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With the passége ot the.National Healtﬁ Planning and Resources Development
Act of 1§74 (the Act), healfp planning in the United States became the responsi-
bility of a thfeé-level SystLu:.the local Health Systems Agencies (HSAs); the _
State Heaith Coordinating Couneil (SHCC) yia the State Health Planning and
-Development Agency (SHPDA); and the Natiomal Council on Health Pianning and
Development (National Council), |

In order to help the local and state agencies forunlate and fulfill their
health planning objectives,ljhe Act required that the Secretary of Health,
. Education and Welfare issue a series of "National Guidelines," that is, specific stan
ards deeling with the organization and distribution of health resources (such as
hospitals and major diagnestic aﬁd treatment technology) as well as with other
subjects pertinent to achieving the national goal of "equal access to quality
health care at reasonable cost, "

In developing these guidelines, the Secretary was instructed to take into
consideration the "ten‘naticnal health priorities" whiech we;e i&entified in the
Act as the major goals of the American health system:

1 - the provision of primary care services for medically
underserved populations

2 = the developﬁent of multi-institutional systems for
coordination or consolidation of institutional health
services

3 - the development of medical group practices, HMOs and
other organized systems ot providing health care

4 - the training and increased utilization of physicians'
assistents, especially nurse clinicians

* 5 = the development of multi-institutional arrangements
for sharing necessary institutional support services

6 - the promotion of activities concerned with improving
the quality of health service, including those
identified by PSROs

7 - the develorment of health service institutions able
to provide various levels of care (including intensive,
acute and extended care) on a geographically integrated basis
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8 - the promotion of activities for the prevention ot disease

9 -~ the adoption of Iunifor'm cost accounting, simplified
reimbursement, and utilization reporting systems and im-
proved management procedures for health service institutions

10 - the development; of public education programs on proper
perscnal healtn care (including preventive care).

Because of the very broad scope of the Priorities, the development and
publication of Natiomal Guidelines will be a long-term, ongoing process requiring
canstant evaluation by those involved in health planning and delivery at all levels,
Future issuances of the . .

A guidelines will deal not only with the distribution and use of Thysical

resources and equipment, but with such subjects as equal access to services,

health status of the population and development of primary and preventive services.

THE FIRST SET OF GUIDFLINES *
The first set of guidelines were written in response to some of the immediate

and pressing problems 1n the health system as citéd by ‘Cangress when declaring
its purpose in passing the Act, Of primary concern was the‘ rapid inflation in
the price of hospitaliéation, despite voluntary efforts by the'private sector to
cantrol costs. The average hospital stay which cost $350 in 1965 now costs $1300.
This figure, if inflation .contimues at the present rate, is expected to double in
five years and to re-double in ten years,

An excess of hospital capacity in many regions (accompanied by low occupancy)
has been identified as one of the factors in the sharp hospital cost increases, A
boom in the acquisition and use of highly expensive and complex medical technology
(e.g., intensive care and special surgery units, radiation therapy and dialysi_s
equipment, camputerized x-ray technology) has also increased the basic costs of
treatment.

Some of the factors identified with the high cost of health care have also

been implicated as causes of poor quality medical treatment, The presence of
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for a full explanation of the process of drafting, public commentary and
revision which resulted in the- issuance of the Guidelines.
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excessive hospital beds can create an incentive for hospitals and medical staff
to admit patients whose need for hospitalization may be questionable, Similarly,
where there is an overabﬁnda&ce'of diagnostic end treatment equipment, too many
tests can be ordered, too much (or inappropriate) treatment given.

Other non-cost related problems in the system were also addressed by Congress
in the health planning legislaticnm, Increasing specialization by physicians has
meant that the public has 1ess access to general, primary care; while migration of
medical personnel away from both inner cities and rufal areas has also adversely
affected ﬁvéilability and quality of care in many communities.

The first set of é%andards present same immediate ofpbftunities to address a
mumber of these highly visible problems and to achieve improvements in quality, costs

and efficiency in the short run. They set standards for the use-and distribution

of the following resocurces:

1, General Hospital Occuvancy Rates and Bed Suovoly
Standards setting a maximum ratio of hospital beds per thousand
People and a minimum occuvanry rate, (These standards do not .
apply to nursing home, long-term psychiatric facility, or Veterans
~Administration hospital beds, nor to tuberculosis facilities.) :

2, Obstetrical inpatient carve : _

- A standard for consolidating maternity hospitalization services
in a planning area, setting a figure for how many births hospitals
providing these services should be able to aceccmodate,

3. Neonatal Special Care Units

A standard for the optimal size and fatient loed of a unit
providing intensive care to the low birthweight infants in a
health service region.

4. Pediatric inpatient facilities

A standard for the desired minimum occupancy rate in hospital
departments caring for children other than infants,

5. QOpen Heart Surgery

For heart surgery requiring the use of a heart-lung bypass
machine, a standard is set for the number of procedures a
surgical unit should perform to keep up skills and keep
down costs of maintaining the special technology and staff,

6. Cardiac Catheterization Units
A standard for how many procedures should be performed per year .
to obtain economic regiocnal utilization of this highly complex
diagnostic procedure for x-rey visualization of the heart.
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7. Radiation Therapy .

A standard for how many megavoltage radiation gnits are
needed to treat cancer cases in a planning region.

8. Computed Tcmographic Scanners (cT Scahners, CAT Scamners)

A standard for judging how many scanners are needed to
efficiently serve a planning region.

9. End Sgage Renal Disease Facilities

A standard to judge how kidney dialysis serviceg can @ost
efficiently be provided to those who need them 1n a given
service area,

HOW ARE THE GUIDELINES TO BE APPLIED?

The Health Planning Act instructs the HSAs to give "appropriate ccnsideration"
fo the Nafional Guidelines in the developmeént of their regional five-year Healtn
Systems Plans (HSPs). The HSPs must be consistent with relevant standards set
in the guidelines respecting supply, distribution and orgenization of health
resources. In other words, the target goals wﬁich an HSA sets for its planning
area must not exceed the maximums or fall below the minimum levels set in the
Guidelines. Exceptions can be made, however, when justified by local conditicns.
For instance, the first standard, pertaining to general hospita% beds, sets a
maximum of 4.0 general hospital beds per thousand people. However, if a
region has an especially large proportion of elderly persons (more than 12% of
its population), it may be able to demonstrate that its bed needs are greater
than the maximum set in the standard, since its older population uses hospitals
at a higher than average rate. In such cases, adjustmenms to local health
plans can be made, subject to the final approval of the State Health Coordinating
Committee (SHCC). Other special considerations have also been recognized in the
guidelines -- such as seasonal fluctuations in population, remote or rural
location and presence of high-risk patient populations. In addition to those
exceptions specifically mentioned, a general provision recognizes that there may
be other speclal local conditions requiring plan adjustment. This is an aspeect
of applying the guidelines in which consumers should be involved. When HSPs are
submitted to the SHCC and SHPDA for inclusion in the State Health Plan (SHP), all
departures from the national standards must be accompanied bf thoroughly analyzed

support data.
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Once goals have been established in the local BSP and the SHP, the next step
is ‘to use the guidelines in the individual decisions made in the plamnning process,
It is anticipated that the guidelines, by setting quantitative target levels, will
kssist .he'alth Planners and HSA members in evaluating the necessity for new or
expanded services, technology and facilities, Since uninformed decisions to |
expand services may result in unnecessary duplications or resources of inefficient
use of alreedy constructed facilities, good guidelines are i_hétrumental in
producing educated decisions which will lead to high quality care end equitable
distritution of available resources tnroughout the region. -

| The principal usefulness of a numerieal standard set in the guidelines is that
it can serve 2s an objective criterion, a stendard of comparison against which
‘local conditioms can be evaluated. HSAS, sub-area councils , ‘SHPDA a"nd SHCCs
can use the guidelines as reference points in many of their functions, including:
1. Develorment of the Health Svszems_ Plan (HSP)
The BSP is a statement of a region's general fiﬁé-ye’ar goals for
its heelth system. Arrangement of resources, encouragement of new
programs and campaigns to improve health status are based on the
BSA's estimate of current end future health needs of its population. -
In determining local need and in establishing local goals, the |
guidelines can and should be used as criteria with which loeal
eonditions can be campared emd frem which deviations in need of
aﬂjnsmnt will become épparent. |
For exsmple: Based on the number of high risk births, Iand maternal and infant
mortality rates, the HSP mey identifj as a goal the deveiopnent of necnatal and -
high risk maternsl services for its region. In determining the type end amount of
.services needed » reference would be made to the standards on neonatal care which

indicate the rumber of beds or bassinets i;sually needed to serve a population
L L 4 L] /
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with a given birth rate and other regional ‘services such as obstetrics, which
should be coordinated with such a unit, as well as the sart of facility in which
such units might be best 1ocated

The AIP contains the HSA's yearly planning objectives and the
specific means by which the agency plans to achieve them, As with
the HSP, the guidelines and standards can be used as a basis for
determining how .rescurces can be created and distributed to meet
" the area's health needs.
For example: The national standard for hospital bed supply states that the
maximum’ratio under normal circumstances is 4,0 general hospital beds per
thousand people, If a region has 5.8 beds per thousand and has no exceptional
demographic circumstances which justify this high ratio, its AIP should reflect
that as many health needs as possible will be met via the .renovafion and conversion
of existing hospital space, Attention to the sta;ndards would alert plammers that
new inpatient construction as a means of meeting needs should be approached with
extreme caution,
3. Certification of Need (C/N) or 1122 review
Permanently .designated HSAs have the function of reviewing institutions'
applications to make capital expenditures of more than $150,000 (for
equipment purchase » building or renovation or any other purpose).
This pfo,ject review process is called Certification of Need (where
state law is operative) or 1122 review (where there is no state law
end Section 1122 of the federal Social Security law is operative).
For example: in considering a hospital's application faor purchase of a $500,000
CT scanner, the national standards on utilization levels of this x-ray technology

should be consulted. If, for instance, there are other CT scammers in the immediate
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vieinity which are not being used at the level set in the éuidelines (2,500
medically necessary procedtl;res performed per year), the application for a
new scanner may be rejEcteqion; that basis, and inter-institutional sharing

arrangements should be considered,

IHE VALUE OF THE GUIDFLINES

‘The Guidelines provide an objective Backdrop for the whole planning
process and a vital technical aid for Cmsume_rs in particular, Thé ma,jor'
advantages to formlating numerically specifie, broadly applicablé national
standards can be outlined as follows: |

Strencthening Consumer Participation on HSAs: To appreciate the potential
value of the National Guidelines, eépecially for consumers, it mst be ‘briefly
mentioned that the standards were issued partly in response to consumer experience
with the previcus federal health pla_lming legislation, Before 1975, health
planning in the United States had been conducted by regional boards which were
created by the Comprehensive Health Planning Act of 1966 (CHPAi. Like the current
health planning Act, the CHPA strongly emphasized the concepts of consumer
participation and region-wide cooperative plamning of health services,

However, effective consumer participation in the CHPA system was hampered by
consumers' relative lack of technical background in health Planning and by the
absence of sanctions to back any CHPA council decisions -wnich might be regarded
with disfavor in the provider sector. As a result, CHPA councils very rarely
denied any institution's requests for construction » expansion or aequisition
of equirment, so that the CHPA planning process did virtually nothing to control
the explosion and intensification of the health services industry which was going
on in the 1960s and early 1970s. Consumers had no objective standards against
which they could evaluate the applications for new services which ceme before

them, and they were without the technical capability to arrive at alternate plans
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of their own,
Therefore, in the legislative debates which preceded the passage of the

197, health planning Act R cclinsumers who had experience on CHPA boards were
among those who testified most strongly to the need for clearly delineated
National Guidelines,

Measuring HSA Progress. By clearly defining the goals and objectives for
a planning region, HSA progress toward long-term goals can be objectively
measured, For example, :Lt‘ an HSA determines that hoépitals in its region are
over-bedded and under-occupied (using the national figures of 4,0 beds per
thousand people and 80% occupancy rate as standards), it may seek to limit its
hospitall capacity over the long run., Progress toward this goal can be easily
monitored, and any failure of the HSA to reguiate additional hospif;al constmcfion

will be evident.

Achijeving Public Accountability and Public Tnterest Advocacy, The setting of

mmerical standérds and goals heightens the visibility of ‘planning agency achievement
and failures, Provider and consumer HSA board members can more easily be held
accountable to the public for their decisions when the publiec has specific
expectations of the HSP and AIP,

The requirement that local conditions be measured by the National Guidelines
end geared to the goals of the Priorities will mean that deficiencies or inequities
in the health systém will become conspicucus .' The attention which is drawn to
medically under-served communities or to poor quality services should provide a
basis for public interest advocacy,

When gaps or problems in the health systém are uncovered in this way, consumers
on HSA boards can encourage health institutions in the affected communities to
submit applicationsfor programs end facilities which will supply the needed

services, Those institutions conducting health needs studies in their cammnity,
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based on which they are developing plans for appropriate services, especially
primary, preventive and home care services, and which have effective quality

assessment/control/assufance programs, should be sought ocut and supported.

Improving Quality of Carg. Sinc;é -1';_he Guidelines reduire planning agencies to
make the most effective and appropriate use of limited resources,. we should be
motivated to carefully examine the quality of ocur delivery system, Many modes
of delivering care have gone unquestioned for decades or longer. Discussion of
how best to improve health status or access to health services may be stimulated
by the @iﬁelhes' incentive to better organize services, In order for the HSAs
to make such decisions responsibly, they must focus inereased time on community

health needs and determine the quality of existing services,

In seeking to meet national goals, the HSA can be a vehicle for promotion of
alternatives in service del:.very. Ambulatory care, shared and: regionalized
services, health maintenance organizations are all encouraged by the National
Priorities.

Improving Decision-Making on HSAs ., The existence of the guidelines can
serve to improve the health planning process itself., The need to comply with
meximm and minimum levels of seryice may force planning agencies to review all

proposals more thoroughly and with increased awareness of region-wide needs,

g'mraxi on, The presence of national goals and standards may ultimately
encourage greater cooperation between consumers and providers on HSAs, Although
providers and consumers often have different ideas about the purposes of the
health care system, under the National Guidelines, they must fvork to achieve a

common set of goals,
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m Impact on Costs, Quantifying needs and goals is a first step in being

able to make an impact on containiﬁg the costs of health care, Once specific
reglonal goals have been set, éomparisons may be made among the various ways

of delivering a given amount of services at the same (or better) level of
quaiity. - When . cost-effective alternatives have been studied and adopted,
consumers may more eaéily press their case to assure that the region's resources

can be channeled into the areas of greatest need.

7L> ines Conj ion with the Natio iorities

Lf- >@>It must be kept in mind that the national guidelines are not ends in
themselves, but means to achieve the overall goals for the nation's health
services which are set out in the ten National Health Priorities, HSA decisioms
making the most effective use of the guidelines must also take the purposes of
the Priorities into consideration. .

The extent to which health facilities are ﬁ:lf.‘illing‘these priorities is U
a valid criterion on which to base decisions to canvert or ret‘ire facilities,
to reduce bed capacity and to approve proposals for modernization or establishment
of needed new services. Institutions which provide primary care service for under-
served populations in economically depressed areas, those with outreach and home
care services (using nurse elinicians , ete.), with appropriately categorized
and utilized emergency departments with walk-in servlices' for episodie, non-acute
ambulatory care, those which share certain high cost specialty support services,
which participate in programs to regionalize tertiary services, which operate a
group practice,HMO, or a community health center, are those facilities which
should not be retired and should be favored for improvements and modernization
programs, Conversely, hospitals not providing such services or participating in
such programs may be rated vulnerable for conversion or retirement and ineligible

for modernization programs,
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For instance, in reviewing a hospitalis application to purchase a CT scanner,
an HSA can do much more than to consult the relevant national staﬁdard for CT scanner
utilization. It can aléo focus its inquiry on the larger questions of whether |
alternate solutions are possible (e.g., can a mobile scanner be shared between
two hospitals?), or whether the applicant hospital has a record of supplying
high-quality, needed services to the coomunity or region, If twp’hospitals are
canpeting for permission to supply a single needed health service, the HSA's
choice may be based upon the extent which the facility promotes the goals of the
NationallPriorities If the speclfic standards of the guidellnes are put into

the general context of the priorities, the planning process should be a balanced one.
AN 3
LIMITATIONS AND POTENTIAL MISUSES. OF THE GUIDFLINES ~f : /=~

A frequemtly encountered objection to the National Guidelines is that they
usurp local initiative by requiring HSAs and SHCCs to conform with nationally
set standards. Although it is not true that amy federal agency has the power to
decide which facilities shall (and shall not) be planned iocally,'a real danger
to local consumers does exist if the guidelines are formulated without feedback
from the local level or with an.ovefattention to cost containment at the expense
of public health needs,

To assure that the guidelines are workable at the local level and relevant

to actual health needs, HSA consumers must meke optimal use of the public hearings
' and periods of public commentary which precede the final writing of the
guidelines.

Rather than being a drawback to local initative, good guidelines (which
have been set with due consideration to local conditions, public need and
economic possibilities) should be extremely useful to commmities in providing

a means by which their own needs can be identified and met.
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Although the guidelines are important tools for the HSAs, there remains a
potential for misapplication of the standards and for using them to justify
planning decisions which _é.ffect services adversely, Consumers must be vigilant
lest planning decisions made | in the name of achieving the national goals hurt
regional serviqe quality by:

% 71. mgﬂaﬁ ing what already exists and imedjgl g the - |
' development or crowth of alternate or more sgciale-D v

Db respensive heelth institutions., For example, as a
| .result of attempting to maintain a maximum bed-to-

AW B
A Q‘ﬁ _ population ratio of 4:1000 averaged over the

service area, the HSA may deny applications for

‘& . needed expansion while tolerating the presence of
’ \%D‘D underoccupied or low quality facilities or those
’){"' offering costly underused services and technology
/\ﬁ*& which might be more appropriately located elsewhere

i.n the service area,

7(2? sa ving the applications of those dinstitutions
most vulnerable to rolitical pressure, County and
municipal hospitals, for example, may {actually or
potentially) f£ill many community needs s yet they often
have little power on the HSA compared with prestigious,
private institutions, Services in sueh hospitals
could suffer through rigid application of the
guidelines, Again, applying the guidelines in the
context of the National Priorities should prevent

misapplication of the numerical standards.
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inadvertently creating an incentive for_ providers

o swell admission rates and orolong stavs in order

40 mandated occupancy rates,

demonstrated that,

It has been

to some degree, excess beds influence hospitals and staff to
admit patients who do not need hospital care ‘or to

keep patients in the hospital longer than is needed.
Unchecked; this hidden side effect Qf enforecing a

minimum occupancy rate can end up inflating costs-rather

than holding them down.,

Making the Guidelines Work for Consumers

Active and aware consumer participation in health planning at the local and

state levels is needed to insure that the guidelines are implemented in the light of

public health needs,

If consumers are to use the guidelines as an effective.instrument for health

Plaming, they must undertake several major tasks:

l.

It is critical that consumers familiarize themselves with the
guldelines, their goals and provisions,Consumers can require that
HBSA staff be directed to hold educational sessions for central
board and sub-area council members to explain and discuss the
gui@elines and Priorities, |

As representatives of their communities andlmajority members
of'HSA governing boards, consumer board members of HSAs are
responsible to insure that the HSA professional staff:

a) undertake a review ot' the current status of the community's

health system (inventory, demand levels, needs/broblems), not

only those items specifically addressed in the guidelines (e.g,,
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beds, CT Scanners, ete.,) but also relevant aspects
‘of the Priorities (ambulatory care facilities,

preventive services, etc.) .

b) develop & method to analyse the fiscal impact of

institutional expansion or contraction, and the impact
of totally new services. Potential cost savings and

increases will be identified and quantified,

3. Consumer board members of HSAs should insure that there is a

full and open discussion of the guidelines, Priorities and the

standards. Public hearings should be called to:

a) explain the National Guidelines and the Priorities to the

b)

commnity, including their relatiomship to each.other and the
possible impacts on the community of bringing local health
services and facilities into conformity with national
standards. ) .

inform the community of proposed local goalé and objectives
@s contained in a working draft of the HSP and AIP,
specifically how national goals and priorities will be

achieved or why the area is requesting an exemption from

consistency with the guidelines. The projected impact.of

- the plan on the ccmmunitj--éstablishment of new services

or facilities, the retirement of existing ones, redistribution
of resources--should be fully discussed,

solicit comments concerning gaps and/or weaknesses in

the guidelines and the process by which they are developed

and/or implemented, to be forwarded to the National Council
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for consideration in the revising of old and devising of
new National Guidelines and Priorities. An acf;ve solieci-
tation of written and oral comments should accompany these
hearings. Task forces composed of consumers, providers,
government'and HSA staff should be establisned to work on
specific projects, reporting.to the public or their progress
and recommendations at these hearings. .Consumers who are
members of the HSA governing board musf insure that the work
of these task forée; is supported and seriously considered
by the HSA, The more involved the whole cammunity is in
the planning process, the more likely it is that meaningful
and realistic plans will be‘developed and implemented, In
additioh, since the camunity is the constituency of HSA
consumer members, the more knowledgéable, vocal and involved
the community is, the more powerful and effective consumers can

be in the HSA process.

Consumers should see to it that guidelines for acceptable
project application are developed by their HSA which provide
that all proposals contain a thorough demand, need and impact
analysis of the project with respect to furthering the National
Guidelines and achieving the goals set fortﬁ in the National .

Priorities,

, Consumers should insure that the HSA has developed criteria and

Instituted procedures to address exceptional situations and
conditions,

Consumers should inform and clarify for the SHCC and SHPDA and
for the Federal Regional Health Director any problems and

conflicts that they may have with these agencies,
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FUTURE GUIDEL,INE DEVELOPMENT

In the near future, the Secretary of HEW will be issuing anothef set of
National Guidelines relating to health status, health promotion and access to
care, This,in turn, will be‘folloWed'by other, still.undefined, topics. It is
the concern of the consumer that any further guidelines promilgated relate po the
ten National Priorities identified in the.Act. The initial set of guidelines
addressed only a very limited number of these pribrities. In addition, current
guidelines will be reyiewedlat least every two years and revised as necessary
based on further analyses énd experience with their use. To insure that newly
prﬁmulgated_and revised Natiﬁnal Guidelines reflect consumers' concerns and
local experience, the following actions should be considered:

1 - At both the local and state planning levels, a task force consisting
oft HSA consumers board membefs and other active laypersons, providers and HSA
professicnal staff be established that will review, on a-regular basis, loecal
resources, demands and needs in lignt of the National Guidelines, The goal of
these task forces will be to arrive at a quantifiable'balance between technological
and human services needs and costs which can be used_in the future to develop and
revise National Guidelines,

2 = It is critical that the findings of these task forces be made known to
the National Health Planning Council, which must be consulted in the development
of the National Priorities and guidelines, and to HRA, which staffs the Council and °
DHEW in relation to the National Health Planning Act.

3 = In reviewing and developing reccmmendations for future guidelines,
consumers should consider such factors as:

a, What has been the experience to-date with the implementation of
the initial set of standards?

b. Do these standards provide a realistic framework wihin which
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local decisions can be made or are they too inflexible and
unworkable, -too simplistie, too narrow or broad, or focused
on the wrdng issues?

¢. In what fashion have the guidelines been used . in plans and
projects under review by the HSAs and SHCCs? Are HSA's_and'SHCC's
professional staff insuring that all plans and projects adequately
use the guidelines?
4 = To back up the work of the task force and to further insure the
‘relevance Bf the guidelines to local conditions, HSAs should encourage the
development of communications networks linking consumers on the local and state
levels with consumer members of the National Council.The establishment of such
a network could insure a continmuous exchange of information between the local and
federal level and promote cooperation between DHEW and consumers in the process of
guideline formulation. |
It should be noted that development of the full range ‘of ﬁational Guidelines
will be long-term process, although time frames must be established for a progress
evaluation of specific Guidelines. Indeed, there is little agreement in some areas
on many issues relating to national health goals and resource standards, and
there are questions as to their application to localities in an arbitrary manner.
The changes in health delivery systems implied in the National Guidelines and
in other laws and fegulations (Heaith Education Promotion Act, Social Security
Act, Federal Drug Administration, ete,) will be a lengthy process; however, partici-
pation of consumers and progressive monitoring.will be necessary for the orderly

and effective development of workable National Guidelines for health planning policy.



