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WASHINGTON, DC 20036

' 202-296-1099
FAX MEMORANDUM e
TO: Marylin Yager (Fax # 456-6682)
FROM: Mike Gemmell
RE: | White House Briefing

First, thanks for arranging a very impressive briefing for our deans last
Thursday. The participation of senior Presidential advisors (Erskine Bowles, Carol
Rasco, Chris Jennings and Barry Clendenin) in the meeting was greatly appreciated.
The "surprise™ entrance by Dr, Foster added a great deal to the event.

As promised, please find attached:

. memo to Dr. Rice (Sen. Kennedy) outlining our
recommendations regarding amendments to Sen.
Kassebaum'’s bill to re-authorize PHS health professions
education programs (S.555)

) fact sheet regarding a proposal to tap Medicare GME funds
for the training of preventive medicine residents, public
health physicians and nurses

I would appreciate your sharing this memo with Barry Clendenin. He’s been
most helpful over the years on programs/issues of concern to our as_sociation.

Again, thanks for arranging such a terrific briefing last Thursday.
And thanks for your work in ensuring that the President signed the public health

week proclamation. Well done. (And thanks for the 30 copies to send to the ASPH
deans). :

MKG/hsc
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Graduate Public Health Education
The Key to Health Care Cost Containment, Outcomes and Quality

“In the 1950's and 1960's, there was general concern that the Nation did not have enough physicians
to serve the public, During this period, hospitals bore the cost of educating physicians, providing
resigents with smalt salaries, pius room ang board. When the Medicare program was astablished,
the Congress believed that egucational programs contributed to the quality of care and were
necessary to meet community needs for trained personnel.” (0IG, 1994. Medicare's stated purpose
for supporting graduate medical egucation is to meet community needs for trained heaith
personnel, which Is defined in Megicare regulations as “medical interns and resigents” and “nursing
and paramedical personnel.”

If Medicare’s stated purpose for supporting GME Is to meet community neeas for “trained heaith
personnel,” and this personnet by definition includes public neaith practitioners, then Medicare
GME shoulg atso support the training of these practitioners. while Megicare GME funds are weil
known for supporting the training of megicai interns and residents, Medicare CME funds atso
support the training of dentists, nurses, cytotechnologists, gietitians, medical record librarians,
medical technologists, occupational ang physical therapists, radiology technictans, inhalation
therapists, hospital administrators, and other heaith professionals (Medicare regulations, Chapter 4,
Sec. 404).

Medicare indirect and direct graduate medical eduaation payments are substantial sources of
Income for teaching hospitals and are estimated to reach $5.85 billion in federal fiscal year 1994.
$1.75 billion pays for direct medicat equcation Costs (resident’s salary and benefits, facuity
supervision, casts, allocated overhead costs, and other costs). $210 milion of this $1.75 billion
(12.0%) is direct medical education reimbursement for non-physician training.

The existing system of Medicare and other payers directly subsidizing the costs of training of
medical practitioners (especially medicat and surgical subspecialists and making payments only to
tertiary teaching hospitals, means that Medicare GME is partially financing the training of the most
expensive health care providers In the community. Policymakers and educators have aiready
identifled the need to train less speclalists and more generalists. This proposal extends this concept
one step further, training public heatth practitioners that can heip bring prevention, cutcome-
orlented care, and care of speclal poputations into managed care systems.

It is time to recognize that the imbalance of supporting the training of medical care personnel and
not public heaith personnel is directly related to the high cost of health care and its expensive
curative focus.

It is time that Medicare CME funds go beyond supporting only the medicat care part of the U S.
healith care system and begin supporting GPHE (Graduate Public Heaith Education) for the
prevention-focused public heaith part as weil,

CRADUATE MEDICAL EDUCATION Approaches:
CRADUATE PUBLKC HEALTH EDUCATION Administrative
Teaching Hospitals vs. Teaching Public ¢ Amend reguiations to have HCFA

confirm that the costs of training
graduate public heatth trainees are
allowable (onty teaching hospitals
eligible without legisiative change).

Legtstat!ve {SSA, Title XviI, Sec. 1866 £
Allow public hegith departments to
be reimbursed for GPHE,

+ Allow schools of public heaith to be
reimbursed for CPHE.

s Allow consortia that include SPH and
PH departiments 0 be reimbursed
for CME and GPHE.

e HCFA Demonstration grants.

Prepared by Darryl Leong, M.D., M.P.H.
Primary Care Systems, inc.

Fepruary 23, 1995 Regalwood Ave #4308, Burtsonville MD 20866 301-549-1595, 301-549-1583FAX
aleongvp@aol.com
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ASSOCIATION OF
March 17, 1995 . SCHmLS OF
PUBLIC HEALTH

MEMORANDUM 1660 L STREET NW
SUITE 204
T0: Roselyn Rice WASHINGTON, DC 20036
Fax 224-3533 202-2%6-1099
. FAX 202-296-1252
FROM:  Mike Gemmell "\ sv
RE: Amendments to "Kassebaum™ heaith professions bill

First, thank you so much for briefing/advising the deans on the status of
re-authorization of heaith professions education programs, in general and on
possible public health provisions, in particular. You were most helpful and very
insightful as well.

The purpose of this memo is to solicit your assistance {and Sen.
Kennedy’s) in amending the proposed Kassebaum health professions re-
authorization proposal along the following lines:

Sec. 102 Training in Primary Health Care, Preventive Medicine and
Public Health. Public health training funds, for "departments” (read
schools) of public health are needed to address the critical shortage
of public health professionals (see "Eighth Report to Congress on
the Status of Health Personnel,” HHS). In fact, the term "public
health"” should be added throughout Sec. 102. And, schools of
public health should be added to the "eligible entities” under this
section.

On paqge 9, line 25 add;

(F) to provide special projects to schools of public health to expand

and strengthen educational programs in disease prevention and

health promotion.

In addition, we recommend that all titles and sections of the bill, especially
the one entitled "minority and disadvantaged training," be authorized with such
sums as necessary through FY1999.

Your thoughtful consideration of our requests would be appreciated.

MKG/miw
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March 21, 1895

Honorable Donna Shalala

Secretary

Department of Health and Human Sarvices
200 indspendence Avenue, 8W
Wazshington, DC 20201

Dear Seorstary Shalala:

The undersigned organizations, representing approximately 250,000 primary care physicians and
medical specialists, are writing to urge you to recommend and implement changes in the
Medicars fea schedula volume performance standards (VPSs) and update farmulze to correct
payment Inequities that are undermining--even destroying-the intant of the resource based
ralative value soals (RERVS).

In 1960, Congrags mandatad that HHS détermine the volume perfarmance standards for each
category of services based upon flve year volume trends for aach cateqory, respectively. HHS
has continued, however, to use a common "all services' baseline In calculating the VPSa for each
category of servicee. Although we understand that HHS Initially did not implement this change
because It did not have the data to track axpenditures separately tor each category, ht is our
understanding that such data wers avallable and ¢ould have been used for the FY 1885 VPS
caloulations, and possibly for the FY 1984 VPSs. The Physiclan Payment Raview Commissian
recommended last year that HHS uge separate volume data for each eategory of servicea, and
proposed VP8s based on the separate trends for each category. HHS declined, however, to
acospt this racommendation. Purther, the PPRC recommended that Congress enact an update for
1563 that reflacted what would have occurred had the FY 1982 and 1883 VP8 been based on
soparate volume trends for each category. The administration did not support this
recommandation.

According to the PPRC, use of a common valume baseline has resulted In significantly higher
updates In the convarsion factors for surglcel proceduras, and lower updates for primary care
serices and othar nonsurgical gervicss, than would have been the case had category-specific
voiume trends bean used as requirad by OBRA 80. This has also magnified the distortions and
inequities created by having separate updates and convarsion factors for each catagory. The
PPRC projects that continued use of a common volume basalins will result in the 1897 conversion
factar for surglcal procedures being 28.5 parcent higher than primary oare sssvicas and 28
percant higher than “other nonsurgical® services.

In the past, HHS has expressed its bellef that OBRA S0 gava ths Department tha option of using
either a common volume baseline or saparete baselines for each category of service.  We do not
believe that ia a correct reading of the statute. - The PPRC agrees with ue that OBRA 80 raquirad
use of eparate volume basslines for each respsctive category of servica. The common volume
bassiine can only be used to determine the "all senvices® VPS which has no practical bearing on
the updetes for sach catagary of service.

‘We believs that the agency must take steps now to bring the conversion factors back to where
they should have been had the requirements of tha law been followsd. Wae specifically
recommend that HHS:

1. Publish a notice in the Fedaral Regigter that corracts the FY 1985 VF8a by recalculating

- them based on separata volume trends for each catagory of services, as required by
OBRA 80. Sinca the FY 1895 VPSs ware announced only thres months ago, thara is &till
time to make this comection befors toa much of the fiscal year b passed.
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Volume Perfonrnance Standards
Page 2

We do not belisve that HHS nasds congressianal approval to make this change, since
OBRA 90 not only gives HHS the authorlty to base the VPS8s on volume trends for each
reapactive category, but requires that you do so.

g 0h a’l“\ ’
Wl fre \0 ;140 2, Calculate the FY 1888 default VPSs based on soparate volume trends for sach

Pl .0 category. Sinos this wauld follow the raquirements of OBRA 90, we do not belleve that
M N vy’ this change requires congresslonal action or publication of a proposed rule.
wee
(i L 8. In the department's upcoming report to Congress, due on April 15, provide calculations
on what the converslon factors for CY 1896 would have baan had the VPSs for FY 1893

and 1934 been based on saparate volume trends for each category of servics.
HHS shouid propose an update for calendar year 1998 that results in the conversion
factors belng equal to what would hava ocecurred had the OBRA 90 requirements been
followed. Now that historieal data on volume trends within each catagory are avallable, it -
is inoumbent on the administration to proposa changes that bring the converaion factors to

, the level that were Intended when Congress enacted the OBRA 90 requirements. [t must

- be noted that these changea will not racoup the Insges Incurred by physiclans who were

underpald for their primary care and other nansurgical servicas for the past two calendar
years.

We cannot stress mora how important it s that HHS take staps to correct tha inequitios ersatsd by
its practics of caloulating the VPSs In a way that Is In conflict with OBRA €0. The errors made In
calculating the VPSs are destroylng most of the shift toward primary cars services intended under
the RBRVS, and have unfairly raduced payments for othar nonsurgical sarvices as well. There is
no justification for not taking steps now to correct those mistakes.

Finally, we weloome the opportunity to meet with you and/or HCFA administrator Bruca Viadek {o
discuse our concems and recommendations in more dapth.

Sincersly,

Amarican Academy of Allergy, Asthma, and Immunology
American Academy of Family Physlclans
American Academy of Neurology

American Acadsmy of Pediatrica

American Assoclation of Clinical Endoorinologiets
American Collegs of Cardiology

American College of Emergency Physiclans
Amaerican College of Gastreéantsrology

Amerioan Colisge of Physiciana

American College of Preventive Medicine
American College of Rhaumatology

American Qastroenterclogical Assaoolation
Amaericen Geriatrics Soclety

American Medical Directors Assoolation
Amerioan Osteopathic Association

American Society for Qastrointestinal Endoscopy
Amaerican 8oclety of Clinical Oncalagy

Amaerican Soclety of Hematology

American Soclety of Internal Medicine

Intactious Dicease Society of America

Joint Counclt of Allargy and Immunology

Renai Physiciana Association

Society of Qeneral Internal Medicine
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AMERICAN SOCIETY FOR REPRODUCTIVE MEDICINE

Formerly The American Fertility Society

February 1, 1995

Ms. Jennifer Klein
Senior Policy Analyst
Domestic Policy Council
Office of the First Lady
Second Floor, West

The White House
Washington, DC 20500

Dear Jennifer:

Thanks for meeting today with those of us representing the Sexually Transmitted Disease
Coalition. I wanted to follow up with the data I promised to give you regarding STDs and
dollars saved by their early detection and treatment.

As we indicated during the meeting, statistics on rising STD rates are quite compelling by
themselves. The cost savings on screening and early treatment speak volumes as well: $12
was saved on every $1 spent on prevention and treatment. I hope the attached information
convinces you, and Mrs. Clinton of course, that this is a worthy public health initiative which
has tangible results.

The information was compiled by the Centers for Disease Control and Prevention. What
I’m sending you contains the nuts and bolts of a talk I heard last October by CDC
Epidemiologist Susan Hillis. She works for Judy Wasserheit, who directs the CDC’s Division
of STD/HIV Prevention in Atlanta. If you’re interested, I think Ms. Hillis would make an
excellent contact. You can reach her at 404-639-8368.

You might recall meeting representatives of the American Society for Reproductive
Medicine last year at about this time. We were still known as the American Fertility Society
then, and you were very receptive to our attempts to get health insurance coverage for in
vitro fertilization. We were grateful for your attention and commitment at that time, and
we hope we can depend on your support of the STD issue now.

Thank you again for taking the time to meet with me and my colleagues. If you have any
questions or need more information, please do not hesitate to contact me at 202-863-2494.

Sincerely,
Lisa Angerame
Policy Analyst

OFFICE OF GOVERNMENT RELATIONS * 409 12TH STREET SW « WASHINGTON, DC 20024
TEL 202/863-2576 « FAX 202/554-0453




