her University of Chicago colleagues,
Odin Andersen and Ron Andersen, is to examine access to care and
the importance of various programs providing access to care. We can
also examine policies and programs affecting particular population
groups. That is what I intend to do in this presentation with respect to
the elderly.

We have included as attachment to our presentation a report on
services for the elderly, the health status of the elderly, and the cost of
health care for the elderly. That appeared in Health USA by Dr. Kovar
for the National Center for Health Statistics (see exhibit 18).

There have been a number of studies to examine the extent of
discrimination, and the Commission itself has carried out several
studies looking at the effect of discrimination in particular health care
programs.

I will not review the report or our analysis of the legislative score
card except to mention that, as the years go by, more and more health
legislation is dealt with by the Congress. We thought of the 1950s as a
period when the base was built for the present Federal policies: The
development of biomedical research, the strengthening and expansion
of the Hill-Burton Program, the articulation of Federal-State categori-
cal programs, such as venereal disease control, tuberculosis control.
The principles that were later to be applied in a number of other
programs were established during this period. In the 1960s, particular-
ly from 1963 to 1967, there was a rapid expansion in the numbers of
programs.

In the 1970s even more legislation was considered by each Congress
than the one before. The workload on the committees and the range
and complexity of the problems increase as each decade goes by. That
will be a factor in the eighties.

Looking at Federal health expenditures (and I’ve mentioned Office
of Management and Budget and the Brookings Institution), we see a
tremendous increase in the number of Federal programs and expendi-
tures for health and health care. In 1953, for example, when HEW was
established, there were about 70 programs administered by the
Department—A total budget of $6.5 billion and $300 million spent for
health programs. By 1968 there were over 250 programs with
expenditures in the Department of $40 billion, and $9.3 billion spent
for health programs. Estimates for 1980 indicate that the expenditures
will be $193 billion in the Department and the total health expendi-
tures (this includes the Department but also programs beyond that),
$56.5 billion. As we have grown in size, the Federal role has increased
substantially in the health care area.
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Today, 1 want to examine different approaches and provide a
framework for analysis rather than describing specific outcomes of the
analysis. I will focus my discussion particularly on the aged. I will look
at the social context of health policy development and the factors that
will affect health policy in the eighties.

Inflation, which is certainly the dominant issue, affects public policy
in 1980. This not only has a profound effect on the Federal budget,
which we are witnessing today, but on individuals and their attitude
towards government and taxes. We have seen in California a number
of taxpayer initiatives—the so-called taxpayers’ revolt.

We have seen within the Federal Government a shift from social
programs and expenditures to defense expenditures. We have also
seen, because of the various factors putting pressure on the budgets, a
reduction of services, particularly for the disadvantaged. Many of
those don’t show up immediately, as we have seen in California. But
they do begin to show up within a year or two, and the problems
increase very rapidly.

Another factor that will profoundly affect public policy in the 1980s
is new federalism which evolved in the 1970s 'with revenue sharing
and block grants to States in major aréas such as community
development and social services.

Some programs, like Medicaid, that were not originally designed
with new federalism in mind, have become part of the new federalism
strategy. With new federalism there is decentralization and limited
Federal ov‘ersiéht. Unfortunately, I think, the evidence is strong there
is decreased accountability for Federal expenditures.

There is a transfer of costs to State and local governments. The
Federal Government is transferring costs to the State, and the State is
transferring the costs to the local government.

Fragmentation is another consequence of present policies. Variation
in State and local government policies and programs are producing
fragmentation of services. It is both power fragmentation and program
fragmentation. With the thousands of local governments and innumer-
able agencies involved, there is tremendous difficulty in really
developing coherent policies very often. There are multiple programs,
multiple jurisdictions, multiple authority, and multiple agencies.

It appears that rather than a need based assessment, the assessment
often is politically based, and it permits the role of interest groups to be
increased. There have been a number of articles, including lead stories
in Time magazine and other national magazines, about the influence of
the special interest groups in Washington. We also see that at the State
level. In Califernia last year, the special interests spent $27.9 million.
The California Medical Association was number 2 among the
spenders, and the Dental Association was among the top 10. Thus, the
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provision interest groups are able to exert a powerful influence
because of the decentralization to States with revenue sharing and new
federalism.

The third factor affecting health policy is the fiscal crisis. I have
mentioned the shift of expenditures from Federal to State and local
governments. Fiscal crisis has been defined as a threat to the fiscal
integrity of government, usually at the local level. We have seen that
in New York City and in Cleveland.

Fiscal strain is evident at all levels of government: at the county
level, the city level, and at the State level. There is increased demand
for expenditures which often is attributed to the increased demand for
service or the greater numbers of people eligible for services. In health
care, the increased expenditures are primarily due to inflation—the
increase in the price of the services without an increased number of
people utilizing the services.

The second factor affecting health care costs has been the increased
complexity of care. More laboratory tests, X-rays, and drugs are now
used in diagnosis and treatment.

Another dimension of the fiscal crisis in the 1970s was the recession.
We can certainly anticipate another recession in the near future. The
impact of that is yet to be determined. I personally believe the impact
will be far more serious with particularly detrimental effects for the
disadvantaged, who are more vulnerable than the rest of the
population. We also find with fiscal strain and crisis various cost-
cutting measures affecting the delivery of services to the aged, to the
poor, and to other disadvantaged groups.

Finally, two other factors that are related to health policy and the
disadvantaged, particularly the aged. First is the public perception or
what has been called the social construction of reality. This term. was
coined by Berger and Luckman a number of years ago. The term was
used to describe the definition of reality becoming widely shared and
institutionalized as part of the collective store of knowledge, whether
or not the perceptions really relate to the reality. The perceptions of
government, of public officials, of government programs and regula-
tion are an example of the social construction of reality—the change in
attitudes from the 1960s to the 1970s. The change in perceptions of
medical care in the past 15 years is another example. The problems in
the 1960s and 1970s were access and dquality. The problem in the late
1970s was cost. Cost is the predominant issue today.

The perceptions of disadvantaged groups in our society also reflect
the social construction of reality: The perception of blacks, of women,
of other minorities, or the aged. I will talk more about the public
perceptions of the aged as they affect policy in a moment.

6



Second, the role of medical care and the influence of medicine on
public policy are of increasing importance. The growth in the size of
the medical care enterprise in the last 20 years, in the scope and
responsibilities of medicine, and in the technology in health care
reflects this changing role. With it has come an expanded role of
government. Government has increased its support of research, of
health manpower training, the construction and financing of hospitals,
and finally in the financing of medical care, and with that an increased
role in planning and regulation.

Just one item that indicates the influence of medicine. We have been
aware of cost as a major problem and the helplessness of Congress and
virtually all State governments to do anything about the principal
factor in the increasing costs—namely, behavior of physicians. It is
now clear between 70 and 90 percent of all costs of medical care are
physician generated. We hear about consumer demand, related to the
fact that most people have health insurance and therefore few
constraints on demands for medical care.

The fact is doctors, not consumers, are largely responsible. They put
patients in the hospitals, often unnecessarily. The incentive, however,
both for hospitals, which are cost based, and for physicians, who are
paid on a fee for service basis, (both by Medicare and many private
health insurance programs) is to hospitalize patients and use ancillary
services.

The physicians set their own fees, and the government pays those
fees which aré called usual, customary, and reasonable (UCR). The
UCR reimbursement methods have not been changed for 15 years,
despite the fact it has been recognized for a decade that it is the way
we pay doctors and hospitals that is the principal cost of the enormous
inflation in medical care costs. At least 50 percent of the cost is solely
due to price increases. That is an indication of the power of the interest
groups.

Let’s turn briefly from discussing the factors influencing health
policy and look at the elderly. First, there are very real needs. Large
numbers of people—22 million—are 65 years of age or older. By the
year 2000, there will be 31.8 million.

The aged, on the average, are poorer than the rest of the population.
Inadequate income is recognized as the most serious problem facing
the elderly. We have a large group of poor people, who bear a heavy
burden of chronic illness and disability, who must use a large number
of health services.

The social construction of reality has had a profound effect on the
policies and programs for the aged. I draw particularly for this analysis
in Dr. Carroll Estes’ book The Aging Enterprise in which this analysis
was first put together in this form.



First, the aged are perceived as a problem in our society. As a
problem, they need special programs. The so-called age segregated
policies.

The problems are seen as resolvable by the application of services at
the individual level, the so-called services strategy. The services
strategy, however, has different effects on different social classes. For
the nonpoor, we have Medicare. They use more Medicare than the
poor elderly. We also have social security, tax benefits, and pensions.
For the newly poor, often considered to be the deserving poor, social
security and Medicare are available as well as programs funded by the
Older Americans Act. These include recreation, lifestyle support,
transportation, meals, and nutrition programs. For the chronically
poor elderly, the so-called undeserving poor, policies are largely
determined by the States. Medicaid, the SSI supplement, and other
services are basically left to the States for the elderly who have always
been poor.

Another perception that society has of aging is based on a
biomedical model, which is basically one of inevitable physical
decline. We gradually deteriorate as we get older. It is inevitable. It is
not a disease. It is a continuous, progressive decline.

Another perception is that the problemis of the elderly have reached
a crisis. Each interest group says their particular service solution is the
way to go. We need more medical care, more social services, or more
other kinds of services. '

Finally, it is not possible to redistribute the wealth. 1t is only possible
with great sacrifice on the part of the younger generations to keep the
old basically where they are economically. We have all shared many
of these views and values. Many of us who have been in policymaking
positions were very strongly influenced by them in the 1960s with the
development of the Older Americans Act, Medicare, and a number of
other social programs to serve the elderly. It has been true and remains
today that the social construction of reality has had profound impact
on public policy. Earlier I mentioned the graying of the budget. It is a
myth, but people begin to act on that as if it were the reality. Policies
begin to flow from that. People begin to question social security.
Despite the fact there is tremendous support for social security among
the great majority of the public, people begin to have doubts about it.
Will it meet my needs when I retire? Will it continue? There begin to
be questions because of myth perpetuated.

Inflation has had a profound effect on the cost of medical care and
what older people must pay for their medical care. We detail that in
the report. Just a couple of figures—the per capita cost of care for the
elderly rose from $455 to $1,521 annually between 1966 and 1976. The
out-of-pocket costs of medical care now exceed the total costs of
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medical care for the elderly before the enactment of Medicare. The
Medicare premiums are rising and payments to physicians have risen
rapidly because many doctors no longer take assignments. The aged
not only pay the premium and the coinsurance, but the increased fee
the doctor charges.

The hospital deductible must also be paid if an elderly person is
hospitalized. The cost of out of hospital prescription drugs must also
be paid directly out of pocket. If an old person is unlucky enough to
have to go to a nursing home, the cost of the nursing home must be
paid until they spend down what savings they have until they are
eligible for Medicaid. Unfortunately, too many elderly end up in that
situation.

There is no single factor that has as adverse an effect on the elderly
as the rising cost of medical care. Energy costs, housing costs, food
costs, all have been significant, but I would say medical care is the
most important.

The elderly and other disadvantaged are the victims of new
federalism policies and the fiscal crisis. Increasingly, the responsibility
to meet the needs is delegated to the States and the local governments.
We find that the State governments try to shift the burden to the local
government. We see the impact of cost constraints affecting Medicaid
programs, Title XX social services, and other service programs in
State after State. States restrict reimbursement for nursing homes in
order to contain cost and the elderly are denied access to such care. In
a State like California, half the nursing homes will not take Medicaid
patients. -

An elderly Medicaid beneficiary in San Francisco, for example, may
have to go 100 miles to be placed in a nursing home because of the low
levels of reimbursement and the high cost of nursing home care in San
Francisco. That is hardly a humane way to provide for a person who is
suffering from the kinds of illnesses and disabilities that require nursing
home care.

The policy process is another factor affecting health policies and
services for the aged. I have mentioned the role of the interest groups,
particularly the role of medicine. Hospitals also exert a very strong
influence. There are two ways in which this influence is exerted. One
is the influence on the adoption of the services strategy and the
allocation of resources for medical care, as opposed to an income
strategy for the elderly. If the increased expenditures due to inflation
in medical care costs could be transferred as income support for the
elderly, their entire situation would improve significantly. The medical
care strategy and the high cost of medical care precluded not only
effectively dealing with the income problems of the elderly, but the
housing and the nonmedical support systems.



Social supports and social services have had a low priority in the
medical care system. The primary factor leading people into nursing
homes is not their physical condition, but their social status. The great
majority of the people are over 75. As a matter of fact, half of them are
over 80. It is the loss of social support for these old people which is the
triggering factor. The death of a spouse or family member, the loss of
other support systems is more important than their ‘'medical problms.
Yet, we have little in a clearly articulated policy that provides
adequate support for social networks, particularly -for the very old.

The other result of new federalism and the medicalization of policy
is the gross inequities between States and between local areas.
Although some inequities have been corrected in access to care,
quality of care, levels of income support, the differences between
States are very great.

What are the prospects for the future? I think we need to have a
very serious reexamination of our basic strategies—the services
strategy and income strategy. That needs to be done with a long term
view in mind and not with a 1980 budget balancing act in mind. The
kinds of decisions that will be made in the current environment will
have very negative, long term consequences for the elderly if they are
adopted as long term policies. We need a much longer range view. We
need a more careful examination of social security, of Supplemental
Security Income as the keys to income support.

That is the primary strategy. I think the beft health program
actually would be an adequate income for all, not ogly the elderly, but
for the entire population. We have pensions. We have jobs, an area
which has been largely untapped. There are a variéty of policies that
have precluded or limited opportunities for the elderly to continue to
work. The services strategy needs to be reexamined, particularly the
balance between medical care, housing, social support systems,
transportation, and other social services. Social supports and social
services have been seriously underfunded in relation to the way in
which medical care is supported. We also need to examine the new
federalism strategy and decide if that is the way, as a nation, that we
want to go. Are there particular policies that are so important that
they have to be national policies? They cannot be a compilation of 50
State policies or 5,000 policies that emanate from local government.
Medicare is a good example. National health insurance would be a
good example. Social security is the primary example of a national
policy. We have a national policy for social security. We do not leave
it up to State government. But we still leave too much income
maintenance up to the discretion of the States through the supplements
of SSI payments.
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I think we also in the process need to reexamine our perceptions; the
social construction of reality, if you will, and be very aware of and
alert to the kinds of myths that get perpetuated.

We ought to try to look at the realities as they relate to the aged.
Who they are. What they can accomplish. What they have accom-
plished. But most particularly, what they can continue to contribute to
our society and not perceptions that see them as some kind of
dependent population, dependent on the younger, so-called working
age population for their sustenance and support.

Thank you very much.

Discussion

VICE CHAIRMAN HORN. Thank you very much. Your paper, “The
Federal Government, Health Policy, and Health Care of the Disad-
vantaged” which you prepared along with Carroll Estes and Sharon
Solkowitz and in collaboration of several others, will be included in
the record.

That has been the most helpful statement I have seen in pulling
together all of the Federal policies. I thank you for that. I call on my
colleagues to ask you questions, starting with Chairman Flemming.

CHAIRMAN FLEMMING. First of all, I would like to express deep
appreciation for the paper and also, Dr. Lee, for your presentation
here this morning. It seems to me it has provided us with an excellent
bird’s eye view of some of the fundamental issues that confront us as
far as the field of aging is concerned.

As you know and appreciate, fairly recently Congress amended the
law governing tlie operations of the Civil Rights Commission to
include jurisdiction in the field of aging.

As I have worked in that particular area, there is one other aspect
that has been a concern to me. That is, whether or not in making
services available to older persons through the various programs that
you have identified, we have done so, as a society, in such a way as to
discriminate oftentimes, against members of minority groups.

I will take one area—the area of homes for older persons, whether
we are thinking of the home for the aged, as it is sometimes called, or
whether we are thinking of nursing homes or other types of
institutions. As I have become aquainted with those institutions, I have
also been impressed by the fact that they are essentially segregated
institutions. I recently have become very much interested in the
hospice movement as I am sure you have.

As I have come in contact with that, I have been impressed with the
fact that it is emerging as essentially a segregated movement.
Obviously, this is in conflict with Title VI of the Civil Rights Act.
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I am wondering whether or not your observation coincides with my
observation. If so, do you have any suggestions as to what the Federal
Government might do in terms of utilizing the authorities that are
available to it in order to break up these segregated practices in the
delivery of services, in this particular instance, to older persons
although it carries over to other age groups?

DRr. LEE. I think the observation is absolutely correct. There is no
question, for example, in nursing homes, that in relation to the
population of the elderly that there are many fewer Hispanics, fewer
blacks, fewer Asians in nursing homes.

My guess would be that is also true in congregate housing, where
people often buy into those in order to have a lifetime living
arrangement. The lower income elderly have no chance to get in.

With the enactment of Medicare and the application of the Civil
Rights Act, hundreds of hospitals were desegregated. There was no
question that the most powerful force for the desegregation of the
hospitals in the United States following the enactment of civil rights
was Medicare. The fact was that with Medicare many hospitals were
going to have a third, and in some cases half, of their income cut off if
they did not eliminate the segregation that was practiced at that time.
It is now hard to even imagine the degree of segregation of many of
the hospitals in the country in 1965—separate wards, separate rooms,
separate bathrooms, separate eating facilities. We hear the same
arguments today. You threaten the old person’s health if you put a
black person and elderly white person together in a nursing home. We
heard the same argument in 1965. Of course the- arguments were
hogwash. o

I think we need to use the power of the reimbursement system to
continue to correct inequities in the care of the aged. Medicaid pays
for half of the nursing home care and this can be a powerful force.
There must be a careful examination on the part of the Department of
Health and Human Services as to the extent of discrimination and the
ability of the Federal Government to use its very great economic
power to eliminate discrimination and segregation in the nursing
homes.

To do this will require visits to nursing homes, it will require much
more rigorous examination of the problem, and it will require the kind
of vigorous enforcement and cutting off payments that were applied.to
hospitals by Medicare. It will be said old people will suffer if we do
that, and it is going to be elderly poor who will suffer if we do that.
But there are many who are now suffering because they are being
denied what is necessary care. {

CHAIRMAN FLEMMING. Thank you very much. 1y

VICE CHAIRMAN HORN. Commissioner Freeman.
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CoMMISSIONER FREEMAN. Dr. Lee, this is quite an education in
terms of your paper. I want to pursue the points the Chairman was
making, not just with respect to the segregation within the facility, but
the denial of opportunity with respect to the staffing of the health
centers, the community health centers, and the hospitals.

Would you comment on whether there has been any significant
change with respect to the inclusion of minorities on the staffs of
hospitals, nursing homes? |

DRr. LEE. If we look at the health care industry, as it is called
(because of its size, the economists find that term appropriate), there
are approximately 6-1/2 million people employed in hundreds of
different types of jobs. Between the middle 1960s and the end of the
1970s, it grew at a rate twice that of most of the other service sectors.
It provided a great many new jobs. Many of those jobs were entry
level jobs. Some of the people who came in at entry level jobs moved
up reasonably in line with their ability and the opportunities available.
Many hospitals, and I would include in that many academic medical
centers, still practice institutional racism. At the University of
California, San Francisco, which has been a leader in providing equal
opportunity, we have not eliminated the barriers, even on paper. We
are totally in compliance with the Civil Rights Act. We have
affirmative action in employment. There is outreach. There is every
effort made to recruit openly and to recruit in the minority community
for the jobs at all levels. At the top level at UCSF and in virtually all
of those institutions, the jobs are filled largely by white males. There
are few women who have moved up to high management jobs. There
are a few, but relatively few.

With the size of the industry, with the magnitude of the underwrit-
ing of the hospital enterprise, not only the support for research and
education, but with Medicare and Medicaid payments, the Federal
Government has powerful tools to use in continuing to correct these
problems.

I think more should be done. I don’t have a good answer as to how
to do it institutionally or across the board. We have grown lax or less
vigorus in civil rights enforcement than we should in some of these
areas where there is not overt discrimination. In many institutions, you
could not demonstrate, with even a careful civil rights compliance
audit, evidence of discrimination. Yet, I think opportunities are being
denied. I think the opportunities that should be there are far more
limited than the capability of the minorities who are seeking advance-
ment, not original placement but advancement within the institution.

Opportunities are far less than they should be. The solution is very
hard to put a finger on. There is no single solution because of the
diversity of the institution and the differences in institutional behavior.
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Some hospitals and academic health science centers are doing an
excellent job. There are too many doing far less than they could be
doing.

VICE CHAIRMAN HORN. Commissioner Saltzman.

COMMISSIONER SALTZMAN. In the last decade, has health care
services to women and minorities and handicapped improved?

DRr. LEE. Has it improved? I would say it has improved very
substantially. This has been true in several areas particularly.

The access of poor families to adequate medical care has improved.
Poor children have access to better care and poor pregnant women
now have access to decent maternity care and good prenatal care. We
have seen a dramatic¢ drop in infant mortality in the United States. The
drop has been more significant in low-income and minority popula-
tions, although it has been across the board. It has been greater there.
This relates, in part, to improved access to medical care.

Infant mortality for minorities is still above the rate for whites. It has
improved. Medicaid is partly responsible for that. Many outreach
programs, neighborhood health centers, health care centers for high
risk pregnant women, and the WIC program have contributed. The
feeding programs for women and children to improve the nutrition of
low-income individuals has contributed, I think, to the declining infant
mortality rate among minorities.

COMMISSIONER SALTZMAN. All of these factors seem to result from
Government intervention in health care services.

DR. LEE. The results can be traced to the intérvention of the
Government, first in paying to provide greater access‘to care, but also
in creating the capacity to provide the care. In paying to train the
doctors and nurses providing the services, in paying to create the
facilities through Hill-Burton, and now through loan guarantees and
supporting medical research that undergirded improvements in care,
the Federal Government has played the key role in producing the
changes.

COMMISSIONER SALTZMAN. You place a special emphasis on
adequate income.

DR. LEE. You better believe it.

COMMISSIONER SALTZMAN. Why would that, more than any other
kind of effort, in the next decade bring improvement to the delivery of
health care services to minorities and women?

DR. LEE. Adequate income is essential for all of us to make choices
with respect to food, housing, and lifestyle. We have heard a great deal
about improving our health by improving our health related behaviors.
The choices we have with an adequate income relate not only to the
food we can buy and the housing we can live in, but the stress inducing
environments we work and live in and also to the way in which the
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health professionals respond to- us. People who have an adequate
income are often treated differently by health professionals than those
who are poor.

We recently had an experience in my family, with my father who
was in an automobile accident, that illustrates the importance of an
adequate income. He was severely injured last November. He had
seven broken bones, a head injury, and was in the hospital for 2
months. Thanks to Medicare, we could afford the costs.

He could have ended up senile and in a nursing home. He is now
home, independent, and writing a book. The two things he has given
up are driving an automobile and practicing medicine at the age of 84.
But because he had an adequate income, he could have help brought
into his home. He could maintain has sanity. He did not become senile.
Quite the reverse. He has had a network of social supports and
necessary services because he had an adequate income. It makes a
tremendous difference.

If he was poor, he probably would be dead by now. X

COMMISSIONER SALTZMAN. In looking ahead, the increasing expen-
diture in government programs may not be as vital at this point, in
terms of what we are already doing, as providing an adequate income
for minorities, aging.

DR. LEE. Absolutely right. Yes, sir. More important than more
money for medical care.

VICE CHAIRMAN HORN. We have two new colleagues of the three
that the President has recently nominated with us. I would call on
Commissioner-designate Berry.

COMMISSIONER-DESIGNATE BERRY. Dr. Lee, do you believe that
the minority poor might receive more access to health care if there
were more minority health professionals and if there were more
institutions devoted to the health care of minorities, for example,
nursing homes?

If you do believe that, do you think the programs for supporting the
training of minority students in health care as doctors, nurses, etc.,
administered by the Federal and State governments ought to be
increased and expanded? Do you think it might be a good idea to have
a grant program to start up nursing homes devoted to, as a priority,
caring for this particular group of people?

DR. LEE. On the training of health professionals, I think that if we
train more minorities and gave them more opportunities, there is no
question that the minorities would have greater access to health care.

There is very substantial evidence that the minority health profes-
sionals provide far more care to other minorities than do the
nonminorities. In terms of the total volume of care, because there is

“such a small number of minorities in the health professions, particular-
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ly medicine and dentistry, only a small percentage of the care is
currently provided by minorities.

The key to minority recruitment and retention is adequate aids. That
is just where the money is being cut out. We are forcing minority
students and other low-income students to borrow huge sums of
money. In the future they may not even go to professional schools,
even if they are admitted, because the funds aren’t available. Students
see they are going to have to borrow 40, 50 or $60,000. That is more
money than they have heard of. A middle-income white from a
professional family does not hesitate to borrow the money. They are
comfortable. They are not as concerned. They know they can go out
in the suburbs, start a practice and pay off the loan with no problem.
For minority and low-income persons that is not so. To shift the
burden from grants which have been available to students in the first
couple of years to loans is a very great mistake. Of course, we are
subsidizing the banks and not the students with the loan programs.

COMMISSIONER-DESIGNATE BERRY. What would you think about
the last part, the money for nursing homes?

Dr. LEE. I don’t believe that any group in the population is served
by the segregated facility. I think to the extent we maintain or have
special facilities, I think it would be a mistake. I think we need to open
up the access to those facilities. More importantly, we need to provide
the social supports and income in the communities so people can stay
at home.

CoMMISSIONER-DESIGNATE BERRY. What about giving incentive to
people who will serve people who don’t have great access to nursing
homes as a dollar formula? ’

TDR. LEE. I think that is an excellent idea. We have not tried it yet,
but it is a good idea.

COMMISSIONER-DESIGNATE BERRY. You seem to emphasize, again
in answer to my colleague Saltzman, the idea of an adequate income as
a possible solution to problems. You also talked about the elderly poor
having the ability to allocate their income themselves among housing
and health care, food, and the like.

That would be helpful, leading to a certain amount of autonomy for
them. You seem to support that idea. On the other hand, when you got
to the question of State programs and block grants and whether they
should be Federal programs, you seem to want less autonomy for State
governments in terms of what they do.

I think governors and mayors like those block grants and would like
more of them. You seem to believe that health care autonomy for
States has not worked out as well.

DRr. LEE. The inequities that have come as a result of new
federalism policies and of Medicaid policies, where there is great State
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discretion in terms of eligibility, terms of levels of reimbursements, and
scope of services, are so great that something has to be done to correct
those. That is true in medical care and social services and in housing.
We cannot, if we are going to meet the Nation’s needs, permit the
degree of discretion that we now permit the States without account-
ability. The States get large amounts of Federal money for these
services. The results are very inequitable. The people who pay the
biggest price are the minorities, the poor, and elderly. I would give
more autonomy to the individual and less to the States. Income is one
of those areas.

We should also have national health insurance as a national policy
with a basic scope of benefits that is provided for everyone. There are
some additional things you may not provide as national policy. Let the
discretion rest with the States with respect to certain discretionary
services. In Canada, for example, they cover all hospital services and
all physicians services. They leave it to the provinces whether they
cover nursing homes or whether they cover prescription drugs. Some
do. Some don’t. They have varying coverages. I think that kind of care
coverage as a national committment, even with shared financing by
the State, would be the way to go rather than the kind of inequities
that have resulted from the present policies.

COMMISSIONER-DESIGNATE BERRY. Thank you.

VIcE CHAIRMAN HORN. Commissioner-designate Ramirez.

COMMISSIONER-DESIGNATE RAMIREZ. I am brand new to this
Commission, and I have not had a chance to read your paper; but in
your talk you talked about social support services.

Where I thought you were going was in indicating that more
attention to the total ecology of the aging person, to their family needs,
to their economic needs, to their housing needs, might result in better
health and the need for less medical care.

In fact, you seem to be pretty strong in that belief. To what extent
are people who are being trained in medical schools, first of all, being
trained to understand that dynamic?

Secondly, and more particularly, to what extent are people who are
being trained in medical schools being trained to understand that
dynamic in its particular manifestation among minorities? I am
particularly interested in terms of Hispanic families, for example, and
the tremendous role that the family ecology has on the care of the
Hispanic elderly.

I have a father story to tell also and a lot of uncle stories to tell. It
seems to me that the medical profession either ignores that dynamic in
our community or inevitably, if it recognized it, does the wrong thing
about it.
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I was wondering if there is any kind of thought among your
colleagues as to the need to begin to train people to that sensitivity, to
the ecology of all persons but very specifically to the reality for
minority elderly.

DR. LEE. I would completely agree with the need. The needs are
not being met. Increasingly, unfortunately, in most medical schools,
we are teaching more and more about the technology. As science
advances, there is more basic science to teach. I am talking about
biomedical science, not social science.

In the clinical years, more and more time is spent in dealing with
technological advances. Coronary intensive care, neonatal and respira-
tory intensive techniques must be taught. The proliferation of
technologies has posed a tremendous challenge in teaching. The
students and the faculty, too, feel they have to master those
technologies. So, they do. They do that by going often into a
subspeciality. They become a cardiologist, an arthritis specialist, or a
chest surgeon. Even in medical schools, they begin to develop those
pathways, ignoring the ecological approach to health and care.

It is the care of the family and the individual that suffers. It is
interesting that the Administration on Aging, in some grants given to
medical schools, is insisting there be a minority component in the
training programs. Unless there are minority faculties and students
involved, you cannot understand the relationships among different
ethnic groups that relate to health and health care. The problem exists
for Hispanics more than blacks. The absence of fHispanics from
medical school faculties in most parts of the country, €ven those areas
like California where the population is changing very dramatically, has
an important effect. Although there are many more Hispanic students,
it will be 10 to 15 years before they are on the faculty in influential
roles. This discontinuity between the needs which you have identified
and described and what we teach is going to get worse before it begins
to get better, unfortunately.

VICE CHAIRMAN HORN. Thank you.

Staff Director Nunez.

MR. NUNEz. I was interested and I would like to get back to your
concern about the need for adequate income. The Commission on
Civil Rights focuses on civil rights issues. Primarily as we look at
health care and the disadvantages of the minority and the elderly, I
was wondering whether the enormous range of civil rights enforce-
ment mechanics that we have in our society to insure nondiscrimina-
tion is the correct strategy for the minority and the aging or whether
the strategy should be focused on providing an adequate income to
allow this category of citizens to participate on an equal basis or have
all the access.
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Dr. LEE. I think it has to be multiple strategy. Medicare alone
would not have provided black people in the South with access to
decent medical care. There had to be a forceful enforcement of the
Civil Rights Act to desegregate the hospitals.

So, just providing adequate income will not ensure equity, unfortu-
nately. Our society has not reached the point where we don’t
discriminate. Even though we have made a great deal of progress in
the last 25 years, we have a long way to go.

There is still institutional racism even when there is not overt
discrimination. There was a Civil Rights Commission report in the
1960s that first used the term institutional racism. I think that probably
still persists. I think the Commission is one of the instruments for
rooting out or helping as root out that problem.

VICE CHAIRMAN HORN. Thank you very much. You mentioned
your father, Dr. Russel Lee. I think many of us know that he is
without question one of the major pioneers in medicine and health in
this century. I am sorry to have learned about his accident.

When I was a sophomore af Stanford in 1951, he convinced me that
I should be—and I have been since then—for national health care.
Now that he can no longer practice, he can perhaps read some of the
12 to 14,000 books in his library.

Thank you for appearing. We appreciate your comments.

CHAIRMAN FLEMMING. I concur in Commissioner Horn’s comments
relative to your father. He has been one of my heroes in this area.

DR. LEE. Thank you. I will extend these comments to him.
~ VICE CHAIRMAN HORN. Our next witness is Lu Ann Aday. Dr.
Aday is currently research associate at the Center for Health
Administration Studies at the University of Chicago. After receiving
her baccalaureate in economics from Texas Tech University, she did
her masters and doctorate in sociology at Purdue.

She is presently ar associate editor for the Journal of Health and
Social Behavior. She has made an important contribution through her
publications in the area of health care, as well as in her role as a critic
and a reviewer of the vast literature that has grown up in this field.

As an applied social scientist, we are delighted to have your
perspectives on the problems before the Commission.

STATEMENT OF LU ANN ADAY, PH.D., SENIOR RESEARCH
ASSOCIATE, CENTER FOR HEALTH ADMINISTRATION STUD-
IES, UNIVERSITY OF CHICAGO

DR. ADAY. I am delighted to be here to discuss with you some of
our own work and the points of view of other investigators and other
parties interested in the whole area of equity of access to medical care,
particularly for women, the poor, ethnic minorities, and handicapped.
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The question is whether or not there is equity in the American health
care system.

Drawing on findings from a 1976 national survey of access to
medical care conducted by the Center for Health Administration
Studies at the University of Chicago, I shall attempt to provide some
empirical input which should be helpful in addressing this issue.

Access, in our analytic framework, is defined as those dimensions
which describe the potential and actual entry of a given population
group to the health care delivery system. A special case of access
which is of particular interest is the problems people experience in
obtaining care once a need is perceived.

The greatest equity of access is said to exist when need, rather than
structural or other individual characteristics, determines who gains
entry to the health care system. To the extent that having a family
doctor, insurance coverage, or actual utilization is a function of a
person’s general physical health or of particular presenting complaints
then an equitable system is said to exist.

Inequity is indicated, however, if services are distributed on the
basis of demographic variables such as one’s race, level of income, or
where one lives.

In the findings I shall be discussing access indicators for different
age, sex, race, income, and place of residence. Groupings have been
examined, adjusting for the variant needs of each, so that the inequity
due to other population or health care system characteristics can be
more clearly identified.

Also, the statistical procedure used adjusts the access scores for any
particular group for other characteristics of the people in this group,
so that the findings for different races, for example, control for any
differentials among them in their income levels, where they live, and
their age and sex distributions. What are the implications regarding
current profiles of access that may be drawn from the findings for
different target groups?

Because the elderly have been a special target of major health policy
initiatives during the past 20 years via the Medicare program, let us
focus on their access profiles in particular.

The elderly do not compare that unfavorably to the national
average in terms of the proportion of them that report having a regular
source of medical care. Around 11 percent, 2 million elderly, do not.

The fact that this number of elderly do not have a regular place to
go for medical care may still be interpreted as a problem, since this is a
group which tends to require the services of a physician for illness-
related care on a more regular basis than do the young.

Most of the elderly who do have some place they usually go do
have one doctor that sees them there. The vast majority of the elderly
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go to private doctors’ offices rather than hospital outpatient depart-
ments or emergency rooms or public clinics.

The impact of Medicare is reflected in the fact that almost no one 65
years of age or over is uninsured, although more than a third of the
elderly do report that Medicare is their only form of third-party
coverage. N

About one-fifth of the elderly, over 4 million people, did not see a
physician at all in the year. The number not seeing a dentist is much
higher, almost 14 million individuals, primarily reflecting the lower
dental care need for this age group, particularly compared to young
children 6 to 17 years of age.

Levels of dissatisfaction expressed by the elderly tend to be
somewhat' lower than that registered by parents of young children
about their child’s health care, however.

In general, access measures then do not suggest that there are
substar+ial potential or realized access problems for the elderly at the
present time. As Dr. Lee suggested, there are potential financial
problems that result, especially for the elderly who are only covered
by Medicare, from not being fully insured for some services. These
problems should be mentioned even though they are not addressed
directly in our general access study.

While a greater proportion of the elderly’s expenses are paid by
third parties, their per capita out-of-pocket expenditures are considera-
bly higher than those of any other age group. This happens because
their total expenditures are high and some services such as drugs,
dental care, and many appliances such as eyeglasses are not covered by
Medicare. A related problem is the limited coverage of Medicare for
lonig term illness and nursing home care.

Medlcare currently limits coverage to 90 consecutive days in the
hosp1ta1 and nursing home coverage is provided for 100 days but only
if preceded by a stay in an acute hospital. Consequently, it is possible
for elderly persons with extended illnesses to exhaust Medicare,
supplementary insurance coverage, and whatever personal reserves
they have and subsequently become dependent on Medicare and
welfare.

These financial problems, while not highlighted in our own study,
do indicate the need for supplementary third-party financing for the
catastrophic and long term cost of illness experienced by the elderly.

As has been the case traditionally, women are more likely to report
having a regular source of care and higher physician and dentist
contact rates in general than are men. There are nio substantial sex
differences jin our data along general convenience and satisfaction
dimensions, however.
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Women do, however, have special health care needs associated with
their childbearing responsibilities—prenatal care and gynecological-
related screening for cervical and breast cancer, for example.

Though a vast majority of women do see a physician during the first
3 months of pregnancy, there'is evidence that low-incoine women may
still be less apt to do so. Further, though over half of the adult women
in this country have a pap smear or breast exam at least once a year,
low-income females and those who are poorly educated are less likely
to have these exams.

There is also the fact that women may have to see more than one
type of physician in order to have their total health care needs met—an
obstetrician-gynecologist in addition to an internist or general practi-
tioner, for example. These unique health care problems of women and
their implications for the type and frequency of contacts with the
health care system then should be taken into account in evaluating
women’s overall medical care access. .

The gaps between whites and nonwhites with respect to both
potential and realized access indicators have narrowed considerably
over the past 25 years. Racial inequities do persist along certain access
dimensions, however, even when income differences are controlled.

Urban blacks are much more likely than other groups to use hospital
emergency rooms or outpatient departments as their regular source of
care and hence much less likely to have a regular family doctor they
would go to should the need arise.

Urban and rural Southern blacks tend to average long waits before
being seen when they go for care. These findings may reflect the types
of services that are available in the areas in which minorities reside, the
overcrowded nature of the facilities (large urban emergency rooms
and outpatient departments), poor scheduling systems on the part of
providers, or the unwillingness or reluctance of private physicians to
see minority patients.

A large proportion of the Spanish heritage population has no form
of public or private coverage, and a large number of urban blacks have
only publicly subsidized health insurance—that is, Medicaid, Medi-
care, or other reduced price form of care.

The realized access rates for physician and dentist services remain
low for the Spanish heritage and rural Southern black population
groups in particular. Nonwhites tend to be more dissatisfied than
whites with cost of care. Urban blacks are unhappier than majority
whites with the average time they have to wait to see a doctor when
they go, undoubtedly because of the fact that their waits are longer at
the places they tend to go. ‘

As with the race variable, though the access gaps by income have
narrowed considerably, income remains an important determinant of
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whether or not a person does have a regular source of care and, if so,
what kind; whom they see; how long they may have to wait on
average when they go; whether or not they are insured and how
(public or private coverage); whether or not they have actually seen a
doctor and particularly a dentist in the year; and whether they are
satisfied with the cost of their medical care.

Where one lives also continues to influence one’s potential and
realized access rates. Inner-city residents, for example, make extensive
use of hospital outpatient departments and emergency rooms as their
regular source of medical care. Rural farm dwellers, who most often
see general solo practice providers, report particularly long waits at
their regular source of care and low physician contact rates overall.

In general, people who live in large urban centers are more apt to
have seen a dentist than those who reside in other areas.

In summary, though many medical access inequities have narrowed,
great possibilities would seem to exist through various health care
reorganization strategies for continuing to improve the potential and
realized access to general health care services.

System reorganization approaches, such as enrolling groups of
individuals in health maintenance organizations or converting the
fragmented services of hospital outpatient departments to comprehen-
sive, family-centered group practice models, could help to reduce the
inconvenience and dissatisfaction which the poor and ethnic, especial-
ly urban and rural Southern black, minorities now frequently experi-
ence in obtaining care through existing arrangements.

Encouraging physicians and patients to set up appointment systems
to reduce the queues for care in big city outpatient departments and
overcrowded solo general practitioners’ offices in the rural South
could bring about improvements in access, as would efforts to ensure
that patients are able to have one provider they can identify and relate
to as their family doctor.

Major financing initiatives, such as Medicare and Medicaid, have
been credited with reducing many of the historical inequities, by race
and income in particular, over the past two decades. There is evidence
that the relative status of certain groups could still be enhanced if more
universal third-party financing were available.

Ethnic minorities, especially the Spanish heritage population, have
lower rates of third-party coverage than do the majority white
population. Educational and occupational status differences help
explain these differentials. Poorly educated ethnic minorities are less
likely to be in jobs that provide such coverage.

Further, the marginal working poor are still not poor enough to
qualify for Medicaid. Special attention should, it seems, be devoted to
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those groups that fall between the gaps of existing third-party schemes
in designing new Federal financing initiatives.

There is evidence that financial barriers significantly affect individu-
als’ potential and realized access and how satisfactory they consider
their experience in obtaining care to be. Options that focus on
providing coverage to those persons who currently have no protection
against the potentially high cost of illness and the integration of these
financing mechanisms with models of service delivery that attempt to
contain the cost and ensure the quality and convenience of care to
consumers are needed to reduce the persisting inequity.

Discussion

VICE CHAIRMAN HORN. Thank you very much. Your paper
“Achieving Equity of Access To The American Health Care System:
An Empirical Look At Target Groups” will be included in the record.

CoMMISSIONER FREEMAN. In many of the urban communities, such
as St. Louis and New York, the municipal hospitals have been closing.
There has been a great deal of controversy around the closing of these
hospitals.

The allegation; have been that this was a deliberate effort. The
consequences are a denial of health services. Have you found any
alternative other than the neighborhood health centers? Would you
comment on this closing phenomenon.

DR. ADAY. I think that is a good point to bring up at this time.
Those facilities are a key source of care for minority populations. I am
aware of some of these closings.

I might mention we are involved in a study now which is concerned
with the evaluation of the impact of the provision of programmatic
funds by the Robert Wood Johnson Foundation to various municipal
hospital programs in five cities. They are Baltimore, St. Louis,
Cincinnati, Milwaukee, and San Jose.

This program intended to encourdge those municipal hospital
systems to reorganize and reorient the kinds of primary care which are
provided in their facilities into more comprehensive family-centered
care arrangements.

This is an effort to build and improve upon a system that is in place
and has traditionally been an important source of care. To the extent
that those arrangements are, in a sense, torpedoed by these closing
decisions, I think that does suggest a significant kind of problem.

In terms of the alternatives that are available, another programmatic
option which we are evaulating at this point is an initiative on the part
of community hospitals to develop and encourage group practice
arrangements so that community hospitals, which perhaps are not as
tied to municipal funding sources, can develop commitments to
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delivering primary care. These facilities would have what is called
“single portal entry” care, in that all groups from the community
would have access to this arrangement.

Most communities should have some continuing hospital institution
engaged in the business of delivering care. To the extent that those
hospitals can be encouraged to become more involved and develop a
commitment to the delivery of primary care, then perhaps this offers
some stability in the care-giving arrangements in many communities.

VICE CHAIRMAN HORN. Commissioner Saltzman. )

COMMISSIONER SALTZMAN. Dr. Aday, you focused on, it seemed to
me, the solution to some of these problems where access is based on
the equity of need. What about the services before need arises, before a
health crisis develops? What are the conditions of equity there?

DR. ADAY. Once again, the gaps in inequity by race and income in
terms of preventive service use have narrowed substantially over time.
I think a group which requires particular attention though in thinking
about equity of access along a preventive dimension would be low-
income children.

Children are a group which have made great use of preventive
services and an age group in which those kinds of investments are best
and most appropriately made. So, I think that the income differential,
particularly for this group, is one that persists.

There is evidence also with respect to certain kinds of tests that
minority children in the rural South may be less apt to receive them—
the baby shots, measles, vaccinations, and so on. I think the inequity on
that dimension in some respects parallels that along the need-based
measures. But I think there are these particular groups where
investments in that area are particularly important and for which there
is still remaining inequity.

COMMISSIONER SALTZMAN. In preventive health care relative to
equity for minorities, the handicapped, and women, would you place
emphasis for the solution for continuing to narrow the gap on
governmental programs or on an income-based approach?

DRr. ADAY. I quess my own emphasis would be more in the direction
of governmental programs, at least programs of service delivery
which focus upon that component of care. I think education is really,
in some respects, a2 more significant correlate of preventive health care
behavior than is income.

There is a lot of overlap between those indicators. Traditionally, and
I think it is also the case now, level of education and the whole body of
attributes which are assumed in varying educational levels of individu-
als do affect attitudes towards health maintenance. This is an important
area on which to focus. .
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So, to the extent that educational efforts, like the Early Periodic
Screening, Diagnosis, Treatment (EPSDT) program, which is linked
to the Medicaid program, are encouraged and nurtured, I think that
would be an important area and direction in which to move.

VICE CHAIRMAN HORN. Commissioner-designate Berry.

COMMISSIONER-DESIGNATE BERRY. I wonder, Dr. Aday, even
though you see correlation between race and lack of access in the
crisis situations or situations where people are actually sick, could it be
that the reasons for the inequities are pfimarily economic factors and
have nothing to do with race?

Because there is correlation does not mean there is a cause and effect
relationship. Could one say, if people had more income and perhaps
more education they would have greater access, or not? Do you think
race really does make a difference?

DR. ADAY. I think it depends on the dimension of access we are
examining. The tables in my paper present a better empirical picture of
the respective effects of income and race. It seems the race variable,
controlling for income differences among different groups and age and
sex distributions or where people live, seems to be an important
correlate of whers people go for care.

As I mentioned, the minorities tend to make greater use of hospital
outpatient departments and emergency rooms. There may be a reason
for that. These are facilities that are most available in the areas in
which they reside.

Private practitioners may be reluctant to accept minority patients, or
people on Medicaid, many of whom are minorities. So, I think race
continues to be a significant predictor of where people go for ¢are on a
routine basis.

Another dimension of access, which is certainly important, is
whether or not a person has seen a physician in a year. This is an
indicator of realized access. Where one may go for care and the
insurance coverage say something about potential access.

The fact of going to care or not is an indicator of actual access.
Along that dimension, the race differentials have narrowed substantial-
ly. There'is in effect no difference in the proportion of whites and
nonwhites overall contacting a physician in a year. The number of
Spanish heritage individuals contacting physicians in a year is still low,
however. So, one could argue that at least in terms of this particular
dimension of realized access some increases in equity have occurred.

COMMISSIONER-DESIGNATE BERRY. Why is the percentagé for the
Spanish heritage low?

DR. ADAY. Well, there are a number of hypotheses that you can
explore. Insurance coverage status in this group is an important one.
Others include their occupational status, the entitlement to services
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which might be available through that, or the fact of being migrants,
who are very reluctant to make contacts with formal systems. One can
assume hypotheses about cultural factors or attitudes towards the
mainstream medical system. Many I think are significant, mutable
factors which policy can do something about.

COMMISSIONER-DESIGNATE BERRY. On the other question, do you
know anything at all about access of the handicapped to medical care?

DR. ApAY. In our study, we did not address that very directly. It
seems to me one of the dimensions which is really important to
consider for that group, however, is the income situation. The
handicapped, whether through cause or effect, tend to have much
lower incomes.

I think another important dimension is the form of coverage
available to those individuals. The disabled tend to be unemployed.
They cannot work. Most people obtain insurance coverage benefits
throughout employment. This remains a substantial problem for the
handicapped.

The level of expenditures for the handicapped is much greater than
for the nonhandicapped individuals, nondisabled population. The
distribution of expenditures for the handicapped is also much different
than that of the general population.

The kinds of expenditures for the handicapped are apt to be for
costly hospital services, whereas for the general population there are
more expenditures for routine physician or dentist care than the higher
cost of hospital services. So, I think these are the policy-relevant
financial areas which are important to consider for that group.

COMMISSIONER-DESIGNATE BERRY. You believe there may be
inequities, but we don’t know for sure?

DR. ApaAvy. I indicated I do not deal with them directly in our study.
But the Social Security Administration surveys of the disabled are a
good data source for dealing with that question.

VICE CHAIRMAN HORN. Commissioner-designate Ramirez.

COMMISSIONER-DESIGNATE RAMIREZ. Dr. Aday, I was very inter-
ested in your statement that a large proportion of the Spanish heritage
population and large numbers of the rural blacks have no private or
public coverage.

I am not expert in the area, but I believe that eligibility criteria for
public coverage in many States as a result of the new federalism
requires the absence of the principal breadwinner for benefits not
extended to intact families.

I wonder if that is not a reason why rural Southern blacks and the
Spanish heritage populations have lower access rates. They are
ineligible by yvirtue of maintaining their families intact, and that may be
part of the problem?
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DR. ADpAY. Let me mention that the proportion uninsured is higher
for the Spanish heritage. It is less for the rural southern blacks,
however.

Medicaid is tied to categoric programs such as AFDC and also
programs to the blind or disabled. Eligibility is available to individuals
who are deemed medically indigent by these programs’ criteria. That
is certainly a useful hypothesis to explore.

I would assume that the number of intact families in the Spanish
heritage community may be larger than that in the urban black
community. I don’t know the facts on that exactly. From the point of
view of that being a correlate of this type coverage, it is an hypothesis
to explore concerning the whole issue of how one’s eligibility for
coverage is linked with other categoric criteria.

Karen Davis will probably present data tomorrow looking at how
coverage status varies by different income and racial groups in the
Medicare and Medicaid programs and what factors may account for
those differentials.

COMMISSIONER-DESIGNATE RAMIREZ. I think that is worth looking
into, particularly in the Southwest. We are hanging onto a higher
incidence of intact families among Spanish populations than the
country as a whole, and certainly far more than what we should expect
given the pressures they are under.

One of the pressures is that simple fact. My husband comes back,
and I am going to lose my hospital card. It is a simple policy decision
that could be made. It would have far reaching benefits beyond just
the medical.

VICE CHAIRMAN HORN. Staff Director Nunez.

MRg. NUNEz. I have no questions.

VICE CHAIRMAN HORN. Chairman Flemming.

CHAIRMAN FLEMMING. I would make this comment. I would like to
express to Dr. Aday my appreciation for making it possible for us to
have an empirical fix on some of these areas. It seems to me that what
you have provided us in your paper and what you have provided in
response to questions does help to provide a foundation for action
programs that, hopefully, will begin to close even more effectively the
gaps that you have identified.

We appreciate your contribution. Thank you.

VICE CHAIRMAN HORN. Next is Sylvia Drew Ivie, discussing
minorities and access to health care.

Ms. Ivie has been an attorney for the National Health Law Project
since 1976 and has served as its executive director for the past year.
Her responsibilities include providing auxiliary legal assistance to
neighborhood legal services attorneys involved with health care issues
such as Medicare and Medicaid entitlements, nondiscriminatory access
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to hospitals built with Federal funds, racial discrimination in health
care delivery, and consumer participation in statutorily mandated
health planning efforts.

Prior-to joining the National Health Law Program, Ms. Ivie served
as senior trial deputy in the office of the Los Angeles City Attorney.
Her professional background also encompasses a 6-year tenure with
the National Association for the Advancement of Colored People,
where she briefed and argued more than 35 cases in various Federal
courts of appeal and briefed several cases argued before the Supreme
Court of the United States.

As in the case of Dr. Lee, our first witness, we have the daughter of
a distinguished medical pioneer in this nation. I have often thought, in
business, usually the first generations are the robber barons and the
second and third generations do good works. Here, we have an’
example of both the first and second doing good work. |

She graduated from Vassar College and the Howard University
School of Law. Her father was a pioneer in American medicine. Dr.
Charles Drew, who taught at the Howard University Medical School
for a number of years, was the developer of blood banks to store blood
as plasma until needed. He died for want of a transfusion when he was
denied access to acute health care services after an automobile
accident that took place while traveling through North Carolina.

STATEMENT OF SYLVIA DREW IVIE, ESQ., EXECUTIVE DI-
RECTOR, NATIONAL HEALTH LAW PROGRAM

Ms. IVIE. Thank you very much. May I state for the record that I do
not believe that my father died in North Carolina for want of
appropriate medical attention. I believe that he was provided neces-
sary care. Many others however, similarly situated then and now have
died because of their race and their consequent inability to get
necessary care.

The myth that surrounds his death is appropriate symbolically for
the pattern of health care provided for minorities at that time and that
continues in many ways unchanged today. The health status of
minority people in this country is worse for every group from the
cradle to the grave. It is worse in large part because of racial
discrimination.

While there have been, for example, decreases in infant mortality
overall, the gap between white and black infant mortality is growing.
Black infants are twice as likely to die before the age of 1 year as are
white infants today.

Self-assessment of health status of adult minority people and whites
by the Department of Health, Education, and Welfare indicates that
while only 11 percent of white persons interviewed perceive their
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health to be fair or poor, 19 percent of blacks and 13 percent of the
Hispanic persons interviewed had such a perception of their health.

Among the elderly population, 65 percent of the blacks and 65
percent of the Hispanics believed they were in poor health, while only
38 percent of the whites believed they were.

In terms of psychological well-being, HEW has conducted an
investigation in which 70 percent of the white males interviewed
indicated that they felt they had positive well-being. Fifty-eight
percent of the white females had a similar assessment. Only 54 percent
of the black males, however, felt that their physical well-being was
positive. A startling 37 percent of the black females gave positive
assessments. HEW concluded that over half the adult black female
population in this country lives in a state of psychological distress.

Survival rates among minority persons, according to a HEW study,
have not changed in the last 50 years. For example, where 70 percent
of white males survive to the age of 65, 55 percent of all other males
survive to that age. The differential has not changed.

So, while we hear reports of narrowing of gaps, improvement of
overall health care, improvement of coverage for payment of health
care, I think there is cause to be very alarmed about the status of health
of minorities in this country in general and the failures of various
Federal programs that have been discussed here today. What are the
causes of this inferior health status? We have talked a little here today
about income. Blacks are three times as likely to have an income below
$5,000 as are whites.

Hispanics, on current data (which we all know to be inadequate), are
two times as likely to have incomes below $5,000. The relevance of
poverty in the minority groups to need for health care coverage is
reflected in the fact that the major program for financing health care
among minorities, Medicaid, is nearly half minority in enrollment. You
cannot look at this issue without the juxtaposition of race and income,
in my opinion. Environment is another critical determinant of this
poor health status. Low-income minorities live in inner cities.

The National Center for Health Statistics conducted a study of 19
major cities and found that in all but 5, people living in the poverty
areas were 50 percent nonwhites. As a result of that living pattern,
minorities are exposed to over 50 percent more of the environmental
health hazards that suburban livers experience.

Nutrition is an often cited third cause of lower health status of
minority groups. There is a great deal of debate about how much
nutrition is responsible for that lower health status. I believe it to be an
important part because of the relative poverty of minority groups.

But I caution you not to spend a great deal of time on that issue,
since I believe it is part of the pattern of blaming minority people and
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poor people for their own health care status. If they would only eat
better. If they would only sleep better. If they would only move out of
the ghetto. Then, they would not be sick.

I think it is for other groups to look at that issue. I would hope this
group would look at a fourth and I think a major cause of the poor
health status of minorities. That is their inability to get access to
guality care.

Minority people, as you heard from Dr. Aday, rely heavily on
outpatient services and emergency rooms. They live in inner cities in
predominarit numbers. Hospitals in these areas are closing. A study
conducted by Alan Sager at Brandeis University of hospital closings in
the past 40 years in the Northeastern United States shows that
disproportionate numbers of hospitals closed in that period were
closed in neighborhoods that were 50 percent or more minority.

Eighteen percent of the hospitals that closed were in neighborhoods
that were not majority black. Forty-five percent of the hospitals that
closed were in neighborhoods which were majority black. There is a
direct correlation between who lives around the hospital and whether
it is closed. These hospitals, when they are closed, are generally not
reopened. There is not a concomitant available facility in the
community for people deprived that care.

Minorities have inadequate health care access because, even if a
hospital is available, they are uninsured. It is estimated there are 30
million people in this country who have no insurance or inadequate
insurance. Disproportionate members of that group are, of course,
minority people.

Minorities have poor health status and inadequate access to care
because large numbers are monolingual in languages other than
English, and hospitals provide no bilingual service. Bilingual services
are an important component of adequate access to care.

An 8-year-old girl in Phoenix, Arizona, went into a hospital after
being mauled by a German shepherd dog. She spoke no English. Her
father spoke limited English. She was taken into a treatment room
after a long delay while there was discussion concerning whether the
father’s insurance -was acceptable. It finally was not accepted, but the
child was admitted after a preservice deposit. The father was not
allowed in the treatment room despite the fact that the child was
crying and in fear.

~The child’s bites were treated on her arms and legs. Her clothing
was not removed. When her father took her home, he removed her
clothes and found other bites under the clothing. He took her back to
the hospital, where he was treated very rudely. Only after great
insistance was she treated further. A week later another physician
fcund the wounds had become infected for failure to properly clean
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them during the treatment process. That factual situation is not
unusual. It reflects a series of inadequacies in the delivery system vis-a-
vis that family and that community.

I mention this at this moment to raise the issue of the inappropria-
teness of that service in terms of language. Had that hospital had any
staff available, I believe that not only in terms of the actual
transmission of information concerning where the injury had been
received but the whole receptivity to the people on a cultural basis
would have been different.

Minorities lack access to adequate medical care because of nonavail-
ability of physicians. Minority physicians continue to be a scarcity in
this country. Only 2 percent of the physicians in the country are black;
there are only 250 Mexican American and 72 Indian physicians,
according to a recent report. The percentage of minority students in
medical schools nevertheless is decreasing.

Even if there were adequate numbers of minority physicians, there
has been since its inception and continues today to be an enormous
problem on the part of Medicaid recipients in getting physicians to
treat Medicaid patients. A scarcity issue exists also with respect to
denial of staff privileges by white institutions to black and brown
doctors.

Access also is unavailable to minority communities because there is
inappropriate planning. The Government has set up an Indian health
service program for Indian people. But urban Indians are not eligible
for care at Indian health service hospitals, despite the fact that the
majority of Indian people now live in urban areas. The total
unconsciousness on the part of the planners of who the people are who
need to be served has had disastrous results for urban Native
Americans.

Beyond the various practices of unavailability of service outlined,
there is inappropriate service provided. A huge volume of money,
over 40 percent of the Medicaid dollar, has been provided for nursing
home care. There is general agreement today that institutionalized
nursing home care may not be the most appropriate care to give to
elderly citizens. Yet that is where we are funneling all the money.
Because of racial discrimination, minorities account for only 4 percent
of the residents of nursing homes. Thus, they are doubly disadvan-
taged. They have a poor system, and they have no access to it even
though it is poor. It was estimated in 1976 that 500 percent more was
spent on white persons than was spent on minorities in nursing homes.

Minorities are denied an opportunity to impact on this nonavailabili-
ty of services and inappropriate design of services by denial of
participation in various health planning processes at local, State, and
Federal levels. This problem may be addressed by some very strong
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health planning guidelines that have been just issued by HEW. I hope
it will receive the support of this body.

VICE CHAIRMAN HORN. We have 1 minute.

Ms. Ivie. I want to tell you what the experience has been for legal
service lawyers across the country in seeing discrimination in health
care delivery. We are still in a pattern of treatment and care that
existed before 1964. Health has not been identified as a civil rights issue
by public interest reformers.

1t needs that kind of attention. The problems are there. Some of
them are absolutely blatant. We are litigating at this moment a case of
a segregated physician’s room in Tallahassee, Tennessee, where
“White” and “Colored” signs in the two rooms were taken down only
in the late sixties.

Patterns of segregated waiting rooms have been reported to us from
other portions of Florida, Mississippi, and Texas. I believe it to be a
prevalent pattern of care in the South. The treatment afforded to
minorities is discriminatory.

A study was conducted in Baltimore that documented that minori-
ties, regardless of income, not just the poor minorities, were two to
four times as likely to be treated by those in training rather than the
staff physicians at the hospital. When minority patients are treated,
they are treated diagnostically, not in terms of their whole health
presentation. They are overprescribed with drugs. They are oversur-
geried, particularly in the area of sterilization. They are presumed, in
many instances, to be illegal when they are American citizens.

In a recent situation in Los Angeles, California, a Spanish-speaking
man came in with multiple stab wounds, conscious, speaking Spanish
to the staff, which was monolingual in English. Again, long delays
took place concerning whether he had insurance, whether it was
adequate, whether he was a citizen. While this long discussion was
going on with his wife (who also spoke limited English), the patient
died. He was an American citizen. The staff had never absorbed that
fact.

Most of these patterns of discrimination are found in the private
health sector. But the major discrimination that I think goes on against
minorities has to do with our whole public hospital system. No
problem is as systemic as the whole structure of health care we
provide in the public hospital system. I have said that they are closing.

The ones still open are providing generally a poorer quality of care
than the private system because inadequate funds are being allocated
by State and local governments for those services. The facilities have
inadequate numbers of nurses. They have inadequate numbers of
physicians. Their equipment is often inadequate.
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In Martin Luther King Hospital in Los Angeles, an intern told me it
was better not to come in for emergency care there on a busy night
because the hospital did not have enough surgical packets to treat all
emergency patients when they come in.

Their low level of funding means -that these hospitals don’t have
money to set up adequate billing systems. So people who come in and
are covered under Medicaid, for example, are not providing that fiscal
resource to the facility to help it provide better quality care.
Reimbursement provided by major Federal programs such .as Medi-
caid is inadequate for public hospitals. Those institutions are often the
only source of care for minorities in a given community.

In sum, I think there are enormous problems in quality, quantity, and
availability of care for minorities in this country. That pattern is
exacerbated by almost total failure of the Federal Government to
adequately address these issues.

We do have tools to do it. Let me say briefly they involve
enforcement of Hill-Burton free service and community service
obligations, enforcement of Title VI of the 1964 Civil Rights Act, and
enforcement of health planning requirements.

No guidelines, for example, have been issued (despite a 1976 Justice
Department mandate) detailing what constitutes discrimination in
hospital, nursing homes, and health planning. HEW has developed
drafts and redrafts of guidelines, and none have been issued.

There is no assurance form for reporting for Hill-Burton hospitals
giving the date of service, who is being served, what race, and what
care is being provided. There are major policy proposals that can be
made by this body and other government agencies to support and
prevent further closure of public hospitals as are outlined in my paper.

I will stop at this point. Thank you. )

Discussion

VICE CHAIRMAN HoORN. Thank you very much for that overview.
Your paper “Ending Discrimination In Health Care: a Dream
Deferred” will be inserted in the record.

COMMISSIONER SALTZMAN. The reference you have to a research
paper by Allan Sager, with respect to his conclusion that overbedding
was not the predictor of the closing of the urban hospitals but the
percentage of blacks in the population. The footnote refers to an
article in a newspaper.

Ms. Ivik. I do not have the document. I will be happy to furnish it.

VICE CHAIRMAN HORN. Please do. It will be insérted in the record.
(See exhibit 1.)

COMMISSIONER SALTZMAN. Also, in answer to what was a question
to Dr. Lee as to whether health care of minorities, of womnien, and the
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aged improved over the last decade, his response was rather a strong
yes. I gather from your paper you would have to say no, the gap in
health care services has widened rather than improved.

How do you reconcile the conflicting points of view?

Ms. Ivike. I think we are both correct. There are more minority
people getting health care today than there were some years ago. But
the differential between minority persons getting health care and the
majority person getting health care in many important areas is
widening.”

So, while as a whole the groups are better off, as compared with the
majority group we are worse.

COMMISSIONER SALTZMAN. I see. That is what our social indicators
study says.

VICE-CHAIRMAN HoORN. Commissioner-designate Berry.

COMMISSIONER-DESIGNATE BERRY. I wonder if you have the
impression that the Federal Government ought to be responsible for
seeing to it that hospitals stay open in those areas where minority
populations are using public hospitals and the hospitals are closing. Is
that the proper conclusion to.reach?

Ms. IVIE. Yes, I do believe that the Federal Government is
responsible. The hospitals which are receiving Federal funds and State
agencies which are receiving Federal funds are prohibited under Title
VI from taking actions which discriminate by intent or effect. Closing
of those facilities constitutes effective discrimination.

COMMISSIONER-DESIGNATE BERRY. The reason for closings are due
to the race discrimination?

Ms. IVIE. I believe that is the proper conclusion in relation to Dr.
Sager’s statistics.

COMMISSIONER-DESIGNATE BERRY. There is also no absence of civil
rights laws or medical policy on the books that would address these
problems, but there is an absence of civil rights enforcement, is that
correct?

Ms. IVIE. I think that is a critical point. I don’t think it is the only
factor. I think until we have civil rights enforcement of the measures
that are on the books and recognize the correlation between poverty
and race, inadequate health care will continue to be the norm for 30
million people.

COMMISSIONER-DESIGNATE BERRY. We think now there is greater
interest in the civil rights community in lawsuits against HEW. That
might influence the Office for Civil Rights in responding to some of
these problms.

Ms. IViE. I think we are seeing that rather dramatically.

VICE CHAIRMAN HORN. Commissioner-designate Ramirez.
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COMMISSIONER-DESIGNATE RAMIREZ. Have you investigated the
participation in the public hospital and other public delivery system
points, the participation by minorites in the government of those
entities? If you have found what I suspect you have found, are there
legal mechanics in the areas that you have identified that.could change
what I suspect would be a dismal picture?

Ms. IViE. The ‘picture is very-dismal. -Since the health planning
mechanics were set up in the 1974 Health Planning and Resources
Development Act, the participation of minorities at all levels has been
minimal, if existing at all, even where they have participated. There
has been absolute refusal of those bodies to consider availability of
health care facilities to minority groups:

Health planning decisions arise in connection with approving new
equipment, purchases, or new facility development in those communi-
ties. There has been a refusal of those health planning agencies fo say
to a hospital, have you provided care to those unable to.pay? Have you
provided access to minorities?

If you have .a hospital built with Hill-Burton funds, have you
provided access for Medicaid people? There are guidelines on health
planning statutes now which I think can remedy that, if those
guidelines or regulations are passed. I urge you to review those and
add your voice in support for their need.

CHAIRMAN FLEMMING. You mentioned the possibility of getting
enforcement under Hill-Burton and under Title VI. Are there any
major cases pending at the present time seeking to obtain enforcement
through either one of those groups? It is a followup of Dr. Berry’s
question.

Ms. IViE. Yes. There are cases pending. In one case being litigated
by Marilyn Rose, who is one of the leading advocates of equal access
for minorities in this area, the Department of HEW has stipulated that
they will issue, by the end of this month, a data collection survey on
race to be filled out by all hospitals receiving Federal funds.

I hope there will not be, as we have grown accustomed to there
being, great delays in the issuance of that document.

CHAIRMAN FLEMMING. What is the nature of that action?

Ms. Ivie. It is a Hill-Burton action against a hospital in Ohio which
has.not provided adequate access to the poor or minorities.

CHAIRMAN FLEMMING. Is it pending in Federal court?

Ms. IVIE. Yes. N
CHAIRMAN FLEMMING. Do you know of a similar action in Title
vI? : -

Ms. Ivie. There are major suits pending in a number of areas in the
country. There are several in New York City concerning closure of
those facilities. There is a Title VI suit filed in Memphis, Tennessee,
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challenging the inability of minorities to get into nursing homes there.
There are Title VI actions in California challenging the refusal of
hospitals to provide adequate bilingual services. This issue is being
addressed in a judicial context.

CHAIRMAN FLEMMING. I agree with you completely. We do have
laws on the books that could be utilized for the purpose of closing or
helping close this particular gap. It seems to me a situation where after
a lapse of years we still have not gotten regulation under Title VI
dealing with this particular area. It is an indefensible situation.

I think pressure should be brought to bear through the courts and in
other ways.

VICE CHAIRMAN HORN. Mrs. Freeman.

CoMMISSIONER FREEMAN. The Title VI cases filed, have they been
filed by private individuals?

Ms. IVIE. They have been filed by public interest law firms and legal
services, generally.

I would mention I think it is rather anomalous that this whole civil
rights approach to health care issues has come from people who are
health advocates rather than people who are civil rights advocates. I
hope there will be a bringing together of that interest. Both groups
need each other.

CoMMISSIONER FREEMAN. I would agree with that comment. The
other question: It is the responsibility, is it not, of the provider of the.
Federal funds to at least monitor and assure compliance with Title VI.
So, actually the first responsibility to assure compliance is. with the
Department of Health and Human Services?

Ms. IVIE. Absolutely.

VICE CHAIRMAN HORN. Staff Director Nunez?

MR. NUNEZz. I note our next presenter is the Director of the Office
for Civil Rights, Ms. Ivie. I am sympathetic with your feeling of
concern that very little has been done. In a sense, there is a new
opportunity as the Department splits off from the Office of Education.

Your professional assessment, looking at priorities and enforcement
strategies: What do you believe could be the focus of the enforcement
effort or should be in the next several years?

Ms. IviE. I think there is a need for immediate collection of data. I
think there is a need for reorientation of compliance of enforcement by
the Government. Compliance enforcement to date has centered on an
individual complaint.

We filed, for example, an individual complaint on behalf of a
Mississippi woman who had a baby in the hospital parking lot after
being denied access to the facility. A year before this, another black
woman had had her baby in the same parking lot. The first lady had
litigated the issue. The Department of HEW investigated the com-
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plaint and found there was no discrimination vis-a-vis this one
individual.

It did not look beyond the facts of the individual case to see the
whole pattern of access for minority people in that community. Unless
you look at the whole systemic pattern, you are not going to get at the
problems minorities have. Administrative investigations should be
handled like class actions in Féderal courts. That would make a
difference.

The whole issue of racial disparities in expenditures under Medicare,
Medicaid must be looked at by the Department. Dr. Lee talks about
the aged population in terms of their coverage in Medicare. Dr.
Aday’s report indicates there are no substantial problems for the aged
because of Medicare.

But minority aged people are not eligible for or not covered by
Medicare. They have a shorter life span. They don’t live to age 65 to
get it. The occupations in which they are involved (domestic and
farmworkers) don’t pay into social security. You have to have social
security eligibility before you can get into Medicare.

So what is happening is those millions and millions of Federal
dollars are not reaching minority communities. It seems to me it should
be investigated by the new Department.

MRr. NUNEz. Thank you.

VICE CHAIRMAN HORN. We appreciate very much having your
perspective and this factual presentation as to how the human health
care service department, in particular, ought to conduct its strategy.
Thank you.

VICE CHAIRMAN HORN. Next is Roma Stewart, Director of the
Office for Civil Rights, Department of Health and Human Services,
who will discuss the Federal responsibility for insuring equal access.

Ms. Stewart is Phi Beta Kappa from Fisk University, where she
received her bachelor of arts degree. Later, she secured her law
degree from the Georgetown University Law Center. She has been
Director of the Office for Civil Rights since December 1979, a recent
appointee who is obviously in a position to take a fresh look and not
get blamed for past misdeeds, I would think.

Ms. Stewart has been active with the NAACP Legal Defense Fund;
she is a member of the D.C. Bar and serves on the Executive
Committee of the Washington Lawyers’ Committee on.Civil Rights
Under Law.

In the 1960s, she helped to desegregate the Chicago hospitals. She
has had a long career in the area of civil rights access, and now she is
in a position where she can do something about it ffom the vantage
point of the Federal Government.
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STATEMENT OF ROMA STEWART, DIRECTOR, OFFICE FOR
CIVIL RIGHTS, DEPARTMENT OF HEALTH AND HUMAN
SERVICES

Ms. STEWART. Thank you very much. Thank you for this
opportunity to present a report from HEW on civil rights and health
care, on civil rights issues, problems, and opportunities. First, I would
state that we are building a new and stronger and more effective
enforcement program in the field of health care. We expect much
more progress in the coming months.

For 15 years, the Federal enforcement effort under Title VI of the
Civil Rights Act of 1964 has been aimed primarily at discrimination in
schools and colleges. A series of strong Supreme Court decisions, the
high visibility of the notoriously discriminatory dual schools, the
expansion of federally funded education programs, and outside
pressures on the Government are some of the factors that led to
concentration of Federal resources in education.

Consequently, the record of achievement in elimination of discrimi-
nation in health is bleak in comparison to what has been accomplished
in the schools. That picture is changing for the better for a number of
reasons. Chief among them, perhaps, is the impending division of the
Office for Civil Rights, with two-thirds of the staff going to the new
Department of Education and one-third remaining in what will soon
be the Department of Health and Human Services. With the division
of resources, Health and Human Services will have its own civil rights
investigators and management team, operating as we do now from
Washington headquarters and 10 regional offices.

For the first time, we will have a full-fledged operation that can
concentrate exclusively on an increased investigative effort, develop-
ment of policy, immediate and long-range planning, and the develop-
ment of a data collection program.

All these steps are essential to a strong enforcement effort. After the
division between the two Departments, which is scheduled to occur
on May 7, the HHS civil rights program will have 590 positions. If the
administration’s FY 1981 budget request is approved by Congress, that
number will increase by 100 positions. We have asked for an
authorization of $21,931,000 for the Health and Human Services civil
rights program.

The reorganization of the civil rights program is a new factor that
we must contend with this year. We are now compelled to spend much
of our management time in Washington and in the field offices in an
effort to ensure that both Departments can effect the changeover as
smoothly as possible.

Even though we are diverted for a brief time from total concentra-
tion on enforcement, the opportunities posed for an improved health
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and civil rights program more than offset the temporary inconve-
nience.

In building a new program, OCR analyzes the health care problems
in three general categories, all of them related: barriers to access to
health care facilities by minorities and handicapped persons; disparities
in the quality of care extended to minorities and handicapped persons;
the extent to which civil rights issues are taken into account by health
planning agencies in their project reviews and planning.

This first year we will concentrate on the barriers to access. For
minorities, the handicapped, and the aged, the barriers come in many
forms and are frequently hidden behind an economic shield that tends
to obscure or afford a rationalization for the adverse impact on
minorities. For example, many hospitals admit only patients referred
by doctors. Minority group patients who frequently rely on Medicare
and Medicaid do not always have a physician to open the hospital
door.

Many doctors refuse to serve Medicare and Medicaid patients.
Faced with such barriers, the minority citizen often enters the hospital
through the emergency room door. Even then, some hospitals give the
emergency patient only immediate, life-sustaining treatment plus the
name and address of another hospital that takes care of poor people.

Some hospitals require a deposit before admission, setting entry rates
so high that minority citizens are effectively barred at the admissions
desk because they cannot afford to pay.

Still other hospitals have policies in connection with Medicare and
Medicaid that raise barriers to minorities. For instance, hospitals that
deny services to obstetrics patients have been the target of complaints
by women turned away from the emergency ward and referred to
hospitals many miles away.

We have found cases in which the hospital might be willing to take
patients reliant upon Medicaid but no physician on the hospital staff
will take them as patients, again creating a restrictive situation.

Other problems are related to special Federal funding. For example,
recent regulations which implement the community services assurance
that was given by thousands of hospitals and nursing homes in return
for Federal Hill-Burton funds preclude discrimination on any ground
unrelated to the individual’s need or the availability of services. This
community service obligation also bars denial of emergency care to
patients who cannot pay. Hill-Burton facilities are required to accept
Medicare and Medicaid patients.

We are pleased that the Public Health Service and OCR have
recently signed a memorandum of understanding which allows the
two agencies to combine their resources most effectively to see that
hospitals meet their community service obligations. Community
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service reviews will be incorporated in the compliance reviews
undertaken by OCR. If civil rights violations are found, OCR will
secure a remedy. Where the community service assurances have not
been honored but no civil rights violations exist, PHS will help OCR
to resolve the issues.

HEW recently dealt with one case involving the community service
obligation. St. David’s Hospital in Texas, which received Hill-Burton
funds, refused to become a Medicaid provider. HEW and the
Department of Justice sued for injunctive relief.

We have just won a favorable ruling in that case, setting a precedent
which should help to open hospital doors for many minority patients.
All of these practices may violate Title VI if they are applied
unequally to minorities or if the burden falls disproportionately on
minorities.

Further, OCR is particularly concerned about still another practice
that is heavily weighed against access for minorities—the relocation or
closure of hospitals. Inner-city hospitals are often the only source
within a reasonable distance to offer minority citizens access to
emergency and outpatient care.

Nevertheless, economic reasons appear to dictate closing of some
community facilities. As a factual matter, hospitals used by minorities
in the inner city tend to be older and in need of renovation. Arguments
for closing these old facilities appeal to the public. It is estimated that
between 1975 and 1977, 200 hospitals throughout the country closed
down.

The Federal Government itself with its emphasis on cost contain-
ment may inadvertently contribute to the relocation or closure
problem. Reductions in hospital beds are encouraged by HEW. OCR
must insure that no civil rights are violated in this process.

Many problems of access result from direct discrimination, which
clearly violates the Civil Rights Act. For example, OCR has found
that physicians who serve on the staffs of more than one hospital may
routinely refer nonminority patients to one hospital and minority
patients to another.

Some of these forms of direct discrimination occur as vestiges of
historical patterns of racial segregation. In Louisiana, for example,
separate hospitals were built for blacks. Race, not ability to pay,
determined which hospital was open to the patient. Until 1964 the
Federal Government made grants and loans to segregated hospitals
under the Hill-Burton Act. Further, until the mid-1960s many
nonpublic hospitals did not give staff privileges to black physicians.

American Indians are often denied inpatient and emergency care by
hospitals. OCR finds that some hospitals routinely refer them to the
Indian Health Service facilities, even though these regional care
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facilities are located many miles away. This is a violation of Title VI.
Indian health facilities are a supplemental resource and other federally
assisted hospitals are not relieved of their obligation to accept patients
without discrimination.

Some nursing homes, especially fraternally-owned.ones, explicitly
refuse to admit people of a particular race or national origin. In
general, blacks are barred from nursing homes by so many obstacles
that they are often reduced to living in unlicensed and substandard
boarding homes where they cannot receive Medicaid benefits and
where the quality of care is inferior.

Minorities comprise 7 percent of all patients admltted to the Nation’s
19,000 nursing homes, which is a disproportionately low percentage.
Placement policies of referral agents, such as hospitals, often result in
racially identifiable nursing homes where the quality of care for
minorities is inferior.

Minorities and handicapped persons also complain that, once
admitted to homes, they are assigned to isolated or segregated
accommodations. Nursing homes also discriminate by consistently
ruling out admission of patients with certain handicapping conditions,
like deafness or blindness, and refusing to hire qualified handicapped
persons. ’

Out of its experience to date in health care investigations, OCR has
identified many other problems including: refusal by some hospitals to
provide inpatient care to persons addicted to drugs or alcohol;
segregation of patients based on whether they are clinic patients or
private patients, creating racial segregation in parts of the hospital;
denial of staff privileges to doctors on the basis of race; denial of equal
services to Hispanics and Asians in hospitals and health maintenance
organizations which have no bilingual staff; denial of equal care to
hearing impaired patients by hospital emergency wards because no
interpreters are provided; failure of some health care programs to refer
handicapped and minority persons to mental health agencies for
counseling or psychological help.

All these problems of accessibility raise questions about the quality
of care in hospitals, nursing homes, and other facilities, and this is the
second major area that OCR will emphasize in developing policy and
carrying out investigations.

Minorities often say that, even when health care is available, the
quality of that care is suspect When compared to the quality of care for
nonminorities.

The third area in our health care program is the role of federally
funded health planning agencies and the extent to which they
encourage and enforce policies which foster equality. Health planning
as discussed here is the process by which resources are developed to
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ineet present and future needs of the community under the Health
Planning and Resources Development Act of 1974.

These health planning agencies have explicit responsibilities to
monitor and control the growth of the State or regional health
delivery system. The civil rights implications of this new structure are
potentially far-reaching but have not been fully explored.

As federally-supported bodies, these agencies—HSAs [Health Sys-
tems Agencies] and SHPDAs [State Health Planning and Develop-
ment Agencies]—have a responsibility to assure that health resources
are developed and allocated without discrimination and that the health
planning needs of minorities are considered and met. OCR has an
obligation to hold them to their legal mandate and is attempting to
develop a comprehensive policy for working with these agencies.

In FY 80, OCR plans to undertake 275 Health and Human Services
compliance reviews. Plans include the following: 17 reviews for
discrimination in accessibility and admissions in hospitals, nursing
homes, and extended care facilities; 17 reviews of delivery of services
in the provision of Medicaid and Medicare services; 59 reviews of
hospitals for discrimination on the basis of national origin or handicap,
including bilingual services and capability for meeting the needs of
patients with visual or hearing impairments; 59 reviews of welfare
agencies for discrimination in the provision of services to minorities
and the handicapped; 17 reviews of child welfare referral practices,
including foster care, bilingual services, and location of services in
terms of accessibility for minorities and the handicapped; 17 reviews of
planning activities by health services agencies; 59 reviews of support-
ive services to the elderly and disabled; 30 reviews of mental health
centers and mental health hospitals in terms of equal care and bilingual
services.

In addition to the compliance reviews, regional offices will continue
to conduct individual complaint investigations and to commence them
promptly upon receiving complaints. OCR will undertake more
comprehensive compliance reviews of whole systems of health care.
We plan a training program this summer to improve the quality of
systemwide compliance reviews and complaint investigations.

To obtain more specific data on institutions, OCR is preparing a
hospital survey form to help target hospitals which may not be in
compliance with the civil rights laws or with their community service
obligations under the Hill-Burton Act.

We have also identified the types of data needed for use by health
planning agencies. Specifically, OCR believes that these agencies
cannot adequately plan for the needs of minorities and other medically
underserved persons unless they collect and analyze demographic data
and medical indicators of need.
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As a final note on OCR plans, I would like to point out that OCR
has gained considerable experience in the health field in its extensive
investigation of and subsequent legal proceedmgs against a number of
New Orleans hospitals.

In 1971 HEW was sued in Cook v. Ochsner, U.S. Dlstnct Court for
the Eastern District of Louisiana, for not enforcmg Tltle VI with
respect to seven hospitals in New Orleans. In 1974 OCR agreed in a
consent decree to conduct a Title VI review of all hospltals in New
Orleans. Central to the review was the collection from all federally
aided New Orleans hospitals of data on the number of patients
admitted, according to race, method of payment, admission date, and
name of admitting physician. Mercy and Southern Baptist Hospitals
refused to provide the data until OCR obtained a court order requiring
them to do so. )

A summary of Title VI proceedings in those cases appears in the
background paper which OCR submitted to the U S. Commission on
Civil Rights earlier this month in preparation for this session today. It
shows some of the problems we face in reviewing health care
institutions and some of the legal processes we use for obtammg
remedies.

As Director of the Office for Civil Rights, I am encouraged about
the prospects of developing and carrying out a civil rights program
directed to the problems of racial and ethnic minorities, handicapped
people, and older people in getting proper health care.

We need and seek the support of the Commission and of all Federal
agencies whose responsibilities embrace health care and civil rights.
Our health care civil rights enforcement program is coming of age at
last. We welcome criticisms, relevant information, and, most of all
constructive suggestions in the building of a new program.

Discussion

VICE CHAIRMAN HORN. Thank you very much. Your paper “Health
Care and Civil Rights” will be inserted.

I want to ask you some questions to clarify the compllance review
strategy. How much staff did you say was moving to the Department
of Education, 66 percent? Two-thirds are going to the new Depart-
ment of Education?

Ms. STEWART. That is right.

VICE CHAIRMAN HORN. Do you feel that is a fair allocation, based
on the work load?

Ms. STEWART. Based on the past work load allocated between
Health and Human Services and the Education area, it is a fair
distribution. Most of the work had been previously aflocated to the
Education area, largely because of the pressures in the courts. With the
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addition of 100 new positions which we hope to have at the beginning
of the next fiscal year, this amount will be adequate to support the new
program, the new difections undertaken.

VICE CHAIRMAN HORN. If you receive the 100 new positions
beginning 0ctober 1980, do you feel that they will give you adequate
resources to’ begm ‘the conduct of the 275 compliance reviews, or will
those reviews begin this fiscal year? *

Ms. STEWART. They have begun.

VICE CHAIRMAN HORN. What is your estimated number *of
compliance réviews in ‘fiscal 80, ’81, *82? Have you worked out a
strategy, yet”

Ms. STEWART. Yes. I do not know the exact number of compliance
reviews for fiscal *80-'81. I believe it is approximately 300.

VICE CHAIRMAN HORN. Will there be any different allocation
between types of l;lealth care facilities within that overall number, or
generally are these proportionis going to be about the same: 17 in
hospitals, 17 in delivery of services, 59 reviews, etc.?

Ms. STEWART. By that time we hope to have results of surveys and
research. Also, more information from community organizations and
complaints which will assist us in targeting new reviews and assessing
priorities. We would like to target compliance reviews on those areas
where the need is apparently the greatest.

VICE CHAIRMAN HORN. Is it fair to conclude from hearing the
proportion of staff that was allocated—and is going to be allocated—in
this area, that despite the 100 new positions, HEW really has not
reviewed as carefully as it might have access to health care and that
most of its energies have been consumed by problems of desegregation
and education?

Ms. STEWART. That is correct.

VICE CHAIRMAN HORN. You are now attempting to make up for
that?

Ms. STEWART. That is true.

VICE CHAIRMAN HORN. You are now preparing your budget
request to OMB for ’81-’82? Are there plans to ask for additional
positions besides the 100 you hope to receive in October 1980?

Ms. STEWART. It is difficult to say what we will do in that respect.
We don’t really know what the office will look like after the split
between the two Departments. We have not yet identified those
individuals Who will go and those who will stay.

We don’t know what the distribution will be in each office. We will
have a great deal of building to do. We don’t have very much time to
do it in if our programs are going to continue without hindrance. I
think within the next 30 days, I would be able to answer that question
morespecifically.
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VICE CHAIRMAN HORN. Under your revised strategy do you see a
different allocation of positions for compliance review and enforce-
ment between the national and the regional offices or will the roles of
those offices remain approximately the same as at present?

Ms. STEWART. The roles will remain approximately the same. The
investigations and compliance reviews take place in the regional
offices. However, we have been attempting in recent months to
increase the communication between the regional offices and the office
in Washington, D.C., so that our compliance effort will move forward
more smoothly and expeditiously.

VICE CHAIRMAN HORN. In the employment field, since Title VII
was passed, there has been an attempt to have both a Federal (EEOC)
effort and a cooperative relationship between the local, State, and
Federal agency. Has there been any attempt to leverage HHS interest
in this area with State departments concerned with public health and
hospitals, etc., in order to assure a broadening basis of compliance
assistance?

Ms. STEWART. We have been working with State agencies.
However, State agencies, to my knowledge, have exhibited the kinds
of enforcement authority that there is in the area of employment. Title
VI of the Civil Rights Act proves State agencies can take the lead and
must take the lead in employment cases. We do not have a similar
provision in our law.

VICE CHAIRMAN HORN. Is there thought of requesting such a
provision of the Congress? Do you feel that would be helpful?

Ms. STEWART. I think.it is always a good plan to have as many or as
much responsibility allocated in civil rights enforcement as possible.
The experience has been that many of the State agencies have been less
effective in enforcing civil rights matters than the Federal agencies
with the same authority. For example, in Title VII area, there are only
a handful of State agencies which are doing a superb job in this
respect.

VICE CHAIRMAN HORN. Thank you. Commissioner Berry.

COMMISSIONER-DESIGNATE BERRY. I am aware there is a memoran-
dum of understanding between OCR and the Public Health Service.
Could you tell me how far along you are in implementing OCR
monitoring of the management process or insuring the PHS monitor-
ing of that process so that nondiscrimination is enforced?

Ms. STEWART. The memorandum of understanding was signed in
December. Staff of both organizations have been working very closely
together to implement that. One of the side effects of that memoran-
dum of understanding has been an additional document which has
been signed.
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An additional regulation was sent to the Secretary which was
published in the Federal Register last month in which a hospital, in
order to get a certificate ‘of need, must state whether or not it is in
compliance. It must make a survey of its own compliance standards.
This is anothef!step forward in the same direction as the memorandum
of understanding.

CoOMMISSIONER-DESIGNATE BERRY. So, you are in the process of
implementing. You are not at the point where you can say that is fully
implemented?

Ms. STEWART. No. I don’t think we will ever be able to say it is
fully implemented. I think it is going to be an ongoing process. I hope
it will be an ongoing process that will continue indefinitely.

COMMISSIONER-DESIGNATE BERRY. In the case in the Ohio District
Court where you stipulated you would send a survey to OMB by the
end of this month, are you going to make that deadline?

Ms. STEWART. Absolutely.

COMMISSIONER-DESIGNATE BERRY. In the hospital closings about to
take place in New York City, has OCR worked out a mechanism to
ensure that reasons for the closing do not involve discrimination in the
first instance and then to see to it that there is nondiscriminatory access
where patients are served even if hospitals are closed? What is the
decisionmaking process to insure that discriminatory effects are taken
into account?

Ms. STEWART. The New York hospital review is still ongoing. We
have conducted one pretest to test the validity of our census
instrument. We plan to take a census of all of the hospitals in the
system to determine whether or not the closing of the facilities in
question will have a discriminatory impact upon minorities.

After the census is taken or at the same time we are concurrently
investigating the alternative health care services in the area to
determine whether or not the closing of these facilities would have a
deleterious effect upon minorities.

COMMISSIONER-DESIGNATE BERRY. If it would have a deleterious
effect, would OCR see to it that the hospitals don’t close?

Ms. STEWART. I would certainly hope so.

COMMISSIONER-DESIGNATE BERRY. Are there plans in the works
for any suits or matters of that kind against State agencies between
now and November 1980 that would cause OCR to directly cut off
funds for discrimination?

Ms. STEWART~We have investigations ongoing in several hospital
cases—several almost ripe to be forwarded for enforcement. We have
also directed our investigators to refer cases for enforcement when
there becomes a problem of access to information.
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We have had several cases, aproximately eight cases last month,
referred for enforcement. I cannot tell whether they are school cases
or hospital cases. So, we do intend to provide vigorous.enforcement in
this area. ‘

CHAIRMAN FLEMMING. Mr. Saltzman. Ly

COMMISSIONER SALTZMAN. How significant is the issue of health
care availability and quality for moving forward the resolution of
other critical civil rights issues like education, employment, and
housing?

Ms. STEWART. There appears to be direct correlation between the
lack of access to health care for minorities and lack of health care to
other federally funded services such as education and clinics and
welfare services. Frequently when a minority coinmunity suffers
cutbacks in services of one type, there is a ripple effect and other
services are also cut back. This includes housing, education, and so
forth.

COMMISSIONER SALTZMAN. Doesn’t the availability of good health
itself impact on the quality of education or the response to educational
opportunity and housing and employment opportunity?

Ms. STEWART. Well, in some areas, of course, the housing itself is a
major health problem. The housing along with the lack of care, of
health care services, would have a tremendous negative effect on the
ability of the child to learn, from the point of view of the child’s health
and motivation and many other factors.

CHAIRMAN FLEMMING. Commissioner Freeman?

CoMMISSIONER FREEMAN. Ms. Stewart, you cited several cases in
which there have been findings of violation of Title VI. Does OCR,
after such a finding, make the recommendation for the kind of
enforcement such as termination? What is the procedure that you
undertake at that time?

Ms. STEWART. Unfortunately, under the statute, the main remedy
that we have is cutoff of Federal funds. OCR is relunctant to cut off
funds to hospitals because the very beneficiaries that we seek to assist
would be further damaged. However, once a finding of discrimination
is made, we undertake the attempt to achieve voluntary compliance.
Most of our cases are, in fact, resolved through voluntary decisions.

We also have the ability to go into court for injunctive relief under
certain circumstances. In many cases, especially in the handicapped
area, our recipients are anxious to comply with the law. Frequently,
they do not know they are in violation and seek our assistance in
helping them to come into compliance. Even in the Title VI area,
many of our recipients do want to comply with the law.
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We are exploring ways now of enlarging our technical assistance
branch. We had in.the past been almost exclusively directed towards
handicapped problems in the technical assistance area.

COMMISSIONER SALTZMAN. Ms. Ivie states a number of instances of
widespread discrimination and said private people or pro bono
organizations have litigated on behalf of those persons who have been
denied the benefits. This seems to be an undue burden that is put on the
private individual, when the agency that has the funds and has the
resources and has the clout really ought to be doing more.

Would you comment on that?

Ms. STEWART. I agree with you. I agree that we ought to be doing
more. We ought to be continuously reassessing our resources so we
can make determinations as to whether or not they are adequate to
undertake these tasks. If they are not, we will seek additional funding
in positions.

CHAIRMAN FLEMMING. I would like to pursue a couple of questions
asked along the same line. Do I understand the response that you made
to Commissioner Freeman’s question to mean that it is the policy of
OCR, the policy of the Department, not to utilize the sanction that the
Congress has put into the law? Namely, cut off funds where there is a
violation of Title VI?

Ms. STEWART. No. I did not mean to give that impression. We do
not have the authority not to do that once the process—

CHAIRMAN FLEMMING. How recently has that authority been used
by the Department in connection with findings that there has been a
violation of Title VI in connection with access to health services.

Ms. STEWART. I cannot recall a case where that sanction has been
used. I would like to research that issue and submit it at a later time.
(See exhibit 2.)

CHAIRMAN FLEMMING. I would appreciate that very, very much.
Let’s say, personally, and I think my colleagues share this view, and in
fact we have stated it in one of our reports in connection with
application of Title VI in another area; namely, that we have the
feeling it is very unfortunate when a Department decides not to use the
sanctions that the Congress has put into the law to be used when there
is a violation of, in this case, Title VI.

We recognize the reluctance persons have to use this particular type
of sanction. But as Dr. Lee pointed out in his testimony this morning, it
seems to me when a Department is reluctant to use this sanction, it
should keep in front of it the number of persons who are being denied
access, in this particular instance, to services because of a failure on the
part of the Government to enforce vigorously the laws that Congress
has passed.
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We recognize some people may be able to suggest a better type of
sanction. Some people have tried that from time to time. Over the
years since 1964, there has been no serious effort inade to replace this
sanction with another sanction. Until another sanction is filed to
seplace this sanction, we feel that it is very important for'the executive
branch to use the authority that the Congress has given them.

It seems to us whenever there is a delay in the utilization of that
authority, it is just a signal to everybody else. The effect is, look, we
can go ahead and continue to violate the Civil Rights Act and nothing
really is going to happen to us.

It is true you can go to court. You can get an order and so on. That
takes much longer than administrative action should take. I appreciate
the fact that administrative action has been taken. Let me ask this.
Reference has been made in the testimony presented here to guidelines
issued under Title VI in the area of the delivery of health services.
What is the status of those guidelines at the present time?

Ms. STEWART. We have several policies and guidelines which are
being circulated with OCR at this time. One is a hospital closing
policy. There are a number of other pdlicies. We have a nursing home
policy, for example. All in all, we have 11 policies which are in various
stages of completion and should be published within the year.

CHAIRMAN FLEMMING. Have any guidelines been issued over the
years in this particular area up to the present time?

Ms. STEWART. In 1969, Mr. Chairman, there was a policy on health
care and another policy on nursing homes, I believe. Those have been
the only policies issued in this area.

CHAIRMAN FLEMMING. Are they still operative?

Ms. STEWART. Yes, they are.

CHAIRMAN FLEMMING. You now have pending about 11 separate
guidelines in this particular area. To your best judgment, it will take
about a year for all of them to merge?

Ms. STEWART. Within the year—Iless than a year.

CHAIRMAN FLEMMING. You mean within this calendar year? Do
you feel that by December 1980 that they will all be out?

Ms. STEWART. Yes, I do.

CHAIRMAN FLEMMING. That is the kind of objective that your office
and the Department has in mind at the present time?

Ms. STEWART. Yes. In fact, we are tracking those not only at OCR
but the Department level to assure that those policies will in fact be
published. I am reminded that we have deferred Federal funds in the
New Orleans case.

I would like to point out the necessity for further sanctions as you
have mentioned. Frequently, in a situation where there'is a proposal to
cut back or close a minority hospital, our major sanction of cutting off
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funds to that particular hospital could have the effect of destroying the
main health care provider within a given community.

So, there is great need for additional sanctions which our office can
administer.

CHAIRMAN FLEMMING. Does your office, does the Department
contemplate making recommendations to the Congress for additional
sanctions? 1

Ms. STEWART. We have been asked for new legislative suggestions.
Certainly-that would be one of them.

CHAIRMAN FLEMMING. I recognize the fact that there are situations
such as the one you described where additional sanctions could be
utilized very effectively. But there are also situations where the
existing sanctions could be utilized? Am I not correct?

Ms. STEWART. That is correct.

CHAIRMAN FLEMMING. Just one other question. Reference has been
made to the Hill-Burton institutions and the enforcement of the
standards incorporated in the Hill-Burton law. This was related to a
nursing home.

Do you have any figures indicating the number of nursing homes
that are subject to Hill-Burton percentagewise?

Ms. STEWART. No, but I can get that information submitted at a
later time. (See exhibit 3.)

CHAIRMAN FLEMMING. Dr. Berry.

COMMISSIONER-DESIGNATE BERRY. Miss Stewart, I was pleased to
have your clarification of your response about the funds cutoff when
the Chairman asked it. I was surprised and astonished that a Federal
official thinks that a law should not be enforced although it is on the
books. I am happy that is not your view.

Ms. STEWART. I am sorry I did not express it in a way that was
more clear. We need all the instruments we can get, community or
otherwise.

CHAIRMAN FLEMMING. Mr. Nunez.

MR. NUNEz. I apologize for not being here for your presentation.
We on the staff have worked long in your office for many years. I
welcome the opportunity for working with you directly. Thank you
for being with us.

CHAIRMAN FLEMMING. Thank you very, very much. We are now in
recess until 1:30.

Afternoon Session, April 15, 1980
CHAIRMAN FLEMMING. I will ask the meeting to come to order. My
colleague, Commissioner Saltzman, will preside during our afternoon
session.
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COMMISSIONER SALTZMAN. The early part of the session will deal
with the present role in rural health care. Our presenter is George
Lythcott. Dr. Lythcott will present his paper on “Health Care
Administration in Rural America: The Federally Responsible Govern-
ment.” You have approximately 20 to 25 miniites.

Dr. Lythcott is presently the administrator of Health Services
Administration (HSA) of the Department of Health and Human
Services. Dr. Lythcott is also the Assistant Surgeon General and
Associate Chief Medical Officer with the Public Health Service. HSA
funds a variety of programs that provide health care to lower income
people, Native Americans, Alaskan Natives, migrant workers, the
aged, women, and children.

In addition to his government service, Dr. Lythcott is currently on
the advisory committee for the national program to reduce infant
deaths in isolated rural communities of the Robert Wood Johnson
Foundation, Princeton, New Jersey.

He was appointed by President Carter in 1978 to serve as Alternate
Delegate, U.S. Delegation, UNICEF. He is also a clinical professor of
Pediatrics and Child Health, Howard University College of Medicine,
Washington, D.C.

STATEMENT OF GEORGE 1. LYTHCOTT, M.D., ADMINISTRA-

TOR, HEALTH SERVICES ADMINISTRATION, ASSISTANT

SURGEON GENERAL (USPHS), DEPARTMENT OF HEALTH

AND HUMAN SERVICES

DR. LYTHCOTT. Thank you very much. Shall I proceed?

COMMISSIONER SALTZMAN. Yes.

DR. LyTHCOTT. I will introduce three members of my staff, three
senior managers, who have asked to come with me. We would like to
be as responsive as possible when there are questions from the
audience. I am making certain I will provide the best answers.

My staff members are Emory Johnson, Director of the Bureau of
Indian Health in my agency, and John Marshall, Deputy Director of
the Bureau of Community Health Services. Jeff Hammon, Deputy
Director for the Office of Planning, Evaluation, and Legislation, is in
the building and will be in the room shortly. If questions come up that
I cannot respond to, I will turn to them, if you will.

Distinguished members of this Commission, panelists, guests. Our
written report is in your hands. What I have to say to you in person
today deals with the problems still confronting us in delivering health
care to rural America.

About 27 million rural citizens live in areas officially designated as
areas of medical manpower shortage. These shortages exist because
most doctors do not care to serve people who are poor and who live in
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awkward places. Part of the problem is that doctors are discriminating
in where they choose-to practice. But that is only part of the problem.

The more-pervasive discrimination occurs between doctors in rural
private practice and minorities who come to them for medical
attention. It is visible in some places where an actual wall separates
white and nonwhite patients in the waiting room.

It alsor manifests itself in the encounter between white doctor and
black-patient. Time is a vital ingredient in the quality of health care.
Patients, particularly if they are poor and suffer language problems,
need the doctor’s time. They need to hear from the doctor why it is
important to take the medicine or what side effects to watch for. They
need advice about diet or habits that may harm them.

You have all heard about the Medicaid mills that diagnose,
prescribe; and bill. The patients there may be getting the right kind of
medicine but'they are not getting the right kind of health care.

The clinical staffs who man our community health centers practice
people medicine. They take time to see that the black mother
understands. They take time to make sure her baby gets immunized.
They take time to provide pap smears and screen for hypertension.
They refer patients to the right facility if they need advanced
treatment or diagnosis.

This is: comprehensive care and all too often minorities don’t get it
outside of the clinics we operate. This is all the more tragic because
they need more attention, not less, because poverty spawns diseases
and disability. Poor diets, substandard housing, broken homes, and the
sheer frustrations of life lived under these conditions create ill health.

Reality is not a happy experience when you are poor, black, and
suffering the hundred insults of a society that fails to provide jobs,
decent incomes, and the self-respect that comes with them. That is
why minorities suffer a disproportionate share of what 1 call the
diseases of despair—alcoholism, drug addiction, child beating, suicide,
and homi€ide. Small wonder that black life expectancy is 7.5 years less
than whites; that black newborns have a 50 percent higher death rate
as measured by those who die in their first year. of life; that studies
show that when blacks see a doctor, they are quite a bit sicker than
whites.

Despite these obvious. deficits in health, minorities do not enjoy
equal access to health care, even though they need more care. What is
even worse for them, they do not even control the circumstances that
conspire against them. Mississippi’s population is at least 32 percent
black. But not one black person sits on the State board of health and
not one black is a member of the State hospital commission.

Yet, there can be little doubt that the Nation’s overall health would
be vastly improved if our minorities. had an equal voice in the
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deployment of our health care resources. For example, the Surgeon
General’s Report, Healthy People, points out that America is well
down the list in some major health indicators among the family of
nations. Yet, if the health of minorities in America equalled that of the
rest of our population, we would rank much higher on that list.

In that same report, the Surgeon General has set forth goals for 1990
of reduced mortality among infants, young people, and adults. Those
goals would very nearly have been achieved now if America’s
minorities had the health care enjoyed by others.

Discrimination and poverty lie at the root of our Nation’s health
problems. That is abundantly clear. It is also clear, as this Commission
knows, that discrimination is not going to disappear in America by
wishing it away. There is no magic wand we can wave over the
problem.

But we do have a potent instrument for attacking that problem—the
Federal Government. With this instrument, we can introduce structur-
al changes that will place in the hands of minorities the power to shape
their own destiny in health care.

Minority peoples need to become a part of the decisionmaking
apparatus in health care. Part of that apparatus are doctors and health
care providers. There are all too few black, Hispanic, and Indian
doctors today.

Likewise do we need to ensure that minority people are represented
in the institutions that govern the healing arts professions—hospital
boards, planning agencies, and professional groups. This will change
the power relationships, and that is precisely the strategy pursued by
the programs we administer through the Health Services Administra-
tion. It is, in fact, a strategy supported by the Federal laws governing
these programs.

The law, for example, requires that half of the members of the
governing boards that direct policy in each of the 903 community
health centers we support must be representatives of the community
being served. If a community is 80 percent black or Hispanic, its
governing board will reflect that fact.

These centers enjoy a high degree of patient satisfaction and they
are providing comprehensive care to the people of the communities
they serve. By way of direct contrast, consider what has been
happening with the wave of hospital closings and relocations in urban
areas this past decade. In 3 years, 1975 through 1977; 231 urban
hospitals have closed or relocated. These hospitals served surrounding
areas that were heavily populated by minorities, chiefly blacks. But
minorities are virtually invisible on the board of trustees in these
hospitals.
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The results speak for themselves. One study shows that the higher
the proportion of blacks living around a hospital, the more likely it is
the hospital will either close or relocate. Statistics tell that story: In
neighborhoods with up to 25 percent blacks, only 14.2 percent of the
hospitals closed between 1970 and 1977. But in neighborhoods that
were 76 percent to 100 percent black, nearly 47 percent of the
hospitals did a disappearing act.

Being black and without power means that the hospital in your
community can close its doors and just go away. Imagine that
happening in an affluent suburban community. Like it or not, hospitals
operate on business principles and poor black families aren’t good
business because they can’t pay. This means a higher pile of bad debts
for the hospital and eventual flight.

This raises a question that we have yet to address in our dialogues. Is
health care a business or is it a vital human service? And if it is the
former, can it possibly do justice to its compassionate mission in our
society?

I think that we must put a human face on the institutions that
provide health care. The way to do that, I believe, is to make sure that
minorities have a say about the operation of the institutions that
provide health care to minority peoples. The poor and the forgotten
must be able to shape their own destiny in health care. They must be
fairly represented on the governance mechanisms—or those mecha-
nisms cannot possibly respond to their needs.

Nations that do not have the varied ethnic makeup of ours need not
consider solutions like this. Our Nation, which does, must. I see no
other way that is fair, democratic, and in the interests of the Nation’s
health. If minorities have a say in their health care, then the resources
needed to provide that care will tend to deploy where minorities live.
Lacking that power, our minorities will continue to suffer chronic
shortages of health manpower in the communities where they live.

If a national health insurance. program offering open-door care to all
were enacted tomorrow, it would not solve the problems of access that
minorities face. National health insurance might well worsen their.
dilemma. Minorities would have a ticket to health care under national
health insurance, but the resources would still be located where they
could not get to them.

That’s. why it is so crucial we continue to expand the programs we
administer—Community Health Centers, the National Health Service
Corps, the Migrant Health Program, the Appalachian Program, the
Indian Health Service. ¥

On that account, we have had excellent support from President
Carter. In the past 3 years, we have nearly doubled the number of
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Community Health Centers and we have been able to increase
substantially the field strength of the National Health Service Corps.

But medical schools need to do their part too. I believe they need to
select and inspire more young men and women to seek careers that
will serve minorities and underserved rural people. We have a
shortage of medical students in minorities. Not every black or
Hispanic physician will go forth to serve people of their minority, but I
believe enough will to help ease shortages in rural areas and inner
cities.

Despite this, the trend shows that there are a lower percentage of
black medical students now than there were a few years ago. Actual
numbers may be on the increase, but percentages are on the decline. In
recent years, the percentage of black and other underrepresented
minorities being admitted to medical schools has dropped. It never did
reach the 12 percent goal by 1975 that was sought. If that trend keeps
up, the dactor shortage will end in this decade for the majority of
Americans, but it could very well remain in shortage for people who
are black, Hispanic, or Native American.

I believe that medical schools have an obligation to train physicians
for all America. It is a fundamental reason for their existence. They
have a further obligation to assist in motivating medical students to
serve in primary health care, where the needs of America’s minorities
are great.

At the very least, the medical school experience should not serve as
an active discouragement to students who want to practice primary
care medicine in underserved communities.

Yet, the evidence we have shows that this is exactly what has been
happening. One study which followed the career preferences of
medical students over several years found that only half the students
who came into medical school wanting to practice primary care still
wanted that after their fourth year, while hardly any who were
originally interested in another field of medicine switched their interest
to primary care. With influences like that at work, what chance do we
have of creating enough physicians to serve in primary care in rural
America?

This influence is at work even among the students whose tuition the
Federal Government pays in return for periods of obligated service
with the National Health Service Corps. For example, five medical
schools today have a student body made up of more than 20 percent on
Corps scholarships. Twelve medical schools have somewhere between
10 percent and 20 percent of their students on these scholarships.

Yet, these students aré being educated in an environment that may
be actively discouraging them from pursuing their Corps commitment
beyond its obligated period. If so, we stand less of a chance that those
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future physicians will stay on in underserved areas. Yet that is the
purpose of the legislation creating the National Health Service Corps.
Congress wanted to create a mechanism that would attract physicians
and other health care professionals to lifelong careers among the
medically underserved.

Most medical schools are focused on the cure of disease today and
upon biomedical research. This produces physicians in the subspeciali-
ties and it produces researchers, neither of whom find their workplace
in ghettos, rural outbacks, and Indian reservations. Surely the places
where we train tomorrow’s doctors can open its selection process and
its curriculum to accommodate young men and women who will serve
in these places where they are so desperately needed.

Meanwhile, until we change the basic dynamics, we will continue to
suffer shortages of doctors in rural America and in places where a
preponderance of minority peoples live. This is an issue of pressing
importance and one to which this Commission might address itself.

I would like to turn now to the health problems of another
minority—Native Americans. There are about 777,000 Indians living
on or near reservations in traditional Indian country, such as
Oklahoma, where I once served.

Twenty-five years ago, the Indian Health Service (IHS) was a small
program providing only acute care to the desperately ill. It has come a
long way since then, both in terms of service and in sensitivity. A few
decades ago, the IHS was administered like a colonial office—
providing service to passive recipients of whatever care the Federal
Government chose to provide.

All that has changed under the impetus of two laws enacted this past
decade, the Indian Self-Determination Act and the Indian Health.Care
Improvement Act. These laws vest with the tribes of America the
power to plan the direction, style, and delivery of health care provided
to Indian peoples. This offers yet another example of how we must
change the power relationships if we want to introduce real change
rather than mere token gestures.

The status of Indian health has steadily improved over the years, but
problems in Indian health still reflect that the overall caliber of health
care must continue to improve. The death rate for Indians is still 1.1
times as high as the infant death rate for the general populace. The
death rate for Indians as the result of alcoholism is about five and a half
times as. high. And many Indian homes still lack modern systems for
solid waste disposal and an adequate supply of pure drinking water.

Financing -problems also exist. The Indian Health Service has had
trouble getting adequate reimbursement from Federal entitlement
programs, even though it is entitled to receive monies from State
Medicaid agencies for providing health services through its facilities to
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Indians eligible for Medicaid. States have been unwilling to recognize
Indian Health Service facilities for physician reimbursement. We are
working now with the Health Care Financing Administration to
correct this problem.

Typical of these problems is the refusal of the; State of Anzona to
pay for care provided to Indians served in the Arizona Preemiz
Program for high-risk premature infants. Arizona’s position is that the
cost of medical care provided to Indians is solely a Federal responsibil-
ity. We maintain that Indians have the same constitutional right of
equal access to this program as other citizens of Arizona.

Because of this impasse, we have refused to reimburse providers of
preemie services until Arizona agrees to pay its share of the cost. This
matter may come to a head because the Department’s Office for Civil
Rights supports our position. It may issue a letter of findings to
Arizona before long. In the meantime, the Public Health Service has
agreed to ease providers’ cash flow problems by paying 75 percent of
their billed charges, pending a final outcome. This way, providers of
care will be paid while the civil rights issue is pursued through legal
channels.

Meanwhile, we still have a doctor shortage in the Indian Health
Service. We believe that this shortage could be eased if more yourg
people from the tribes are provided with special opportunities to
become physicians or other health care professionals. More Indian
doctors and nurses would then serve as models for Indian young
people to consider becoming doctors themselves. u

We also get complaints from some tribes about problems of cultural
insensitivity to Indian customs and practices. Our response is to
request the tribes to provide their own orientation™or new doctors
who arrive on the scene. Some do and some don’t; in any case, this is
the tribes’'option. All we can do is to provide the resources for these
sessions. In fact, most of the tribes’ complaints to us center around the
need to keep what doctors they have, regardless of their race.

The Indian Health Service provides environmental sanitation
services that are assisting more and more Indian villages to acquire
decent sanitation facilities and pure water. Our people work closely
with tribal chiefs in the planning and design of these facilities. But
there are environmental problems that lie beyond our jurisdiction.

No one thought, for example, to consult the Indian people living
around the Prairie Island Nuclear Power Plant before that plant went:
into operation or was built. Federal authorities just gave a go-ahead,
an action that would be unthinkable if the siting of a nuclear plant
were being contemplated in an area populated by white citizens.

‘When an accidental venting of radioactive steam occurred last year,
the Indian tribe wasn’t even notified by State and local authorities.

58



=¥ N F W Y e -

Only when our Indian Health Service people learned of the problem
were the Indian people notified. We then served as advocates for the
Indians in trying to develop a responsible emergency plant that
included the Indian community involved.

The same kind of heedless action was demonstrated in the case of
Navajos hired to work in the uranium mines of Arizona and New
Mexico. The knowledge that radiation exposure causes cancer is
centuries old. Yet Navajo workers were sent to work these mines
without proper safeguards, and as a result, some may die of lung
cancer. Where were the Federal agencies responsible for the safety of
uranium mines?

Tailings from these mines were deposited for 15 years around Indian
dwelling places, without so much as a by-your-leave. In spite of urgent
pleas by the staff of the Indian Health Service, the Federal agencies
responsible took no action.

We are now investing money to stabilize these tailings and move
people out of dwellings with high radiation counts. The major
uranium tailing piles have been identified and cost estimates provided
under provisions of the Uranium Mill Tailing Act. We still have
additional samplings and studies to make in order to identify several
small mining operations and fully evaluate any health hazards.

This concludes my remarks, but I cannot end this report to you
without mentioning several laws that have an impact on rural
underserved peoples and minorities.

One is the National Health Planning and Resources Development
Act which aims at creating a network of health planning and resources
development agencies at the regional and State levels. That law
requires that no less than 25 percent of the allotments to the States for
medical facilities projects be used for outpatient facilities to serve
medically underserved people and that half those allotments be
invested in medically underserved rural areas.

A second law with far-reaching potential for the rural underserved
is the Rural Development Act of 1972. It requires that goals be
established for rural development that include employment, income,
housing, the quality of community services, and facilities. This law will
have a decided impact on the health and quality of life for rural people,
who are seriously affected by disease, inadequate shelter, bad water
supplies, and substandard sewage systems.

It calls for strengthening primary and preventive care by integrating
services in rural areas. By pulling together manpower, support
services, facilities, and technical expertise at the local level, this law
seeks to create an independent, self-sustaining capability in health care
in-rural areas.
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The Health Services Administration and its far-flung facilities in
rural areas—detailed to you in our written-report—will have an
important role to play in developing this capability. By making our
resources work together and by joining-them with an increasing level
of State and local resources, we can make-tangible progress in
providing comprehensive and compassionate care<to minorities- and
others living in underserved rural areas.

To many Americans, the health problems of minorities in rural
America are invisible, but I have spent years of my lifethere and in the
inner-city ghettos ministering to human need; and to me, these people
are not invisible. The vivid memories of those years are with me each
day, as I carry out my responsibilities as Director of the one agency
created to alleviating their plight. The members of this Commission
are in a position to give voice and visibility to that plight. You are the
vested conscience of America and we look to you.

Poverty and discrimination in America will retreat when we change
the structures that support and perpetuate it. Only the Federal
Government is capable of changing those structures. That is why the
recommendations you will make are so crucial, and why I conclude
my remarks today by offering the members of this Commission my
support and best wishes in the agenda before it. We have an unfinished
agenda ahead of us in health care and you are at the cutting edge of it.

Thank you.

COMMISSIONER SALTZMAN. Mr. Belindo has been director of the
National Indian Food and Nutrition Resource-Center since 1979. This
agency is responsible for ensuring effective implementation of Federal,
State, and local food and nutrition programs for American Indians and
Alaskan Natives.

Between 1976 and 1979, Mr. Belindo was executive director of the
National Indian Health Board, Inc., responsible for coordinating
functions related to health areas of Indian affairs, specifically pro-
grams, delivery systems, manpower, evaluation, health planning, and
legislation. From 1973 to 1976, he served as national director of the
Native American Legal Defense and Education Fund, Inc.

Mr. Belindo has also served as project consultant to the Institute for
the Development of Indian Law and as a member of the Indian Rights
Committee of the American Civil Liberties Union since 1973. He is a
member of the Kiowa Tribe, from which he- has received honorary
awards.

Mr. Belindo received a B.S. degree in biology from Central State
University in Edmond, Oklahoma, and has participated in the
executive program of the School of Business Administration at the
University of New Mexico.

Mr. Belindo, would you begin.
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RESPONSE OF JOHN BELINDO, DIRECTOR, NATIONAL INDI-
AN FOOD AND NUTRITION RESOURCE CENTER

MR. BELINDO. Mr. Chairman and other members of the Civil Rights
Commission and Dr. Lythcott, I want to thank you for this
opportunity to respond to Dr. Lythcott’s paper. First of all, I would
like to clarify the issue of the American Indian population. This seems
to be very critical to American Indians and Alaskan Native people.
Presently, we have to base our population figures on the 1970 census. I
believe there are some modifications with respect to those population
figures as given in health plans which have been submitted by tribes to
be acted on by Congress this year. We hear that the 1980 census will
be an accurate, quantitative measurement of the Indian population of
this country. But today the American Indian population is often
discussed in terms of the following broad demographic groups: They
are the reservation Indians, consisting of an estimated 400,000
American Indians who live on the areas commonly referred to as
federally recognized reservations; the largest population of reservation
Indians is located in Arizona; rural Indians, consisting of an estimated
300 American Indians who live near, but not on, the federally
recognized reservations and in other rural areas; and urban Indians,
consisting of an estimated 300,000 American Indians who live in or
near various urban centers. The largest urban Indian populations are in
Los Angeles, Tulsa, Oklahoma City, San Francisco, and Oakland.

When we discuss the rural health care delivery system or the
Federal role in-delivering rural health care medical sérvices, I think
this Commission has to see the recipients of those services in these
three categories—either as reservation Indians or rural Indians or
urban Indians.

I believe many of these initiatives which are a part of the Bureau of
Community Health Services are those programs that relate most
effectively to Indians. These are the National Health Service Corps
and the Community Health Centers. Those two programs are
impacting upon Indian populations across the country. The reason for
this is that the Indian Health Service takes the position that they are a
residual provider of health services to Indian people, whereas in many,
many cases, Indians see the Indian Health Service as the primary
provider of these crucial services.

I know that before the Indian Health Care Improvement Act was
passed on September 30, 1976, the urban Indians were a totally
forgotten segment of our Indian population. None of the federally
sponsored programs were made available to the urban Indian popula-
tion. Consequently, a lot of Indians were terribly disappointed by
having to make the transition from a reservation or rural life style to an
urban life style. Now, with the Indian Health Care Improvement Act,
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which makes monies available to urban Indians concerns, the health
problems of urban Indians are beginning te surface as very critical
issues.

I believe any time you discuss a rural health initiative, it must apply
to the reservation Indians, as well as to the rural Indians. I think that
there are other programs within the Bureau of Community Health
Services that have relevance to Indian populations. I can get that
information for this Commission through the Indian Health Service.

I think another important part of Dr. Lythcott’s presentation is
minorities, especially Indian minorities who have a very difficult time
participating in the decisionmaking process. Participatory democracy
has only come about for Indian people during the last 75 years. I will
not take the time this afternoon to draw a historical perspective for this
Commission. But Indians are just beginning to flex their muscles in
terms of utilizing actions furnished by Congress to lay down methods
of self-determination within the Indian community. Some of those
instruments which Indian people are fortunate to have are the Indian
Health Care Improvement Act, mentioned previously, and the Indian
Self-Determination Act, which was passed 5 years ago. These two acts
provide the leverage that Indian people require in assuming manageri-
al responsibilities, not only for their health care programs, but other
developmental activities which could raise the level of the individual
within the community and, subsequently, the developmental level of
the tribes within the various States.

So whereas, Indians have had a very difficult timesin gaining access
to participation of these programs, we do now have instruments
furnished to us by Congress which make it somewhateasier.

Also, another aspect of Dr. Lythcott’s paper, which I thought was
very interesting: “Is health care a business or a vital human service?” I
think that health care in the sense of the Indian care delivery system is
a vital human service. We have experienced some-problems in dealing
with health systems agencies because of the tribe’s own unique,
planning processes. Indians feel that there should be a separate
planning process apart from the health systems planning process that
are utilized in the various States by HSAs.

We are hoping that if health systems agencies or a creation of
statewide health systems planning mechanisms do arise, that Indian
people will feel a part of that. We are not too sure about national
health insurance. We feel if this country decides to develop and
implement national health insurance legislation, we would strongly
defend the ongoing Indian health care delivery system we have access
to now.

Another interesting point of Dr. Lythcott’s paper is the remarkable
shortage of minority medical students. Two years ago, I was chairman
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-of a study group that studied the feasibility of an American Indian

School of Medicine provided under Title VI of the Indian Health Care
Improvement Act. In that particular study, we found that Indian
medical students or Indians desiring a medical education wanted their
own separate institution because of cultural barriers, because of a
feeling of isolation, and because of other medical institutions which

were seemingly insensitive to the needs of Indian medical students.

We also felt that the Indian medical student is often largely
forgotten. In my discussions with them, they felt that a separate
institution would meet their needs. However, when this report was
turned over to the Secretary of Health, Education, and Welfare, his
recommendation to the United States Congress was that we come up
with alternatives to an American Indian School of Medicine, rather
than having Congress set aside appropriations for a separate institu-
tion.

Dr. Lythcott made references to the State of Arizona refusing to
pay for a program because they felt it was a Federal responsibility.
That is not an isolated case. There are other States reporting that
attitude. We are also very aware of the acute environmental issues
described by Dr. Lythcott, namely, the Prarie Island case and the
nuclear waste contamination problems that the Navajos in New
Mezxico are having at this time.

I feel once again, in summary, when we examine rural health care
delivery for Indians and Alaskan people, we have to usually go
through reams rand reams of various congressional acts applying to
that delivery. Hopefully, with the cooperation of the Indian Health
Service, tribal governments, and the Indian organizations, we can
improve access to rural health care for American Indian people.

Thank you very much for this opportunity.

COMMISSIONER SALTZMAN. Thank you, sir.

Next is the respondent, Ernesto Iglesias. Mr. Iglesias has served as
the deputy director of the Rural Health Division in the California
Department of Health Services since May 1979. He is responsible for
planning, organizing, and directing the activities of that division,
including the development, implementation, and maintenance of
primary care and public health care services for individuals in rural
areas of California.

Prior to becoming deputy director of the Rural Health Division, Mr.
Iglesias served in a number of positions related to the administration of
health care services, including 10 years of work in rural mountain
communities of New Mezxico.

During the past 10 years, Mr. Iglesias has been a consultant for
private and community nonprofit organizations’ clinics in rural areas.
He also has given lectures for the following organizations: University
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of California, San Francisco Medical School, Community Clinics;
University of California, San Francisco, School of Nursing, Communi-
ty Clinics, Health System Agencies; California Mini-Corps, Rural
Health in California; Migrant Education-Health component, Coordi-
nation of Rural Health Services; Chicano Health, Institute of Students,
Professors and Alumni, Rural Health and Politics, Tax Initiatives
(impact on Raza health programs).
Mr. Iglesias.

RESPONSE OF ERNESTO IGLESIAS, DEPUTY DIRECTOR,
RURAL HEALTH DIVISION, STATE OF CALIFORNIA, DE-
PARTMENT OF HEALTH SERVICES

MR. IGLEsIAS. Distinguished Commissioners and guests, I have a
feeling that the Commission planned this audience to be sparsely
populated to reflect the rural areas. A few in number, but high in
quality for sure.

I want to thank you for allowing me to share my thoughts and
concerns about the quality of health care in rural .areas. I prefer to
discuss the specific issues raised by the Commission within the context
of Community Health Clinics. I believe it is necessary to take into
account at least the following points when responding to the issue of
whether the scope of services afforded by the primary care provider is
sufficient to assure both a full range of preventive and treatment
services.

A major dilemma for rural clinics is the historical tscarcity of funds
and health professionalsy as has been eloquently stated by Dr.
Lythcott. The major population shifts from urban toirural areas in the
seventies places more of a strain on the rural health resources
currently existing. Because of the population shift, efforts are being
made,by all governmental levels to channel more resources into rural
communities.

We must put more of our energies into coordinating these efforts to
make the resources and avoid duplication. There is an increase in the
number of individuals attracted to rural areas to live alternative life
styles. Also, more people are retiring in rural communities who must
depend on resources that may not be sufficient for their needs.

Public health departments are also a victim of scarcity of resources.
They have difficulty in meeting the increased demand for services
while experiencing more of an economic pinch. Not only are urban
hospitals closing, but so are rural hospitals. It is essential for Federal,
State, and local agencies to refine methodologies used in-determining
underserved areas. For example, in rural areas, there is a dispropor-
tionate number of retired physicians. While they have retired from
practice in urban areas, they decide to open up a practice and have
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office hours 2 days a week in a rural community. When people go
around counting physician ratios to population, those 2-day-a-week
physicians are included. What that does, as you can guess, is it presents
a distorted picture of physicians to population ratio. That is a serious
situation. What happens is that it has a negative impact on the
decisionmaking.process to allocate resources, which results in a form
of discrimination.

There is also an increase in the number of individuals attracted to
rural areas who, for reasons other than the desire to be in quiet areas,
want to experiment with the different ways of living, as I indicated
earlier.

The consequences of that is their styles of life are not in conformity
to the “accepted mode of living.” This puts a strain on the Public
Health Departments because the sanitarians can’t go in and claim that
the tent is unsafe and a hazard to the health and welfare of the
individuals, because they are on private property.

Another factor of health care services requiring attention is the very
critical issue of acceptability. You often hear other criteria, such as
scarcity of physicians, facilities, and availability, but acceptability is
very critical for individuals who happen to be American Indians or
Hispanics, especially farm workers.

In general, I believe it is safe to say community clinics, through the
efforts of Federal, State, and local governments, have made an
improvement in the health status of rural residents. If these clinics are
not actually doing it, they have the potential and intent to provide
services which assure both a full range of preventive and treatment
services in rural communities. Much work, however, remains to be
done in assisting clinics, as well as public health departments, to
improve on this issue raised by the Commission.

I think we also have to look at the overall improvement of
community health and socioeconomic status of individuals living in
rural areas. We cannot look at health in a vacuum. These clinics assist
in drawing attention to health and safety hazards in a community and
contribute to their resolution.

Another issue raised by the Commission is whether the system
follows a protocol of their efficacy and safety. From a rural
community clinic perspective, it is important to consider the evolu-
tionary process clinics go through and the state of the art of quality
health care evaluation.

Dr. Lythcott mentioned earlier, or asked the question, is health
service a business or is it a service? Unfortunately, funding agencies
too often, without thinking about it, come up with ways of treating
clinics as a business. In meetings, you often hear reference made, I
don’t know if that is a good investment. We are spending too much
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money there, and we are not getting our money’s worth.” Certainly
one can understand that, but that kind of talk leads to another barrier
to understanding the evolution of clinics. That is, the insistence of
some funding sources on treating clinics in the linear planning mode,
which you really cannot do in health care. Funding agencies—both
public and private clinics must meet minimum standards of quality and
productivity.

In addition, clinics are required to employ staff qualified to provide
the services. We have to admit that funding agencies are struggling
with the conflict between productivity and the demand of quality.
Some providers interpret quality to mean one patient per hour. That,
of course, equals not a very cost effective way of providing services.

A brief description of the evolutionary process of clinics is what I
wish to present now. The planning and development phase is really a
critical part of the community development. This phase usually
includes organizing the community, writing the proposal, obtaining
funds, and, a very important part, board training.

The implementation phase is just as important as the planning and
development phase. It is at this point when the clinic experiences its
growing pains and learns how to respond to both the funding
requirements and demands of the patients.

The realities of obtaining qualified staff and keeping them must be
dealt with at this stage of clinic development. In some rural areas, it is
easy to attract them because maybe it is located next to lakes or ski
resorts, but then the clinics cannot pay the $45,000 that some
physicians would like to have. A salient reality clinics must deal with is
the requirement funding agencies place on clinic® That is, self-
sufficiency within a given period of time. *

Because many clinics service low-income people, I, for one, contend
that the self-sufficiency requirement is, at this point in the history of
health services, unrealistic, with all due respect to my boss and other
people who make these demands on clinics.

Another issue in the evolution of clinics is the state of the art of
quality evaluation. The art is such that most clinics and funding
agencies are not satisfied with the existing evaluation tools. A major
barrier to development of this tool is the difficulty of quantifying
qualitative outcomes. That is just a general overview of the rural
health situation.

I would like at this point to. focus on farm worker realities. Some
points that I want to make are: There is a need to identify and
conceptualize the principle policy forces which play a role in
generating resources and in implementation of resources to farmer
populations; service delivery styles and patterns must be adapted in
order to expand primary care services to farm worker populations in
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existing target areas and to expand services to other target areas for
farmers.

The impact of service overlaps from various departments must be
realized. Available program resources can be optimized through the
interagency agreements, as exemplified with the interagency agree-
ment between health services at the Federal level and the Farmer’s
Home Business Administration.

In California, we are attempting the same thing. California is one of
the few States, if not the only State, that is funding community clinics
directly. We want to enter an agreement whereby community clinics
can make the loan for facility development.

Historically speaking, a variety of factors have led to and reinforced
the categorical and piece-meal approach to the problems of farm
workers. The following combinations are the primary elements of the
policy enforcement of farm workers which have dictated the piece-
meal allocation of resources.

I think, without malice intended, many of the funding agencies do
not take the following factors into account. That is, the historical
factors. How did people get interested in farm workers? One of the
underlying modus operandi, if you will, of thinking and looking at
farm worker issues is the sympathy factors or, as some people call it,
the missionary factor.

Since the mid-sixties, the visibility of the United Farm Workers
Union and its struggles have served to thrust the plight of farm
workers into the national limelight. This brought about a lot of liberal
support. Very conscientious individuals have tried to help improve the
plight of farm workers. Hence, the label of the missionary approach.

The inability of public policy makers to define farm workers as an
occupational or sociocultural cluster is a critical factor and contributes
to discrimination against farm workers. I wish to suggest that the
Commissioners put a let of emphasis in looking at farm workers, not as
a minority, but as an occupational cluster. That is what we are trying
to do in California.

The factors I have mentioned, or more often a combination of
factors I have mentioned, have sponsored concepts regarding farm
workers and their needs. I think it is important for all of us to begin to
change the way that we look at things.

The challenges we face are enormous. One area is research. I think it
is important to note that too often when we hear statistics such as farm
workers’ life expectancy is 49 years of age, that the American Indian
suicide rate is four times the national average, especially among young
males, you don’t see that too often. What do they mean?

I think we have to really develop a method of addressing what those
'things mean. Suicide is a real strong statement to make. Young males?

67



Four times the national average? That is pretty heavy duty, as people
are prone to say in some areas.

I want to thank you all for allowing me this opportunity. I wish all
of us good luck in this horrendous task in addressing these problems.

COMMISSIONER SALTZMAN. Thank you. '

Next we have Dr. Aaron Shirley. Dr. Aaron Shirley has been the
project director for the Jackson-Hinds Comprehensive Health Center
since 1970. The community health center serves 22,000 residents of the
city of Jackson, Mississippi, and rural Hinds County.

Dr. Shirley has been involved with rural health care since the late
1960s. In 1967-1968, he was the director of the Mississippi Action for
Progress, which provided health and education services to 6,000
children in rural Mississippi. From 1968 to 1969, he was a clinical
pediatrician for Tufts Delta Health Center, which was a comprehen-
sive rural health project serving 28,000 people in the Mississippi Delta
area. Dr. Shirley continues to serve on a number of committees and
advisory boards concerned with health care, including: chairperson of
Health Task Force, Southern Regional Council; Advisory Board -of
the Rural Practice Project, Robert Wood Johnson Foundation;
National Health Insurance Advisory Committee, Department of
Health, Education, and Welfare; Select Panel for Promotion of Child
Health, Department of Health, Education, and Welfare.

In 1976 Dr. Shirley received the Charles Caldwell Award for
Community Services, Jackson, Mississippi, and the Citizenship Award
for Outstanding Health Service in 1970 from Omega Psi Phi Fraterni-
ty. Dr. Shirley received a B.S. from Tougaloo College in 1955 and his
medical degree from Meharry Medical College in 1959.

Dr. Shirley, would you take the mike, please. g

RESPONSE OF AARON SHIRLEY, PROJECT DIRECTOR,
JACKSON-HINDS COMPREHENSIVE HEALTH CENTER, MIS-
SISSIPPI

DRr. SHIRLEY. Commissioner, Dr. Lythcott, and guests, I am indeed
appreciative of the opportunity to come before you and present briefly
my views on the problems of rural health delivery in our community.
More specifically in a certain region, the South.

As a practicing physician in the State of Mississippi for the past 20
years, I have been keenly aware of too many of the problems of health
care delivery in the rural South. I would speak specifically of this
region.

Large numbers of people in this area have historically been denied
access into the traditional medical services system. This fact makes the

Health Services Administration’s programs described by Dr. Lyth¢ott

even more important. Poverty, race, rural residence, and hostile

68



. & ¥ * ¥ ¥ w ¥ ¥ w > -

environmental conditions have proven to be very strong and powerful
barriers.

Over 10 million people, 20 percent of all of those living in the 11-
State South, have incomes below the Federal poverty level. Twenty
percent of the population is nonwhite. In Mississippi it is 37 percent. In
four deep South, States, half of the people live in rural areas. In five
States, over a third. In nine States, the percentage of dwellings lacking
some or all plumbing facilities is twice the national average. Each of
these factors is interrelated, and the combination of these barriers has
had a definite impact on the health levels within the region.

This is especially true of minorities and the poor, Some leading
indicators of health status reveal that rural southerners have poorer
health levels than other citizens and therefore a greater need for a
wider range of health services. Infant mortahty rates in the South are
much higher than other areas of the country. General death rates are
22 percent higher—65 percent for infant mortality among blacks,
higher than among whites. General mortality rates are higher with the
greater incidence of poverty.

The rural South has greater incidence of accidental deaths, more
disability, and more chronic conditions than do citizens of other
regions. Clearly, the Health Services Administration programs serving
rural Americans are alleviating many of the barriers inherent in the
Nation’s health delivery system. These programs have proven effec-
tive against the barriers of poverty and morality, where they have
been implemented in accordance with appropriate Federal regulations
and guidelines.

However, the barrier of race is still the single most influential factor
affecting access and, ultimately, health status among blacks in my
region. The discriminatory practices among private health providers,
particularly in the most rural areas, such as separate waiting rooms and
different office hours, are common. Black patients also receive poor
quality care from some rural providers. We have had elderly patients
come to us for the first time where they had been previously receiving
their care from private white physicians. They had been surprised
when we asked them to undress in order that we can give them a
physical examination. This is especially important since black consum-
ers have few, if any, options among medical care providers in many
rural settings.

Dlscnmmatlon is not restricted to the private sector. In addition to
the blatant example cited above, there is more subtle, but equally
damaging, discriminatory programs among public supported programs
designed to provide services to the poor. If left unchecked, it will
destroy the, effectiveness of the Health Services Administration
program.

69



These programs involved in health planning and financing could
hold the key to continued existence and effectiveness in community
health centers. As stated by Dr. Lythcott, the State Health Planning
and Developing Agencies (SHPDAS) play a major role in designating
areas medically unserved and thus eligible for community health
centers and funding.

The nature of these should reflect the makeup of the State. There
are serious faults which allow an all-white SHPDA to exist where the
population is 40 percent black, especially where blacks represent this
population and are affected by rising health care costs and maldistribu-
tion of health care providers. It is not a secret that where discrimina-
tion begins on boards and commissions, discrimination will follow in
program development and allocation of resources.

The Mississippi SHPDA has been living proof of this. Discriminato-
ry practices in agencies dealing primarily with financing is also a great
barrier. A case in point is the distribution of the Mississippi Medicaid
doliar. When we look at the distribution of the Mississippi Medicaid
dollar, we find something very interesting. It is a fact. The potential
problems to be caused are tremendous. Whereas whites comprise only
25 percent of Medicaid recipients in the State of Mississippi, they
receive 50.2 percent of the Medicaid dollar. That is $3 for every $1 for
blacks. As medical care costs have increased and restrictions placed on
Medicaid expenditures, areas in which services are cut are those areas
primarily of benefit to blacks.

In the case of Medicaid, that is physician services, dental services,
prescription drugs, and outpatient care. When we take into account
the limited resources of the rural program in the South, we can see the
adverse impact of this attitude on the part of Medicaid. Half of all pcor
children in the Nation are covered by Medicaid. In Alabama,
Arkansas, Louisiana, Mississippi, South Carolina, and Texas only 1
poor child in 10 receives Medicaid benefits.

Since rural health initiative programs have limited funding and rzly
primarily on Medicaid for third-party revenues, any cutback for
reimbursement for medical services, prescription drugs, eliminates the
ability to service those poor persons in our region. That means no
service for 9 out of 10 poor persons needing it.

In order to make the Nation’s system respond to the health needs of
all southerners, widespread changes must be made in health planning.
These must be in constructive health care planring and financing. The
delivery of health care services has been mentioned by.Dr. Lythcott.
In view of his statement and his own experience, I recommend that the
following components should be mandatory with any attempt for
delivery of health services in rural areas.
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First, rural health planning should be especially concerned with
environment health and preventive medicine. It is not at all clear that
the private medical profession can or whether it would provide the
leadership for environment health intervention for the poor.

The strengthening of the board of directors would ensure that
medical practitioners would be considered with environment health
problems, substandard housing, inadequate waste disposal, and the
like. Community outreach programs and transportation and improved
access to medical care—these services cost money.

Since it is desirable to provide environmental, as well as services for
health care, these services should be borne by the public. Expenditures
make the medical costs of medical care higher than the case that if
only traditional medical care is provided, these prove cost-effective in
the long run.

An essential component is comprehensive ambulatory care. Special
attention should be given to meeting the dental care and mental health
needs of rural people. Rural areas have a higher population of elderly
people and incidence of chronic conditions and confining to bed is
greater in the rural South than in other areas.

‘Emphasis on home health services which provide qualified nursing
care to homebound elderly is important in this area. Attention to the
nutritional needs of rural southerners, particularly children, should be
a part of the health system participation in the Federal program and
nutrition, consequently, should be encouraged.

Because of low educational levels, many men in rural areas are
unfamiliar with health habits. Visual aids should be a part of this.

Finally, the problem, reputation of user, including planning, financ-
ihg’, resources, allocation, and policymaking, must be assured at the
Federal level. Responsible Federal authorities must act swiftly and
decisively when it is determined that the full rights of minorities are
being denied. !

Thank you for this opportunity to present my views on the problems
of rural health in our southern region of this country.

Discussion

COMMISSIONER SALTZMAN. Thank you, Dr. Shirley. Thank you to
each of you who responded to Dr. Lythcott. I am going to ask my
colleagues at this point to present their questions. We will start with
Mrs. Ramirez.

COMMISSIONER-DESIGNATE RAMIREZ. | was interested, Dr. Shirley,
in how a program like the Head Start Program, which delivers health
services to children in Mississippi, whether it was receiving the
support of agencies which are supposed to provide health services to
poor children and to the degree that it was to your satisfaction.
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DRr. SHIRLEY. The Head Start children are receiving full support
from those agencies where those agencies are in place. However, in
many areas in Mississippi, there are no publicly funded facilities for a
direct delivery of health care. In this instance, the Head Start Program
relies on the private sector. It is there where problems exist. Many
private physicians will not participate in the Head Start Program by
providing health service.

COMMISSIONER-DESIGNATE RAMIREZ. Is that because of the race
issue involved or the payment?

DR. SHIRLEY. Primarily the race and the mechanism of payment.
Most of the Head Start children are on Medicaid. Head Start programs
cannot spend Head Start dollars for health services for children who
are on Medicaid. Only one physician in three will participate in the
Medicaid program.

COMMISSIONER-DESIGNATE RAMIREZ. You are saying one private
physician will participate in Mississippi out of the three?

DR. SHIRLEY. Yes.

DR. LyTHCOTT. That is about the national average.

COMMISSIONER SALTZMAN. Dr. Flemming.

CHAIRMAN FLEMMING. Dr. Lythcott, we appreciate very much the
presentation you made. You identified important issues. You have had
a good deal of experience with Title VI as it relates to the delivery of
health services, not only in the rural areas, but the Nation in general. I
was wondering whether you would share with this Commission some
of your observations relative to the way in which Title VI has been
used in connection with the observations that you have been able to
make.

You did refer to the fact that you felt that guidelines on Tifle VI
were somewhat deficient in that they ignored the staffing problem. We
received testimony this morning to the effect that no guidelines have
been issued on Title VI since 1969. We were told there are 11 sets of
guidelines now in the process of being considered within the
Department at various points and that the expectation or the hope is
that they will be issued at least as proposed guidelines or regulations
by the end of the year.

As you can appreciate, the Commission is very much interested in
Title VI. We have been very much concerned about the effect of Title
VI in connection with the delivery of health service. We would be
delighted to get your observations.

DR. LYTHCOTT. I am not as familiar as I might be with Title VI. I
have read it. I made the statement that it seemed to me to be the
vehicle that might indicate what kinds of relationship should exist
between boards of public institutions that receive Medicaid/Medicare
funding and the communities they serve.
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I am going to do what a good quarterback does. I am going to throw
the ball to my tight end or wide receiver and ask John Marshall to
respond to that. As ‘Deputy Director of the Community Health
Services, I think he might have a more basic understanding of the
relationship of Title VI responsibilities and so forth.

MR. MARSHALL: I think one of the problems that causes us some
difficulty in this area is that Title VI, basically, operates as it .is
structured and implemented, to provide a remedy when discrimination
has been demonstrated. There are so many areas where that becomes
the active issue, not enough attention can be given under the title to
serving as a preventive thing.

I think that as a functional thing is probably easy to understand. The
number of areas in which discriminatory patterns can occur is so
broad, if you attempted to anticipate each in the statute, you would
have a statute running on forever and probably be unenforceable,
given its details.

It would be found to have contradictions. Title VI does not
explicitly anticipate all areas where there can be discrimination. The
kinds of things we are dealing with, and Dr. Lythcott made reference
to in the statement, are situations where not because there is any
deliberate intention to deprive people of representation or participa-
tion in setting a policy but because that is the way it has happened.

Unless somebody comes out and attempts to demonstrate there has
been an overt and deliberate pattern, nothing much happens. So, what
we are handicapped by is the lack of an affirmative action part that
anticipates in these areas.

CHAIRMAN FLEMMING. You feel that if there was vigorous
enforcement of Title VI that, in and of itself, would begin to serve as a
preventive factor as far as discrimination is concerned?

Let me be specific. You do have responsibilities as far as the
community health centers are concerned. In connection with commu-
nity health centers, have there been charges in connection with
operation of any of that of a violation of Title VI denial of access to
services on the basis of race? If such charges have been filed, have they
been pursued? If they have been pursued and the charges have been
substantiated, has any effort been:made to take action against the
community health clinic that engaged in the discriminatory practice?

DRr. LYTHCOTT. Let me begin responding. I have been here 2-1/2
years and while I don’t claim to know every detail of this kind of
activity, litigation if you will, that occurs in every agency and bureau,
I would feel. comfortable in saying that in my tenure here such
instances have not occurred. I could not see how it could occur when
one considers that our clinics are built on the basis of community
desire.
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First of all, there is a need and desire by the community. Not only
do they support these centers, but actually manage them. Most of the
persons who run our clinics are consumers. We pride ourselves on the
fact that nobody is turned away. It is certainly unlikely they are turned
away on the basis of race or because of dollars.

I can-answer in a negative way to your question, but I would ask one
of my colleagues to speak to that also.

MR. JOHNSON. We have niever had that formal action. There have
been allegations that border on it, but they, in each perhaps three or
four cases that I can recall, were situations where it was a factional
dispute within a governing board and one partner to that faction says
there is a civil rights issue here and that is why there is an unresolved
issue. They were not validated by the facts.

CHAIRMAN FLEMMING. We received testimony earlier today to the
effect that studies showed that overall, and not referring just to
community health clinics, there is a serious gap between minorities and
white persons in terms of access to health services. Minorities do not
have access to health services in proportion to their representative
parts in the population or in proportion to their need.

You are saying as far as the community health centers are concerned
that situation does not prevail. Minorities do have the kind of access to
which they are entitled under the Constitution and under the laws?

Dgr. LytHCOTT. I think we have taken a bit out of context what we
have said. We are first to agree that the relative access to minorities
and other minorities is 2 wide disgrace. What we say is, where we
exist—community health centers and other outlets—there is no
discrimination. We will be the first to agree that there are many areas
where there is no place for the local consumer to go. In that instance, I
would have to say people are being deprived of access to health care.
If there is a facility, nobody is turned down.

COMMISSIONER SALTZMAN. Does that include the undocumented
worker?

DR. LYTHCOTT. It does. We do not see ourselves as having a role in
deciding whether or not persons need to be served. We are there as
humanitarians to people who show up at our front door.

CHAIRMAN FLEMMING. I would ask Dr. Shirley a question. As a
part of your testimony, you were referring to the operation of
community health clinics in Mississippi.

DR. SHIRLEY. I was not referring to the operation of the community
health centers. The point I was making was: the discrimination that
exists in other areas can very well jeopardize the community health
center which does not discriminate in terms of planning and resource
allocation, all-white commissions—that those determine whether a

74




¢« ¥ ¥ ¥ ¥ ® ¥ % ¥ W W T v

community health center can expand its services or erect a new
building.

MR. IGLESIAS. On the issue of discrimination in the clinics, too often
what happens in rural areas is reference to secondary, tertiary care.
Because many of the minorities cannot afford hospital care, they have
difficulty accessing the kind of care that whites have available to them.
That is a statement I think is important to make. We have to look at the
continuity issue involved in health care.

CHAIRMAN FLEMMING. Dr. Lythcott, or your associates, have you
set up any kind of control system designed to provide you with
information as to the access of the minorities to the community health
clinics?

DR. LYTHCOTT. Mr. Chairman, we have up-to-date data. Eighty-
five percent of our users are black and 12 percent are Hispanic. So, it is
a very small minority of neither black nor Hispanic users among our
clinics as across the Nation. Those numbers vary somewhat from
region to region. That is the overall picture.

CHAIRMAN FLEMMING. Is that part attributable to the way in which
the community health clinics have been located? In other words, you
have located them where the need is, as far as minority groups are
concerned?

DRr. LytHCOTT. Yes. But I think most important is they have been
initiated, if you will. Proposals have been written by minority groups
to add to the support that we have given. That is, making sure they are
in the right area so the appropriate clientele can come to the clinic.

CHAIRMAN FLEMMING. Another issue that has come up is the
question of the closing of hospitals in the urban areas. Very, very often
there is not only a tendency to close out hospitals in urban areas, but to
close them out in areas within the urban areas where there is a fairly
large population of minorities. Have you gotten into that issue at all in
connection with your work?

DR. LYTHCOTT. Only peripherally, Mr. Chairman. We are involved
in ambulatory care, not really hospital patients. However, any time
one gets into the issue of closing hospitals in'an urban area, he does by
emphasis, perhaps, relate to the ambulatory care left in that area. If
you remove a constant source of ambulatory hospital care, those units
left which are ambulatory must deal with what is left.

So, we have not a simple interest, but an enthusiastic interest in what
happens to this problem of hospital closures. How can we pick up the
slack, for example, if a number of these hospitals close? We have no
control over that. We are involved in committees within HEW that
are involved with this question. We have a deep and abiding interest in
the whole issue of urban hospital closings.
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CHAIRMAN FLEMMING. Have you been involved in any discussions
where measures that might be taken by the Federal Government have
been under consideration to slow it down?

DR. LYTHCOTT. I have not personally been involved. There is a
dialogue going on now. Had I known there was a question, I could
have spoken to the Under Secretary to get details on this.

John, do you know about this?

MR. JouNsoON. The Department established a committee dealing
with inner-city hospitals in particular for the immediate moment, with
plans to look into other hospital areas that threaten to close. We have
been involved in several situations in urban areas in New York,
Detroit, to make certain that there is an ability to absorb, in the
existing community health centers, the outpatient populations being
served and the emergency room populations being served. These are
brought into the primary care system, into the clinics sponsored by the
Health Services Administration.

There have been frequent requests made to use these funds to
liquidate the operating deficits generated and accumulated by the
hospitals, and the Department has resisted that on the grounds that
that would dismantle an important capacity building activity in order
to provide a temporary solution. Unless you change a lot of other
things, those hospitals will go on accumulating those debts, not easily
resolvable.

CHAIRMAN FLEMMING. Going back to the question of the gap that
exists in the country as far as access to health services between
minorities and white population, I gather from what you have said and
the evidence you have just presented that you feel that one of the most
effective ways of dealing with this gap is further expansion of the
community health center program.

Dr. LytHCOTT. How much time do you have to listen to me?

CHAIRMAN FLEMMING. I appreciate that is a wide open invitation.

DR. LYTHCOTT. I agree. My position and the agency’s position is
this: Until a better mechanism comes along, the community health
centers, rural initiatives, and similar types of programs are the answer
to the problems of providing access to health care for the poor.

We talked about the minority and majority. The common denomina-
tor is the poor. If you are white and poor, you are in the same bag.

CHAIRMAN FLEMMING. Do you have any figures on the number or
the percentage of older persons being served by these clinics?

DR. LYTHCOTT. John, do you have a figure?

MR. MARsHALL. The figure is, over 65, about 11 and 13 percent of
users. Users are heavily weighted towards younger people. Older
people come in a distant second, and middle-aged between 25 and 50,
it becomes a distant third in terms of users.
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CHAIRMAN FLEMMING. I will make thisrcomment. Your records are
much better than the community mental health clinics. This Commis-
sion held hearings some time ago in which we took testimony on
mental health clinics:in relation to the service or lack of service to
older persons. There are comparable percentage figures around 3 or 4
percent.

DRr. LYTHCOTT. That is not by accident. We have a deep and
abiding interest in what happens to the elderly. We have an agreement
with the Administration on Aging. Their demonstration projects show
what we can do in our community health centers with the special
expertise and skills that can be developed with the Administration on
Aging money. That figure is 10 to 13 percent. We hope it goes. up
rather than down. Most ‘of us see the problems of the aging as
paramount to our country within the next 10 years.

CHAIRMAN FLEMMING. Thank you very much..I was aware of that
agreement. I think it is a very constructive step in the right direction.

COMMISSIONER SALTZMAN. Dr. Berry.

-COMMISSIONER-DESIGNATE BERRY. I have a number of questions.
Although I did read your report, I was not here. You describe a
community health center program that works and serves people
without discrimination. Yet, we seem to have a major problem with
people not being that adequately .served. Is the main problem a
budgetary one and that there are not enough centers?

DRr. LYTHCOTT. Dr. Berry, that is a good way to put it. There are
simply not enough resources. If you take the 27 million people living in
underserved areas in the rural parts of our country, I would say we are
probably not serving more at this time than 12 to 16 percent. Is that
about right, John?

MR. MARSHALL. Yes.

COMMISSIONER-DESIGNATE BERRY. Some centers, I am told, have
problems with the agency telling them their patient load is not high
enough. Is there a formula for how much you get paid, based on how
many patients you have? If that is the case and not enough people are
being served, how effective is the outreach effort in letting the
minority and poor know these programs are available?

DR. LyTtHCOTT. Would you respond, Mr. Marshall?

MR. MARSHALL. We require the projects achieve a certain level of
productivity. We set those as goals and as general factors in
determining how much money goes to the regions and how the
regional offices use the money in determining how much money
individual projects get. We require the projects to have outreach and
to have transportation. But‘in all honesty, I would have to say, when
you'give a local governing board the responsibility for deciding within
the broad latitude of the statutes how they want to spend the money
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and where they want to place the major kinds of resources that they
have, it is. very hard for that governing board when they have lots of
people who are showing up at the door in a certain age group or
population category demanding services.

It is hard to say we are going to turn those away and reach out and
get people who don’t come in. We have tried to establish a number of
criteria in addition to productivity that will push the project and push
the governing boards in the direction of emphasizing preventive
services and comprehensive services. Those clinical indicators, as we
call them, do emphasize a number of people that they are providing
hypertension control for and doing that kind of screening. They
emphasize the number of agreements that they have with other
agencies or other service delivery institutions in their service area that
can provide secondary, tertiary care that is most appropriate for the
older population. We have required, for example, that they look at
pulmonary diseases. We require that they be involved in home health
where there is capacity for them to do that.

So we do try to put emphasis on that. But you cannot have that
directiveness from Washington with respect to specific problems and
populations and have true local governments. We walk a tight line on
that.

COMMISSIONER-DESIGNATE BERRY. When you were asked whether
there was discrimination in services provided at the center, part of
your response was there had been allegations or occasional allegations
referring to a governing board, but that situation did not actually turn
out to be one of discrimination. I am familiar with the report provided
for Dr. Lythcott in August or September called Sources of Information
on Consumer Preferences and Satisfaction.

I noticed in your newsletter that a task force is supposed to be
working on that. When I read the report, many of the issues relating to
consumers of your programs who were largely minority consumers
seemed to be based on a great deal of dissatisfaction in terms of
representation on boards, representative of them, and the services
being provided.

Could you tell me now or provide for the record, how far along you
are in implementing that report? When do you think you will have it
implemented?

Dr. LYTHCOTT. I will provide you details for the record. (See
exhibit 4.) I can only give you a squash response now.

We have a task force in operation for about 2-1/2 or 3 months. They
are looking into the whole area. During the summer, I had a consultant
to come in and review the whole agency for me. It took 2 to 3 months.
On the basis of his recommendation, I set up a task force.
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The task force has not given me the direction I should go, but I
suspect they keep i contact with the ‘consumer and decentralization
throughout the. Nation and broad systems and central office, and
individual consumer facilities involvement in this.

I have been a champion of consumer rights for many years. I was in
New York at Columbia University at the time when it was unpopular
to relate the establishment to its community. It has been one of the
important things as far as I am concerned in making services to the
poor and relationships particularly. I can assure you we will pursue the
recommendation of that task force and integrate it into the larger task
force that the President has put together in the whole area of
consumerism.

COMMISSIONER-DESIGNATE BERRY. On your grant monitoring
process, could you explain to me how in monitoring the grants you
ensure procedurally that discrimination is not being practiced in the
services that are provided? Is that a normal part of the monitoring
process, and how is it done?

DR. LYTHCOTT. Most of it is done through the regional office. That
is. a whole series of issues that are involved there. I would like to ask
John to tell you how we monitor and guard against discrimination in
the selection of grantees. The answer is yes.

MR. MARsHALL. The question has to do not so much with
discrimination in the selection of grantees as it does on whether or not
there may be discrimination in terms of the services that are offered.

COMMISSIONER-DESIGNATE BERRY. In both. If it is too detailed, you
«can provide it for the record.

MR. MARSHALL. I think I can summarize.

1In terms of the selection of grantees, we do not follow the process of
many Government agencies by advertising in the Commerce Business
Daily and waiting for proposals to come in and selecting those that are
technically the best. We have applied to medical services and rated
those counties by degree of medical service. We are giving to the
medically underserved areas. We go beyond that and limit the funding
in the two more underserved portals. Perhaps that is sometimes
alleged to be discriminatory against the others, but we feel when you
do it on a rational basis of going out and 'selecting, if there is some
rational basis for doing that, that relates to demonstrated need, that can
be defensible.

We then attempted to work within the community to put together a
coalition of representative organizations that can form the governing
board, form the public corporation that would be the grantee. When
the grantee gets in trouble because there is mismanagement or not
othérwise effectively performing, we are sometimes required to
terminate that grant. I cannot think of a situation where we absolutely
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closed the doors and walked away. We try to find an alternate
organization within the community. That usually involves forming
one.

Sometimes we keep an organization alive long after we should have
by many standards because we don’t have a safety net to slide under
the organization. That is part of the process. We require our governing
boards in their bylaws to have a formalized grievance procedure.
When a grievance is filed with the governing board, they have the first
step responsibility for resolving that grievance. That also triggers a
copy of it to the regional office so the regional office can monitor the
process for taking care of that grievance.

COMMISSIONER-DESIGNATE BERRY. You have a normal monitoring
process where you look at centers? One question you look at is how
well they serve people and whether they are discriminating?

MR. MarsHALL. Right. That is another part of the answer. Our
projects as part of their application are required to provide a health
services plan that shows that they have looked at the population
characteristics in the service area and made assessment of the need of
that service area, of that population.

We require them to maintain a medical record system that allows us
to sample and audit, to look at their routine reports, to see the extent to
which they are penetrating that target population.

That really is the essence of that compliance. We don’t have any
ability, any system for going out and systematically interviewing in the |
community to find out whether or not people feel that they are not
being served.

DRr. LyTtHCOTT. Until he made that statement, we were not being
responsive to you. What I want out of this committee is that kind of
advice and counsel as to how best to do that. We want to do that. We
are not doing that.

CoOMMISSIONER-DESIGNATE BERRY. The last question.

Dr. Shirley referred to an all-white board in Mississippi, which, as
I understand it, is a State planning board. He also, in response to
Chairman Flemming, said the problem was not with the community
health center, but all the other boards and resources they have to deal
with. Where you have the all-white board and 40 percent of the people
in Mississippi are black, what does your agency do about that and do
you work with the Office for Civil Rights to see that these things don’t
happen?

DR. LyTHCOTT. The Department is working in that case. There
have been interfaces between the Secretary and persons in Mississippi.
It is under active litigation. I think it inappropriate for me to go
further. We at the local agency kick it up to Civil Rights and the
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lawyers. We keep reminding them about the problem if they don’t take
care of it. But they are taking care of that.

CHAIRMAN FLEMMING. So the record is clear, this board, what is
the name of the board?

DR. SHIRLEY. You have two problems in Mississippi. You have the
State Health Planning and Development Agency which is SHPDA.

CHAIRMAN FLEMMING. They are funding from where?

DR. LYTHCOTT. Health Resources Administration.

CHAIRMAN FLEMMING. Is it that board to which you were
referring?

DR. SHIRLEY. That is one plus another one.

CHAIRMAN FLEMMING. Let’s stay with that one plus another. What
is the composition of that board?

DR. SHIRLEY. That board until 2 days ago, and I don’t know where
we stand now, for one year and a half that board was a seven-person,
all-white board. It was developing health planning and resource
allocations for the State of Mississippi.

CHAIRMAN FLEMMING. You said that was a situation up to 2 days
ago. Something happened?

DR. SHIRLEY. After a year and a half of screaming and yelling and
kicking and protesting and letter-writing and telegram-writing, the
Governor, 2 days ago, said that he was appointing two persons to that
board.

CHAIRMAN FLEMMING. It is still a seven-person board?

DR. SHIRLEY. Yes.

CHAIRMAN FLEMMING. Two are going to be relieved or resigned
and two are going to go on?

DR. SHIRLEY. The only two whites on the board stepped down
and—

DR. LYTHCOTT. The only two whites who supported your princi-
pals stepped down?

DR. SHIRLEY. Right.

CHAIRMAN FLEMMING. The other board?

DR. SHIRLEY. That is the board of health, which operates a number
of federally funded programs. That is an issue that we raised 2 years
ago.

CHAIRMAN FLEMMING. That is all white?

DR. SHIRLEY. It has 1 black out of 14, 9 white physicians, not one
black physician. The white medical association exercises sole authority
as to which of the nine physicians would serve on that board. That has
been our frustration and dilemma for 2 years. We protested this and
nothing happened. We, with our limited resources, carried it to court.
When we got in court, nothing happened beyond that, because the
people who could pull the strings said we could not do anything
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because it was under litigation. That is the agency that provides
services to a patient population which is 83 percent black, through the
State board of health. It has little receptivity to black input. There is
not a black provider representative on the board.

COMMISSIONER-DESIGNATE BERRY. That is why I asked what his
agency did, because Dr. Shirley said they had to go to court.

CHAIRMAN FLEMMING. That is what I am very, very much
interested in. I think we ought to get the record as clear as we can.

The Department did not move in on this on its own initiative. You
went to court, and that was the thrust of your comment. There is a
matter pending in court. Consequently, you don’t feel free to comment
on it at this time?

DRr. LyTHCOTT. More importantly, we do not have a role or
authority to do anything about that from where we sit, as we have the
level of the program.

CHAIRMAN FLEMMING. Are you in Federal or State?

DR. SHIRLEY. Federal.

CHAIRMAN FLEMMING. What relief are you asking?

DR. SHIRLEY. We are asking that the State medical association
which has the appointing authority, which has the sole appointing
authority, that that authority be taken away and full authority be given
to the Governor without having to rely on a private agency which is
not accountable to anyone. The State medical association has histori-
cally been oppposed to community health centers. It has been one of
the greatest stumbling blocks and barriers to the kinds of programs
aimed at getting at the problems of the poor and minorities.

CHAIRMAN FLEMMING. The court proceeding has taken place under
Title VI under the Civil Rights Act?

DR. SHIRLEY. Yes.

VICE CHAIRMAN HORN. Let me ask this question. You say the
Federal Government did not do anything in that situation’in terms of
policy or change. But do we have an affirmative action requirement
with regard to the makeup of the advisory committees that are
dispensing advice as far as the proper allocation of Federal funds?

DRr. LYTHCOTT. You raised it to a level above the agency head. I
can tell you why we do not have authority over the States on' the
regular programmatic basis. I am sure the Office for Civil Rights has
authority as to what followed. It is information that I cannot give you
because I do not know.

VICE CHAIRMAN HORN. I would like the staff to ask what is the
Federal policy in terms of affirmative action on advisory committees
that advise on the dispensing of Federal monies or a portion of the
Federal monies in the State. That, to me, would be the question as to
the makeup and composition of an advisory board.
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Is there an affirmative action requirement?

CHAIRMAN FLEMMING. In addition to that request, I would like to
have the staff get from HEW a complete statement on this particular
case. This is so we have in our files a memorandum which brings us up
to date on this case. (See exhibit 5.)

COMMISSIONER-DESIGNATE BERRY. In addition to the memorandum
of understanding between OCR and PHS, there are at least two
memoranda of understanding whereby they will coordinate the grant
monitoring process with the OCR process, so that when there are
violations, they will be called to the attention of OCR. So we can have
better enforcement, I would like to see those memoranda when they
are available.

CHAIRMAN FLEMMING. We will request those be obtained and be
made a part of the record at this point. (See exhibits 6 and 7.)

I have one other question. You made an interesting comment, Dr.
Shirley, relative to Medicaid, relating to the entire State. Am I
correct?

DR. SHIRLEY. Right.

CHAIRMAN FLEMMING. What were they, again, your figures?

DR. SHIRLEY. $3 and $1.

CHAIRMAN FLEMMING. You had a percentage of whites against—

DR. SHIRLEY. Twenty-five percent of the total Medicaid recipients
are white. That 25 percent of recipients is receiving 50.2 percent of the
dollar.

CHAIRMAN FLEMMING. Here, again, I would like that portion of the
testimony excerpted. I would like a letter to go to the Secretary of
Health, Education, and Welfare and ask her to obtain from her
associates a statement relative to that situation. Particularly, I am
interested in learning whether in the judgment of the Department they
have to permit something like that to continue or whether there is
some remedial action that can be taken. (See exhibit 5.)

COMMISSIONER SALTZMAN. Dr. Berry has a further question.

COMMISSIONER-DESIGNATE BERRY. I have a question about Indians.
From reading your paper, there is a big problem with nonreservation
Indians being served in Indian Health Service. I would like to ask you
or Mr. Belindo if that is correct. If so, what is HEW doing about the
problem of Indians being sent away from private health care facilities?
Is my statement correct, and what is HEW doing?

MR. BELINDO. I believe Indian Health Service facilities are open to
non-Indians with the understanding that the Indian health facility will
receive reimbursement for services that are provided by the Indian
Health Service.

DR. LYTHCOTT. Yes, but I don’t believe that was the question Dr.
Berry was asking,.
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COMMISSIONER-DESIGNATE BERRY. Is it -the case of local health
providers? If that is true, what happened to the Indians if they deny
service? Is that correct or not correct?

DR. LYTHCOTT. That is not 2 common occurrence. We cited the
Indian in Arizona. That is in litigation. It has taken a long time. Dr.
Johnson of Indian Health ‘Service may want to: give you more detail on
discriminatory practices with respect to Indians.

DR. JoHNSsON. I think, Dr. Beiry, there is no question that some
private providers or some community providers of $ervice, county
hospitals, for example, may very well fail to provide services to Indian
people who arrive at their door and see that they get sent down the
street to the Indian facilities. I think it is not easy to ferret those out.
The Secretary .is personally aware of this problem in one particular
area. I believe that they are looking very, very quickly and carefully at
this. Our role in this, as you mentioned in the agreement, is to attempt
to identify instances in which there appear to be occurrences. We are
not an investigatory agency. If it appears to us something is happening
like that, our fole is to advise the Office for Civil Rights. It is their
responsibility to investigate this to whatever end is required.

COMMISSIONER SALTZMAN. I would like to thank you all for this
most helpful testimony that you presented to us. We appreciate your
presence and cooperation this afternoon. We thank' you very much.

CHAIRMAN FLEMMING. Our next session is the Federal Role in
Urban Health Care Delivery.

Dr. Foley is Administrator of the Health Resources Administra-
tion, Department of Health and Human Services. He was appointed to
this position in 1977. As Administrator he directs the agency which
supports the nationwide system -of State and local health planning
agencies; provides-support to improve the supply, distribution, use,
and quality of health personnel; and provides financial and technical
assistance for conversion and compliance of health facilities.

Prior to assuming leadership of the Health Resources Administra-
tion, Dr. Foley had served as executive director of the Colorado State
Department of Social Services, which included responsibility for a
variety .of human service programs, including Medicaid, food stamps,
and veterans’ affairs, as well as programs for older people and mentally
retarded individuals. He has also served as Deputy Director and
Planning Chief, Office of Program Development and Analysis for the
National Institute of Mental Health; and director of Manpower
Training and Labor Relations at Milwaukee Technical College.

Dr. Foley holds a B.A. from St. Johns College, an M.A. from
Marquette University, an M.S. in urban affairs from the University of
Wisconsin, Milwaukee, and a Ph.D. in political science from Harvard
University. :
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We are pleased to welcome you and look forward to your
presentation.

STATEMENT OF HENRY A. FOLEY, PH.D., ADMINISTRATOR,
HEALTH RESOURCES ADMINISTRATION, DEPARTMENT OF
HEALTH AND HUMAN SERVICES

Dr. FoLEY. Thank you. .

The Health Resources Administration is charged with assisting in
the development of both the personnel and physical resources needed
for the delivery of health care services and with supporting a
nationwide health planning system. The agency does not provide or
support the provision of health services. None of the programs is
directly targeted at urban areas, but many have aspects which relate to
the concern of the U.S. Commission on Civil Rights for ensuring
adequate health care in urban areas. This paper will discuss issues
relating to availability of appropriately trained health personnel; the
financial viability of health facilities; and planning for a health system
which contains cost and provides an appropriate mix of services and
institutions, as they pertain to urban areas.

Those responsible for policy development and program manage-
ment within HRA have themselves focused to a greater extent on
access questions over the past 2 years. This led to the development and
publication in 1979 of a booklet titled Promoting Equal Access to Health
Careers and Health Care. It states HRA’s commitment to a goal which
includes: assuring equal opportunity for access to health careers;
alleviating specialty and geographic maldistribution of health profes-
sionals; assuring equal opportunity for access to health facilities;
assuring equal access to available health resources at a reasonable cost
for all groups, including minorities and the handicapped; and provid-
ing leadership and staff support to accomplish this goal.

We are in the process of refining and further developing this access
strategy and, at the same time, tying it to specific program objectives.
Carried out over a period of time, this will assist us in targeting access
issues in the. operation of all of our programs. Though the access
question is broader than urban health, many of the racial and ethnic
minorities, the elderly, and the poor, reside in urban areas and would
be affected.

The Health Planning and Resources Development Act of 1974 (P.L.
93-641, amended by P.L. 96-79 in 1979) lists among its 17 priorities for
health planning the provision of primary care services for medically
underserved populations and the promotion of activities to achieve
needed improvements in the quality of health services. Under the act,
health service areas are established across the country. These are
served by 204 Health Systems Agencies and 57 State Health Planning
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and Development Agencies. A health service area is defined as a
geographic region appropriate for effective planning and is generally
required to include between 500,000 and 3 million people. Each
standard metropolitan statistical area is to be entirely within the
boundaries of one health service area except for interstate SMSAs in
which each Governor of the affected States, together with the
Secretary, has determined otherwise.

Thus, most major cities comprise one health service area, perhaps
with the inclusion of surrounding suburban areas. Some cities, such as
New York and Los Angeles, far exceed the 3 million mark and utilize
subarea councils to facilitate the involvement of larger number of
residents in the planning process. As health service areas are to include
at least one center for the provision of highly specialized services to
the extent practicable, many of them contain.at least 2 medium-sized
city. Large urban HSAs have been defined as those serving (1) all or a
major portion of one or more SMSAs with a population of 500,000 or
more, and (2) an area with a total population of at least 1 million. Of
the 204 HSAs in the country, 57 fit this definition.

Each Health Systems Agency is required to have a governing body
which includes 51 to 60 percent consumers who are not providers of
health care and who are broadly representative of the health service
area, including individuals representing the principal social, economic,
linguistic, handicapped, and racial populations and geographic areas of
the health service area. All committees, special task forces, and
subarea councils of HSAs must also meet these requirements. The
Health Systems Agencies are responsible for the production plan; for
providing technical assistance to entities attempting to develop needed
services; and for reviewing proposed cgpital expenditures and changes
in health services. They also review and approve or disapprove
proposed uses of Federal funds under the Public Health Service Act;
the Community Mental Health Centers Act; the Drug Abuse Preven-
tion, Treatment, and Rehabilitation Act; and the Comprehensive
Alcohol Abuse and Alcoholism Prevention, Treatment, and Rehabili-
tation Act, which fund the development, expansion, or support of
health resources. They must also perform appropriateness reviews;
that is, they review all institutional and home health services in the
area at least every 5 years and make recommendations to the State
agency regarding their appropriateness. This appropriateness review
may, but is not required to, result in institution specific findings;
otherwise, it results in findings as to the appropriateness of specific
services in the health services area.

The Health Systems Agencies do not have regulatory powers but
submit their recommendations to the State Health Planning and
Development Agencies, which are part of the State government and
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do have regulatory authority. The State agencies are responsible for
developing State Health Plans and for approving or disapproving the
obligations of'capital expenditures within the State, the offering of new
institutional health services, and the acquisition of major medical
equipment. This process results in the issuance or denial of certificates
of need. The State agency must consider the recommendations of the
HSA, but is not bound by them. Projects not awarded a certificate of
need by the State may not be developed. The State also considers HSA
recommendations on appropriateness and makes its own review. In
some States, there is a movement to link this activity to delicensure or
decertification of beds or facilities found not to be needed. This is not a
Federal requirement. In performing the various reviews, HSAs and
SHPDAs must employ criteria based on factors spelled out in the act
or in regulations. A number of these factors specifically relate to
access and are discussed below.

The SHPDA is advised by a Statewide Health Coordinating
Council appointed by the Governor of the State and including
representatives of each HSA. in the State. Not less than half the SHCC
members are to be consumers of health care, and it must include
individuals who represent rural and urban medically underserved
populations if such populations exist in the State. The SHCC does not
have to meet the broadly representative requirements of the HSA
governing bodies.

The purpose of the HSA. activities is to:

1. Improve the health of residents of a health service area.

2. Increase accessibility, acceptability, continuity, and quality of

health care services.

3. Restrain increases in the cost of providing health care services.

4. Prevent unnecessary duplication of health resources.

5. Preserve and improve competition in the health service area.

The Health Systems Plans, which set the framework for all of the
other activities, are to be detailed statements of goals describing a
healthful environment primarily with regard to health care equipment
and 'to health services provided by health care institutions, other
providers of health care, and other health resources and health systems
in the area. Plans are to be responsive to the unique needs and
resources to the area, and are to take into account the National
Guidelines For Health Planning which the Secretary must issue as
well as to the priorities cited in the act.

The presence on the governing bodies of the planning agencies of
representatives of all major population groups in the community and
the effective functioning of these consumer members is essential to
assuring that that health systems plan, the annual implementation
plans, and actions taken in accordance with them reflect community
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sentiment and address community needs. It is obvious to all that in a
time of fiscal constraint and rising health care costs, not all desired
facilities and services will be available. It is critical that all population
groups have a voice in the resource allocation decisions and priority
setting which must occur, and that local control over the health
system be enhanced.

The planning agencies have been the target of criticism about the
composition of the governing bodies in terms of representativeness of
the consumer members. The Congress has stated clearly that the
broadly representative requirement is not meant to be a quota system.
Determining and enforcing compliance in those agencies which do not
appear to meet the intent of the law has not been a simple matter.

Even more complex a problem is the effectiveness of consumer
representation when actual board composition appears to be well-
balanced and inclusive. Those population groups who have the most
difficulty in obtaining adequate health care services are also at a
disadvantage in participating in the functioning of an HSA and in
influencing its actions.

The average board member donates an estimated 10 or more hours
of volunteer time per month. Board members must read complicated
technical documents, understand the implications of the issues, and
articulate a position. They must be able to attend meetings which may
conflict with personal work schedules. Those at the lower end of the
economic scale are least likely to have employers who will give release
time for such activities. In addition, consumer members are often more
intimidated by professional provider members of the governing body
and feel unable to challenge their views or opinions.

HRA and the Bureau of Health Planning have undertaken the
development of a comprehensive strategy to enhance the effectiveness
of citizen participation. This will include the designation of staff in the
HSAs to provide assistance to the board members as required by the
new statute, training for staff and board members, and development
and distribution of more and better informational and training
materials.

We also have begun an effort to strengthen our relationships with a
number of the national organizations which represent the interests of
ethnic and racial minorities, the handicapped, the elderly, and women
and to seek their advice on increasing the effectiveness of citizen
participation. We recognize as clearly as any of these groups that a seat
on the governing body is only the beginning in ensuring access to the
decisionmaking process.

The Bureau of Health Planning also has taken a leadership role with
the Health Systems Agencies in directing attention to certain health
system issues through the distribution of policy guidance and informa-

88



tion, and through the issuance of regulations. For example, the April
1979 regulations regarding certificate of need advised State agencies
that they must give special consideration to (a) the health related needs
of medically underserved groups; and, in particular, members of
groups which have traditionally experienced difficulties in obtaining
equal access to health services, such as minorities, women, and the
handicapped; and (b) the contribution of the proposal being reviewed
in meeting those needs. Within the past year, guidance has been sent
on Section 504 of the Rehabilitation Act of 1973, having to do with
handicapped individuals, achieving equal access to health care, and
problems of the chronically ill in obtaining needed services.

The 1979 amendments allow up to 5 percent of the funds
appropriated for Health Systems Agencies to be used to assist those
facing extraordinary costs. The Bureau of Health Planning will make
$1.7 million available this year for fully designated HSAs which serve
(1) interstate areas, (2) large geographic areas, (3) large medically
underserved populations, where 25 percent of the residents or 250,000
people reside in designated medically underserved areas. Twenty-
three urban HSAs will receive additional funds under category 3.

A number of HSAs can point with pride to real accomplishments in
ensuring access to health care in urban areas. An HSA can stimulate
positive developments even though it does not provide direct service.
Individual HSAs have taken the initiative by getting hospitals to agree
voluntarily to provide uncompensated care; stimulating the develop-
ment of clinics to meet the needs of the poor, the elderly, and migrant
workers; promoting the availability of home health services; and
assuring access in the face of closure.

In a random survey of 100 agencies’ plans, 57 percent contained
goals and objectives dealing with urban health problems. These goals
include: improving emergency medical services, increasing services in
OB/GYN and pediatrics for non-English speaking populations, ex-
panding social and medical outreach services, increasing access for
ambulatory care, increasing primary care services, upgrading crisis
intervention services, reducing rodent infestation and substandard
housing, prevention of preschool child lead poisoning, expansion of
urban hospital staff complements, increasing accessibility to general
hospital services, provision of transportation to health and social
services, increasing availability of home health and social services, day
care centers for the elderly, greater coordination among urban
providers, expanding urban area dental care availability, increasing
community sewer systems, establishment of drug abuse prevention
programs, detection and treatment programs, and assuring adequate
recreational facilities in urban areas. )
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In addition, approximately 75 percent of our sample 141 plans have
access, discrimination, and services to minorities goals. These include:
initiating screening and nutrition programs for disadvantaged popula-
tions; reducing infant mortality rates for black populations; transporta-
tion for the disabled; increasing the number of bilingual health
professionals; increasing access to health care for migrant workers;
assuring access to rehabilitation, services; expansion of consumer
education to poor black and elderly populations; and improvement of
housing conditions.

Several urban areas have undertaken major projects in determining
the need for accessibility to health care. For example, the New York
City HSA completed a study on short-stay hospital care. That study
recommends denial of new hospital construction in areas already
oversupplied, along with steps to prevent facilities from closinig or
relocating and thus reducing access to the underserved population of
that city.

The Chicago Health Planning Agency is coordinating major efforts
in prevention of lead poisoning as well as the development of a new
facility to serve the residents of the southern portion of the city, who
are for the most part presently underserved and economically
disadvantaged. The District of Columbia Health Planning Agency is
coordinating a major effort designed to reduce infant mortality in the
District.

In the performance of their many functions, both HSAs and the
SHPDASs take actions which may have civil rights implications for
various populations. They may also review applications for certificate
of need from certain facilities which some members of the community
feel have not complied with civil rights requirements. The HSAs, most
of which are private, nonprofit corporations, cannot perform a civil
rights monitoring or compliance function. While the Office for Civil
Rights has the responsibility of enforcing Title VI of the Civil Rights
Act, HSAs can, of course, alert OCR to possible violations. HSAs do
not have the authority or capability to conduct Title VI investigations,
and an attempt to do so would threaten the availability of the data they
need from the health facilities for health planning purposes as well as
their ability to develop a broad-based acceptance of health planning
activities.

HRA has responsibility for providing guidance to the health
planning agencies on the access requirements of Title XV of the PHS
Act, which is the health planning program’s authorizing legislation. As
discussed above, it has done this through provisions in the regulations
governing certificate of need reviews, as well as those for reviews of
existing institutional health services for appropriateness also discussed
above, and those for review and approval by HSAs of proposed uses
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of Federal funds. The Bureau of Health Planning is working toward a
policy issuarice which will bring together the various policies and
guidelines on access contained in various regulations and guidelines.

As stated earlier, the health planning program is directed at
containing costs while improving access to quality care. Some see
those three objectives as contradictory and therefore unobtainable. It
is true that certain tensions are inherent it the program, given this
multiple mission. However, just as inflation is generally most harmful
to those in lower economic classes in which the target groups are
proportionately overrepresented, the extraordinary inflation in the
health care sector has hit hardest at those who are dependent on public
or subsidized services. Inpatient care in acute care hospitals is the most
costly method of delivering health care, and often not the most
appropriate. A number of studies have shown that an excess capacity
of acute care hospital beds greatly raises the costs of care. The
National Guidelines for Health Planning propose a standard of four
beds per 1,000 population as adequate for the provision of needed
services. Many major cities far exceed this number.

In thinking about access, quality, and cost containment, one has to
think about reducing the number of excess acute beds while promoting
the development of an appropriate mix of ambulatory services, nursing
home beds, and other resources suited to the health care needs of the
population. Although many see the reduction of beds as reducing
access for target groups, the runaway inflation in the current system is
bound to exceed the capacity of State and local government and the
Federal Government to pay the costs. This will result in financial
failure for some hospitals, and an unplanned and uncoordinated
curtailment of services. We take the position that changes are going to
occur in urban areas, and that it is preferable to plan for appropriate
reductions and development of alternatives rather than just let those
institutions which are financially weakest go under, since many of
them are truly serving the disadvantaged.

In recognition of the problems of many hospitals in the country,
Nathan Stark, Under Secretary of HEW, has convened a Task Force
on Financially Troubled Hospitals and testified before the Congress on
this subject in February of this year. The Department is concerned
about hospitals, particularly those which serve the poor, that are
reported to be experiencing financial difficulties. Characteristically,
these hospitals are in medically underserved areas and serve as the
principal source of ambulatory care for individuals who have no or
inadequate health insurance coverage. Among those most seriously
affected are publicly owned and operated hospitals.

Perhaps the most serious problem some hospitals face is uncollected
revenues due to inadequate health insurance protection for many of
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the patients they serve. It is currently estimated that 22 million people,
most of whom are poor, have no health insurance at all. Another 20
million individuals have inadequate coverage. Compounding this
problem is the growing and uncertain number of undocumented aliens,
perhaps as many as 5 million. Most are indigent, have no health
insurance, and, in emergencies, seek care from local community
hospitals. Furthermore, much health insurance provides poor cover-
age for ambulatory services. Such coverage deficiencies reduce
incentives for physicians to treat patients in their offices, thereby
shifting the burden of care to hospital outpatient departments.

The National Council on Health Planning and Development, at its
March 1980 meeting, passed a resolution stating, in part, that the core
problem of much institutional financial instability is fmanc1ally
troubled people. It then called for comprehensive health-insurance for
Americans not covered, and for Medicare and Medicaid modifications
to share reasonable payment for free care and bad debts.

Hospital operating costs also are increasing at high rates due -to
inflation, rapidly advancing medical technologies, excess hospital beds,
and ineffectual institutional planning. Many inner-city hospitals are
burdened by aging or obsolete physical plants which are costly to
operate. Furthermore, some hospitals have a history of bad manage-
ment manifested by poor accounting practices, inadequate collections
operations, lack of leadership, and an inability to operate under
conditions that promote effective personnel management and efficient
staffing patterns.

Limited public financing and reimbursement limitations by other
third-party payers are placing a further strain on”some  hospital
budgets. Local funding for some urban public-general hospitals is
becoming increasingly constrained as a result of diminishing local tax
bases. In addition, States and municipalities are pursuing general
policies of fiscal austerity, and are limiting expenditures and curtailing
services.

The perverse incentives built into the reimbursement practices of
third-party payers further exacerbate the financial problems of
hospitals. Low Medicaid physician reimbursement rates in some States
and a shortage of office-based physicians in many inner-city areas limit
local patients® ability to obtain care in nonhospital ambulatory care
settings. Consequently, hospital outpatient departments and emergen-
cy rooms frequently must provide primary care to patients who more
appropriately and cost-effectively should receive that care in physi-
cians’ offices. Moreover, some State Medicaid programs severely limit
reimbursements for hospital outpatient services, thereby further
exacerbating the financial pressures on certain hospitals.
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The Deparfnient is attempting 'to develop an appropriate strategy
for addressing the problems of financially troubled hospitals. How-
ever, as the Under Secretary stated in his testimony before Congress
on the subject, we must be concerned about both access and delivery
system reform. Institutions which serve as the primary sources of care
in underserved areas must be kept viable, or acceptable alternatives
must be developed. The assumption should not be made that all
hospitals in financial trouble should necessarily be saved, or even
supported with their present missions, modes of operation, and
governance. Federal policies should. encourage significant restructur-
ing of local health delivery systems in order to.produce institutions
with a promise of future viability. Such restructuring' must take
account of the total health resources of the area, and should emphasize
the appropriate use of. ambulatory -care, as opposed to institutional
treatment modalities.

The Department is examining a number of ways to assist financially
troubled hospitals, such as revising reimbursement formulas under
Medicare and Medicaid, and various other categorical programs. This
paper will focus on programs administered through the Health
Resources Administration.

The one authority under which direct financial assistance is
provided to hospitals is Section 1610 of the Public Health Service Act,
which allows the Secretary to make grants to institutions for
construction and modernization to correct safety hazards and noncom-
pliance with State or Federal codes that could lead to loss of licensure
or accreditation. An institution must be unable to obtain other
financing in order to qualify.

Of projects obligated since the start of this program in 1974, 54
percent of the funds, or $21,085,590, have gone to urban facilities,
including 10 hospitals, one public health center, and a number of
nursing homes. Of the remaining funds appropriated under this
authority, we anticipate awarding 76 percent, or $7,669,959, in urban
areas to assist seven hospitals, one public health center and some
nursing homes. There have been no new monies appropriated for this
program since 1977, however, and there is no request in the President’s
current budget.

In the main, hospitals must borrow funds for capital improvement.
HRA administers, through an interagency agreement, the Department
of Housing and Urban Development’s gnaranteed loan program under
the Federal Housing Administration, Section 242. We attempt to
determine financial feasibility and conformance with health planning
guidelines. Projects to develop excess services or bed capacity or those
found to be unneeded by the health planning agencies are not
approved.
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The financial feasibility requirement means that these guaranteed
loans are not available to financially troubled hospitals. Current high
interest rates are resulting in large increases of as much as $50 per
patient day attributable to debt service. Those increases will both
increase costs to public and private third-party payers and price some
people out of being able to afford coverage. This will increase the
demand for indigent care, often in institutions which provide at or near
the maximum level they can carry. This burden can serve as an
inducement for the hospital to turn patients away, referring them to
public institutions. In many urban areas, these institutions themselves
are being less adequately supported by municipal governments and
State Medicaid programs than they have been in the past, and are less
able to provide uncompensated care.

The Hill-Burton Act of 1946 authorized the Secretary to require
assisted institutions to (1) make their services available to all persons
residing in the facility’s area (the community services assurance); and
(2) provide a reasonable volume of uncompensated services to persons
unable to pay (the uncompensated care assurance). The community
service obligation specified that Hill-Burton assisted facilities were not
to discriminate on the basis of race, creed, or color.

Provisions for regulating the act and enforcement of the assurances
have been extremely varied since its inception. In 1975, P.L. 93-641
replaced the Title VI program of assistance with Title XVI and made
several changes in the assurances program. These included (1) facilities
receiving aid under Title XVI would now be obligated for an
unlimited period of time; (2) the facilities aided under Title VI and
XVI would file periodic compliance reports; (3) the joint State-
Federal monitoring and enforcement process was ended, and the
Secretary of HEW was given the sole responsibility, although States
may participate on a voluntary basis; and (4) individuals could file
complaints with the Secretary charging noncompliance by a facility.
Proposed regulations were issued in October 1978 to which over 1,000
comments were received. Two days of public hearings were held in
December 1978, and the final rule was published in May 1979.

Title V1 assisted facilities have an obligation limited to 20 years from
the date when they received Federal assistance, while those assisted
under Title XVI are obligated for an unlimited period of time.
Facilities must provide uncompensated care equal to 3 percent of
operating costs, less Medicare/Medicaid reimbursements, or 10 per-
cent of the amount of the assistance, whichever is less. In FY 1980 we
estimate that 5,392 obligated facilities are to provide $435 million
worth of uncompensated care. This figure will be adjusted annually
for inflation in future years. The community service assistance has no
expiration.
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Since the publication of the final regulations we have held three
meetings with the States and four public meetings in various parts of
the country to explain its implementation. We have developed a
providers’ guide, an assessment manual, a complaint investigation
manual, and a reporting form for institutions. We have mailed 14,000
provider manuals to 7,000 institutions, and have notified each facility
of its assistance amount. We also have distributed 87,000 signs, in both
English and Spanish, to be posted by obligated facilities to inform the
public about the assurance program. All activity related to Federal
implementation and monitoring of this program must be carried out by
27 staff members in the central office and 10 employees in the HEW
regional offices. The law provides authority to develop memoranda of
understanding with the States to carry out this responsibility, but we
are not able to provide any financial assistance to States for this
purpose. Although the Justice Department may investigate an alleged
violation, there are no penalties for noncompliance above having to
provide the obligated amount of care.

The Hill-Burton program, affecting over 5,000 institutions, is a tool
for assuring access to care for all members of the community and for
removing barriers based on discrimination or inability to pay. The
program also holds the potential, in some cities, for providing relief to
public hospitals. By enforcing the obligation of some private institu-
tions to provide uncompensated care, we may cut into the practice of
referring medically indigent patients to public facilities. However, it is
also true that in some institutions with large numbers of Medicare and
Medicaid patients from whom reimbursement, except for Medicaid in
a few States, does not include reasonable costs of delivering uncom-
pensated care, the Hill-Burton requirements may heighten financial
difficulties. The same may be true in some States with rate setting
commissions which will not allow hospitals to set rates high enough to
cover the costs to the institutions of uncompensated care.

As stated above, it is our view that not all financially troubled
institutions should be preserved, but that there should be a restructur-
ing of the health care and long-term care services. A number of major
cities exceed the guideline figures of four beds per 1,000 population,
and are currently considered to have excess acute care beds. For
example, Chicago has about five beds/1,000; Philadelphia, 4.6/1,000;
and Cleveland 5.1/1,000.

It is generally agreed that the presence of excess beds contributes to
overutilization, and that even those beds which are not utilized or
staffed generate significant costs for an institution. The costs of excess
beds have stimulated an interest in bed reduction programs. The cost
savings will vary, often related to whether a few beds, a unit, a wing,
or a whole facility is to be closed. Unnecessary duplication, tertiary
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care, and high technology services also is costly in terms of capital
investment and staffing. In addition, evidence exists that health
outcomes are better in' specialized units and services which are
operated relatively near capacity than in those which are inadequately
utilized.

Several States have already begun or are considering programs to
reduce excess capacity, partly because of concern about rising
Medicaid costs. The State of Michigan is planning to reduce hospital
beds by 10 percent, or 3,800 beds. A unique Coalition on Health Care
Costs, comprised of the big four automakers, United Auto Workers,
Blue Cross/Blue Shield, and the legislative and executive branches of
State government, made this legislative mandate possible:

Until the Public Health Service Act was amended by the Health
Planning and Resources Development Amendments of 1979 (P.L. 96-
79), there was no Federal requirement that State certificate of need
programs cover reductions or decreases in the bed capacity of a health
care facility. The amended act, however, requires that a State
certificate of need program provide for the review and determination
of need for any capital expenditure which “substantially changes the
bed capacity of the facility with respect to which the expenditure is
made.” The Department has interpreted “substantial changes” as those
which increase or decrease the total number of beds or distributes beds
among various categories, or relocates beds from one physical facility
or site to another by 10 beds or 10 percent.

Although all of the standard criteria required for certificate of need
reviews must be applied in reviewing bed reductions, certain criteria
which relate to the health needs of underserved groups are particularly
pertinent. State Health Planning and Development Agencies and
Health Systems Agencies are required, both in developing their health
plans and in conducting certificate of need reviews, to consider the
extent to which the health needs of low-income persons, racial and
ethnic minorities, women, handicapped persons, and other under-
served groups are being met and will be met by proposals under
review.

I wrote a letter to all HSAs and SHPDAs in November 1979
expressing concern about possible effects of closure and conversion on
access. I stated that HRA policy was the HSAs should require that
alternative services be in place prior to a closure and that they should
have made a commitment to providing services to those who had
previously utilized the facility or service to be closed. I also stated that
retraining and relocation programs for displaced workers, when
needed, were essential for HSA approval. This letter was prompted by
a concern that alternative services were often still in the planning stage
at the time of a proposed conversion or discontinuance, and that
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hospitals in the vicinity which, on the basis of occupancy rate, had the
capacity to provide replacement services were not always willing to
do so. This was especially true when those affected were minorities or
disadvantaged. Furthermore, it seemed apparent that unskilled and
semiskilled hospital workers, often women and minorities, were those
least likely to find other employment. With retraining, they would be
useful resources providing needed services in long term care facilities,
ambulatory settings, and home health services.

Apart from requiring review under State certificate of need
programs for capacity reduction, the Department is proposing to
provide financial assistance for conversion and discontinuance with
the objective of better balancing the levels and types of service
available and containing costs.

The Health Care Financing Administration is considering reim-
bursement for costs attributable to reduction of patient care capacity in
hospitals. The proposal would permit reimbursement for certain costs
incurred by hospitals participating under Medicare and Medicaid that
reduce patient care capacity. The proposed regulation also specifies
the conditions that must be met by a hospital to receive reimburse-
ment. The purpose of the regulation is to achieve savings by
encouraging hospitals to reduce unneeded and costly patient care
capacity.

Proper health planning, coordinated by the local Health Systems
Agency and the SHPDA, should prevent closure of needed services,
as well as encouraging elimination of excess capacity. Any reviews
conducted by the SHPDA for reimbursement will also address a
number of civil rights concerns relating to access to health care. The
Office for Civil Rights is preparing policy guidance regarding
enforcement of the nondiscrimination requirements of Title VI of the
Civil Rights Act for use by the HEW regional offices and by hospitals
planning closures.

In addition, the 1979 amendments to Title XVI included a new
authority for actual grants to hospitals for conversion and discontin-
uance of services. This would be a voluntary program to reduce excess
hospital capacity and convert the unneeded beds to needed health uses.
It would be a program of last resort of funding, and could assist
financially troubled hospitals to retire outstanding debt as a prelude to
closure. This program would also stress protection of access for the
poor and minorities.

The statute requires that the Secretary of the Department of Labor
issue regulations regarding the fair and equitable treatment of
employees, and to certify that employees are fairly and equitably

\treated prior to HRA funding of an applicant. Funds could be made
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‘available for retraining and relocation, and could also be awarded to
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SHPDAS for excess hospital capacity reduction projects. The HEW
Office for Civil Rights is closely involved in the development of
regulations for this new authority, which is, as yet, unfunded.
Authorizations are for $30 million in 1980, increasing to $50 million in
1981, and $75 million in 1982.

Not much is known about the effects of capacity reduction, so we
consider such a program as a demonstration to be closely monitored
and evaluated. HRA has recently published a monograph in the Health
Planning Series titled Conversion and Other Policy Options to Reduce
Excess Hospital Capacity, which presents 17 case studies and examines
some of the issues.

We recognize that hospitals in urban areas are often the sole source
of health care for surrounding communities. However, a well-planned
reduction of acute beds, together with reasonable access to an
appropriate mix of alternative services, should help us realize the
objective of providing adequate services while containing costs and
improving the financial health of the remaining institutions. An
example of the type of change we would like to see occurring would
be reduction of a 600-bed hospital in an area exceeding the four beds
per 1,000 guideline, which has few ambulatory and emergency
services, to a 300-bed hospital with more ambulatory and emergency
services, and with long term care, mental health, alcoholism, or drug
abuse units. It has been estimated that this type of program could
“save” §3 in health care expenditures for every $1 spent on discontin-
uance of excess capacity.

Along with the heavy focus on the total health system and the
availability of facilities, we must also recognize the importance of
health personnel to urban health care delivery. For some time, the
administration has recognized that the critical issue is not the total
numbers of graduates in the various health professions, but serious
geographic and specialty maldistribution. We have tended to train too
many physicians who end up practicing specialized medicine rather
than providing primary care services. In addition, physicians and other
health professionals tend to practice in more affluent urban areas,
suburbs, and medium-sized towns rather than in the inner cities or
remote areas. In many States, low Medicaid reimbursement rates for
office visits serve as a disincentive to opening a practice in a poor
neighborhood.

Prior to passage of the Health Professions Educational Assistance
Act of 1976, most shortage area designations were in rural areas. This
was because the criteria for shortage were based primarily on
practitioner-to-population ratios applied to county data, and most ¢
urban counties did not qualify. However, the HPEA Act of 1976
specifically mandated designation of urban as well as rural areas, and
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designation of population groups as well as geographic areas. In
addition, that legislation required that indicators of health status and of
access to health services be considered along with practitioner-to-
population ratios.

To implement these legislative provisions, HRA developed revised
criteria for determining shortages of health manpower. These criteria
allowed for designation of urban neighborhoods and population
groups such as medically indigent and Spanish-speaking populations
with health manpower shortages within metropeolitan counties which,
on the whole, had adequate supplies of health manpower. As a result
of our application of these criteria, approximately 25 percent of the
currently designated primary care health manpower shortage areas,
including designated population groups, are in metropolitan areas.
Moreover, the population residing in these areas represents 50 percent
of the total population of all primary care health manpower shortage
areas.

The designation of a health manpower shortage area can allow the‘
community to receive certain assistance, such as the discretionary
funding to urban HSAs serving areas with a significant problem
discussed above. The designation of a medically underserved area also
makes the area eligible for the placement of a physician or other health
care provider through the National Health Service Corps. The
Community Health Centers and Urban Clinics programs administered
by the Health Services Administration also provide direct services to
these areas.

It is currently the intent of the administration to eliminate general
institutional support for health professions schools, and to concentrate
on funding targeted programs aimed at meeting identified needs. These
needs will generally fall into the two categories of correcting
geographic maldistribution and increasing the proportion of primary
care practitioners.

One of the most important programs for placing physicians in
shortage areas is the National Health Service Corps Scholarship
Program and the National Health Service Corps. Medical students
who are committed to entering a primary care field such as family
practice, general pediatrics, or general internal medicine, as well as
psychiatry are supported through the scholarship program. In return,
following a deferment for residency training, they must agree to serve,
where placed, in a shortage area on the basis of a year of service for
each year of support. Currently there are 1,070 scholarship recipients
fulfilling their service obligation, and 8,988 individuals in awardee or

‘\ deferment status. A major objective of the program is to have a

' number of practitioners remain in the area following the time of

1 obligated service. There are some who think that the stresses of
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practice in certain inner-city areas are such that it is more realistic to
think in terms of part-time, inner-city practice for physicians, and
greater utilization of physician extenders. A limited number of other
health professionals also are supported through the scholarship
program. Many of the other health professionals have been recruited
directly into the corps to work at the corps site.
For the past 20 years, large numbers of foreign medical graduates
have entered this country for graduate medical education, filling )
significant numbers of residency positions. A disproportionate number .
of these slots have been in those hospitals less attractive to U.S. .
medical graduates. From both a quality of health care perspective and ¢
a foreign policy “brain drain” point of view, the influx of FMGs was ‘
viewed as an undesirable situation. .
Title VI of the Health Professions Educational Assistance Act of {
1976, Public Law 94-484, as further amended by Public Law 95-83, \
contained several amendments to the Immigration and Nationality Act
that significantly affect the process by which FMGs are allowed to
enter the United States as immigrants or exchange visitors, and limits
the time for remaining in the country. 4
In order to enter the United States to participate as an exchange .
visitor or in a graduate training program, a foreign medical graduate :
must have passed the visa qualifying examination or obtained a waiver
of the requirement under the Substantial Disruption Waiver Provision
discussed below. The number of FMGs entering the country through ;
either avenue has been dropping sharply as indicated by the total
number of exchange visas under the Educational Commission on
Foreign Medical Graduates sponsorship: in 1975, 7,507; 1977, 5,310;
1979, 2,578.
In the graduate medical education programs conducted in hospitals,
the high reliance on FMGs had become a serious issue. The FMGs
filled 29 percent of graduate medical education positions in the United
States and 28 percent of the first-year positions in 1974-75. By 1978
these figures had begun to reflect a downward trend, and FMGs
represented 15.4 percent of all residents in graduate medical education
programs.
If entering FMGs were evenly distributing themselves by location,
by specialty, and by type of hospital, the impact of the recent
Immigration and Nationality Act amendments would be minimal.
However, it was clear from data collected by the American Medical
Association in 1977, that the reliance on FMGs to fill house staff
positions was concentrated in certain types of hospitals, geographic
areas, and specialties. For example, 73 percent of the FMG-filled /|
residency positions were located in nine States: New York, New
Jersey, Illinois, Delaware, District of Columbia, Maryland, Michigan,
!
L
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Ohio, and Pennsylvania, even though only 35 percent of the U.S.
population resided in the same States.

Several of the large metropolitan areas, especially in the Northeast
and North Central regions, showed high proportions of FMGs in
residency positions. FMGs filled substantial proportions of the total
number of residency positions in the following metropolitan areas:
Baltimore, 40 percent; Chicago, 46.6 percent; Cleveland,. 36.6 percent;
Detroit, 37.4 percent; New York City, 42.1 percent; and Philadelphia,
30.6 percent.

In addition, *a large proportion of hospitals in several major
metropolitan areas had more than one-half of their residency positions
filled by FMGs: Baltimore, 56 percent; Chicago, 70 percent; Cleve-
land, 75 percent; Detroit, 44 percent; New York City, 52 percent; and
St. Louis, 54 percent.

Because of the expected severe reduction in the number of alien
physicians entering the United States annually as a. result of the
amendments to the law, Congress provided for waivers.of two-of these
requirements on a case-by-case basis: The waiver clause, which
extends through December 31, 1980, can be granted if a graduate
medical education program can demonstrate that application of these
requirements would result in a “substantial disruption” of health
services. The substantial disruption waiver was developed to provide
programs and institutions traditionally placing significant reliance on
alien physicians, a transition period during which placement of such
physicians may continue, but in decreasing numbers. During this
transition period, programs and institutions are expected to develop
alternative provider resources and to attract primarily graduates of
U.S. medical schools. If substantial disruption waivers fail to meet the
manpower needs of particular programs or institutions, the waiver
mechanism provides for an appeal process in which additional waivers
can be requested.

‘A Federal Substantial Disruption Waiver Appeal Board has been
established to consider appeals from those programs and institutions.
The Waiver Appeal Board functions in an advisory capacity to the
International Communications Agency, the agency responsible for
administering the exchange-visitor program for alien physicians. The
waiver mechanism has been in operation since May 1978. Information
collected since the program became operational supports the early
predictions on the geographic location of hospitals which would be
most:severely affected by the reduction in FMGs. Hospitals in some
cities have been much more aggressive and successful in reducing their
dependence on FMGs than those in other urban areas. For example, of
64 applications for 185 positions considered during calendar years 1978
and 1979, 52 were from public and private nonprofit hospitals in the
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Northeast and Central Northeast regions for 171 of these 185 positions.
Large cities also were heavily represented in the applicant pool. For
example, 38 of the applications were from urban centers, while 18
were from medium-sized cities, and 8 were from small cities and/or
rural areas.

The statistics on the specialty programs, however, are not as
consistent as was expected. While neurosurgery, psychiatry, anesthesi-
ology, pathology, and other specialties which rely heavily on FMGs
are reflected in the applicant pool, the primary care specialties of
pediatrics, internal medicine, and surgery also represent large numbers
of training programs. This may reflect the heavy utilization of the
waiver mechanism by hospitals in large urban centers which provide
extensive primary care services, as well as acute in-patient services. It
is estimated that as much as 75 percent of outpatient services in the
New York metropolitan area is provided by FMGs. It is likely that a
limited extension of the waiver authority past the December expiration
date will have to be considered by the Congress, especially for the
greater New York City metropolitan area.

Physician extenders, a term which encompasses both nurse practi-
tioners and physician assistants, are another source of health personnel,
particularly in organized care settings such as urban clinics. A number
of studies have shown that physician assistants and nurse practitioners
perform those functions for which they are trained equally as well as
physicians. The degree of supervision under which they must practice
varies from State to State, depending on thé medical practice acts as
well as the various Medicaid reimbursement rules. Medicare Part B
reimburses only for the services of a nurse practitioner incident to a
physician’s professional service. The fact that a nurse practitioner may
cost more out-of-pocket for the patient reduces utilization, even if the
overall cost is less.

A study in 1979 indicated that 23 percent of nurse practitioners were
practicing in inner-city areas and that 60 percent of nurse practitioners
were employed in ambulatory clinical practices such as community
based clinics, with an additional 10 percent employed by health
departments or home health agencies. Since 1972, 7,600 physician
assistants have been graduated from federally assisted programs. The
number of females in the profession, which was once dominated by
former military personnel, has increased markedly, but minority
representation has not. The Federal grant program has required
deployment of students to health manpower shortage areas, and
studies have shown that graduates do tend to locate in both urban and
rural shortage areas. Although data are not available on the impact of
PAs on the populations of interest to the Commission, studies indicate
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that PAs have definitely had an impact on accessibility to care where
access was previously minimal.

The Area Health Education Centers program is aimed at training
physicians and other health care providers with a primary care
orientation, and requires that a significant portion of the training take
place in a rural or urban site remote from the health science center.
This program hopes to interest developing health professionals in
practicing in such locations, while also providing important profes-
sional linkages for existing practitioners in that area.

Although the predominant number of AHEC projects, originally 11
and now 21, were oriented toward rural areas, 3 have been rural-urban
and 4 have been totally urban in nature. The AHEC program, begun in
1972, was developed along lines recommended by the Carnegie
Commission. Its goals are to improve access to health care services in
underserved areas by providing decentralized training, education, and
experience; increasing primary care training; and encouraging more
efficient utilization of health care personnel. The program is continual-
ly being evaluated, most recently by the Carnegie Council, as well as
the Department in a report to Congress, and has shown some positive
results, both in stimulating new practitioners to locate in underserved
areas and in making it more professionally rewarding for those who
are already there to remain.

In talking about health professions, we have used the term, “primary
care.” We are concerned that increasing numbers of physicians have
gone into the specialties and subspecialties, while the greatest need is
for the primary care practitioner, who is the physician one sees first,
and who is capable of treating 90 percent of our ailments (according to
the Institute of Medicine) and who refers patients to specialists as
appropriate.

A primary care practice is not hospital based, and often is not as well
reimbursed by third-party payers. In addition, it is less prestigious in
academic health science centers than surgical specialties and those
which are more closely tied to the research community. However,
meeting the health needs. of the disadvantaged will require primary
care physicians. In targeting support for medical education, HRA is
providing funding for primary care residencies in general internal
medicine, general pediatrics and family practice, and family medicine
curriculum development. For these projects, a preference for funding
is given to applications which propose a substantial portion of the
training program in health manpower shortage areas (Section 332) or
in a federally funded AHEC. Many of these are in urban settings.
Support also has been provided for the development of geriatrics and
nufrition curricula in medical education. It is our position that
geriatrics ought to be incorporated into all medical education rather
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than becoming another subspecialty. We also have provided support
for projects such as interdisciplinary team training for hospice care.

There is concern in all parts of the country about the high vacancy
rates for nurses in hospitals. In 1977 there were 1,401,633 nurses in the
Nation; some 423,400 of them were not employed in the nursing field.
The various nursing education programs graduated 77,874 new
students in 1978. We are currently attempting to better understand the
factors affecting the high dropout rate, such as salary, scheduling,
burnout, and career mobility opportunities. It is more logical for us to
study such factors than to produce more and more graduates to
compensate for the numbers of nurses leaving the profession. We
intend to have the Institute of Medicine of the National Academy of
Sciences carry out a study over the next 2 years on issues relating to
nursing education and retention.

Apart from generalized support of nursing education, we have been
supporting programs aimed at furthering identified priorities. These
projects include nurse practitioner programs focusing on women’s
health and on geriatrics. Other projects address the needs of women in
childbearing and childrearing. Although such programs are organized
along disciplinary lines or focus on subject areas as in nursing research,
it is easy to see their relevance to the health care of target populations
in urban areas.

It is unclear in the present fiscal situation what funds that have been
available for undifferentiated support of health professions schools will
be redirected into targeted priority activities. With the decreasing
level of Federal support for health professions students, the role of the
States is increasingly significant, both in terms of financial resources
and potential service obligations. A number of States also are imposing
service requirements on health profession students who have attended
State-supported schools or on those who have received State financial
assistance. We are increasing our monitoring of State activities in this
area, and are attempting to coordinate service obligations for students.

The Commission has asked us to discuss the quality of health care
received by target population groups. We do not, however, participate
in the actual monitoring of the quality of health services delivered.

The principal health professions programs administered by this
agency which relate to quality are those in curriculum development
and continuing education development. We also have played a strong
role, in conjunction with various health professional associations, in
supporting the development of credentialing standards for these
personnel.

Within the Health Resources Administration, the Office of Health
Resources Opportunity directs the Health Careers Opportunity Pro-
gram, which funds projects aimed at the identification, recruitment,
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and retention of minorities and the disadvantaged into the health
professions. We cannot provide direct data on the relevance of this
program to urban health care for population groups of concern to the
Commission, except to note a study published by OHRO titled “The
Treatment Practices of Black Physicians,” which states that in 1975, 87
percent of patient visits to black physicians were by nonblacks. One
can infer that the training of more minority health professionals
increases access for minorities. Currently, blacks constitute 5.7 percent
of medical students; mainland Hispanics, 2.8 percent; and women, 25.3
percent. We have found that over the last 9 years, the average percent
of minority students in the first year was 9.3 for those nonminority
schools which received grants under this program, compared with 6.8
percent for schools which did not receive grants.

Although place of residence is not a determining factor for
participation in HCOP programs, except for those directed at
American Indians, a listing of HCOP grantees shows that 131 are
urban centered out of a total of 151. It can be assumed that a significant
number of the more than 10,000 youths served by these projects are
from urban settings. The projects themselves range from general
information and motivation at the secondary school level through
identification and compensatory education. This program does not
provide student assistance; however, approximately 640 students in FY
1979 were recipients of Exceptional Financial Need Scholarships for
the first year of health professions education. These scholarships
enable the student to determine how well-suited he or she may be to
such an education before incurring a debt for tuition loans. The
program is based on need and not racial or ethnic background.

It is, of course, obvious that urban health is influenced by much
more than the availability of health care facilities, services, and
personnel. Adequate food, housing, education, a healthful environ-
ment, and a health promoting lifestyle are critical elements. Even
within the realm. of actual health services, we need better coordination
between financing and reimbursement practices and programs which
deliver health services or which promote the development of health
resources. Building a structure for the planning and implementing of a
rationally organized health care system and training professionals to
provide needed services is an important part of.a broader approach to
problems relating to urban health.

I am ready to respond to questions.

COMMISSIONER SALTZMAN. Of course. Your entire paper will be
included.

We will come to the respondents at this point. I will introduce all
three at one time. First is Marilyn G. Rose.
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Ms. Rose has been an attorney with the Center for Law and Social
Policy in Washington, D.C., since 1974. In this position, she has
engaged in major law reform activities in the health area, directed
towards increasing access for the poor and minorities into the health
system. Ms. Rose was actively involved in the first case brought to
enforce the obligation of hospitals built with Hill-Burton monies. Thz
successful resolution of that case resulted in issuance of regulations by
HEW and in attempts to effect compliance by New Orleans hospitals
with Title VI of the Civil Rights Act of 1964.

Among her major cases is one challenging HEW for its failure to
enforce nondiscriminatory site selection for hospital relocation. As a
result of the case, HEW instituted changes in its procedures for
reviewing civil rights impact of hospital planning applications.

Ms. Rose has testified before congressional committees and, since
1972, has held the position of chairperson of the Health Task Force,
Leadership Conference on Civil Rights. She has also given numerous
lectures and seminars on aspects of health law at,law schools and
schools of public health, as well as legal training sessions.

Ms. Rose graduated from Brandeis University summa cum laude,
with distinction in political science, and graduated from Harvard Law
School cum laude.

She will be followed by Janice M. Robinson. Janice M. Robinson
has served as executive director, National Association of Community
Health Centers (NACHC) since November 1979. NACHC is a
primary advocate for ambulatory health care delivery programs in the
United States.

Prior to becoming director of the NACHC, she served as executive
director of the William Fitts Ryan Community Health Center in New
York City from 1972 to 1979. In addition, she was also a member of
the Ambulatory Care Standards Task Force, Region II, Department of
Health, Education, and Welfare (DHEW); the Urban Health Policy
Task Force, Bureau of Community Health Services, DHEW; and the
National Minority Health Consortium. She also testified before the
House Appropriations Committee regarding Neighborhood Health
Center Programs and their proposed budgets in 1977 and 1979.

Ms. Robinson has presented many papers to professional health
organizations, including “Health Services of Medically Indigent in An
Urban Setting,” presented at the National Health Council in Philadel-
phia, 1976; and “Community Health Centers: An Experience in Cost
Containment,” presented at the New York Academy of Medicine,
Annual Health Conference, 1979.

During the period 1973 to 1978, she was a guest lecturer and
lecturer, at Cornell University, New York University, Hunter College,
and Manhattan College on health areas such as community health
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centers, community participation, alternative models of ambulatory
care, and planning for health services.

Ms. Robinson received her B.S. degree from University of Bridge-
port School of Nursing and her M.S. degree in nursing from New
York University.

Dr. Wing is our third respondent. Dr. Wing is currently assistant
professor of health law with a joint appointment in the School of Law
in the School of Public Health at the University of North Carolina. Dr.
Wing was the deputy civil rights officer for the California State
Department of Health. In that position he had responsibility for
enforcement of Title VI of the 1964 Civil Rights Act and other laws.
relating to equality in health service delivery, both in departmental
programs and in services delivered by contractors and licensees. He
has also been affiliated with the National Health Law Program in the
capacity of assistant director and, later, acting director.

Dr. Wing’s current professional activities include appointment as
legal counsel to the Institute of Medicine committee conducting a 6-
month study on health services to minorities and the handicapped. He
is also an elected member of the board of directors, National Health
Law Program, as well as a consultant to the Le&gal Services
Corporation.

Dr. Wing holds an A.A. from Foothill College, a B.A. from the
University of California at Santa Cruz, the J.D. from Harvard Law
School, and M.P.H. from the Harvard School of Public Health.

Ms. Rose. N

RESPONSE OF MARILYN ROSE, ATTORNEY, CENTER FOR
" LAW AND SOCIAL POLICY

Ms. RoOSE. I would like to thank the Commission for the invitation to
speak here today. I will try to limit my remarks, which is somewhat
difficult because of my years of experience in this field.

Once upon a time I was a HEW civil rights lawyer. That was in
1966, during the desegregation of southern hospitals, when the
decision was made on the White House level to use Medicare to
desegregate those hospitals. After 18 months the blinds were pulled
down on the window when we wanted to get beyond the issue of
simple segregation. Since 1970 I have been in the private sector, first
with the National Health Law Program, the federally funded legal
service backup center, and then with the Center for Law and Social
Policy, a privately-funded public interest law firm.

For the last 6 years I have been involved in probably the bulk of the
civil rights and poverty law cases in the access area. Even though I
know Dr. Foley personally and I believe that he is speaking with good
faith, my experience is one of cynicism. I do not believe any of the
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promises which HEW makes in the statement. I do not believe ‘the
promises can be fulfilled by government as it is organized.

It is unfortunate that we are here 15 years after Title VI passed, and
they have still yet to do what is authorized to be done by the Office for
Civil Rights, HEW. In the early days of the program, the focus was to
eliminate overt signs of discrimination. That took place and little more
was done by HEW.

In 1970 I instituted, with New Orleans legal services attorneys, the
first of the Hill-Burton lawsuits. I did not recognize at the time the size
of the endeavor. Most Hill-Burton hospitals were violating their
obligations. They had given 4 years of obligations to give compensated
care, but no State agency or HEW did anything to enforce those
obligations. It took court orders and Federal judges in cases brought
by legal services offices to obtain the first substantive regulations in
1972, and those were limited to free service.

When we attempted to get HEW to recognize that Hill-Burton
hospitals had obligations to serve Medicaid 'populati’ons, we had to go
for another court order. In 1974 we finally got the regulation on that
subject. There was reference this morning to a recent case in Texas,
but 7 years ago we had a Federal judge in Louisiana say that obligation
existed.

The Office for Civil Rights in 1974, as a result of a consent
agreement on the Title VI issue in the case, began an investigation of
18 hospitals in the New Orleans metropolitan area. However, we had
to keep pressing HEW to get any action. In 1978, 4 years after the
consent, HEW finally sent notices against three out; the hospitals. I
asked the Office for Civil Rights recently what they were going to do
about the other hospitals. I am still awaiting an answer. The problem, I
am told, is limited resources.

You heard this morning about a survey form the Office for Civil
Rights is going to send out. It is a joint survey form. It is going to ask
questions about both civil rights compliance and Hill-Burton compli-
ance. It is a result of another case that started in 1974. In early 1975 we
amended the 1974 complaint, adding allegations involving noncompli-
ance with the new Health Planning Act, which became law on the 5th,
of January, 1975. This law is administered by people in Dr. Foley’s
bureau. That health planning law did not suggest that data be
gathered, it mandated that the data be gathered. If you read the health
committee hearings in 1974, we made complaints, the General

Accounting Office made an investigation, and Senator Kennedy had
an oversight hearing. The report of that hearing said one reason HEW
did not know whether these assurances were lived up to was because
HEW did not get data.
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After many more stays of action and mountains of paper, in the
summer of 1978 I got a consent agreement from HEW that HEW will
issue new regulations, under the act signed into law in January 1975,
and that HEW would develop information forms to comply with the
requirements. In January 1980, a draft assurance reporting form was
finally sent to the Office of Management and Budget for the free
service part of the assurance. The civil rights part of the assurance is
going to be combined with a survey from the Office for Civil Rights
by the 30th of April of this year. This is 4-1/2 years after the statute
was enacted.

In fact, the regulations which Dr. Foley alluded to, published in the
Federal Register May 1979, were published after the original act would
have disappeared except for a continuation. It is the problem of
dealing with an agency understaffed. I think Dr. Foley’s staff who
work in the Hill-Burton area consists of 17 employees or maybe only
14 employees, enforcing assurances from 7,000 hospitals.

The question is, where is the commitment? There is another area
talked about today, the closure of public hospitals and the relocation of
private hospitals. The Commission alluded to it this moring. It was
alluded to in Roma Stewart’s testimony. Dr. Foley alluded to it also. It
is very serious. Nothing had ever been done by HEW about relocation
until we brought the original cases.

In Wilmington, Delaware, we brought the only case that tried to
stop a hospital before relocation occurred. OCR was reluctantly
dragged in to investigate and found that there was a problem with
moving the hospital 8 miles outside the city, where 76 percent of the
elderly and 88 percent of the minorities live. However, HEW found
that a shuttle bus will take care of the discrimination. We fought that in
court. We had been fighting it for 3-1/2 years. We were initially
denied our private right of action, but the third circuit reversed.
(Incidentally, HEW at first took the position that we were not entitled
to a private right of action, but changed its denial in the third circuit,
to be consistent with the position the Solicitor General was taking on
Title IX cases before the Supreme Court.) We had a 5-week trial
finally in 1979. We suspect we may have to appeal to the third circuit
again.

HEW has not helped us there. They have not helped in any of the
cases, although they could say that when you get Federal monies, $25
million of Medicaid or Medicare money a year, if you want to
continue to get this money, you have to stay where the poor folks are,
where high risk populations are. You have a minority population in
Delaware. Thirteen percent of the population of New Castle County is
minority. But 45 percent of the premature nursery days are minority.
These are the high risk premature babies. Yet, the whole obstetrical
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services want to move out to the suburbs. The problem is the health
planning operation looks at it as this is good health care and that they
have no responsibility to look at it. The civil rights people say we
cannot stop anybody if they want to go. This is the kind of problem
that we have with HEW.

In fact, soon after we instituted the Wilmington Medical Center
case, I took depositions of the people in the Office for Civil Rights and
they never heard of the HEW planning responsibilities of Dr. Foley’s
agency of HEW. Some regulations were issued a couple of weeks ago
that are pretty good on paper. What are they really going to mean in
fact? What is really going to happen? Dr. Shirley testified about the
State planning agencies, the SHPDA; he talked about an agency
which is HEW, through Dr. Foley’s operation. It is composed of
people who are a part of the white establishment. That is what has
happened. That was what happened in Delaware. The establishment
decided what it wanted. HEW will not combine its Office for Civil
Rights and planning responsibilities to say no. They say, “Maybe if
you make a few corrections,” which we find meaningless.

We have had this same problem in free service and community
service programs of Hill-Burton, and the civil rights program; they are
all part of the same package. Dr. Foley’s program used a word a while
ago in relationship with OCR coordination and I think he said strong
relationship with OCR. I don’t know what kind of a strong
relationship there is. Let me give you an example of current lack of
such relationships. The reporting form was sent o the Office of
Management and Budget to be approved by OMB before being sent to
the hospitals. After it went over there, some 30 letters were sent to
community groups to the Office of Management and Budget, pointing
out these differences in the question asked in community service
regulations. There was no data asked about them. You cannot tell how
they were going to be enforced. The person in the Office of
Management and Budget who reviewed the forms was impressed by
the issue raised in these 30 letters. He went over to HRA armed with
questions he thought they should add to the assurance form.

HRA said, “We don’t want to use that data, so, it should not be put
into the form.” The interesting thing is that HRA had signed an
interagency agreement with the Office for Civil Rights, and the Office
for Civil Rights was going to administer this community service
assurance. The Office for Civil Rights wanted this information.
However, nobody told the Office for Civil Rights- that this meeting
was taking place and the Office of Management and Budg‘et did not
know the coordination agreement had been made and the responsibili-
ty was over at the Office for Civil Rights. He should have been talking
to them, but nobody told OMB.
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The Health Resources Administration did not contact anyone. It
{00k a couple of people outside HEW, like me, calling back and forth
between HRA, OCR, and OMB and acting as a liaison between
different factions of Government. When I thought the Office for Civil
Rights contacted HRA and nothing was happening, I decided to call
Dr. Foley myself, directly. It was already ouf of his agency, out of his
jurisdiction, and he knew nothing about it. It is a fascinating story of
what happens in bureaucracy. Well-meaning people buried in various
places. ,

I am very cynical because of events which these stories relate of
what we are going to get government to do. Federal money is in every
one of these agencies, and Title VI rights go with it. Title VI money
goes to the State health planning agency when it does its function. So
it has to respond to civil rights. It goes to health service agencies and
hospitals and to the entire health apparatus. The reason is they can’t
function without-it. But, 15 years after Title VI, little has been done by
HEW. All the litigation has been done in the outside market, by my
program, in the National Health Law Program, and by a dozen or two
or three dozen legal service lawyers who work with us and who have
gotten HEW to be responsive.

It does not mean there are not people within the agency who would
like to be able to do these things. However, it seems to be an absolute
impossibility to get them to function without court orders. These court
orders come vef‘y expensive.

One other point, and maybe this is a good lead in to Ms. Robinson
who heard one of my clients, About 5 years ago, we sued Dr. Foley’s
predecessor, because in 1970 Congress amended the law to give a
priority for the outpatient construction monies to go to projects in
poverty areas to serve poverty residents. The money was—to use a
term—*“ripped off.” We have gone through years of litigation. We got
interpretation after interpretation. If a hospital is located in the
poverty area, its emergency room can get the money even though they
have deposit requirements and the poor people could not get served.
In our review of the files during discovery, we found money was
transferred illegally for inpatient functions.

The simple fact is, it has taken lots of effort and lots of time of
outside people. The question is, when is HEW going to get its act
togethef_._f

COMMISSIONER SALTZMAN. Thank you.

I might say, Dr. Foley, that after all of our respondents, you will
have a few moments to respond.
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RESPONSE OF JANICE ROBINSON, EXECUTIVE DIRECTOR,
NATIONAL ASSOCIATION OF COMMUNITY HEALTH CEN-
TERS

Ms. RoBINSON. Mr. Chairman and members of the Commission, 1
appreciate the opportunity to speak to you this afternoon. I ‘will
respond to the presentation by speaking about the Community Health
Center movement in this country, and the people it serves.

The program was begun in 1967 under OEO. There were initially
164 health centers funded through this means throughout the United
States. They were set up primarily to meet the needs ofrthe poor and
minorities in this country. They were set up as alternatives to hospital
outpatient departments and emergency rooms.

As I said, they were originally funded by OEO; however, by 1973
all programs were transferred to DHEW. There was originally no
charge to the individual patients that were considered medically
indigent for the service they received. Eligibility requirements were
based upon family income and limited to the poverty level or below.

Once the program was transferred to DHEW, a sliding fee scale was
mandated for all centers based upon income and family size. This
created somewhat of a problem for a number of patients who could
often ill afford the minimum charge, though they may have been
ineligible for Medicaid. They were either unemployed or inadequately
employed and therefore had no health insurance.

The centers were funded under Section 314E of the Public Health
Service Act, initially, but P.L.. 94-63 established theni’as a recognized
entity that should be aunthorized for appropriation by the Federal
Government. Originally, they were demonstration projects .for the
poor. However, once under the administration of HEW, health centers
were to serve the entire community, regardless of income. P.L.. 94-63
mandated specific primary services to be provided. First, provision of
physician services, diagnostic and treatment services, preventive
health services, including eye and ear examinations, perinatal care,
child care, family planning services, emergency medical services,
transportation as required for adequate care, preventive dental
services, and pharmaceutical services. The centers may provide
supplemental services, but the problem is, often there are not adequate
resources for the center to provide the services. These include
rehabilitation, mental health service, therapeutic radiological services,
health education environmental services, as well as promoting and
facilitating optimum use of primary health services.

All of that is fine, except there are not enough dollars to do it. The
grants given to these programs from HEW are for subsidizing the care
of the medically indigent, that is, those ineligible for Medicaid.
Reimbursement for Medicaid patients comes from individual State
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health departments basically. Medicaid reimbursement is generally less
than cost. There are a few States, New York and California in
particular, where there is an attempt to provide reimbursement at an
inclusive rate as opposed to a fee-for-service basis. For most of the rest
of the country, health centers are not treated as institutional providers
but are reimbursed solely at a rate for an individual physician. Health
centers are treated as individual private practitioners. Since health
centers must rely upon third parties, for sometimes as much as 50
percent of its budget, the impact can be devastating. An additional
factor which' impacts upon the economics of health centers is
unemployment. The inner cities of this country have some of the
highest rates of unemployment. I was formerly the director of a health
center. Unemployment in the community there reached 20 percent in
1976. Concurrent with this, the State reduced the level of eligibility for
Medicaid recipients, as well as reducing the number of services that
they would cover (all to “save” money). These acts reduced the
center’s ability to provide services to the poor.

Hospitals, which have greater financial resources, managed to have
the effects of the State’s actions on them muted. While a cap
(maximum level of reimbursement) was placed upon independent out-
of-patient hospital facilities—health centers fall under this category—
they removed the cap for hospital outpatient departments. Those same
hospitals, particularly voluntary hospitals, have had the ability to turn
away people who cannot pay, and most often they are directed to
health centers, who may not turn away anyone because of inability to
pay.

Voluntary hespitals in New York City increased the cost of
individual patiernit’s visits to the outpatient department. In fact, most
voluntary hospitals, and I will use the example of New York City,
have stated that unless a patient can pay the fee when they walk in the
door, they will not be served in the outpatient department. The
minimum fee in most hospitals at this point is $10 to $15 for a clinic
visit. Many of the medically indigent who utilize health centers can ill
afford a $3 fee, let alone afford $10 or $15.

There is a built-in inequity between hospitals and community health
centers. Compounding the problem has been the fact that grants to
community health centers have remained stable, if not reduced, for the
past 3 consecutive years despite double-digit inflation, rising unem-
ployment which has increased the volume of demand placed upon
community health centers. Despite this reality there has been a
proposal for recision in 1980 dollars for community health centers.
There is continuing concern, and it was addressed in Dr. Foley’s
paper, regarding the trend of hospitals to close in inner cities, or to
reduce in size, or to relocate to the suburbs. Once again, the Federal
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Government is attempting to find ways to put dollars into the same
institutions that have consistently rejected the poor and minorities in
this country in terms of delivering service, while penalizing those
entities that consistently have served the poor and minorities. Ms.
Rose has already discussed the Hill-Burton problem. Under that
program, only a few health centers received any money. None was
received to develop facilities, many of which are in poor physical
shape, and some of which are out of compliance with the State code.
They are out of compliance because there has been no money made
available for health centers to correct these deficiencies. Recently
HEW entered into an interagency agreement with Farmer’s Home
Loan Program that provides loans for rural health centers. The Rural
Health Clinic Act provided clinic support to communities which need
the support and allows for an urban demonstration. There has been no
urban demonstration, nor has there been any parallel program to allow
for dollars for plant modernization or replacement for urban centers.

Despite all the problems, health centers have in fact helped
community government. Fifty-one percent of the board of directors of
the community health centers are made up of actual users of service,
the poor and minorities. They in fact, by law, are responsible for
approval of all budgets, approval of services to be provided, the hours
of services to be provided, the hiring of the chief executive officer, as
well as all personnel policies. Under P.L. 94-63, the board of directors
has legal and judiciary responsibility for the health centers. Health
centers have been able to show they can reduce hospitalization
between 34 and 50 percent..Health centers have prov1ded _jobs for
minorities, and have provided access to the jobs in admlnlstratlon, and
to professional jobs, when the doors have been closed in other areas.
They have in fact reduced their administrative cost by 12 percent.
Despite these accomplishments, they do not receive the same notoriety
as hospitals who fought against cost containment and have not
matched the same rate of productivity or reduction in administrative
cost.

The average cost per encounter for a health center is approximately
$32. For a Medicaid 