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Administrator's Message

he programs administered by the Health Resources
and Services Administration (HRSA) are designed
to improve the health of the Nation by:

B Assuring that quality health care is available to
underserved and vulnerable populations

B Promoting primary care education and practice.

HRSA, in providing national leadership in health care and
public health, believes that health care is a right. The
diversity of programs supported by HRSA reflects this
philosophy and unity of purpose.

This HRSA Profile is intended to provide an overview of
the Agency and its specific program activities that
contribute to the achievement of its mission. As an annual
chronicle, the HRSA Profile also describes recent program
accomplishments and new activities initiated in response
to emerging needs. It is important that the HRSA Profile,
which has served as a major reference document on the
Agency, not only outline the major components and
activities of the Agency, but also report on the context and
changes taking place within the Agency.

The HRSA Profile is organized into three sections. The
Program Overview describes the accomplishments and
program activities of the HRSA Office of the Administra-
tor (OA) and each of HRSA’s four Bureaus—Bureau of
Primary Health Care (BPHC), Bureau of Health Profes-
sions (BHPr), Bureau of Health Resources Development
(BHRD), and Maternal and Child Health Bureau
(MCHB). Cross-Cutting Activities describes important
areas being supported by multiple programs and Bureaus
within HRSA. The Appendices provide several reference
resources, including information on HRSA legislative
authorities, appropriations, and staff names and telephone
numbers. As HRSA Administrator, I believe the programs
described on the following pages will provide you with a
profile of our organization, which is committed to service
toward a healthier America for all.

Fiscal year 1995 was not “business as usual” for HRSA.
It is undisputed that the past 20 months have seen volatile
discussions taking place on assumptions and solutions to
government-funded health programs. In this environment,
the President, Congress, and public have called upon all
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Federal agencies to reassess and even restructure Federal
programs to better assure appropriateness of mission and
cost-effectiveness of implementation. Reinventing
Government Part II (“REGO II"), “downsizing,” and
“retrenchment of resources” are terms that became part of
every agency’s vocabulary.

As Administrator of HRSA, I took major steps during FY
1995 to respond to calls for reassessment and reorganiza-
tion, including a systematic review of the Agency’s adminis-
trative systems to improve our management and effect
greater cost savings; development of a Strategic Plan to
succinctly describe the Agency’s goals and objectives and
specific steps for accomplishing those objectives; and
identification of several cross-cutting areas (described in last
year’s Profile), which I believed to be areas that would call
upon the strengths of programs in demonstrating HRSA’s
flexibility and ingenuity in simplifying collaboration and
reducing redundancy. Ialso reemphasized the need for
greater innovations in working within retrenched resources
to maintain quality and access to care.

As a result of these steps, positive change has taken place.
A review of organizational and management structures
was initiated and has already resulted in recommenda-
tions. A committee known as the Information Technology
Process Action Team (ITPAT) was formed to assess and
provide recommendations for improving HRSA’s use of
information technology. Another committee, the Grants
Management Process Action Team (GMPAT), was
established to evaluate HRSA’s grants management
process and make recommendations for streamlining and
improvement. Recommendations have been presented by
both committees to senior staff and myself, based on a
continuing quality improvement process. The committees
have been authorized to proceed with the recommenda-
tions during FY 1996 to develop an implementation plan
for the Agency.

HRSA’s Strategic Plan was published in January 1995 and is
being proactively used to set directions for HRSA and as an
instrument for action. For FY 1996, greater effort will be
made to look at the programmatic implications of our
Strategic Plan, as well as to seek additional guidance from
the Department of Health and Human Services (DHHS) and
input from the many customers we serve.

After extensive discussions with leadership and line
managers within HRSA, I refined and formulated the
cross-cutting areas identified in FY 1995 into eight
priority areas. Eight Program Priority Committees were
established to develop recommendations for consideration
by a Steering Committee drawn from HRSA’s leaders. In
a meeting last fall, each Program Priority Committee
made a presentation to the Steering Committee that
included recommendations for implementing selected

actions. These recommendations are in the process of
consideration by the Steering Committee. These program
committees demonstrated that by coordination and
collaboration, quality initiatives could be started within
the framework of existing resources and personnel.

The eight program priority areas are:

Academic-Community Educational Partnerships. To
build a culturally competent, diverse, and appropriately
educated primary care workforce that responds to
community requirements, HRSA can promote large-scale
partnerships among academic health centers and commu-
nity-based service providers, managed care organizations,
community hospitals, and rural group practices so that
clinical training can take place in community-based sites.

Managed Care. To ensure that vulnerable populations
continue to receive care appropriate to their special needs
as States increase their utilization of managed care,
HRSA can encourage traditional providers of public
health services to integrate their services with those of
managed care organizations and assist States in monitor-
ing health caré access and quality for poor, uninsured,
rural, and chronically ill Americans.

State-Based Initiatives. To promote health care services,
particularly for underserved populations, as States assume
more control over health resources, HRSA can collaborate
with State and local agencies to redefine their roles in
relation to public health capacity building; offer technical
assistance to States for quality assurance and workforce
development efforts; and develop innovative methods to
promote partnerships with State agencies and enhance
State health programming infrastructures.

Community Infrastructure Building. To foster primary
care infrastructure building, HRSA can promote the
integration of community resources and delivery systems;
provide assistance in performing community needs
assessments; and disseminate information on replicating
successful models for collaborative community efforts
and for the training of community health workers.

Telecommunications Technology and Advanced
Information Systems. To improve the utility of informa-
tion systems, HRSA can evaluate potential applications of
telemedicine systems and distance-based education for
rural providers and clinical training sites; help grantees
link their client data with larger data sets; inform commu-
nities about Internet access to existing databases; promote
the use of management information systems in the field;
and help grantees develop technological skills and
resources to participate in integrated systems of care.

Border Health. To improve access to care for vulnerable
populations in southern border areas, HRSA can continue
building health care infrastructures; enhance efforts to

Administrator's Message
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develop an appropriate interdisciplinary health care
workforce; and generate innovative methods for recruiting
and training community health workers who can address
health-related lifestyle and social issues.

Integrated HIV/AIDS Programs. To integrate the broad
array of services needed by individuals affected by HIV/
AIDS, HRSA can evaluate models of integrated, cost-
effective care and disseminate information on successtul
models; conduct research on integrated service needs,
costs, utilization, and access using the newly developed
uniform data set for Title I and Title Il of the Ryan White
Act; and ensure that health care educational curricula
include competencies related to HIV/AIDS.

School Health and Adolescents. To bring the school
setting into integrated systems of care and to address the
growing crisis of adolescent health problems, HRSA can
develop school-based and school-linked services that are
coordinated with community-based centers; enable
children and adolescents to enroll in managed care
organizations that provide access to care in school-related
settings; and promote access for adolescents to services
they are unlikely to find or seek in mainstream settings,
such as drug and reproductive health counseling, mental
health services, and STD and HIV testing.

SR
The development and implementation of these priorities will
enable HRSA to integrate major policy and program
objectives and concerns and more effectively use scarce and
precious resources from various legislative authorities.

Some have asked why a Women'’s Initiative and a Minor-
ity Initiative were not included as specific priorities.
First, the eight priorities listed above address these
significant populations as part of the “underserved and
vulnerable” populations already within HRSA’s mission.
HRSA also believes that these two priorities are
overarching and already integral to its goals and that, as a
result, each line manager is already held accountable in
these two areas. However, HRSA will continue to
monitor and review its responsiveness and effectiveness
with women’s and minority health issues to maximize
attention and action throughout the Agency.

These priorities are not to be viewed as another layer of
bureaucracy but, rather, as an attempt to facilitate
intraorganizational efforts so that HRSA will be an
Agency coordinating a variety of activities in support of
the communities and States it serves. HRSA commits
itself to being an organization working in unity of purpose
and diversity of operations to better respond to the health
needs of our States, our communities, and our citizens.

This brings us to the future. As the Administrator of
HRSA, I continue to be impressed by the diversity of
populations we serve, as well as the creativity with which

the Agency extends itself to collaborate with a multitude
of public and private sectors equally committed to the
improvement of public health services. Clearly, it will be
the challenge of HRSA to continue to evolve means by
which programs can better complement and synergize
their activities. To do this, HRSA must and will:

Serve as a focal point for a new era of innovation in
the delivery of health services

B Shepherd a careful transition to ensure that under-
served and special populations are included in the
design of any reform

B Strengthen its role in developing a body of knowl-
edge related to research in health service delivery,
moving from a model of disease management to one
of better health supervision and promotion

B Strive to promote decision making and policy
formulation based upon professional and scientifi-
cally based experiences and community-based
responsiveness and relevance

B Because of the retrenched resources of this decade,
view-itself as a lever for change by wise investment
of scarce dollars; by prudent partnerships with
foundations, the private sector, and other government
agencies; and by maintaining networks of advisors
and counselors, representing the grassroots as well as
national leadership in health issues.

As it moves toward the 21st century, HRSA enters one of
the most challenging eras in assuring the Nation’s health.
We recognize the challenges before us, but remain
convinced that the basic mission and vision of our Agency
is valid and purposeful, and will remain intact.

—Ciro V. Sumaya, M.D., M.P.H.T.M.
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HRSA Program Overview

HRSA's five major operating components are: Office of the Administrator; Bureau of Primary Health Care; Bureau of
Health Professions; Bureau of Health Resources Development; and Maternal and Child Health Bureau. The recent
program accomplishments and activities of these components are described in this section.

Office of the Administrator

Health Resources and Services Administration

Office of the
Administrator

A

EEa

e
S

Opportun Public Health

OfﬂceofE?:lnal . off ' . f | Office of
and Civil Rights . : Practice

i

Office of Policy | Office of Operations | Office of Planning, Office of Information
Coordination | and Management | ffal Evaluation, and | Resources
] Legislation Management

Bureau of Health Bureau of Primary Maternal and Child Bureau of Health
Resources Development Health Care Health Bureau Professions
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Rural Health

In 1995, the Office of Rural Health Policy (ORHP) an-
nounced 26 new Rural Health Services Outreach Grants,
bringing the total number of grants awarded under this
program to more than 260 in 48 States and territories. A
recent survey of the original 100 grantees showed that more
than 80 percent were still offering part or all of the services
first funded with Outreach Grants.

The six Rural Health Research Centers supported by an
ORHP grant program have become the Nation’s major
source of research into rural health services problems and
programs.

HIV/AIDS

With the assistance of the Bureaus, the AIDS Program Office
(APO) developed a HRSA Implementation Plan on
Zidovudine for reducing perinatal HIV transmission and
issued a Program Advisory entitled Zidovudine Therapy for
Reducing Perinatal HIV: Implementation in HRSA-Funded
Programs. The United States Conference of Mayors has
been funded to perform an evaluation of HRSA activities to
reduce perinatal HIV transmission, which will include case
studies in seven geographic areas and a feasibility assess-
ment/evaluation design for data systems.

With the Bureau of Health Professions, the APO also
cosponsors a national “warmline” for HIV/AIDS clinical
consultation.

Minority Health

The Office of Minority Health (OMH) coordinates HRSA
activities related to the White House Initiative for Histori-
cally Black Colleges and Universities (HBCUs). In FY
1995, HRSA provided $32,532,377 in support of these
activities, including grant awards, contracts, and estimated
value of administrative infrastructure and recruitment
activities. (See also page 9.)

The OMH has lead responsibility for HRSA’s activities
under the Executive Order establishing the White House
Initiative on Educational Excellence for Hispanic Americans.
As part of this involvement, a National Association of
Hispanic-Serving Health Professions Schools is being
established.

Through HRSA’s bilingual assistance program, funding has
been provided to three national organizations, which
awarded grants to 11 local health departments for projects
focused on reducing cultural and linguistic barriers to care
among Hispanic and Asian/Pacific Islander populations.

Equal Opportunity and Civil Rights

The Office for Equal Opportunity and Civil Rights (OEOCR)
worked closely with the Interamerican College of Physicians
and Surgeons and the auxiliary to the National Medical

Selected Program Accomplishments

Association to provide learning experiences and
orientation to HRSA programs for Hispanic and
African American high school and college students.

At the request of the OEOCR, the Chief Medical
Officer (CMO) served as host for a meeting of high
school and college students under the National African
American Youth Initiative. Students were aquainted
with HRSA and its programs and recruited for careers
in science, health, and government.

Policy Coordination

The Office of Policy Coordination (OPC) has success-
fully implemented the HRSA Weekly Report for the
Administrator, which includes input from all Bureaus
and Offices. The report is captured on HRSA’s e-mail
system and can be downloaded and printed.

A page-by-page review of the Code of Federal
Regulations (CFR) was made by the four HRSA
Bureaus, with OPC guidance and oversight, to
determine whether Agency regulations now in force
can be eliminated or modified if they are outdated or in
need of reform. HRSA determined that a total of 83
pages could be removed from the CFR by withdrawing
those regulations not currently in use.

Planning, Evaluation, and Legislation

The process of developing the Agency’s Strategic Plan
began in June 1994 and continued early in 1995. The
final version of the HRSA Strategic Plan was released
in January 1995.

A Memorandum of Understanding with the American
Hospital Association was signed in order to identify
and strengthen collaborative arrangements between
HRSA and the hospital industry.

The Office of Planning, Evaluation, and Legislation
(OPEL) initiated the development of a policy paper on
New Directions for Health Policy, which stresses the
important role HRSA must take as a Federal agency in
ensuring the availability of care for underserved
populations.

During the past year, the Second National Conference
on Primary Care was concluded, and proceedings are
being prepared for distribution.

OPEL is collaborating with BPHC on a large-scale
personal interview survey of clients in Community
Health Centers (CHCs) that will provide data on the
amount and kind of primary and preventive care
delivered in CHCs, satisfaction with care, health status,
behavioral risk factors, and socioeconomic status. (See
also page 9.)

Program Overview
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Program Activities

An essential part of ensuring the success of program
operations is having systems and processes in place to
facilitate their conduct. The program coordination and
administrative processes initiated within the OA help
provide a reliable infrastructure of people and resources to
support the needs of HRSA’s programs. These processes
also ensure that HRSA’s vision for the future is formu-
lated and implemented in a meaningful and practical way.

Chief Medical Officer

The Chief Medical Officer provides clinical consultation
and assistance to senior.Agency officials on clinical and
health professional issues and provides policy direction to
ensure that standards of care reflect medical health
interventions that most effectively deal with the problems
of the populations at risk. The CMO represents the
Agency on committees, Department task forces, and work
groups related to clinical issues; establishes and maintains
communications with professional individuals and
organizations in DHHS, and with the public and private
sectors concerned with clinical care issues affecting
HRSA programs; and is responsible for the oversight of
the Agency’s clinical quality assurance, clinical quality
improvement, and risk management activities.

Rural Health

The Office of Rural Health Policy has a Congressional
mandate to coordinate rural health activities within DHHS
and advise the Secretary on access to health care in rural
communities, recruitment and retention of rural health
professionals, and the impact of Medicare and Medicaid
on small rural hospitals.

ORHP provides matching grants to help establish and
support State offices of rural health, which disseminate
information, coordinate rural health activities, and provide
technical assistance to rural communities in their respec-
tive States. This Office also administers the Rural Health
Outreach Grant and the Rural Telemedicine Grant
programs, funds rural health research centers across the
country, and sponsors the Rural Health Information
Center Health Service, an information phone line, through
the National Agricultural Library of the U.S. Department
of Agriculture (USDA). It also staffs the National
Advisory Committee on Rural Health, which recommends
policy to the Secretary in annual reports.

HIV/AIDS

The AIDS Program Office coordinates all HIV/AIDS-
related activities within HRSA and advises the Adminis-

trator on policy, clinical, services, and educational issues
relating to the administration of HRSA’s HIV/AIDS
programs. This Office directs the development and
implementation of appropriate HRSA policies regarding
HIV/AIDS services. The Office also represents HRSA,
the Public Health Service (PHS), and DHHS, and
coordinates representation with committees and outside
groups regarding policy aspects of clinical, educational,
and health services related to issues of HIV/AIDS.

Public Health Practice

The Office of Public Health Practice (OPHP) leads the
Agency’s efforts to strengthen the practice of public
health in the Nation by working with State and local
governments, private associations, foundations, schools of
public health and preventive medicine, and other organi-
zations to focus attention on and promote solutions to
problems that may impair the delivery of public health
services, especially as they affect comprehensive primary
care to disadvantaged populations. This Office also
collaborates with other Federal agencies on public health
practice issues and develops and supports specialized
programs that enhance the practice of public health.

Minority Health

The Office of Minority Health provides Agencywide
leadership for programs and activities that address the
special health needs of racial/ethnic minorities, with the
goal of eliminating disparities while improving health
status. Primary needs include improved access to health
care and health promotion systems that are affordable,
comprehensive, and responsive; consideration of physical,
temporal, structural, financial, and linguistic barriers to
care; and promotion of culturally competent approaches
to enhance the effectiveness of health service delivery.

Equal Opportunity and Civil Rights

The Office of Equal Opportunity and Civil Rights
represents HRSA in dealing with Federal agencies and
other organizations on matters relating to equal opportu-
nity, civil rights, and affirmative action. OEOCR manages
a system of processing, adjudicating, and resolving
complaints of employment discrimination for employees
and the Commissioned Corps and prepares final Agency
decisions. This Office also implements the Americans
with Disabilities Act of 1992, Section 504 of the Rehabili-
tation Act of 1973, Title VI of the Civil Rights Act of
1964, and the Age Discrimination Act of 1975 as they
apply to recipients of HRSA funds, and promotes the
award of contracts under section 8(a) of the Small
Business Act, which pertains to contracts with small
businesses owned by minorities and women.

Program Overview
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Operations and Management

The Office of Operations and Management (OOM) leads,
directs, and coordinates all aspects of HRSA manage-
ment, including: administrative, financial, personnel,
debt, staffing, grants and contracts, procurement, and real
and personal property accountability and management.
This Office coordinates the implementation of the
Freedom of Information Act, oversees the development of
annual operating objectives, and coordinates HRSA work
plans and appraisals. The OOM’s Office of Field Coordi-
nation, established in FY 1995, serves as the focal point
for field operations within HRSA and is responsible for
managing field activities.

Policy Coordination

The Office of Policy Coordination assists and supports the
Administrator in his exercise of leadership and direction,
and supplies independent expertise, advice, and technical
assistance throughout the Agency. The Office coordinates
and monitors the implementation of HRSA policy and
administrative priorities and coordinates Agency activities
with the Office of the Assistant Secretary for Health, other
PHS agencies, DHHS, and other government agencies.
OPC manages HRSA’s correspondence system and
oversees HRSA regulations development and implementa-
tion processes. The Office also manages HRSA advisory
committees.

Planning, Evaluation, and Legislation

The Office of Planning, Evaluation, and Legislation
manages the Agency’s strategic and program planning,
evaluation, health policy formulation, and legislative
affairs. OPEL focuses its efforts on health care reform
and innovation, data policy, primary care, prevention
activities/Healthy People 2000, and managed care issues.
OPEL staff work with the Health Care Financing Admin-
istration (HCFA) on reimbursement of services and health
professions training.

International Health Affairs

The Office of International Health Affairs (OIHA) is
HRSA’s principal office for coordinating international
activities that include bilateral and multilateral health
programs with foreign governments, international
organizations, and public and private health groups.
Principal program areas include: border health (including
tuberculosis, outreach and demonstration programs, and
health information systems development); Hansen’s
disease; health manpower development and training;
maternal and child health; HIV/AIDS; and nursing
education. The OIHA administers the World Health
Organization’s short-term travel fellowship programs for

foreign grantees in the health field by providing technical
assistance to the fellows and by scheduling placements in
such health areas as the environment, public health
administration, health care delivery, and research.

External Affairs

The Office of External Affairs plays the principal role in
representing the Agency with leaders and top officials of a
variety of public- and private-sector organizations
concerning health programs and activities related to health
service delivery. It recommends strategies for enlisting
external collaboration or support for HRSA programs and
maintains relationships with organizations to enhance
overall effectiveness of the Agency. It works with the
Bureaus and Offices to coordinate messages and initia-
tives with external groups. It also represents HRSA in
intergovernmental activities on the Federal, State, and
local levels and addresses issues of policy and program
directions. The Office also alerts the Administrator on
external events that may have direct impact on HRSA
programs.

Within the Office of External Affairs, the Office of
Communications (OC) serves as the communications and
public affairs office for HRSA, including establishing and
maintaining productive relationships with the media. This
Office coordinates HRSA communications activities with
other DHHS agencies and with regional, State, local,
voluntary, and professional public- and private-sector
organizations.

The Women’s Health Coordinator is the primary HRSA
advisor and advocate on women’s health issues and works
with other government agencies, as well as public and
private organizations, to promote opportunities for
partnerships to improve health care access and health
status for women. A HRSA Women’s Health Coordinat-
ing Committee, under the Coordinator’s leadership, plays
a crucial role in shaping the Agency’s women’s health
priorities and developing strategies for improving its
response to women’s health issues.

Information Resources Management

The Office of Information Resources Management
(OIRM) manages a HRSA-wide data administration
program by formulating and administering information
resource management policies consistent with policies of
the PHS, DHHS, Office of Management and Budget
(OMB), General Services Administration (GSA), and
Government Accounting Office (GAO). OIRM also
establishes system architecture and technical standards for
HRSA; builds and maintains the Administrator’s Execu-
tive Network; and ensures linkage with HRSA, DHHS,
and other networks.

Program Overview
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Managed Care and Financing

Currently, 157 Community and Migrant Health Centers
(C/MHCs) report participating in managed care arrange-
ments, with a total of 566,000 enrollees, a 30 percent
increase from the previous year. The number of managed
care training sessions increased from 50 in FY 1994 to 120
in FY 1995; the number of managed care contract reviews
increased from 50 to 110.

Systems Development

From FY 1989 to FY 1994, the BPHC identified and
recommended to HCFA approximately 100 centers for
designation as Federally Qualified Health Center (FQHC)
Look-Alike organizations that provide health care to
approximately 800,000 medically underserved individuals.

In FY 1994, the C/MHC program awarded operation grant
funds resulting in the creation of 41 new service delivery
sites. The Bureau also awarded funding to 27 school-based
clinics as part of the Healthy Schools, Healthy Communi-
ties Initiative.

To assist grantees in addressing the challenges of providing
care to underserved persons through managed care
arrangements, the Bureau initiated the Integrated Service
Network (ISN) supplemental grant program during 1993.
In FY 1994, $5.7 million were awarded to 29 ISNs.

A Models That Work symposium was held in January 1996
to identify groups that deliver quality primary health care
to underserved populations in creative and effective ways.
The five winning programs will replicate their models in
communities across the Nation.

Quality of Care

Staff of the Hansen’s Disease Center in Carville, Louisiana,
developed a program for the reduction of lower-extremity
amputations that could be implemented by community
health centers. This program is a self-contained kit of
prevention materials with instructions on identifying
patients at risk and providing them with the knowledge and
ability to prevent ulcers and amputations.

Management Improvement

To ease the paperwork burden on care providers, a new
single grant application was developed in 1994 to allow
submission of standardized information. This application,
which has been distributed to current and potential
grantees, can be used for seven grant programs.

The ACCESS (Accelerated Communication Electronic
Service System) toll-free bulletin board was established to
provide current information on policies, upcoming
meetings, legislative actions, and other issues of interest to

Selected Program Accomplishments

grantees, program applicants, National Health Service
Corps (NHSC) health professionals, loan and scholarship
recipients, and the general public. ACCESS users can
communicate with each other in a public forum and will
soon be able to access some BPHC program databases.

Improved Health Outcomes

In a National Survey of Patient Experiences in Community
and Migrant Health Centers, 96 percent of users reported
being either satisfied or very satisfied with their care, and
97 percent indicated that they would recommend the
centers to family and friends. (See also page 5.)

National Heéalth Service Corps

Today, 3.8 million people who would otherwise lack access
are receiving high-quality primary care from more than
2,225 dedicated NHSC professionals. For the 1994-1995
school year, 429 NHSC scholarships were awarded, and
220 were awarded in 1995-1996.

Retentiorl of NHSC providers beyond their service
obligations has improved markedly, from 39 percent in
1991 to 53 percent in 1994.

Health Care for the Homeless and Public Housing
Primary Care

Administrative tools were developed for use in conducting
baseline assessments of 15 Public Housing Primary Care
(PHPC) programs. Under the BPHC-HBCU initiative,
Clark-Atlanta University and Chicago State University
were funded to work with PHPC programs in their
communities to pilot the Community Resource Prevention
Model developed by the Quality Education for Minorities
Network to promote violence prevention activities.

Federal Occupational Health

HRSA’s program on Federal Occupational Health (FOH)
was chosen as the DHHS candidate for participation in the
National Performance Review (NPR) Franchising Group,
becoming one of six governmentwide franchising experi-
ments endorsed by the NPR. The FOH was elected
because it is an entrepreneurial service program using
reimbursements from its client Federal agencies instead of
a direct appropriation, and competes with other public- and
private-sector occupational health providers for Federal
agency occupational health business.

Revenue growth is one measure of customer satisfaction.
The FOH revenues were $52 million in FY 1992, $66
million in FY 1993, $77 million in FY 1994, and $81
million in FY 1995; FY 1996 revenues have been projected
at $88 million.

Program Overview
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The goals of the BPHC include:

B Building Systems of Primary Health Care—
supporting Community and Migrant Health Centers,
Health Care for the Homeless, Primary Care for
Residents of Public Housing, HIV Early Intervention,
and other programs for populations with special
health care needs.

B Supporting Innovative Service Delivery—demon-
strating new and innovative approaches for delivering
health care and related services to those populations
at highest risk for poor health outcomes.

B  Recruiting and Retaining Primary Care Provid-
ers—administering the National Health Service
Corps programs, including scholarships and loan
repayments; developing sites; preparing students for
service in underserved areas; and placing and
overseeing health professionals in shortage areas.

B Becoming Partners With States—collaborating
with States through a coordinated strategy, including
support in every State via Primary Care Offices and
Primary Care Associations that represent community-
based providers of care io underserved populations.

B Identifying Needs—designating Medically Under-
served Areas or Populations and Health Professional
Shortage Areas, which are used to determine eligibil-
ity for Federal resources and special reimbursement
status.

B Increasing Access—ensuring a full range of services
for medically underserved people by collaborating
with Medicare, Medicaid, and other payment sources,
as well as with States and localities.

Program Activities

The BPHC has a long history of community empower-
ment and cultural diversity, offering a unique framework
that can be utilized to provide high-quality, community-
based, comprehensive, and culturally sensitive health care,
as well as to quickly implement special initiatives.

Collectively, at an annual investment of $800 million,
BPHC programs support a network of over 700 health
delivery organizations and 2,500 sites serving over 9.5
million people. Within these organizations and delivery
sites, there are over 4,500 primary care practitioners—
1,900 of them National Health Service Corps providers.
These programs emphasize prevention, early detection,
and timely intervention, and deal with front-line public
health crises such as AIDS, substance abuse, teenage
pregnancy, violence, infant mortality, and inadequate
childhood immunization. They are located in areas where
these conditions are exacting the highest toll, helping to
stabilize and upgrade otherwise depressed urban and rural

areas by generating jobs, assuring the presence of health
professionals and facilities, and doing business with local
suppliers.

In the wake of new challenges and changing internal and
external environments, BPHC is continually rethinking its
programs, operations, and planning efforts. Internal
strategic planning has led to the formulation of six cross-
cutting priority areas—Managed Care and Financing;
Systems Development; Quality of Care; Retention and
Recruitment; Management and Improvement; and
Improved Health Outcomes—that will be used to gauge
the ongoing progress in accomplishing its mission and
goals.

External factors continue to influence BPHC’s program
planning and priorities. These programs are the only
comprehensive, community-based Federal programs
designed to overcome financial, geographic, and cultural/
organizational barriers to health care access at the
community level. As such, they are an essential part of
the Nation’s safety net for underserved and vulnerable
populations. However, this safety net is increasingly
strained by access problems such as financial, geographic,
organizational, and cultural barriers. For example, a
significant proportion of the U.S. population still cannot
afford to pay for care. In just 3 years, the number of
persons not covered by public or private health insurance
jumped from 37 to 41 million. Many of those with private
insurance remain underinsured for primary and preventive
care. Medicaid, the Federal/State program providing
insurance for low-income populations, covers only 33
million people (or 46 percent of those living below 200
percent of the poverty level), and coverage varies from a
high of 82 percent in Rhode Island to a low of 25 percent
in South Dakota and Utah.

The growth of managed care has not significantly
improved access to health care for underserved popula-
tions. While participation by private primary care
physicians in the Medicaid program has improved in
response to the growth in managed care, uninsured low-
income persons remain largely unserved by the private
sector. Managed care organizations have not resolved
concerns regarding access issues and low provider
participation, and do not serve the uninsured. Further,
private hospitals increasingly transfer uninsured patients
to public facilities.

Planning With States and Localities to Increase
Access

While the community-based nature of BPHC programs is
one strength, States and localities are important partners
in building a primary care infrastructure. They contribute
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to Federal programs and provide and support primary
care. Through the collaborative efforts of BPHC-
supported State Primary Care Offices (PCOs) and State
Primary Care Associations (PCAs), a Primary Care
Access Plan is being developed in each State. These plans
identify the areas lacking primary care services. For the
first time, it will be possible to identify the location and
capacity of all Federal, State, and local programs address-
ing medical underservice. Further, the plans recommend
how needs can be met by drawing on a spectrum of
Federal, State, and local resources. For areas recom-
mended as high priority for Federal intervention, BPHC
can then target technical assistance to develop a program
to meet the community’s needs. The solution could be a
new health center, a nonfederally-funded NHSC site,
provider placement, or expansion of an existing program.

BPHC currently supports 52 cooperative agreements with
PCOs and 39 State and Regional Primary Care Associa-
tions (S/RPCAs) covering 50 States, the District of
Columbia, and Puerto Rico. The State PCOs are units of
State government that convene, advocate for, and coordi-
nate primary care activities. The PCOs bring to the table
other State organizations, such as the Medicaid Agency,
whose programs impact on primary care access of
underserved populations.

The PCAs are nonprofit organizations representing
Bureau-supported and similar Primary Care Delivery Sites
(PCDSs). PCAs facilitate communication among centers
and between PCDSs and States, and advocate for primary
care at the State and local levels. PCAs facilitate commu-
nication between State activities—maternal and child
health, State and local health department programs, HIV
services—and the PCDSs.

PCOs and PCAs plan for primary care resources; assist
PCDSs in working together on State issues; promote the
support and involvement of city and county health
departments and other State agencies in comprehensive,
community-based primary care; provide and arrange for
training and technical assistance; and provide and/or
arrange for shared services and joint purchasing. PCOs
and PCAs are partners with BPHC and are integral to the
achievement of all BPHC goals.

Developing Capacity for Managed Care

The venue for health care reform has shifted almost
entirely to the States, already very active in the managed
care arena. Thus, we can expect additional incentives for
managed care and greater flexibility for States, as well as
continuing consolidation of the private health sector.

States have a major interest in predictable budgets and
Medicaid cost containment. Therefore, some State plans

for managed care and health care reform are supportive of
programs for the underserved; others offer limited
protection for providers of care to those with low income
and the underserved. The instrument of choice for
implementing Medicaid managed care is the 1115 waiver,
which offers broad authority to restructure eligibility and
narrow provider choice. Up to 20 States are expected to
have 1115 waivers by the end of 1995.

Unfortunately, 1115 waivers do not guarantee that the
basic health care needs of the underserved will be met by
the State plan. This is because States lack sufficient
primary care capacity. Therefore, preparing our programs
for managed care and helping them participate in emerg-
ing managed care organizations through technical
assistance, training, and network development continues
to be a high priority.

A Managed Care Assistance Program (MCAP) has been
in place for several years. This program is designed to
ensure that:

B Federally Qualified Health Centers—including
Community and Migrant Health Centers, homeless
and public housing programs, and NHSC providers—
participate effectively in managed care programs

B State Medicaid agencies include and adequately
reimburse FQHCs in managed care programs

B Patients can continue to receive services from BPHC
programs and providers under Medicaid managed care.

Drawing upon the expertise of senior executives from the
managed care industry, the MCAP is oriented towards
enhancing understanding, upgrading staff skills, develop-
ing appropriate operational and data management struc-
tures, and helping health care providers operate and
participate in managed care programs at the local and
State levels. It is also designed to encourage and support
new collaborative efforts involving FQHCs, private-sector
providers, and State and local agencies to give people in
underserved areas continued access to quality care and to
expand the managed care capacity in underserved areas.

Specifically, the MCAP provides training and technical
assistance to BPHC-supported programs to enable them to
successfully complete and carry out their mission in the
changing health care arena. One hundred twenty-five
training sessions had been offered by the end of calendar
year 1995, and it is anticipated that all 700 grantees will
be offered training. The training sessions provide skill
building in managed care techniques (e.g., Medical
Management for Managed Care, Negotiating a Managed
Care Contract, Marketing, and Network Operations). In
addition, through MCAP, one-on-one onsite technical
assistance is provided to centers by Health Maintenance

Program Overview
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Organization (HMO) executives; self-assessment manuals
are developed to assist centers in preparing for managed
care; activities are supported to assist centers in develop-
ing networks; and close collaboration is maintained with
HCFA to review and comment on State Medicaid waiver
requests and recommend policy positions and solutions to
issues.

Community and Migrant Health Centers

Grant support for C/MHC:s is used to fund 627 commu-
nity-based systems of health care with 1,615 delivery
sites. These systems provide access to comprehensive,
high-quality, case-managed, family-based primary health
care services to populations living in both urban and rural
medically underserved areas.

Besides providing primary and preventive health services,
C/MHCs case-manage specialty and inpatient care and
serve as a link to other health-related services, including
substance abuse and mental health. They integrate public
health and primary care by offering a full range of
enabling services that help people use the system effec-
tively.

Of the approximately 8 million individuals receiving
services through C/MHCs, the majority are poor racial/
ethnic minorities. Forty-four percent are infants, children,
and adolescents, and 30 percent are women of child-
bearing years. Seventy-eight percent of C/MHC users are
either Medicaid recipients or uninsured.

Within the C/MHC program, the Comprehensive Perinatal
Care Program and Special Infant Mortality Reduction
Initiatives have been designed to improve pregnancy
outcomes and the health status of underserved women and
infants, including the prevention of infant mortality. In
addition, migrant and seasonal farm workers, who are
rarely insured through public or private means and face
environmental hazards, are singled out for special
attention through the Migrant Health Program.

Health Care for the Homeless Program

A total of 132 Health Care for the Homeless (HCH)
grantees, located in 48 States, the District of Columbia,
and Puerto Rico, are serving approximately 420,000
homeless persons, children, and families annually through
more than 500 delivery sites. Services include primary
care, substance abuse treatment, case management, and
eligibility assistance. These services are delivered
through varying models of care, including treatment sites
located in areas where homeless people congregate,
mobile medical units and medical teams, and shelter-
based clinics.

Fifty-two percent of the individuals served by HCH are
minorities, and 17 percent are children and adolescents.
Ten of the HCH programs are designed specifically to
meet the needs of homeless children and children at
imminent risk of homelessness.

Public Housing Primary Care Program

The Health Care to Residents of Public Housing Program
was developed to improve the health status of residents of
public housing by overcoming obstacles to participating
in primary care and health promotion. Services offered as
part of this program include health screening, health
counseling and education, and assistance with entitlement
eligibility programs. Outreach, referral, and resident
training are included as an integral part of the program to
address the needs of the residents.

Currently, there are 22 community-based primary care
organizations participating in this program, providing
services to approximately 110,000 residents of public
housing. Over half of the program’s users are children
below age one, and 93 percent of the program’s users are
minorities.

Federally Qualified Health Centers

C/MHC, HCH, and Public Housing grantees are automati-
cally eligible for a cost-based reimbursement rate from
Medicare and Medicaid under the Federally Qualified
Health Center program. The BPHC also reviews applica-
tions from centers seeking to qualify as FQHC “Look-
Alikes” because they meet the statutory requirements for
these programs but do not receive grant funding. Over
100 organizations have been recommended to HCFA and,
as a result, receive the benefits of cost-based reimburse-
ment along with BPHC programs.

National Health Service Corps Programs

The NHSC works with communities and States to address
uneven distribution of health care professionals through-
out the country. Through the NHSC, primary care
physicians, nurse practitioners, certified nurse midwives,
physician assistants, dentists, and mental health profes-
sionals are recruited and placed in areas designated as
Health Professional Shortage Areas (HPSAs) of greatest
need. Health professions students receive scholarships
and graduates are assisted in repaying their student loans.
In return for every year of financial support they receive,
graduates are obligated to provide a year of service in
inner cities or remote rural areas, with a 2-year minimum
obligation.
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Program Overview



HRSA Profile FY 1996—"Promoting Primary Care and Public Health Education and Practice”

While a number of States have complementary health
care placement programs, the NHSC is often the only
source of providers of care for people in communities
with high rates of infant mortality, poverty, substance
abuse, and other problems. Federal programs and other
primary care systems, such as ambulatory primary care
clinics of local health departments, rely upon the NHSC
to assist in the recruitment of culturally competent,
community-responsive primary health care professionals.

The NHSC field strength of 1,930 is reflective of recent
increases in program resources after a significant decline
in scholarship funding in the 1980s. It includes 345
scholars, 1,122 loan repayers, 337 State loan repayers,
and 11 State community scholars. The field strength is
61 percent physicians and 39 percent other disciplines.
Approximately 60 percent of NHSC scholars and loan
repayers are placed in rural areas, while 40 percent serve
in urban areas.

In 1994, 429 NHSC scholarships were awarded, of
which 189 were for allopathic physicians, 64 for
osteopathic physicians, 43 for nurse practitioners, 124
for physician assistants, and 9 for certified nurse
midwives.

The NHSC Loan Repayment program repays up to
$35,000 of health professional education loans per year
for primary care practitioners who are ready to serve in
federally designated HPSAs. In FY 1994, 536 loan
repayment awards consisted of 217 allopathic physi-
cians, 75 osteopathic physicians, 91 dentists, 46 nurse
practitioners, 88 physician assistants, and 19 certified
nurse midwives. During FY 1995, $48 million in NHSC
loan repayment funding was awarded to 402 medical, 95
dental, and 189 other health professionals.

State Loan Repayment Program

The State Loan Repayment Program provides support to
States to sponsor repayment agreements with primary
care practitioners in federally designated shortage areas.
During FY 1995, 29 States sponsored 175 new health
care professionals through State loan repayment
programs. A total of 543 repayment agreements were in
force during FY 1995.

The Community Scholarship Program, through Federal-
State-local partnerships, awards grants to sponsor
scholarships for medical, physician assistant, nurse
practitioner, and nurse midwife students committed to
returning to serve the sponsoring community located in a
health professional shortage area. The program cur-
rently has awarded grants to 28 States.

Ryan White Title lli(b) Program

The HIV Early Intervention Services Program was
designed to increase the capacity and capability of
ambulatory care facilities to provide early intervention
services as part of a continuum of HIV prevention and
care services. The services provided for HIV-infected
clients include antiretroviral therapies, prophylaxis for
opportunistic infections, and standard and investigational
therapies for clinical manifestations of HIV infections/
malignancies, as part of ongoing case management and
medical and psychosocial care.

Ryan White Title III(b) supports 144 programs which
provide mainly primary care services to more than 80,000
clients at nearly 500 service delivery sites. Over 60
percent of these clients represent minorities, 87 percent
have family incomes less than 200 percent of the poverty
level, and 81 percent are ages 20 to 49. Supportive
services offered most frequently to HIV-positive patients
include nutritional and mental health counseling and
substance abuse counseling and treatment.

Intengated Primary Care and Substance Abuse
Treatment Demonstration Program

In FY 1995, the Integrated Primary Care and Substance
Abuse Treatment Demonstration Program continued its
interagency agreement with the Center for Substance
Abuse Treatment within the Substance Abuse and Mental
Health Services Administration (SAMHSA). Five
programs will provide primary care, HIV services,
substance abuse treatment, and mental health care. These
organizations are to provide comprehensive health and
drug treatment services to injection drug users, their
sexual partners, and family members.

Healthy Schools, Healthy Communities

The Healthy Schools, Healthy Communities Initiative was
established in 1994. The program funds 27 school-based
clinics around the country, in both urban and rural areas.
These centers, which have strong community-based
support, provide comprehensive onsite primary care
services at schools, including diagnosis and treatment of
acute and chronic conditions, preventive health services,
mental health services, and preventive dental services.

The school-based health centers are located in areas
where students are at high risk for poor health, school
failure, homelessness, and other consequences of poverty.
The 27 centers have the capacity to serve 24,000 children
from kindergarten through grade 12, as well as some
Head Start children.

Program Overview
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Native Hawaiian Health Care Program

Native Hawaiians suffer from the same diseases that are
the principal causes of death and illness among other
residents of Hawaii and all U.S. citizens, except that they
are more acutely affected. The Native Hawaiian Health
Care Program seeks to improve the health status of Native
Hawaiians through the provision of culturally appropriate
and comprehensive health promotion, disease prevention,
and primary care services.

In FY 1994, approximately $3.5 million was awarded to
five Native Hawaiian Health systems, and to Papa Ola
Lokahi, in support of planning, technical assistance, and
other activities. These health systems serve approxi-
mately 16,000 Native Hawaiians across the Hawaiian
Islands.

Pacific Basin Health Initiative

The Pacific Basin Health Initiative was implemented in
1987 to target specific health problems, assist in the
development of health systems, increase prevention
activities, and provide a coordinated response to the
health service and health system needs in the six U.S.-
associated Pacific jurisdictions.

Eleven projects were funded in FY 1994, representing a
broad range of health care infrastructure development
activities, including health education, health professions
training, and health planning. Also funded in FY 1994
was a project designed to build capacity for evaluation
activities among the Pacific jurisdictions and in health-
related projects.

Alzheimer’s Demonstration Grant Program

The Alzheimer’s Demonstration Grant Program was
established to demonstrate the effective identification,
utilization, and coordination of appropriate respite care to
families and provide supportive services to individuals
with Alzheimer’s disease or related dementias. Special
attention is given to difficult-to-reach and underserved
populations.

In FY 1994, approximately $4.9 million was awarded to
13 States, Puerto Rico, and the District of Columbia.
Through 147 agencies, direct services were provided to
almost 2,000 persons. Another 100,000 persons benefited
from Alzheimer's education programs.

National Hansen's Disease Program

The National Hansen’s Disease Program cares for 3,000
of the approximately 6,000 people with this condition in
the United States. Hansen’s Disease is an infectious

disease caused by Mycobacterium leprae that affects the
skin, nerves, and eyes. Without proper treatment, muscle
deformity, bone infection, paralysis, and blindness can
occur.

HRSA operates the Gillis W. Long Hansen’s Disease
Center in Carville, LA, and the Regional Ambulatory
Care program at 10 clinics throughout the country. The
Center also conducts research to reduce tuberculosis
transmission through the development and screening of
new drugs to treat multiple drug resistant strains of the
disease.

Federal Occupational Health Program

As part of the Federal Government’s interest in the health
of its employees, the Federal Occupational Health
program provides a variety of occupational health services
and consultation to 107 Federal agencies. These services
help Federal managers to increase productivity, decrease
health care liability, enhance employee well-being, and
improve work environments.

At the close of FY 1994, FOH was providing basic
clinical and wellness/fitness services for 257,000 Federal
employees; industrial hygiene and environmental services
for 850,000 Federal employees; and Employee Assistance
Programs for 1.3 million Federal employees. These
figures reflect an FOH objective of increasing the number
of comprehensive service agreements with the national
headquarters of agencies. In 1994, total agreements
increased from 4,512 to 4,956.

Drug Pricing Program

Since the passage of the Veterans’ Health Care Act of
1992, BPHC has implemented a new program aimed at
reducing the cost of outpatient drugs to 13,000 providers,
including public hospitals, health centers, health depart-
ments, and clinics. Over 500 manufacturers who sell
drugs to eligible entities must sign a pricing agreement,
which limits the price of drugs to an amount determined
by a formula.

The Electronic Data Retrieval System, a national data
bank, was established to track the participation and
certification of the eligible entities and provide informa-
tion on pricing calculations and other aspects of the
program. Users can download information at low cost,
and information is transmitted electronically instead of
through mass mailings.

Emergency Response Program

Services are also provided in areas affected by floods,
storms, and other natural disasters. To better assess the
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needs of programs in the event of a disaster/emergency, an
Emergency Response Program has been developed and
implemented. The program includes efforts to assess the
role played by BPHC programs and providers in the
community and the impact of disasters/emergencies on
these programs and providers. The Emergency Response
Manual—consisting of training, a resource database, and
a facility/community assessment protocol—serves as the
guide for a coordinated Federal response to identified
needs.

Immigration Health Services

The Division of Immigration Health Services is the
primary focal point for planning, management, policy
formation, coordination, direction, and liaison for all
health matters pertaining to aliens who are detained by the
Immigration and Naturalization Service (INS). Responsi-
bilities include but are not limited to:

Development and implementation of policies,
procedures, and guidelines relating to the health
screening and care of detained aliens

Direction, coordination, and supervision of the health
care operations for aliens at Service Processing
Centers, Air Operations, and other public and
contract facilities, as required

Liaison with PHS, the Immigration and Naturaliza-
tion Service, other Federal agencies, and community
and private health agencies regarding health and
mental health issues as they relate to detained aliens

Provision of high-quality, cost-effective health care
services to aliens detained in INS-operated facilities

Provision of medical escort services for detainees
being deported or otherwise transported by INS.

Program Overview
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The BHPr made several changes to streamline the
administration of its grant programs, including the use
of the Internet and the Bureau’s electronic bulletin board
to distribute application materials.

In 1996, the Division of Nursing (DN) celebrates 50
years as the key Federal focus for nursing education and
practice. Under a contract with the Division of Nursing,
the Institute of Medicine (IOM) issued a report that
recommended improvements in the skills of nurses to
provide leadership in patient management and called for
increased use of registered nurses in nursing homes.

In September 1995, the Division of Disadvantaged
Assistance (DDA) sponsored a Minority Faculty
Development Conference to discuss the
underrepresentation of minorities on the faculties of
health professions schools and to formulate discipline-
specific actions to address this problem.

A National Forum on Geriatric Education and Training,
held in the Spring of 1995, brought experts in geriatric
education together with service providers, consumers,
Federal agencies, and policy makers, resulting in the
publication of A National Agenda for Geriatric
Education: White Papers.

The strategy defined by these seven areas is being
implemented through a variety of programs supported and
operated by BHPr. These programs include: education
and training grant programs for institutions such as health
professions schools and health professions education and
training centers; loan and scholarship programs for
individuals, particularly those from disadvantaged
backgrounds; loan repayment for disadvantaged faculty;
the National Practitioner Data Bank; and the Vaccine
Injury Compensation Program (VICP).

Program Activities

Many programs underwent major changes as a result of
reauthorization under the Health Professions Education

Selected Program Accomplishments

In September 1994, HRSA established the HRSA
Community Care Corps, an AmeriCorps program
under President Clinton’s national service initiative, to
provide enabling services to women of childbearing
age and their families to increase access to primary
care services. In January 1996, the Mental Health
Association of Texas and the Centro de Salud Familiar
Inc., in El Paso, launched a collaborative effort to
replicate HRSA Corps activities to address border
health issues—the first collaborative service effort
between a State-funded program and a grantee of the
Corporation for National Service.

The National Commission on Allied Health was
established to conduct a comprehensive review of
issues, problems, and potential solutions pertaining to
the education, supply, and distribution of allied health
personnel throughout the United States. The Commis-
sion prepared a 1995 report that examines education,
workplace, research, and data issues and makes
recommendations regarding the future of allied health.

In June 1995, the National Practitioner Data Bank
(NPDB) began operation as an all-electronic system,
enabling the data bank to respond to requests more
rapidly at lower costs.

Extension Amendments of 1992, P.L. 102-408. New and
expanded areas of emphasis include minority representa-
tion, allied health, rural areas, and HIV/AIDS, along with
continued strong focus on primary care medicine, nursing,
and network programs. Programs were restructured to be
responsive to the following national health professions
goals:

B Increase the proportion of underrepresented minori-
ties graduating

B Increase the proportion of graduates selecting
generalist careers

Increase the proportion of graduates practicing in
underserved areas.

Program Overview
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Important themes apparent in the reauthorization
include promoting:

B Generalism and primary care in training and
education

Linkages between service and education
Community-based training and education

Multidisciplinary training and education

Targeting of funds to program performance
outcomes

B Linkages with health services financing

B Workforce diversity.

The reauthorization also included a new research
authority to study factors affecting selection of careers
in primary care, including: educational indebtedness;
effectiveness of programs for minority and disadvan-
taged individuals; and effectiveness of State licensing
authorities in protecting the public through investiga-
tion of and disciplinary actions against health care
providers.

Program initiatives being supported by the BHPr that
contribute to achievement of its mission and new and
expanded areas of emphasis are highlighted below.

Quality Improvement

The BHPr expanded its focus on promoting continuous
quality improvement (CQI) in health professions
education through its participation in the Institute of
Healthcare Improvement’s Interdisciplinary Profes-
sional Educational Collaborative, established in 1994.
Efforts to date have resulted in:

B A commissioned report, Interdisciplinary Profes-
sional Education in Continuous Improvement of
Healthcare—The State of the Art, to be used by
academic institutions, foundations, and govern-
ment agencies

B Initiation of a series of annual symposiums on
quality improvement, including sponsorship of the
first symposium, entitled Building the Knowledge
for the Leadership of Improvement of Healthcare

B Development of two documents—a resource guide
for interdisciplinary faculty development in CQI
and a strategic plan for the implementation of
interdisciplinary faculty development in CQI.

Future plans include sponsoring regional faculty
development workshops and an invitational workshop
on health industry/academic partnerships to promote
improvement of health care outcomes.

BHPr continues to actively pursue a comprehensive grant
process improvement strategy through the development of
simplified and consolidated program materials as well as
the integration of automation technology to reduce
administrative burden and improve customer satisfaction.

Council on Graduate Medical Education

The Council on Graduate Medical Education (COGME)
reports to the Secretary for Health and Human Services
and to the Congress (specifically, the Senate Committee
on Labor and Human Resources and the House Commit-
tee on Commerce) on matters related to graduate medical
education, including the supply and distribution of
physicians, shortages or excesses in specialties and
subspecialties of medicine, international medical gradu-
ates, and financing and types of programs in undergradu-
ate and graduate medical education. In recent years,
COGME’s reports have focused on increasing the supply
of generalist physicians and other important aspects of the
physician workforce.

The Third Report provided a thorough overview of issues
and a number of recommendations on increasing the
generalist physician workforce. The Fourth Report
provided specific recommendations on how to achieve
these goals. The Fifth Report provided a comprehensive
overview and analysis of physician education in women’s
health and women in the physician workforce. The Sixth
Report presented findings and recommendations on the
impact of managed care on the physician workforce. The
Seventh Report provided recommendations on DHHS
funding of medical education programs under Medicare
and the Public Health Service. The Eighth Report
provided an advanced analysis of physician supply and
requirements over the next few decades.

COGME is currently working on the physician workforce
in relation to issues of geographic distribution, medical
education consortia, minorities in medical education and
practice, physician competencies in a managed care
world, and international graduate medical education and
entry into practice in the United States.

National Advisory Council on Nurse Education
and Practice

The National Advisory Council on Nurse Education and
Practice (NACNEP) is authorized by the Congress.
NACNEDP advises the Secretary for Health and Human
Services on matters relating to nursing education and
practice, the nursing workforce, and the implementation
of Congressional legislation.

18

Program Overview



HRSA Profile FY 1996—"Promoting Primary Care and Public Health Education and Practice"

Joint NACNEP and COGME Councils

The Councils are chartered advisory councils to the
Secretary for Health and Human Services and have been
a crucial ongoing mechanism for input and advice from
both the professions and the public. The first meeting of
the Joint NACNEP and COGME Councils and Joint
Workgroup on Primary Care Workforce Projections was
held during September 1995 and is the first effort of its
type undertaken by the Federal Government. BHPr
recognized significant activities relating to medicine and
nursing and assured that it would maintain a leadership
role in increasing interdisciplinary approaches to health
workforce planning that build on and complement
discipline-specific programs from the Division of
Nursing and the Division of Medicine. The Councils
also collaborate in examining requirements for primary
care practitioners—nurse practitioners, nurse-midwives,
physician assistants, and physicians—in providing for
primary care needs of the public.

National Commission on Allied Health

The purpose of the National Commission on Allied
Health is to provide advice and make recommendations
to the Secretary for Health and Human Services, the
Committee on Labor and Human Resources of the
Senate, and the Committee on Energy and Commerce of
the House of Representatives with respect to a compre-
hensive spectrum of issues, problems, and solutions
pertaining to the education, supply, and distribution of
allied health personnel throughout the United States.
The Report of the National Commission on Allied
Health was published in October 1995. The Commis-
sion also (1) encourages entities providing allied health
education to conduct activities to voluntarily achieve the
recommendations of the Commission and (2) examines
priority research needs within the allied health profes-
sions.

Network Programs

BHPr administers education/service multidisciplinary
and interdisciplinary network programs. Examples
include:

B Area Health Education Centers (AHEC) programs
at medical schools/universities that initiate and
expand community-based training at underserved
sites through community-based Area Health
Education Centers

B Health Education and Training Centers that address
health professions education and public health
education for populations in the United States-

Mexico border areas and other severely underserved
areas

B National AIDS Education and Training Centers
Program (AETC), which provides multidisciplinary
training for primary health care providers in the care
of HIV-infected individuals and persons with AIDS

B Geriatric Education Centers and affiliated centers
representing geriatric education programs in 142
schools of the health professions

B Rural Interdisciplinary Training Programs.
AHEC Program

The AHEC Program is a national network of 41 programs
based at medical and health science schools. By legisla-
tion they are charged with addressing the maldistribution
of health professions in the United States.

There are more than 125 community-based Area Health
Education Centers affiliates, involving over 4,000

volunteers who serve as advisory board members,

preceptors for health professions students and residents,
and other roles that support AHEC programs at the local
level. Approximately 80 medical schools and 500 other
health professions training institutions have participated.

AHEC programs have collectively coordinated and
supported the training of nearly 1.5 million students and
residents in medicine, allied health, dentistry, nursing,
pharmacy, and other disciplines in underserved areas, as
well as contributed to the improved recruitment, distribu-
tion, and quality of health professionals. They have also
provided hundreds of thousands of continuing education
hours to health professionals, and developed information
dissemination systems to respond to the needs of practi-
tioners. AHEC programs generate approximately $4 in
State and local matching funds for every $1 invested by
the Federal Government.

AETC Program

The AETC Program is a network of 15 regional centers
(with more than 75 local performance sites) that conduct
targeted, multidisciplinary HIV education and training
programs for health care providers. The mission of these
centers is to increase the number of health care providers
who are effectively educated and motivated to counsel,
diagnose, treat, and manage individuals with HIV
infection and to assist in the prevention of high-risk
behaviors which may lead to infection. Goals of the
AETC Program are to:
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B Provide training to increase the competence and
willingness of health care professionals to diagnose,
treat, and manage HIV infection and to offer inter-
ventions that will prevent HIV infection

B Disseminate state-of-the-art HIV information to
providers

B Develop HIV provider materials.

The AETC Program provides training for health care
providers in all 50 States, the Virgin Islands, and Puerto
Rico. Clinical training of primary care providers—
physicians, nurses, dentists, physician assistants, and
dental hygienists—is a major focus, but training is also
provided for mental health and allied health providers.
The majority of resources are concentrated in areas of
high HIV prevalence/incidence, but centers also address
training needs of providers in suburban and rural areas.

To date, more than 400,000 providers have been trained
by the AETC Program. A 1993 study shows that AETC-
trained providers are more HIV-competent and more
willing to treat persons with HIV than primary care
providers in the general population. The toll-free Na-
tional HIV/AIDS WRX Clinical Telephone Consultation
Service—800-933-3413—is especially helpful to provid-
ers less experienced with HIV care or those practicing in
rural areas. Information dissemination efforts emphasize
electronic communication (e.g., AETCNET, Satellite
Teleconference Series) and include cosponsoring the
quarterly national HIV Clinical Conference Call Series.

Geriatric Education Centers and Initiatives

It has been predicted that, as their share of the population
increases, the elderly will be utilizing well over half the
Nation’s medical care services. Geriatric Education
Centers facilitate the training of health professions
faculty, students, and practitioners within specific
geographical areas. These centers provide a nationwide
network offering education and training opportunities for
health professionals, including physicians, nurses,
dentists, social workers, pharmacists, occupational
therapists, physical therapists, optometrists, podiatrists,
dieticians, health administrators, clinical psychologists,
and other allied and public health personnel. The centers
also develop new curricula, training materials, and clinical
training sites. There are currently 26 centers involving 17
States.

HRSA also supports Faculty Fellowship Training Pro-
grams in Geriatric Medicine, Dentistry, and Psychiatry. In
1994, nine 5-year grants were awarded to provide

program and stipend support for 2-year fellowships and 1-
year retraining projects for physicians and dentists who

plan to teach geriatric medicine, geriatric psychiatry, or
geriatric dentistry. Programs supported by these grants
emphasize the principles of primary care as demonstrated
through continuity of care, ambulatory, preventive, and
psychosocial aspects of the practice of geriatric medicine
and dentistry.

Nurse Education and Practice

The Nurse Education and Practice Programs administered
by the Division of Nursing are unique in their ability to
address all seven of the BHPr’s strategic directions. The
DN provides competent and expert administration in basic
and advanced degree nurse education programs, including
advanced clinical practice nurses, nurse anesthetists,
nurse-midwives, and nurse practitioners. The DN also
provides statistical results for interpreting trends and
needs of the nursing component of the Nation’s health
care delivery system, and maintains liaisons with the
nursing community and with regional, State, local, and
international health interests.

National Vac¢cine Injury Compensation Program

The National Vaccine Injury Compensation Program,
which became effective October 1, 1988, was created by
the National Childhood Vaccine Injury Act of 1986 as a
no-fault system through which families of individuals
who suffer injury or death as a result of adverse reactions
to certain childhood vaccines can be compensated without
having to prove negligence on the part of those who made
or administered the vaccines. The program was autho-
rized by Congress as a strategy for protecting the Nation’s
vaccine supply. The Secretary for Health and Human
Services is the designated respondent for all petitions
under the Act.

The Act distinguishes between those deaths or injuries
alleged to be associated with vaccines administered prior
to the effective date of the VICP, October 1, 1988, and
those deaths or injuries alleged to be associated with
vaccines administered on or after the effective date. If an
injury occurred prior to the effective date, a petition had to
have been filed by January 31, 1991. However, for
injuries which occurred on or after the effective date, a
petition must be filed within certain periods of time set
out in the law.

Each petition is filed and adjudicated by the U.S. Court of
Federal Claims. The BHPr’s Division of Vaccine Injury
Compensation has the delegated responsibility for review
of all medical records and recommendations on
compensability for each petition. The Secretary is
represented by Department of Justice attorneys in all
proceedings before the court.
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The VICP also provides administrative support to the
Advisory Commission on Childhood Vaccines
(ACCYV), which is composed of nine appointed
members—three health professionals, three members
of the general public, three attorneys, and four ex-
officio members. The ACCV, which must meet at least
quarterly, advises the Secretary on implementation of
the VICP and recommends changes in the Vaccine
Injury Table (the Table).

Based on findings of the Institute of Medicine report,
Adverse Effects of Pertussis and Rubella Vaccines,
HRSA, in consultation with the ACCV, has been
working with other Department staff to develop
recommendations to ensure that the Table reflects the
latest scientific information available. On March 10,
1995, based on the IOM report, a modified Table (and
the Qualifications and Aids to Interpretation) became
effective for all claims filed on or after that date.

Additionally, HRSA, in consultation with the ACCV
and other Departmental staff, will be addressing a
number of VICP issues, including VICP funding, the
processing of claims filed under the VICP, and the
addition of new vaccines to the Table.

More than 4,900 petitions for compensation have been
filed under the VICP as of October 6, 1995. Through
October 6, 1995, awards totaling $589.9 million have
been made to individuals who died or suffered injuries
associated with administration of a vaccine.

National Practitioner Data Bank

The Health Care Quality Improvement Act of 1986
(Title 1V of P.L. 99-660) directs the Secretary to
establish a national system to receive and disseminate
information on certain adverse actions taken against
licensed health practitioners. Final regulations for the
Data Bank were published in the Federal Register on
October 17, 1989. The National Practitioner Data
Bank opened on September 1, 1990. A contract to
operate the second generation of the NPDB was
awarded on July 18, 1994, to Systems Research and
Applications Corporation, a private-sector contractor.

The NPDB ensures that incompetent medical and
dental practitioners do not compromise health care
quality by restricting the ability of incompetent
practitioners to move from State to State without
disclosure or discovery of their previous poor perfor-
mance. The NPDB has information on malpractice
payments made for the benefit of physicians, dentists,
and other licensed health care practitioners; licensure

disciplinary actions taken by State medical boards and
State boards of dentistry; and professional review actions
taken against physicians, dentists, and other licensed
health care practitioners by hospitals, other health care
entities, and professional societies.

Insurance companies and other entities must report to the
NPDB any payment they make on medical malpractice
actions or claims. State medical and dental boards must
report to the NPDB disciplinary actions taken against
physicians and dentists.

Health care entities must report decisions which adversely
affect, for more than 30 days, the clinical privileges of the
physician or dentist. Professional societies must report
adverse actions regarding membership of physicians and
dentists. These decisions must have been reached through
formal peer review.

Each hospital must query the data bank at the time a
physician, dentist, or other health care practitioner applies
for clinical privileges or a position on its medical staff,
and every 2 years thereafter. Other health care entities
may query the data bank when entering into an employ-
ment or affiliation agreement with a physician, dentist, or
other health care practitioner.

As of June 22, 1995, total queries since the opening of the
NPDB numbered over 5.5 million. The total number of
reports received during this same period (September 1,
1990 to June 22, 1995) was more than 108,000. Of the
more than 108,000 reports, there were in excess of 80,000
separate practitioners who had a single report. Cumula-
tive matches between queries and reports during this same
period numbered more than 329,000, and this total
contained in excess of 52,000 individual practitioners.

Several electronic enhancements have been implemented
since the data bank opened to make the NPDB more
efficient, accurate, and secure. Currently, all queries are
submitted via electronic methods. In the near future,
reports will also be submitted electronically, making the
data bank 100 percent automated.

Health Personnel in the United States

BHPr plans, coordinates, and compiles biennially the
Report to the President and Congress on the Status of
Health Personnel in the United States. In addition to
providing basic information on health professions, the
Report discusses current and emerging health issues and
problems that influence the demand for health personnel
and their educational preparation. The Ninth Report was
issued in August 1995,
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Curriculum Additions in Health Professions
Training Programs

A number of ongoing health professions training grant
programs have encouraged curriculum additions to
facilitate coverage of HIV infection topics. Among the
program activities that have been augmented in this way
are the Area Health Education Centers, Physician Assis-
tant Training, Nursing Special Projects for nurse-managed
clinics that treat HIV/AIDS patients, and Advanced Nurse
Education and Practice.

Organizational components of HRSA responsible for
discipline-specific training programs are cooperating with
other Federal agencies and professional associations/
organizations concerning training efforts. An example is
HRSA collaboration with the Centers for Disease Control
and Prevention, Veterans Administration, National
Institute for Dental Research, and American Association
of Dental Schools in developing curriculum guidelines for
infection control for dental personnel, and in advocating
comprehensive coverage of HIV/AIDS throughout the
educational process.

BHPr awarded a contract to the Association of University
Programs in Health Administration to update and revise a
curriculum entitled, HIV/IAIDS and Health Administra-
tion: Managing the Issues. The curriculum is directed to
health administrators at facilities and organizations in
rural and small city areas to sensitize them to the increas-
ing problems related to the HIV epidemic. The revised
format will be presented over the Adult Learning Satellite
Service of the Public Broadcasting System.

Recruitment and Retention of Disadvantaged
Individuals and Minorities for the Health
Professions

Special strategies are being undertaken to increase the
number of minorities in the health professions. Two grant
programs—the Health Careers Opportunity Program
(HCOP) and the Centers of Excellence (COE) program—
serve as the Federal focus for increasing the number of
minorities and other individuals from disadvantaged
backgrounds in the health and allied health professions.
These programs also advance excellence in selected
health professions educational institutions that train
significant numbers of African, Hispanic, and Native
Americans. The program supports recruitment and
education designed to expand the academic ability of
disadvantaged students during their preprofessional
training; facilitates their entry into health and allied health
professions schools; and enhances their retention potential
in these schools through to graduation.

A particularly successful HCOP is the Postbaccalaureate
Program, in which 14 health professions schools have
been involved since 1990. This Program focuses on
minority/disadvantaged college graduates who either were
unsuccessful in gaining admittance into a health profes-
sions school or made a late decision to enter. Each
participating institution admits a minimum cohort of
seven students each year. The selected students are
involved in an intensive program for over a year to bolster
their math and science skills. Each student is guaranteed
admission to the health professions school upon success-
ful completion of this program. As a direct result of the
Postbaccalaureate Program, each year more than 100
minority/disadvantaged students who would have been
denied admission matriculate as first-year medical
students,

BHPr supports COE programs at certain Historically
Black Colleges and Universities, Hispanic COE programs,
and Native American COE programs at health professions
schools that train a significant number of minority
students. It also supports other COE programs at health
professions schiools having enrollments of underrepre-
sented minorities above the national average. The
program also supports planning efforts to achieve institu-
tional improvements and initiatives to enhance the
academic performance of minority students; increase the
number and quality of minority applicants; improve the
schools' capacity to train, recruit, and retain minority
faculty; improve the information resources and curricula
of the school and clinical education with respect to
minority health issues; and facilitate faculty and student
research on health issues particularly affecting minority
groups.

The Nursing Education Opportunities for Individuals
From Disadvantaged Backgrounds, administered by
BHPr’s Division of Nursing, funds grants to eligible
applicants for special projects. Projects must increase
nursing education opportunities for individuals from
disadvantaged backgrounds, including identifying,
recruiting, and selecting individuals; facilitating their
entry into schools of nursing; providing counseling or
other services to retain and graduate students; providing
preliminary education; paying stipends; publicizing
sources of financial aid; and providing training, informa-
tion, or advice to faculty to assist them in retaining
students from disadvantaged backgrounds enrolled in
nursing programs.

Through a cooperative agreement with the Group Health
Association of America (GHAA), BHPr is developing a
Minority Training Institute to educate minority applicants
to become entry-level administrators in health mainte-
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nance organizations and other managed care settings. A
draft curriculum has been developed and pilot testing has
begun. The first class of 14 fellows has entered the 1-year
training program, which will combine on-the-job experi-
ences in 11 GHAA member plans in the Washington, DC-
Baltimore area with classroom training at the Johns
Hopkins School of Public Health. The goal is to place
fellows in permanent positions. Eventually, the Institute
is expected to become self-sufticient through support from
the HMO/managed care community.

Health Education Assistance Loan Program

The Health Education Assistance Loan (HEAL) Program
provides market rate interest loans to health professions
students. The loans, made by non-Federal lending
institutions, are fully insured by the Federal Government.
The potential Federal liability as of September 31, 1994,
was $3.6 billion. The failure of some borrowers to repay

their loans is a continuing concern, however. In FY 1994,
$44 million was paid to cover defaults, deaths, bankrupt-
cies, and disabilities.

Congress authorized a $375 million insurance authority
for loans to students in FY 1995. Interest rates and
compounding terms offered by lenders have become more
favorable each fiscal year since 1991, saving borrowers
millions of dollars and reducing the Federal liability
significantly.

A new initiative, HEAL Refinancing, was started in early
FY 1994. As of September 1995, 10,000 borrowers have
requested to consolidate $700 million of loan principal.
Refinancing offers borrowers an array of benefits,
including lower interest rates and alternative repayment
options, and should prove to be a significant default
reduction tool.
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Bureau of Health Resources
Development

Program Activities

BHRD has three major program areas—Health Facilities,
Organ and Bone Marrow Transplantation, and HIV
Services—supported by a variety of program initiatives.
BHRD also manages trauma and emergency care assis-
tance grants, and its Office of Science and Epidemiology
supports program-related research and evaluation to
improve the delivery of the Bureau’s public health
programs. These programs are described below.

Health Facilities

The Division of Facilities Compliance and Recovery
manages remaining activities of the Hill-Burton Act,
which was passed in 1946 to financially assist construc-
tion and modérnization of hospitals and other health care
facilities. While, for the most part, Hill-Burton is no
longer active, it awarded more than $4.6 billion in grants
and $1.5 billion in loans to nearly 6,800 hospitals and
health care facilities in 4,000 communities across the

Bureau of Health Resources Development

Office of the Director

Office of Program Office of Program Office of Science and
Support Development Epidemiclogy
Division of Division of Organ Division of Trauma and
HIV Services Transplantation Emergency Medical Systems

Divislon of Facilities
Compliance and Recovery

Division of Facllities
and Loans
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HIV/AIDS

The Division of HIV Services (DHS) provided
technical assistance and staff support for the addition
of eight new Title I Eligible Metropolitan Areas
(EMAs) in FY 1995 and seven potential new Title [
grantees for FY 1996, for a total of 49 EMAs.

The Annual Aggregate Reporting (AAR) system for
Titles I and II of the Ryan White Comprehensive
AIDS Resources Emergency (CARE) Act was fully
implemented. Highlights from the first report include
the following data:

Title | Title Il
Providers 1,310 1,892
Minority Providers 48% 25%
Clients Served 383,870 213,240
Female Clients 27% 25%
African American Clients 35% 28%
Hispanic Clients 22% 21%

A policy on required levels of participation of People
Living With HIV/AIDS (PLWH) was disseminated to
Title I grantees and planning councils.

In FY 1994, 34 EMAs were provided Title I and
supplemental CARE Act grants totaling $320 million,
and 54 States and territories were provided CARE Act
grants totaling $163 million. In FY 1995, 42 EMAs
were provided Title [ and supplemental CARE Act
grants totaling $349 million, and 54 States and
territories were provided CARE Act grants totaling
$175 million.

United States. In return for these Federal funds,
facilities agreed to allocate a reasonable volume of
services to persons unable to pay (the Hill-Burton
Uncompensated Services Program)}—an obligation
that lasts for 20 years after construction is completed.
There are now nearly 1,650 obligated facilities; the
FY 1995 annual obligation for all facilities is approxi-
mately $320 million. Today, more than $33.8 billion
in uncompensated services have been provided by
these obligated facilities. By the year 2000, it is
projected that fewer than 700 facilities will have
remaining uncompensated services obligations.

Selected Program Accomplishments

Transplantation—Solid Organs and Bone Marrow

In November 1994, authority for the National Bone
Marrow Donor Program was redelegated from the National
Institutes of Health (NIH) to HRSA, establishing HRSA’s
responsibility to oversee both solid organ and bone marrow
transplantation programs.

The Bureau oversaw, through a contract, the Organ
Procurement and Transplantation Network (OPTN), which
maintains a national computerized list of more than 40,000
patients waiting for transplants and a 24-hour placement
center to match donors with recipients.

Hill-Burton Act Activities

Hill-Burton-obligated facilities delivered approximately
$700 million in free or reduced-charge health services to
approximately 2 million indigent people; $10 million were
distributed through a competitive process under the Title
XVI grant program for construction of health facilities;
and approximately 18,000 individuals received information
from the Hill-Burton Hotline.

A Hill-Burton Demographic Study documented character-
istics and medical needs of persons receiving services
under this program. Results indicated that the Hill-Burton
population was predominantly female (58 percent), usually
lived without a spouse (61 percent), had a median age of
32, was more likely to be white (80 percent), had a median
household size of 2, generally had no insurance coverage
(69 percent), and had a median annual income of $7,200.

Facilities and Loans

A new model to use HHS/HUD/private-sector partnerships
to help finance capital needs of primary care clinics and
other clinical settings was included in the Secretary’s 1997
budget initiatives.

The Division of Facilities and Loans (DFL) oversees the
hospital mortgage insurance program managed under a
Memorandum of Agreement with the U.S. Department
of Housing and Urban Development (HUD) under
section 242 of the National Housing Act, enacted in
1968. Since its inception, the HUD 242 Program has
provided insurance for 284 hospital mortgage loans
totaling $8.2 billion. The portfolio currently is com-
prised of 106 active insured mortgages totaling nearly
$5.5 billion. The additional 178 loans have been paid in
full, or otherwise terminated, extinguishing the HUD
insurance liability.
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Other DFL activities include: (1) monitoring and provid-
ing loan management services for 203 remaining loans
under the Hill-Burton Hospital Construction Loan
Programs with a contingent Federal liability of $343
million, as well as the Section 242 HUD portfolio of
loans; and (2) overseeing efforts of the DHHS Office of
Engineering Services in supporting construction activities
for approximately 20 separate programs, including
reviewing the architectural and engineering aspects of
Section 242 hospital projects and construction programs
for the Department of Education.

Organ and Bone Marrow Transplantation

The Division of Transplantation (DOT) awards and
manages the contract for the National Organ Procurement
and Transplantation Network, designed to ensure equi-
table distribution of available organs to patients and
transplant centers, and a Scientific Registry of demo-
graphic and clinical information on transplant recipients.
In FY 1995, $795,000 was available for the OPTN and
$1.5 million for the Scientific Registry.

In 1994, DOT assumed oversight of the National Marrow
Donor Program (NMDP) headquartered in Minneapolis,
Minnesota. The NMDP has the responsibility for
conducting the national bone marrow donor search and
for compatibility testing of the potential donor. When a
closely matched volunteer is identified, the NMDP works
closely with the volunteer’s donor center in determining
whether the donor is healthy and prepared to donate
marrow. Transplant centers send NMDP followup data on
recipients at 3 months, 6 months, 1 year post-transplant,
and every year thereafter. NMDP donor recruitment
efforts emphasize recruitment of minority donors; of 1.7
million registered U.S. donors, less than 20 percent
represent minorities.

Grants to qualified Organ Procurement Organizations
(OPOs) have been awarded since FY 1986 to help
improve the effectiveness of organ procurement programs.
Several of the grants have been awarded to consolidate
programs where multiple OPOs exist, thereby reducing
inappropriate competition for donors in large metropolitan
areas. Other grant activities have focused on issues such
as increasing minority populations’ knowledge of organ
donation and transplantation, improving responsiveness to
the request process, and refining methods of estimating
the potential donor pool.

In 1995, the second report on transplant recipient survival
rates was published. The nine-volume, 2,700-page report
provides survival rates for 252 U.S. hospital transplant

centers for transplants performed from 1987 through
1991. The primary purpose of the report is to assist
potential transplant recipients in choosing a transplant
hospital.

Each February, DOT convenes a national meeting for
transplant surgeons and physicians, organ recovery
personnel, recipients, and other interested parties to
discuss current policies and practices in the field.

HIV Services

The Division of HIV Services plans, develops, imple-
ments, and monitors programs that provide health care
and support services for people living with HIV disease.
DHS is responsible for awarding and monitoring the grant
programs established by Title I and Title II of the Ryan
White CARE Act of 1990. The purpose of these pro-
grams is to provide resources to eligible metropolitan
areas with 2,000 or more reported AIDS cases and to
States and territories to improve the quality and availabil-
ity of care for individuals and families with HIV disease.

Under Title I of the CARE Act, EMASs receive formula
and supplemental grants to develop comprehensive HIV
service delivery systems for individuals and families with
HIV. Fifty percent of the available funds are awarded
according to a formula based on the number of AIDS
cases in the EMA, and 50 percent of the funds are
awarded competitively. In FY 1995, $349.4 million was
awarded.

Title II of the CARE Act provides for grants to States and
territories to improve the quality, availability, and organi-
zation of health care and support services for individuals
and families with HIV disease. Funds can be used for
consortia, home and community-based care, health
insurance coverage, and the provision of treatments for
individuals with HIV disease. In FY 1995, $174.8 million
was awarded.

Trauma Care

The Division of Trauma and Emergency Medical Systems
was established as part of BHRD in July 1992 and is
responsible for implementing Title XII of the Public
Health Service Act. A staff of clinical and prehospital
systems professionals provides technical assistance to
States and localities on issues such as trauma care
planning, data needs assessment tools, protocol develop-
ment, and quality assurance.

Title XII authorizes grants to State Emergency Medical
Services (EMS) agencies for trauma care systems
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planning—developing, implementing, and modifying
existing State trauma care plans. Planning must involve:
standards and requirements for the initial designation and
continued evaluation of designated trauma centers and
regional trauma care systems; standards and requirements
for medically directed triage, transport, and transfer of
trauma patients, including children; establishment and
collection of data to a central data reporting and analysis
system; public education on injury prevention and access
to trauma care; and coordination between States. From
1992 to 1994, trauma systems grants were awarded to 41
States and the District of Columbia for development of
State trauma system plans. The grants focus on the
following areas of study:

B Development of innovative uses of new and current
communications technologies

B Developing curricula and training EMS personnel in
transport and resuscitation, and management of EMS
systems

B Making training for original certification and
continuing education more accessible

B Developing protocols and agreements to increase
access to prehospital care and equipment

B Evaluating the effectiveness of protocols regarding
EMS.

Title XII provides that 10 percent of appropriations be
used for grants to public and private nonprofit entities for
research and demonstration projects to improve the
availability and quality of EMS and trauma care in rural
areas. From 1992 to 1994, 14 rural grants were awarded
to support efforts such as Rural Preventable Mortality
Studies, Rural Trauma Training, and Rural Triage
Transport and Documentation Protocols.

A Model Trauma Care System Plan for States has been
developed, as mandated, and States are using this model,
and other national standards, as a guide in developing
their own State plans.

Science and Epidemiology

The Office of Science and Epidemiology (OSE) strives to
improve Bureau policies and practices through two
distinct approaches:

B Coordinating the development, implementation, and
dissemination of evaluation studies

B Administering the Special Projects of National
Significance (SPNS) program. -

OSE evaluation projects assess key components of service
delivery systems, examine the behavior of both service
providers and recipients, and evaluate the impact of
BHRD programs on service delivery. Current evaluation
studies focus on programs funded under the Ryan White
CARE Act, the Organ Transplantation Act, the Trauma
Care Systems Planning and Development Act, and the
Hill-Burton Act.

The objective of the SPNS program is to advance knowl-
edge about the care and treatment of people with HIV/
AIDS. Funded competitively under Title II of the Ryan
White CARE Act, SPNS grants are awarded to nonprofit
organizations for the demonstration and evaluation of
innovative and replicable models of HIV care and support
services. The SPNS program has targeted several areas,
including:
B Access to care through reduction of sociocultural,
financial, and transportation barriers encountered by
specific populations

B Legal advocacy models

Reduction of social isolation
B Integration of mental health and primary care
services.

In FY 1995, approximately $20 million was awarded to
SPNS grantees.

Program Overview
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Maternal and Child Health Bureau

Program Activities

MCHB administers a program of block grants to States, as
well as two discretionary grant programs: Special Projects
of Regional and National Significance (SPRANS) and
Community Integrated Services Systems (CISS). Legisla-
tive changes in 1989 mandated a number of specific
activities to improve the health status of all mothers,
children, and adolescents, including implementation of
DHHS' “Healthy People 2000” objectives.

The State Block Grants program mandates the develop-
ment and implementation of the maternal, child, and
adolescent health care needs assessments and supports the
maternal and child health infrastructure in the Nation.
Based on their needs assessments, States must develop
and implement plans to enhance the public health

infrastructure and build resources to ensure that mothers,
children, and adolescents receive quality care with
emphasis on the provision and improvement of services to
low-income populations who otherwise would have
limited access to such services. Infrastructure develop-
ment is critical in this era of Health Care Reform—HRSA
must strive to ensure that the needs of pregnant women,
children, and children with special health care needs are
not forgotten, even as cost-saving reforms are introduced.

Discretionary grants and contracts are awarded to provide
leadership in improving the delivery of maternal and child
health care. The SPRANS grant programs support
activities in research; training; genetic disease screening,
testing, counseling, referral and information dissemina-
tion; hemophilia diagnosis and treatment; and demonstra-
tion projects aimed at improving health services for

Maternal and Child Health Bureau

Office of the Director

Office of Program
Support

Office of Program
Development

—

Division of Services for Children
With Special Health Care Needs

Division of Maternal, Infant, Child,
and Adolescent Health

Division of

Division of Sclence, Education,
Healthy Start

and Analysis
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Communications

The second edition of Health Diary: My Baby, Myself,
mandated by Congress to fill the need for a pregnancy and
baby care handbook, was published, and preparations began
on a Spanish version of the handbook.

The 60th anniversary of the signing of Title V of the Social
Security Act, which authorizes the Maternal and Child
Health (MCH) Services Block Grant, was celebrated. In
August 1995, banners, posters, and publications and
information tables were set up in the Parklawn and
Humphrey Buildings to make employees aware of the
program.

Program Development

In response to the needs of the States, the required Uniform
Title V Application and Annual Report Guidance was
simplified, reporting requirements were eliminated, and the
guide was reduced to less than 25 percent of its original size.

The Office of Program Development (OPD) organized the
review of Medicaid Sections 1115 and 1915(b) waiver
requests from the States and served on the PHS Section 1115
Waiver Steering Committee’s Monitoring Subgroup, charged
with strengthening the role of the PHS as a partner with
HCFA in the review, implementation, and monitoring of
State Section 1115 health care reform waivers.

State MCH Directors participated in two formal interagency
Technical Assistance Groups (TAGs); one with Medicaid
State Directors and one with directors of State welfare, child
development, and social services programs administered by
the Administration for Children and Families.

BPHC and MCHB jointly funded Healthy Schools, Healthy
Communities, a community-based school health centers
program that provides comprehensive primary care services
for youth at high risk for poor health, school failure, and
homelessness.

Community Health Advisors (CHAs) fill a critical gap in
health care services for underserved communities. Since
1994, the MCHB has served as the lead agency on a Federal
Technical Advisory Committee (TAC) on CHAs, composed
of representatives from more than 15 offices and agencies.
The TAC has secured funding from the Annie E. Casey
Foundation to improve the health status of underserved
communities by increasing the availability of and reliance on
CHAs.

The OPD completed initial work on development of program
performance measures required under the Government
Performance and Results Act (GPRA).

Science, Education, and Analysis

More than 6,000 new leaders in adolescent health, nursing,
nutrition, minority health, and other disciplines were

Selected Program Accomplishments

educated, and more than 75 minority youth received
education for careers in maternal and child health, health
promoation, and disease prevention.

MCHB developed and integrated primary care systems at
the community level, securing Healthier Tomorrows for
more than 74 communities where access to care was
limited.

MCHB framed the initial dimensions of the issue of early
discharge of newborns and their mothers and established a
Public Health Service Special Early Discharge Research
Committee. A summit with the presidents of major
professional organizations has been convened for late
Spring of 1996.

Bright Futures—Guidelines for Health Supervision of
Infants, Children, and Families, a collaborative effort
between HRSA and the Medicaid Bureau/HCFA, is
responding to the health promotion and disease prevention
needs of infants, children, adolescents, families, and the
professionals who serve them. Many organizations are
implementing the Bright Futures guidelines.

Services for Children With Special Health Care
Needs

The Hemophilia and AIDS Program Branch has partici-
pated in the development of the HRSA Program Advisory
on ZDV (zidovudine, or AZT) for reducing perinatal HIV
transmission. This Program Advisory was disseminated for
comment in June 1995.

During FY 1996, more than $10,900,000 in funding for
comprehensive hemophilia and HIV education and
prevention services was awarded to 26 Hemophilia
Treatment Centers grantees and their affiliate centers; there
are a total of 145 Hemophilia Treatment Centers through-
out the country. The number of active patients served rose
from 19,000 to more than 20,000 in FY 1996.

The Children’s Health Care Options Improved Through
Collaborative Efforts and Services (CHOICES) program is
designed to build upon successful collaborative efforts by
addressing three major problems created by the lack of
functional interagency linkages: access barriers; fragmen-
tation, duplication, gaps, and overlaps in service delivery;
and inefficient resource utilization. CHOICES has served
as a catalyst to bring together Shriners Hospitals for
Crippled Children (SHCC), State Title V Children With
Special Health Care Needs (CSHCN) agencies, early
intervention programs, and vocational rehabilitation
agencies. Major systems changes have occurred within
SHCC, and staff across all clinical services have learned
about resources available to families and gained an
understanding of the value of service coordination.

(Continued)
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The Children’s Safety Network (CSN) is a group of
organizations working to assist States and others to prevent
needless child and adolescent injuries. Currently, six CSN
sites are funded. Two sites are designated as core sites, with
the responsibility of addressing all aspects of injury and
violence prevention; the other four sites are issue-specific,
covering rural injury prevention, economics and insurance
issues, adolescent violence prevention, and injury data.

HRSA has been intimately involved in the creation of the
Administration for Children, Youth and Families (ACYF)
Head Start Infant and Toddler Program. The MCHB will be
integrally involved at the Federal, State, and local levels in
carrying out the health-related responsibilities of this

program.

mothers, infants, children, adolescents, and children with
special health care needs. The CISS program implements
State systems-building efforts by making available to any
public or private entity direct support for community-level
systems building.

MCHB also promotes coordination of activities autho-
rized under Titles V and XIX of the Social Security Act
and the dissemination of information to States on preven-
tive services and treatment advances.

Maternal, Infant, Child, and Adolescent Health

The Division of Maternal, Infant, Child, and Adolescent
Health serves as the national focus for programs designed
to improve the health status of women and children
through support of population-based and individual health
care activities. The Division has responsibility for
supporting core public health functions, including:

B Assessment of health status and problem identifica-
tion at the local, State, and national levels

B [nvestigation of specific health problems and health
hazards

B Education of the public to promote positive health
beliefs, attitudes, and behaviors

B Promotion of community-based, private/public
partnerships to identify and implement solutions to
maternal and child health problems

Selected Program Accomplishments (continued)

In FY 1995, HRSA, with its partner, the National
Highway Traffic Safety Administration, released a 5-
year plan to continue to improve emergency medical
services for children. Improvements made by this 10-
year-old program have been accomplished throéugh
demonstration and implementation grants to 41 States.

Healthy Start

The Division of Healthy Start intensified its public
information/education efforts in FY 1995 with the
expansion from 15 to 22 Healthy Start communities
and the development of the third wave of its national
public service announcement (PSA) campaign,
striving to reduce infant mortality.

B Linkage of women, children, youth, and families to
needed population-based, personal health, and other
community and family support services

B Evaluation of the effectiveness of health service
delivery systems and programs.

Division activities include: the promotion of a national
program designed to improve the provision of pediatric
emergency medical services; promotion of systems of
perinatal care in a managed care environment and health
services for children in early childhood development
centers and day care settings; and support for appropriate
community-directed adolescent health services. It
provides technical assistance and consultation programs
that address the physical, mental, and oral health and
nutritional needs of minority populations. The particular
health concerns of adolescents is an important focus of
the Division and has resulted in its designation as the
Office of Adolescent Health for HRSA.

Services for Children With Special Health
Needs

The Division of Services for Children With Special Health
Needs plans, develops, implements, directs, monitors, and
evaluates national programs to assure access to necessary,
comprehensive health services for children with special
health care needs and their families. Programs emphasize
the development and implementation of family-centered,
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comprehensive, coordinated, community-based, and
culturally competent systems of care that integrate health
education and social services. The Division administers a
program of block and discretionary grants that support
development of systems of care and services for those
with special health needs, including those at risk for or
suffering from chronic illness and disabilities, genetic
diseases, and HIV infection. It develops policies, guide-
lines, and standards for the delivery of professional
services and effective organization and administration of
services of health and health-related programs for the
target population.

The Division activities emphasize the development and
implementation of community-based services and systems
of care designed to improve the health of this special
population by conducting national programs of:

B Consultation and technical assistance to State and
local agencies and organizations

B Hemophilia diagnosis, treatment, and information
services

B Service improvement, development, and implementa-
tion
B Government and professional liaison.

The Division also provides a maternal and child health
focus for the Bureaus’ involvement in international health
issues relating to children and families with special health
care needs.

Science, Education, and Analysis

The Division of Science, Education, and Analysis has
primary responsibility for the development, implementa-
tion, review, management, administration, and monitoring
of State activities funded through the Federal-State
partnership provided for by Title V of the Social Security
Act, as amended. It is responsible for all information
activities of MCHB and for the Regional/Central Office

activities, work plans, and guidance. The Division
administers a program of research, professional educa-
tion and training, and data and analytic efforts to
develop new knowledge and skills designed to improve
health and prevent disease among mothers, infants,
children and adolescents, and children with special
health needs.

This Division’s activities include the development,
coordination, and implementation of technical assis-
tance and consultation to State and local agencies and
organizations on research, professional training, and
data and information systems, as well as the develop-
ment and dissemination of health education materials.

A joint venture with the American Academy of Pediat-
rics supports the Healthy Tomorrow Partnership for
Children Program, an initiative to improve access to
health care for mothers and children at the community
level.

Healthy Start

The Division of Healthy Start has the responsibility for
implementing the Healthy Start Initiative, a major
national demonstration program to reduce infant
mortality in selected U.S. communities with extremely
high infant mortality. Division activities focus on
assisting community consortia in the development of
collaborative community efforts to assure that the
appropriate comprehensive package of medical, social,
educational, and other supportive services is accessible
to pregnant women and infants. Along with these
efforts at the community level, the Division assists with
bridging the gaps between community needs and
available public/private resources and collaborates with
State Title V programs in the integration of beneficial
services to all families. The lessons learned in the
Healthy Start demonstration serve as a model for health
care reform and program integration efforts nationwide.

Program Overview
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Cross-Cutting Activities

Introduction

As is evident from the HRSA Program Overview, the
Agency supports a wide diversity of programs aimed at
improving the health of the Nation by harnessing and
effectively coordinating available resources to promote
access to quality health care, improved service delivery,
primary care education and practice, and services to
underserved and vulnerable populations.

While each Bureau administers programs supporting these
principles within the context of their mission statements,
there are some program activities that, by their nature,
transcend organizational boundaries and must be ad-
dressed using a multidisciplinary approach. In responding

to critical public health needs, HRSA supports these
cross-cutting activities at the Agencywide level. These
cross-cutting areas include:

HIV/AIDS

Immunization

Infant Mortality

Rural Health

Public Health and Primary Care
Managed Care

National and Community Service
Healthy People 2000 Objectives.

HIV/AIDS

AIDS and the risk of infection with HIV remain among
the most compelling public health threats facing the
United States. As of June 1995, more than 475,000
Americans had been diagnosed with AIDS (HIV/IAIDS
Surveillance Report, 7 [1], Centers for Disease Control
and Prevention [CDC], 1995). HIV infection continues to
increase in the heterosexual population, particularly
among minorities and women. In 1994, AIDS was the
third leading cause of death for women aged 25 to 44
years, and the leading cause of death for black women in
this age group. Further, the increasing death rate for
women affects the care of their children. The estimated
80,000 HIV-infected women of childbearing age alive in
1992 will leave approximately 125,000 to 150,000
children upon their deaths during the 1990s (MMWR, 45,
[6], CDC, 1996). Profiles on children with HIV indicate
that nearly all recent HIV infections occurred perinatally
(CDC, 1995).

The observed decade-long upward trend in the proportion
of adult/adolescent AIDS cases accounted for by women
and by racial/ethnic minorities may be attributable to
social, economic, behavioral, and other factors associated
with HIV transmission risks; thus, it is important to
continue to address these factors through prevention
efforts designed to meet the needs of specific communi-
ties. HRSA participates in preventive efforts Agencywide,
funding four titles of the Ryan White CARE Act that
provide individual and support services to people with

HIV/AIDS and their families, as well as education and
training for health professionals. HRSA also supports
initiatives to reduce perinatal HIV transmission.

Ryan White CARE Act—Titles | and Il

Titles I and II of the Ryan White CARE Act, administered
by HRSA, provide emergency assistance to localities that
are disproportionately affected by the HIV epidemic, as
well as financial assistance to States or other public or
private nonprofit entities for the delivery of essential
services to individuals and families with HIV disease. In
FY 1995, grants totaling $349.4 million were awarded
under Title I and $174.8 million under Title II of the
CARE Act.

Title I of the CARE Act creates a program of formula and
supplemental competitive grants to help metropolitan
areas with 2,000 or more reported AIDS cases meet
emergency care needs of low-income HIV patients. Title
II of the Ryan White Act provides formula grants to States
and territories for operation of HIV service consortia in
the localities most affected by the epidemic, provision of
home and community-based care, continuation of
insurance coverage for persons with HIV infection, and
treatments that prolong life and prevent serious deteriora-
tion of health. Up to 10 percent of the funds for this
program can be used to support Special Projects of
National Significance.
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HRSA is implementing a reporting system to obtain
information on clients and services under Titles I and II of
the Ryan White CARE Act. Under this system, service
providers and State programs receiving CARE Act funds
from State and local grantees will submit Annual Admin-
istrative Reports. These reports will contain descriptive
information about the organizations providing services,
and aggregate information on the numbers and character-
istics of clients and the volume of services delivered.

Reducing Perinatal HIV Transmission

HRSA, through each of its Bureaus and HIV programs,
has developed an Agencywide Implementation Plan for
perinatal HIV reduction activities. HRSA has sponsored
the development of consumer and provider educational
materials in multiple languages and in multiple media to
assist with implementing these activities. HRSA also has
developed short- and long-term evaluation studies to
assess the impact of Agencywide activities.

In February 1994, results from the AIDS Clinical Trial
Group (ACTG) 076 were released. These results demon-
strated that a regimen of zidovudine given to pregnant
women with HIV infection during pregnancy, labor, and
delivery, and to the infants for 6 weeks following delivery,
was efficacious in reducing perinatal HIV transmission
(from mother-to-child) by two-thirds. In response to these
findings and subsequent recommendations made by the
PHS, HRSA undertook a number of activities toward the
goal of reducing perinatal transmission of HIV in HRSA-
funded programs.

HRSA convened two public meetings that included
women living with HIV, providers, advocates, policy
makers, State and local government and health officials,
national organizations and associations, and HRSA
grantees to review the findings from ACTG 076, to review
subsequent PHS recommendations, and to suggest
practical strategies for implementing these recommenda-
tions in HRSA programs. HRSA’s Administrator sent
letters to all HRSA grantees informing them about the
findings from ACTG 076, related PHS recommendations,
and the ongoing HRSA activities.

HRSA also developed a program advisory, Zidovudine
Therapy for Reducing Perinatal HIV: Implementation in
HRSA-Funded Programs, which, when completed, will be
distributed to all HRSA programs. This program advisory
is intended to summarize the information available on
ZDV for reducing perinatal HIV transmission, current
PHS recommendations, and practical strategies and policy
changes for implementing these activities in HRSA
programs that have been developed through the public
process.

HIV/AIDS Technical Assistance Conference Call
Series

HRSA develops and conducts technical assistance
conference calls with CARE Act grantees to provide a
forum for exchanging information and ideas. This
collaboration between DHHS/HRSA, grantees, and other
HIV/AIDS programs improves the effectiveness of CARE
Act programs, assists grantees in better understanding and
meeting their program obligations, and strengthens their
ability to respond more quickly to the HIV epidemic. To
date, more than seven conference calls have been held,
covering such topics as quality assurance, AIDS Educa-
tion and Training Centers, collaboration between CARE
Act grantees and CDC HIV prevention programs, and
coordination efforts of Title I and II grantees. Future
topics will include HIV planning council roles and
responsibilities and multijurisdictional issues affecting
Ryan White grantees.

Women'’s Initiative for HIV Care and Reduction
of Perinatal HIV Transmission

Two HRSA Bureaus, BHRD and MCHB, collaborated in
1995 to develop the Women’s Initiative (WIN) for HIV
Care and Reduction of Perinatal HIV Transmission. This
was in response to the dramatic results of the AIDS
Clinical Trial Group 076, in which perinatal HIV trans-
mission was reduced by two-thirds with the use of ZDV.
The 3-year WIN grant program seeks to support innova-
tive HIV health care delivery models that maintain women
and their children in care. Major goals are to:

B Provide early identification of women in need

B Provide access to care, including ZDV therapy
B Promote community-based awareness

B Evaluate models of care for possible replication.

WIN is administered through BHRD’s SPNS program.

Ryan White Title IV HIV Demonstration Program
for Children, Adolescents, and Families

Since 1988, the Pediatric/Family AIDS Demonstration
Program has supported projects that stand as a model for
and provide a coordinated, comprehensive system of care
that is culturally competent, family-centered, and commu-
nity-based to children, youth, women, and their families
with and at risk of HIV infection.

In FY 1994, Congress transferred the Pediatric/Family
AIDS Demonstration program to Title IV of the Ryan
White CARE Act. Congress funded the program at $22
million, which represents $1.1 million over the FY 1993

Cross-Cutting Activities—HIV/AIDS
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level. The program will be permanently authorized in
section 2071 of the Public Health Service Act. Title IV
authorizes demonstration grants to:

B Support organizations to provide comprehensive
services

B Enhance access to organizations that provide compre-
hensive services

B Enhance access to clinical research trials for children,
youth, women, and families with or affected by HIV
infection.

As a result of this transfer to Title IV, the focus of the
program is further expanded to develop innovative models
that link systems of comprehensive primary/community-
based medical and social services for the affected popula-
tion with NIH and other clinical research trials.

The program, referred to as the HIV Demonstration
Program for Children, Adolescents, and Families, is now
starting its seventh year. It has evolved from primarily
focusing on the coordination of services for the manage-
ment and care of infected children and their families to
also addressing the broader prevention, care, and research
needs of children, youth, and women affected by HIV/
AIDS infection. Currently, there are 44 funded projects in
19 States, the District of Columbia, and Puerto Rico.
Over 80 percent of all clients served are African American
or Hispanic—groups reported with the highest prevalence
of HIV/AIDS.

The Integrated Primary Care and Substance
Abuse Treatment Demonstration Program

In FY 1989, HRSA, in conjunction with SAMHSA and
the National Institute on Drug Abuse, launched a 3-year,
$30 million demonstration program to assess the feasibil-
ity of linking primary care and drug abuse treatment to
improve the effectiveness of drug treatment and to slow
the transmission of HIV. The program was extended in
order to continue implementation of program activities.

In FY 1995, five of the eight grantees continued to receive

funding, and it is expected that in FY 1996, these same
grantees will receive continuation funding.

The program provides comprehensive health and drug
treatment services to injection drug users, other drug
users, their sexual partners, and family members. In
1991, the total caseload exceeded 21,000; an estimated
12,000 clients received substance abuse treatment and
over 14,000 clients received primary care services. Forty-
three percent of the clients were between 13 and 29 years
old, approximately 40 percent were women, and 60
percent were from an ethnic or cultural minority group.
Data are currently being analyzed for FY 1994.

Common barriers to successful integration of primary care
and substance abuse programs were identified as:

B Deficiencies in provider training

B Lack of provider experience in working with the
given population

B [nadequate space in which to provide services

B Lack of needed medical equipment

B Inability of professional staff to ensure that needed
treatment is provided.

An evaluation of this program, now under way, will
provide further information on the common barriers to
successful integration of primary care and substance
abuse programs, and identify strategies to overcome them.

HIV and Primary Care

HRSA, through its Title I1I(b) program, supports a
number of HIV initiatives that seek to address significant
concerns arising from the HIV epidemic. The Airbridge
Initiative is assessing access and continuity of care issues
for those clients who may be migrating from Puerto Rico
to the greater New York area seeking HIV care. The Gay
and Lesbian Adolescents Initiative is identifying the
primary care needs of these adolescents and developing
strategies for bringing them into and retaining them in
care.
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Immunization

Vaccines and immunization programs are one of our most
effective public health tools. Immunization with vaccines
that are available today controls numerous diseases and
their complications, including influenza, hepatitis B,
meningitis, and childhood vaccine-preventable diseases
such as polio, diptheria, tetanus, measles, rubella,
pertussis, and mumps. As part of its mission of promoting
primary care practices, particularly among underserved
and vulnerable populations, HRSA supports a number of
immunization-related projects.

‘Childhood Immunization Initiative

Successful efforts to increase immunization levels in
underserved infants and children require three key
building blocks:

B National and State-based strategies that assure
collaboration and coordination

B An adequate supply of vaccine

B An infrastructure to assure that immunizations are
given.

These building blocks are the foundation for HRSA’s
immunization strategy to increase immunization levels in
underserved infants and children through its grant-
supported programs. This strategy is being implemented
in collaboration with the CDC through the Childhood
Immunization Initiative (CII).

The goal of the CII is to increase, by 1996, vaccination
levels for 2-year-old children to at least 90 percent for the
most critical doses in the recommended childhood
immunization schedule. HRSA will support this effort via
outreach, tracking, and case management; integrating
HRSA programs into the CDC-initiated Immunization
Action Plans; developing outcome measures in order to
gauge progress; and integrating immunization efforts with
delivery of primary care services to underserved children
to provide them with a “medical home.”

Other Immunization-Related Programs

HRSA supports a number of other immunization-related
projects. C/MHCs used a continuous quality improve-
ment approach to develop new clinical reporting require-
ments for both pediatric and adult immunizations. There
are five innovative pilot projects in which State and
Regional Primary Care Associations are implementing a
group review, audit, and reporting process.

HRSA participated with CDC in formulating Standards
for Pediatric Immunization Practice. The standards
provide guidance to health care providers on overcoming
barriers to immunization and taking advantage of all
opportunities to immunize children.

The Primary Care Effectiveness Review, a site visit survey
instrument for HRSA-funded health centers, includes a
review of medical records to ensure that immunization
protocols and practices are consistent with current
American Academy of Pediatrics and Advisory Commit-
tee on Immunization Practices guidelines and with major
issues outlined in the Standards for Pediatric Immuniza-
tion Practice.

HRSA, through a cooperative agreement with City
MatCH, surveyed childhood immunizations in 177 urban
health departments nationwide that serve populations
greater than 100,000. Ninety-five percent or more of the
health departments administer immunizations against
eight of the nine major diseases of childhood. To improve
immunization levels, health departments are creating more
user-friendly delivery systems; expanding immunization
outreach and education activities; building and utilizing
community partnerships, collaborations, and coalitions;
and improving immunization documentation. Results
from this survey will be utilized to provide technical
assistance and consultation to States on immunizations.

HRSA’s Migrant Health Program is working with HCFA
on the final stages of a feasibility study on Medicaid
reciprocity for migrant farm workers and their families.
This approach will reduce one or more financial barriers
to the timely immunization of children. HCFA is consid-
ering a demonstration phase to implement the recommen-
dations of the study.

HRSA-funded State primary care associations and
cooperative agreement agencies collaborate with CDC and
the States through the Immunization Action Plans to
ensure the participation of HRSA-funded programs in the
plans.

HRSA has successfully launched several hepatitis B
initiatives in collaboration with other PHS agencies and/or
private entities. Currently, HRSA and the New York
Children’s Health Fund are jointly funding a new Hepati-
tis Demonstration Project which will target runaway
adolescents.

Cross-Cutting Activities—Immunization
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HRSA and CDC are conducting a joint study of preschool
immunization rates in the user population of five commu-
nity health centers. Once baseline information is ob-
tained, assistance is provided in developing and imple-
menting a plan to increase baseline rates and evaluate the
impact of interventions.

HRSA is collaborating with the National Service Pro-
gram, the National Peace Corps Association, and the
Congress of Black Churches to increase the number of
volunteers working in HRSA-funded programs, including
immunization activities.

Through cooperative agreements with the Association of
Maternal and Child Health Programs (AMCHP) and City
MatCH, HRSA surveyed State maternal and child health
programs to identify immunization practices and barriers
to delivery of age-appropriate immunizations. A report

was published in 1994. The findings and recommenda-
tions from the survey serve as the basis for a technical
assistance and a consultation plan to assist States to
immunize 90 percent of preschool children by their
second birthday.

HRSA ensures that the maternal and child health pro-
grams of the 59 States and jurisdictions are working
towards meeting the goals of having 90 percent of the
Nation’s 2-year-olds fully immunized. This is being done
by monitoring State programs through the Block Grant
application review and, working in collaboration with the
Interagency Committee on Immunizations as well as
using information from the City MatCH and AMCHP
studies, providing technical assistance that addresses
immunizations as part of its State and community systems
development initiative.
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Infant Mortality

The infant mortality rate—a standard index of health—is
higher in the United States than in many other developed
countries. Within the United States, the total infant
mortality rate declined for 1993 to its lowest rate ever, and
this declining trend appears to be continuing through 1994
(MMWR, 45 [10], CDC, 1996). However, differences in
infant mortality rates persist based on race, socioeco-
nomic status, and access to health care. For example, in
1993, the risk for death during the first year of life for
black infants remained 2.4 times greater than for white
infants (CDC, 1996). Results of the 1988 National
Maternal and Infant Health Survey also indicate that a
strong relationship exists between poverty and infant
mortality risk.

HRSA supports initiatives for reducing infant mortality as
part of its goals of increasing access and availability of
health care in underserved areas and supporting education
and community-oriented prevention programs.

Healthy Start

The Healthy Start Initiative is a demonstration program
funded under section 301 of the Public Health Service
Act. The purpose of the Initiative is to identify a broad
range of community-driven strategies and interventions
that could successfully and significantly reduce infant
mortality. The intended goal is to reduce infant mortality
by 50 percent in the 15 original Healthy Start communi-
ties in 5 years. Healthy Start brings to focus the need to
strengthen and enhance community systems of maternal
and infant care. The Initiative challenges communities to
fully address the medical, behavioral, and psychosocial
needs of women and infants. The principles guiding the
planning and operation of the program are innovation,
community commitment and involvement, increased
access, service integration, and personal responsibility.

FY 1991 funding provided opportunities for comprehen-
sive planning activities in 1992. Program implementation
and the provision of services began in FY 1993. The
Initiative is currently supporting 22 urban and rural
communities to implement such strategies and interven-
tions.

The Healthy Start Initiative also features an aggressive
national and local public service information and educa-
tion component to raise awareness of infant mortality and
promote prenatal care and other healthy behaviors. An

extensive outcome- and process-oriented national
evaluation will assess diverse interventions and their
effectiveness across distinct populations. In addition, all
projects also conduct local evaluations.

Community Integrated Service Systems
Development

In response to the need for better-coordinated maternal
and child health efforts, HRSA made the development of
community-based service systems a top priority. These
systems are intended to promote physical, psychological,
and social well-being for all pregnant women and
children, adolescents, and their families; provide indi-
vidualized attention for their special health care and
related needs; and link health care and services with other
needed services and programs, including, but not limited
to, early intervention, educational, vocational, and mental
health services. The legislation targets areas of high
infant mortality.

The Community Integrated Service Systems program
makes possible the implementation of systems building at
the local level through the use of strategies that can
facilitate realization of comprehensive community-based
networks of services. CISS funds have been awarded
directly to community applicants and States to assist in
the development of program and service delivery linkage.
CISS’ legislation mandates that grantees incorporate one
or more of six strategies into their programs: home
visiting activities; one-stop shopping; health centers
operated by not-for-profit hospitals; services for rural
populations; outpatient and community-based service
programs for children with special health care needs; and
increased provider participation.

Perinatal and Women'’s Health

HRSA has a long tradition of involvement in perinatal
health issues; the first study conducted by the Children’s
Bureau (MCHB’s predecessor agency), back in 1913,
looked into prenatal health care and birth outcomes in
Johnstown, Pennsylvania. The Johnstown study pin-
pointed societal deficits that contributed to the poor health
of pregnant women and their babies, as well as the
necessary health and ancillary services and the medical
issues affecting this population.

Cross-Cutting Activities—Infant Mortality

37



HRSA Profile FY 1996—"Assuring Quality Health Care to Underserved and Vulnerable Populations"”

The Johnstown model has been used many times through-
out the century to gather information about gaps in
services, barriers to accessing services, and the impact of
various interventions. The utility of many of the compo-
nents of comprehensive prenatal care and the effective-
ness of different modes for delivering care have been the
subjects for Bureau-supported research and demonstration
grants over the years. Home visiting, one-stop shopping,
and resource mothers are some of the service delivery
innovations first tested by HRSA.

HRSA'’s strategy for supporting new, innovative projects
to improve the health of women and assure healthy birth
outcomes is an outgrowth of this early work and is
designed to:

B Improve the health care delivery system and access to
care

B Improve the content of care and focus on risk
reduction

B Improve the capacity of programs to assess needs and
effectively respond to them.

Federal Collaborative Initiatives to Improve
Infant Mortality

HRSA, through an interagency agreement with the Center
for Substance Abuse Prevention (CSAP), is funding
demonstration grant programs targeted at community
development of comprehensive programs for pregnant
substance abusers and their infants. Funded projects are
administered by CSAP and address the medical and drug
treatment needs of pregnant women through prevention,
education, and treatment approaches. Collaboration
between multiple agencies on the community level is
encouraged.

The National Perinatal Addiction Prevention Program
Resource Center is jointly funded by SAMHSA and
HRSA. This National Resource Center acts as the
country’s focal point for policy, research, information/
referral, training, service design, technical assistance, and
evaluation findings of programs targeting substance-
abusing pregnant and postpartum women and their
children.
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Rural Health

HRSA’s Office of Rural Health Policy works within the
DHHS and with other Federal agencies, States, national
associations, foundations, and private-sector organizations
to seek solutions to health care problems in rural commu-
nities. It also assists the Secretary in developing rural
health finance policy. In particular, the Office advises the
Secretary on how the Medicare and Medicaid programs
affect access to health care for rural populations. For
example, higher Medicare payment updates were recom-
mended for primary care physicians and rural hospitals,
along with a more liberal definition of Essential Access
Community Hospitals. The Office also examines the rural
implications of Federal and State health care reforms.

National Advisory Committee on Rural Health

ORHP administers the National Advisory Committee on
Rural Health, which advises the Secretary for Health and
Human Services on the priorities and strategies that
should be considered when providing and financing health
care services in rural areas. The Committee meets three
times a year to develop recommendations to the Secretary
designed to improve access of rural residents to primary
care and hospital care. The Committee’s 1994 recommen-
dations focused particularly on the need for supportive
and flexible national policies to help States and communi-
ties reform the rural delivery system. It also makes
recommendations for rural data needs, as well as concerns
over rural mental health, rural hospitals, and graduate
medical education. The Seventh Annual Report on Rural
Health to the Secretary of Health and Human Services is
available from the Office, as are previous reports. The
Committee’s eighth report was issued in December 1995.

Rural Health Outreach Grant Program

ORHP administers the Rural Health Outreach Grant
program to demonstrate new and innovative models of
health care delivery through the integration and coordina-
tion of local services. Since 1991, over $100 million has
been awarded to almost 300 rural communities in 48
States and 4 territories. For FY 1995, 288 applications
were reviewed and grant awards were made for 26 new
and 122 continuing projects.

ORHP also implements a matching grant program with
States that provides $2.5 million to support the activities
of State Offices of Rural Health. Today, there are 50 State
offices, each of which serves rural communities by
collecting and disseminating information; assisting with

the recruitment and retention of health professionals;
providing technical assistance to garner Federal, State,
and foundation funding; and coordinating rural health
interests and activities across the State.

ORHP supports rural health research activities and
administers a grant program for Rural Health Research
Centers, which collect and analyze information, conduct
applied research on rural health care issues, and widely
disseminate results. Six centers currently have grants
under this program—the State University of New York at
Buffalo, the University of Minnesota, the University of
North Carolina at Chapel Hill, the University of North
Dakota, the University of Southern Maine, and the
University of Washington. A full competition of the Rural
Health Research Center grant program was conducted in
FY 1992. The next competition is anticipated in FY
1996. ,

Rural Information Center Health Services

Through an interagency agreement with the Department
of Agriculture, ORHP supports a national clearinghouse
that collects and disseminates rural health information.
The Rural Information Center Health Services (RICHS)
responds to individual inquiries with customized assis-
tance. RICHS also provides information on Federal grant
programs and the status of legislation and has begun to
offer a new series of background papers on a variety of
rural health issues. RICHS participates in the electronic
bulletin board of the Agricultural Library Forum (ALF).
Information on how to access ALF directly is available
from RICHS through its toll-free number (1-800-633-
7701). In addition, ORHP works closely with the
Department of Agriculture’s Cooperative Extension
Service in the development and implementation of their
national health initiative, Decisions for Health.

Other HRSA Rural Health Activities

ORHP has played a lead role in coordinating telecommu-
nications activities in DHHS. Through June 1992, it
managed a Departmental demonstration that established
an interactive satellite-based video communication system
between Texas Tech University and rural physicians in
west Texas. Continuing funding is provided for a major
telemedicine demonstration project in West Virginia,
called MDTYV, which links West Virginia University’s
Health Sciences Center in Morgantown with a second hub
site in Charleston, five small rural hospitals, and two

Cross-Cutting Activities—Rural Health
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Veterans Administration hospitals. Three Community
Health Centers will be added to the telemedicine network
in the next year. MDTYV provides 24-hour medical
consultations, emergency assistance, and continuing
education to the remote sites. Weekly grand rounds are
also included in programming. An additional seven
telemedicine projects are being funded under the Out-
reach Grant program. An earlier-funded project in
Oregon is continuing using other resources. There, a
consortium of community mental health centers in 13
rural counties hooked into an already existing statewide
telecommunications network that uses three different
modes: satellite, compressed digital transmission, and an
electronic data network. The mental health centers can
access mental health specialists in Portland and Pendleton
for case consultations, admission and discharge inter-
views, and crisis response. The network is also used to
meet the education needs of the rural mental health
professionals and paraprofessionals.

In FY 1994, HRSA awarded a contract to the University
of Colorado to examine the role of social workers in
health care systems in rural areas and provide information
about developing effective interdisciplinary rural health
care teams. In FY 1995, two contracts were awarded to
examine the roles of health professionals in rural commu-
nities. The first contract, awarded to the American
Pharmaceutical Association, is exploring aspects of
pharmacists’ practice in rural communities, including
their accessibility as health care providers (geographic
and ease of contact). The second contract, awarded to
Palmer College of Chiropractics, is to explore the role of
chiropractors, who have not been well integrated into
health care teams, as members of interdisciplinary teams
and health care providers in rural communities.

In FY 1995, HRSA funded 19 projects under its program
Grants for Interdisciplinary Training for Health Care for
Rural Areas. Ten grants for Health Education and
Training Centers for the U.S.-Mexico Border Areas and
other urban and rural areas of need were funded.

In FY 1995, there were 33 HRSA-supported AHEC
programs, with a majority of the programs addressing
rural population needs through AHEC-sponsored health
personnel training programs, at approximately 1,149
participating rural training sites.

HRSA, in collaboration with HCFA, administers the Rural
Health Medical Education Demonstration Project. The
project provides resident physicians with clinical experi-
ence in rural areas. Currently, there are eight ongoing
projects.

Through an interagency agreement with the Agency for
Health Care Policy and Research, the Bureau adminis-
tered a project at the Arkansas Area Health Education
Center to test strategies for disseminating new medical
treatment protocols to practicing physicians. This project,
which was completed in FY 1994, afforded an opportu-
nity to examine the relevance of the protocols to the needs
of rural populations and rural physicians. It also provided
some insight into alternative information dissemination
strategies. A paper, entitled Primary Care Physicians’
Response to Dissemination of Practice Guidelines, was
accepted for publication by the Archives of Family
Medicine.

More than 50 percent of the graduates of nursing schools
receiving HRSA funding for advanced degree profes-
sional nurse trdineeships worked in rural and medically
underserved communities. HRSA nursing programs also
fund nurse anesthetist training, with 76 percent of the
funded projects focused on preparing nurse anesthetists to
work in rural and medically underserved communities,
where 85 percent of all anesthesia for rural areas is
administered by nurse anesthetists.

" HRSA is required by legislative mandate to ensure that at

least 40 percent of its nationwide network of more than
1,700 community health centers and migrant health
centers are located in rural areas. In addition, rural areas
are among the shortage areas in which HRSA places
doctors and other health professionals who participate in
the National Health Service Corps.

HRSA provides AIDS-related services to rural areas
through Ryan White CARE Act programs. These
activities range from an evaluation study to assess the
need for rural AIDS services to the establishment of a
national AIDS hotline for clinical questions from health
professionals throughout the Nation.
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Public Health and Primary Care

Improving public health through promotion of primary
care education and practice and better access and avail-
ability to quality health care are fundamental components
of HRSA’s mission, supported Agencywide.

Public Health Activities

The Office of Public Health Practice serves as the
Agency’s focal point on efforts to strengthen the practice
of public health in the Nation—as it pertains to the HRSA
mission.

OPHP is involved in a wide range of activities that
highlight the role of State and local health departments in
assuring the health status of their communities, including:

B  Addressing issues raised in The Future of Public
Health (IOM)

B Providing HRSA management with input on pro-
grams that impact public health practice

B Working with State and local governments to
promote solutions to problems that may impair the
delivery of public health services, especially those
relating to the establishment of primary care systems

B Developing and coordinating grants, contracts, and
agreements for public health practice activities.

OPHP is also the lead HRSA office for activities involv-
ing the Joint Council of Official Public Health Organiza-
tions. The Joint Council provides the major public health
provider organizations with a mechanism to respond to
pressing issues.

Other units within HRSA are also directly involved in
public health practice activities. The BHPr administers
several programs targeted to improving public health
education and training. The Public Health Traineeship
grant program provides funds to schools for traineeships
to individuals pursuing studies in a public health field in
which there is a severe shortage of professionals.

The Public Health Special Project grant program supports
curriculum development and other projects that further
Healthy People 2000 goals in preventive medicine, health
promotion and disease prevention, health care in medi-
cally underserved areas, and domestic violence. The
Public Health Practice Coordinator initiative promotes
linkages between schools of public health and the practice
community. A five-State pilot study of evolving public
health workforce training needs is under way.

The Preventive Medicine and Dental Public Health grant
programs support graduate medical education in the
specialty of preventive medicine, graduate dental educa-
tion in the specialty of dental public health, and special
initiatives to strengthen development of these disciplines.
The Health Administration Traineeships and Special
Projects grant program provides traineeships for students
and assists in the development or improvement of
programs in health administration.

A S-year initiative to enhance the analytic skills of
maternal and child health professionals is under way in
maternal and child health training programs in schools of
public health. MCHB and the CDC are placing maternal
and child health epidemiologists in States to assist the
MCH problem solving.

Collaborative Efforts

HRSA continuously monitors the impact of the changing
health care environment on PHS programs and evaluates
its leadership role and the direction the Agency must take
in order to close gaps in the national health care system.
Taking a proactive direction, HRSA has increased its
focus on identifying timely opportunities for supportive
partnerships and new relationships in community-based
linkages that will strengthen the public health network.
HRSA, with other Federal agencies, is entering into new
and innovative relationships with private and
nongovernment organizations to support creative health
care delivery arrangements and provider training opportu-
nities that will strengthen community-based public health
solutions.

A Memorandum of Understanding with the American
Hospital Association has been signed in order to identify
and strengthen collaborative arrangements between
HRSA and the hospital industry. HRSA is currently
reviewing potential projects that will result from that
agreement.

Close collaboration is taking place with CDC in the area
of community-based needs assessment. HRSA is working
on a program agenda with CDC on Building Bridges
Across Public and Private Sectors Through Collaboration
and Partnerships.

Work is under way to identify collaborative opportunities
with the Substance Abuse and Mental Health Services
Administration.
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School Health

Two HRSA Bureaus, MCHB and BPHC, are collaborat-
ing on Healthy Schools, Healthy Communities. This
initiative will assist States in the development of full-
service schools to meet the needs of communities through
the provision of comprehensive, culturally competent, and
integrated health, psychosocial, and education services for
all children, adolescents, and their families. These
projects are designed to improve accessibility and
increase utilization of comprehensive health and health-
related services that are geared to the developmental
needs of school-age children.

The projects funded include 10 school health staff
development grants to prepare health care providers and
education personnel to work effectively in conducting
comprehensive school health programs; service demon-
stration grants to develop community models to provide a
comprehensive range of health and health-related services
and to build community partnerships to implement the
models; and health education/promotion demonstration
grants to implement prevention and early intervention
programs on such problems as violence, injury, smoking
and other drug use, sexual activity, sexually transmitted
diseases and HIV/AIDS, and delinquent behavior. The
health education/promotion grants are directly linked to
the service demonstration grants for school-based health
centers and must complement the services of the funded
school-based health centers. In FY 1994, $2.5 million
were earmarked to launch this school health program.

A new project, Expanded School Health Resources and
Training, has been developed to provide up-to-date
technical information, materials, and resource assistance
to States, school districts, and others regarding develop-
ment or expansion of health services in the school setting.
The project will, in addition, provide information on
school health that will assist in policy and program
development initiatives to improve the health of school-
age children and youth.

Violence Prevention in Schools

As part of its efforts to address violence and related
issues, MCHB funded five States to enhance mental
health resources and services in schools through systems
building and two training and technical assistance centers
for mental health resource support nationwide.

BPHC funded three community health centers to improve
and increase violence prevention and mental health
services in the school-based clinic setting. Each of the
three recipients has an established school-based clinic.

Through this funding, violence prevention, mental health
treatment, and psychosocial support services are being
expanded and integrated into the service packages of the
three school-based programs. Each center has developed
a unique program of mental health services designed to
meet the needs of their differing populations and address
specific issues related to violence.

Primary Care Initiatives
Access to Primary Care

Over 43 million Americans are without access to primary
care because they lack health insurance, live in communi-
ties without sufficient health resources, have special needs
not met by traditional medical care, or face other barriers
such as race, language, or culture. Primary care is a
common denominator for all HRSA Bureaus, with some
focusing on the development of primary care providers,
others on resources, and still others on categorical
populations such as mothers and children.

The MCHB, a$ mandated by Title V of the Social Security
Act, provides leadership to the public and private sectors
to build an infrastructure for the delivery of primary
health care services to all mothers and children in the
Nation. A particular responsibility is serving those low-
income or isolated populations who otherwise would have
limited access to care. There are 59 States (and jurisdic-
tions) that receive funds under the MCH Services Block
Grant. Approximately 85 percent of the Block Grant
funds are distributed to States under a formula that takes
into consideration the percent of the Nation’s low-income
children residing in each State. The goals of this program
include increasing the number of low-income children
receiving health assessments and followup diagnostic and
treatment services and providing access to comprehensive
perinatal care for women and preventive and primary care
services for children, including children with special
health care needs.

The BPHC has the major responsibility for the delivery of
primary care services to targeted medically underserved
populations such as low-income minorities, pregnant
women, children, the uninsured, immigrants, the home-
less, substance abusers, HIV-infected persons, the elderly,
and migrant and seasonal farm workers. These services
are integrated with those of State and local health depart-
ments and organizations within the community served.
These programs are designed to complement existing
resources, and coalition building with other providers of
health and social services is a priority.
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Collaborative Efforts

HRSA will continue to work with HCFA to implement
significant expansion in the Medicaid and Medicare
programs, which offer the programs they fund the
possibility of substantially increasing revenues or,
alternatively, completely losing their funding base.

To build coalitions and complement existing resources,
HRSA has entered into cooperative agreements with
public constituent organizations to promote the develop-
ment of primary care systems in States and local commu-
nities. These organizations include the Association of
State and Territorial Health Officials (ASTHO), the
National Association of County Health Officials
(NACHO), the U.S. Conference of Local Health Officers
(USCLHO), the National Governors’ Association (NGA),
and City MatCH.

With support from several HRSA programs, ASTHO
maintains a primary care committee that oversees the
production of the ASTHO Access Report, a monthly
newsletter on primary care and maternal and child health,
and supports projects and topical reports such as the 7993
Inventory of State Primary Care Cooperative Agreement
Activities, December 1993, and the ASTHO Multicultural
Public Health Capacity Building Pilot Projects Final
Report, February 1994,

In collaboration with the NACHO, linkages are also
encouraged between C/MHCs, local health departments,
and other providers of primary care services to the
underserved. In early FY 1994, a Model Strategy Work-
book was disseminated, which describes the experience of
sites in developing partnerships. A survey of those who
received the workbook is currently being conducted to
determine if it has had any impact on the development of
partnerships. With support from HRSA and the Office of
the Assistant Secretary for Health (OASH), NACHO has
also completed a bilingual/bicultural health project that
will be distributed to local health departments and
C/MHCs. The goal of these materials is to assist local
communities in recruitment and retention of local
providers by providing information on public health
functions, clinical improvements mechanisms, and
networking opportunities. Finally, another planned
NACHO initiative is to develop case studies illustrating
the participation of local health departments and C/MHCs
in managed care arrangements and integrated service
delivery networks.

The USCLHO has developed the Minority Health
Initiative (MHI), which is designed to improve the
capacity of local communities to address the health needs
of their minority populations. In addition, it facilitates

information exchange between local health departments
and community-based programs.

An NGA Cooperative Agreement has been designed to
enhance HRSA’s and HCFA's relationships with the
various State and local agencies/organizations involved in
the delivery of primary care. NGA has conducted forums
on the implementation of Medicaid enhancements that
greatly affect the provision of primary care—the Feder-
ally Qualified Health Center provisions, the Early
Periodic Screening, Diagnosis and Treatment (EPSDT)
program, Medicaid Managed Care programs, and the
outstationing of Medicaid eligibility workers.

A collaborative effort with the Administration for Chil-
dren and Families (ACF) to build comprehensive services
of health and child welfare programs at the State and local
levels was established in 1994. The home visiting model
is an important care component of these projects. In
1994, 43 States, the District of Columbia, and Puerto Rico
received 1-year Community Integrated Service Grants
from the Bureau to support the development of enhanced
health components of the Family Preservation and Family
Support Services programs funded by ACF.

In addition, NGA has worked with HRSA Bureaus on a
series of policy briefs that discuss the acquisition of cost-
based reimbursement by primary care providers and the
relationships among case management, C/MHCs, and
Medicaid. In FY 1993, NGA policy forums and issue
briefs examined the collaborative opportunities available
for C/MHCs and State-supported health professions
programs to provide community-based primary care
training. This year, the NGA is funded to focus on State
Medicaid managed care waivers and the role of public-
sector providers in the development of these waivers.

Under its Partnership for Information and Communication
(PIC) program, the MCHB supports 10 cooperative
agreements with various governmental and professional
organizations to both facilitate the dissemination of new
information and to encourage collaboration among the
PIC grantees on issues of common concern, such as
activities relevant to health care financing and service
delivery strategies and early childhood immunizations
programs. The PIC grantees are: Association of Maternal
and Child Health Programs, Association of State and
Territorial Health Officials, City MatCH and the U.S.
Conference of Local Health Officers; Family Voices,
Grantmakers in Health; National Association of County
and City Health Officials; National Conference of State
Legislatures; National Governors’ Association; National
Healthy Mothers, Healthy Babies Coalition; and the
Washington Business Group of Health.
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State-Based Activities

State Title V (maternal and child health) programs are
located in the departments of health in every State, along
with the majority of programs for children with special
health care needs. State Title V programs implement their
responsibilities by engaging in a range of core public
health program functions, including: needs assessment;
program planning and development; service delivery,
coordination, and financing; standard setting and monitor-
ing; technical assistance, information, and education; and
reporting.

The maternal and child health programs support such
services as prenatal care, child health services, school
health services, and specialized health services and family
support for children with actual or suspected developmen-
tal disabilities or chronic illnesses. State programs are
also developing community-based networks of preventive
and primary care that coordinate and integrate public- and
private-sector resources and programs for pregnant
women, mothers, infants, children, and adolescents.

PCAs and PCOs have wide-ranging activities based on an
environmental assessment of needs and resources in the
State. The PCO is responsible—with input from the
PCA—for development of the State Primary Care Access
Plan, which identifies and prioritizes primary care needs
in the State. The two State partners, in collaboration with
HRSA, seek to develop seamless systems of comprehen-
sive, community-based primary care for the underserved
by coordinating all available resources.

Intra-HRSA Linkage Activities

HRSA Bureaus formed various linkage committees and
work groups to better support underserved communities.
The BPHC/BHPr Linkage Committee was formed in
response to an increasing recognition that linkages
between community-based primary care delivery sites and
health professions educational institutions and programs
can provide a stimulus to retain health practitioners in
primary care. Since its inception, the Committee has
increased collaboration between the two Bureaus in the
development and implementation of policies and pro-
grams related to service-education linkages, developed
new programs and contracts to facilitate these linkages,
and increased funds targeted to this activity.

In 1993, with AHEC funding, a contract was awarded to
conduct five regional faculty development workshops to
bring together the primary care faculties with health
center providers. These workshops provided faculty
development orientation and training to approximately
250 health providers serving in underserved sites (i.e.,

community/migrant health centers). Included were
physicians, nurse practitioners, and physician assistants
who are likely to become preceptors and affiliated faculty
for a range of BHPr-sponsored training programs. More
than 1,000 copies of the final product, a workbook
entitled Faculty Development Workbook of Primary Care
Futures Project, have been distributed to date,

The MCHB/BPHC Interbureau Workgroup was created to
share information about program activities, organizational
frameworks, and lessons learned, with the purpose of
enhancing the success of programs through collaboration
between the two Bureaus. This group has reviewed
activities and service programs in both Bureaus. Particu-
lar attention has been given to planning requirements that
place overlapping demands on States in order to foster
more effective collaboration at the service level.

Primary Care Workforce

The health professions education and training programs
administered by the BHPr provide assistance to develop
and maintain the infrastructure necessary to produce an
adequate supply of primary care and public health
practitioners to meet the Nation’s needs. These programs
include a variety of training grant activities that help
medical schools and hospitals plan, develop, and operate
training programs in family medicine, general internal
medicine, and general pediatrics, as well as closely
associated health care personnel, such as physician
assistants and podiatrists. These programs have empha-
sized activities to generate and maintain interest in
primary medical care'at the undergraduate and graduate
levels.

Postdoctoral research training in primary medical care is
promoted through institutional awards made under the
National Research Service Award program. These
projects are conducted by institutions that have current
and past BHPr-sponsored training activities in family
medicine, general internal medicine, and general pediat-
rics. Similar training experiences are emphasized in the
Bureau-administered training programs for advanced
general dentistry. The National Institutes of Health
Revitalization Act of 1993, Public Law 103-43, doubled
the level of this funding. There are currently 10 ongoing
projects.

Education and training for nurse practitioners and nurse-
midwives is also supported by the Agency. Grants are
awarded to eligible institutions to plan, develop, operate,
expand, or maintain programs for the education of nurse
practitioners and nurse-midwives to work in settings such
as the home, ambulatory and long-term care facilities, and
other health care institutions. The Nurse Practitioner and

44 Cross-Cutting Activities—Public Health and Primary Care



HRSA Profile FY 1996—"Promoting Primary Care and Public Health Education and Practice"

Nurse-Midwifery program has helped develop and expand
60 percent of the current educational programs preparing
nurses for primary care delivery, with 95 percent of the
nurse practitioner and nurse-midwifery graduates actually
working in primary care settings. An annual Nursing
Minority Congress convenes over 100 minority nurse
national leaders in nurse education and practice. Cospon-
sors are the National Institute for Nursing Research,
National Institutes of Health; Office of Minority Health,
DHHS; Office of the Chief Nurse, PHS; Office of the
Chief Nurse, Indian Health Service; Office of Minority
Affairs, HRSA; Division of Disadvantaged Assistance,
BHPr, HRSA; and Psychiatric Nursing Program, National
Institute of Mental Health.

In HRSA’s Long-Range Plan to Improve Access for
Underserved Populations, the National Health Service
Corps plays an essential role in meeting long-term
expectations to provide health professionals to
underserved areas. The plan projects significant increases
in loan repayment agreements to support capacity
expansion and NHSC scholarships, which will eventually
result in significantly higher numbers of providers
available for placement in underserved areas. BHPr’s part
in the long-range plan would provide immediate relief to
the most severely underserved areas through strengthen-
ing training of primary care physicians and nonphysician
providers at service sites. This would expand the pool
and improve the quality of primary care providers willing
and able to serve the underserved.

An annual Primary Care Fellowship Program is adminis-
tered by HRSA and the Agency for Health Care Policy
and Research. Cosponsors for the fellowship program
include CDC, the Indian Health Service, SAMHSA, and
HCFA. The purpose is to provide an opportunity for
primary care practitioners, academicians, researchers, and
administrators to become more effective advocates for
improving primary health care. During the intensive 3-
week fellowship program in March and June of 1995, 33
participants studied how legislation, research, and health
care financing impact primary care policy.

The DHHS Interdepartmental Minority Health Science
Careers Coordinating Committee helps to enhance
coordination and communication among the various
departments and agencies in the executive branch that
address the improvement of minority representation in the
health science and biomedical professions. Quarterly
meetings are held. A Directory of Minority-Funded
Programs has been disseminated to all committee
members and their constituencies.

Various grant programs administered by BHPr have used
a funding priority that favorably adjusts the merit review
scores of applicants who demonstrate either substantial
progress over the past 3 years or a significant experience
of 10 or more years in enrolling and graduating trainees
from those minority or low-income populations identi-
fied as at risk for poor health outcomes. Since this
approach rewards both schools with longstanding track
records and schools that make short-term progress, the
priority encourages both commitment and change.

The Council on Graduate Medical Education has
addressed the issue of education and entry of minorities
into medicine in many of its reports. Its Third Report in
1992 set out a scene of targeted strategies to train more
generalist and minority physicians, reduce the number of
specialists, and improve the geographic distribution of
physicians to support health care reform and cost control
strategies. The Council subsequently issued its Fourth
Report to provide an implementation plan for the Third
Report’s recommendations. COGME’s Seventh Report
also provided recommendations on funding Public
Health Service programs, many of which target either
directly or indirectly minorities in health professions
training.

NHSC programs are promoted by sending literature and
making site visits to minority medical schools and other
medical schools with large minority populations.
Additionally, the National Medical Association, under a
contract with HRSA, promotes education for minority
health professionals by visiting and providing minority
students with information about NHSC scholarship and
loan repayment programs. BPHC’s Scholarship Program
has a special focus for the Secretary’s initiative to visit
Historically Black Colleges and Universities to explain
the scholarship and loan repayment programs and
funding preference for scholarships.

To aid needy health professions and nursing students in
meeting educational costs, a number of ongoing scholar-
ship and loan programs have been established, including
Exceptional Financial Need Scholarships, Financial
Assistance to Disadvantaged Health Professions Stu-
dents, and low-cost health professions and nursing
student loans.

Programs that target assistance to individuals from
disadvantaged backgrounds in schools that meet specific
requirements for the conduct of activities were imple-
mented in FY 1991. These programs include: Loans for
Disadvantaged Students, Scholarships for Disadvantaged
Students, and a Faculty Loan Repayment Program.
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Managed Care

A variety of Managed Care initiatives are under way
throughout HRSA, including ongoing participation in
health care reform planning at the highest level, collabora-
tion and partnerships with other Federal agencies and
nongovernment organizations to coordinate services, and
development of proactive initiatives to evaluate the role
and effectiveness of managed care in a reformed health
care system that will assure access to quality health care
services for all populations. Special attention is focused
on projects that organize the different reimbursement
mechanisms for services, especially Medicaid, to create a
seamless, coordinated system of health and social services
that responds to the unique needs of each community.

The Nursing Special Projects Program funded for
development or expansion more than 50 percent of the
currently operating nurse-managed clinics. These clinics
provide care to high-risk and vulnerable populations,
including the homeless, the frail elderly, persons with
HIV/AIDS, school children, and families.

The Office of Planning, Evaluation, and Legislation in the
Office of the Administrator has a pivotal coordination and
leadership role in initiating and monitoring the Agency’s
managed care activities. In the changing health care
environment, broad strategy efforts work to assure support
to the providers of health care to the vulnerable popula-
tions and to close the gaps in the health care system with a
strong public health network.

Within the context of HRSA’s diverse programs, innova-
tive approaches have been crafted to increase the Agency's
effectiveness in providing guidance, expertise, and needed
technical assistance as the States work with individualized
strategies to assure their ability to provide quality services
to all populations.

As an example, BHPr has several ongoing efforts to
provide managed care training to Bureau staff and to
coordinate its managed care projects. An internal
managed care work group has been assembled to discuss
and coordinate Bureau and Agency managed care
projects. The Bureau is sponsoring training sessions for
staff on the “ABCs” of managed care, and one Division is
holding seminars on timely managed care topics.

A contract has been awarded to Jefferson Medical College
to evaluate selected aspects of medical education in
managed care settings. The goals of the projects are to
identify barriers to the use of managed care organizations
for primary care medical education and to develop

curricular recommendations and other resources for
medical schools, academic institutions, and managed care
organizations to better prepare primary care physicians to
practice in managed care settings.

Managed Care Priority Committee

The mission of the Managed Care Priority Committee is
to ensure that HRSA-funded programs and the
underserved populations they serve are active and
knowledgeable participants in managed care systems, that
managed care providers are aware of and supported in
meeting the needs of these underserved populations, and
that an appropriately trained primary care workforce
exists to provide services in managed care settings.

Managed Care for People With HIV/AIDS

The growth of managed care has particular implications
for people with chronic conditions, such as HIV disease.
These implications are being explored on a number of
fronts by HRSA and its Bureaus, including the award in
1994 of grants to five organizations that are testing the
feasibility of providing care to persons with HIV under
capitated managed care arrangements. The grants were
made under the SPNS program. Each of the five projects
will be developing and examining models of capitated
care delivery within differing environments or for certain
discrete services. As part of the SPNS initiative, which
requires dissemination of project results, the projects are
also developing reports on their findings and experiences
that will be made widely available.

The five SPNS capitated care projects are located at the
AIDS Healthcare Foundation in Los Angeles, the Johns
Hopkins University School of Medicine in Baltimore, the
New York State Department of Health’s AIDS Institute,
the East Boston Neighborhood Health Center, and the
Visiting Nurses Association of Los Angeles.

Managed Care Assistance Program

A number of HRSA Bureaus and Offices have become
involved in providing assistance to the States as they
develop their managed care capacity to service maternal
and child health and other vulnerable populations' needs.

As managed care has become embedded in the health
field, MCHB has turned a number of its resources to
assisting experts responsible for maternal and child health
at national, State, and local levels to prepare to play a
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central role in assuring that vulnerable populations
continue to have access to appropriate primary care
and special services under managed care. Expert
consultation and technical assistance is provided to
States through a national contractor, and a number of
grants have been awarded to organizations and
agencies involved in coordinating and/or providing
care to children with special health care needs.
Children with special health care needs are fre-
quently ignored or “carved-out” in State Medicaid-
managed care reforms, and new tools and training
have been necessary to help find ways to include
them in changes that are taking place.

A 2-day training course with invited States as
cosponsors has been developed around maternal and

child health managed care issues. By the end of FY 1996,
over 19 sessions will have been held around the country,
reaching individuals working in State and local maternal
and child health policy and operations positions from over
45 States. The course, developed in response to State
requests for assistance, is designed to enable participants
to understand the thinking of managed care organizations
and explore the relationship of State and local maternal
and child health programs to the world of managed care.
The course has provided a grounding for strengthening
the care of underserved mothers and children and has led
to the emergence of new tools and ideas for refocusing
State and local Title V program activities on assuring that
the needs of the maternal and child health population
continue to be met under managed care.

Cross-Cutting Activities—Managed Care
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National and Community Service

On September 21, 1993, President Clinton signed into law
the National and Community Service Trust Act, which
created the Corporation for National Service. The
Corporation’s mission is to engage Americans of all ages
and backgrounds in community-based service to address
the Nation’s educational, public safety, environmental,
and human—including health—needs. For the 1995-96
program year, more than 25,000 Americans will be
engaged in addressing these needs through
“AmeriCorps”—the domestic Peace Corps. In exchange
for a term of service, AmeriCorps members receive a
stipend and an educational benefit.

For the 1995-96 program year, HRSA received a $1.1
million grant from the Corporation for National Service to
fund the second year of the HRSA Community Care
Corps. The purpose of the program is to engage
AmeriCorps members in providing enabling services to
community residents so that they may overcome barriers
to primary care and related services. Enabling services
include home visits, referrals, translation, transportation,
and child care.

Teams of AmeriCorps members, composed of health
professions students and community residents, are based
at existing community-based service sites to provide
enabling services. Through this program, communities
are able to capitalize on the established infrastructure of
both primary care providers and community organizations
to offer a cost-effective means of increasing health
services and access to them,

Each project is managed by a community-based manage-
ment team, which includes representatives of community
organizations, health service sites, health professions
schools, the Public Health Service regional offices,
consumers, and AmeriCorps members. Members receive
ongoing training in health issues, community awareness,
accessing social services, and skills building, as well as
participating in a mentoring program.

In the 1995-96 program year, 92 HRSA Corps members
will be based at service sites in Chicago, Philadelphia,
and Pittsburgh.
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Healthy People 2000

The Healthy People 2000 national health objectives
represent a strategy for reducing preventable illness, injury,
disability, and premature death. The process of reaching
agreement on a broad set of national disease prevention and
health promotion objectives and the ongoing collaborative
process to refine and update implementation planning
provide a useful forum for identifying emerging and
changing problem areas and special-population issues most
likely to be helped by a targeted national effort.

In addition to participation in the DHHS-wide effort to meet
the goals and targets of the 22 Priority Area objectives,
HRSA remains a co-lead with CDC to provide leadership
for strategy development and implementation planning for
two major Priority Areas, Clinical Preventive Services and
Educational and Community-Based Programs, and has the
lead responsibility for a third Priority Area, Maternal and
Infant Health.

Cross-Cutting Progress Reviews that cut across the Priority
Areas were established to focus on and highlight the
culturally related health issues and needs of special popula-
tion groups. The groups identified for attention include:
American Indians/Alaskan Natives; Hispanic Americans;
Asian and Pacific Islanders; Black Americans; Adolescents/
Young Adults; People With Disabilities; Women; and People
With Low Incomes. The cross-cutting workgroups for each
special population effectively broaden the implementation
efforts of Healthy People 2000, include a greater representa-
tion of Americans in the planning process, and provide
assurance of having a more effective impact on improving
the health of the Nation.

Clinical Preventive Services

Attainment of the goals and targets of the Clinical Preven-
tive Services Priority Area relies substantially on increasing
access to, utilization of, and provision of the Clinical
Preventive Services recommended by the U.S. Preventive
Services Task Force. Other important strategies include
patient and provider education on clinical preventive
services and adequate reimbursement for providers deliver-
ing such services—especially in the emerging managed care
setting. These services include immunization, screening for
early detection of diseases, and health education and
counseling services delivered in a health care setting.

The Intradepartmental Work Group on Clinical Preventive
Services for Healthy People 2000 is co-led by HRSA’s
Office of Planning, Evaluation, and Legislation and CDC’s
Public Health Practice Program Office. The Work Group
serves as the focal point of planning to develop strategies

and action steps that bring together Federal agencies in
partnership with managed care organizations, national
health professions representatives, and other nongovernment
and volunteer organizations to encourage support for and
implementation of the delivery of preventive services
throughout the American health care system.

C/MHCs have a significant impact on their target popula-
tions in issues of prevention. C/MHCs have contributed to
lower infant mortality rates, reduced hospitalization rates,
and fewer hospital days. The BPHC has developed and
implemented prevention-oriented clinical performance
measures for each of the five life cycles (perinatal, pediatric,
adolescent, adult, and geriatric) as part of an overall clinical
strategy for C/MHCs. The purpose of these guidelines is to
improve the quality of health services and to document the
impact of C/MHCs on the health status of underserved
people. All of the clinical outcome measures are reflective
of the Healthy People 2000 objectives.

Other activities that focus on prevention for the underserved
include cooperative agreements with private foundations to
foster primary prevention in C/MHCs and support for the
Migrant Clinicians Network and the National Association of
Community Health Centers to develop prevention materials
for C/MHCs.

Educational and Community-Based Programs

The health professions education and training programs
build linkages between the public health preventive services
agenda and the health professions schools to assure that
academic curricula are responsive to and reflective of the
changing primary and preventive health care needs of the
entire Nation. Programs are funded to provide financial
assistance and mentoring opportunities to individuals from
disadvantaged backgrounds—as well as from underrepre-
sented, ethnic, and minority groups—to assist their entry
into health professions training.

Maternal and Infant Health

The MCHB continues to have lead responsibility for
implementing Priority Area 14 of Healthy People 2000,
Maternal and Infant Health, coordinating the development
of implementation plans and tracking mechanisms. A major
focus for implementation is through the State MCH
programs. The MCH Block Grant requires that State plans
and programs be consistent with these and other national
objectives for children and adolescents, and requires the
States to report annually on progress in meeting major
objectives.

Cross-Cutting Activities—Healthy People 2000
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Appendices

This section contains three appendices, each of which is organized by Bureau. Appendix A lists the legislative authorities
(most of which are contained in the Public Health Service Act) for HRSA programs. Appendix B lists FY 1995 HRSA
appropriations. Appendix C lists names and telephone numbers for key HRSA staff.

Appendix A—
HRSA Legislative Authorities

PROGRAM LEGISLATIVE AUTHORIZED
AUTHORITY THROUGH
Bureau of Primary Health Care
Hansen's Disease Center ...........cccooveveiiininicneininnnns Sed: 320, PHS Acti...sunaidnnmaaamniis Indefinite
Payment to Hawaii ... i Sec. 320, PHS Act ... Indefinite
Migrant Health ...........ooccovviiviiinin e, Sec. 329, PHS ACE ..ot 9/30/94
Community Health Centers ........ccccoovoieeiiiniiiiciinnnn, Sec: 330, PHS Acl ..oiianimmonemmsvasssn 9/30/94
National Health Service Corps (field) ......cccooveeeiinnnne Sec. 331-338, PHS Act.......iamnninmmssiiiine 9/30/94
NHSC Recruitment...........cocoociiiiieiiiiiiiineiiiss e Sec. 338A-H, PHS ACt .....ooooereeicceeeeee 9/30/00
State Loan Repayment .......cccocovvvreerienieesicesimeseesinens 866 338l; PHS At vvsmaniasnhasmami 9/30/95
Community Scholarships ........ccccviiieiniieinecnnn. Sec. 338L, PHS Act ........co i, 9/30/93
Health Care for the Homeless .............coceevvvvceeciinnn. Sec. 340, PHS AcCt ..., 9/30/94
Public Housing ClHNICS ...oovvvvvicieeeeieeeire e e Sec. 340A, PHS AGt......cciiivieiriereeen s seiivenenns 9/30/93
Alzheimer's Demonstration Grants .............cccceeeiienae Sec. 398-398B, PHS Act ......cooovvcvciiiieennnen, 9/30/93
Nursing Loan Repayment ............ccceecciiiiniiinn, Sac: 846, PHS Acl ..o i 9/30/94
Black:Lung ClNICs: v anussmssiimssimns corenmmsansmnssspsonss Sec.427(a),Mine Safety ............cocceciininnne Indefinite
and Health Act of 1977

PEGITIC BASIN cyevvsumiunyii i v e o sss s iaimns 5ec: 10, Pl 101-527 iuevmivevsmmmmsnssiiviii 9/30/93
Native Hawaiians: .........c.ccoccviiiininciiine e PL 100-579 as amended ..........ccccevniiiiinnnne, 9/30/01

Health Care, Planning, Training,

Research, Scholarships
HIV Early Intervention ...........ccoieeiniininiiinns S6¢: 2651-55; PHS At 9/30/95
Bureau of Health Professions
HEAL LOANS ccivisimineamasmmviimwisisiisansvaiasii Sec: 701-20, PHS AGt ..o 9/30/95
Loans for Disadvantaged Students .............ccccoveiinnn Sec. 721-35, PHS ACt .....ovocvvieenciece 9/30/93
Exceptional Financial Need Scholarships ................... 866: 736, PHS At vanssmmmpanmnnisunnng 9/30/93
Disadvantaged Scholarships .........ccccovviiiiiiicinnn S66. 137, PHS ALt sivwwmmmmensasamvsnii 9/30/93
Faculty Loan Repayment/Fellowships ...........cccocein Sec. 738, PHS ACE ..o 9/30/93
Centers for Excellence: .......cccoovveeveniiiennsiinicniiecin, Sec. 739, PHS ACt ....ccovveiiiiiceeeeee e 9/30/93

Historically Black Centers, Hispanic Centers,

Native American Centers, Other Centers
Disadvantaged Assistance: ..........occeeeiiinininn, Sec. 740, PHS ACE ..cceviecicciici, 9/30/93

HCOP Grants, FADHPS Scholarships
Area Health Education Centers ...........ccccovvievviiiiinns Sec: 746()(1),PHS Adt wwasiimnmassisimsins 9/30/95
Health Education and Training Centers (HETC) ......... Sec. 746(i)(2),PHS Act ....ccovviiiiiicici, 9/30/95
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PROGRAM LEGISLATIVE AUTHORIZED
AUTHORITY THROUGH
Family Medicine Training: ...........ccccvviiniiieeniiecicienns Sec. 747, PHS Act ..cvuimnvmiisiniavsieie 9/30/95

Family Medicine Residencies,
Family Medicine Departments

Internal Medicine and Pediatrics ...........ccocoeooveeeeen. Sec: 748, PHS At innimuiiviessssmnis 9/30/95
General Dentistry Residencies ... Sec. 749, PHS ACt .......ccovcviniiniicninieennnn, 9130/95
Physician Assistants ............cciioniiinnn, Sec. 760, PHS Act ..o, 9/30/95
Podiatric Residencies .........ccccvviieveriininiiiineeenicinnneenn, Sec. 751, PHS At iivieinnviisivvimvsimiiis 9/30/95
Public Health Traineeships ........ccocveeiviiiiininieennniininn, Sec: 761, PHS Act......cciinsasismisissisvii 9/30/95
PH Sp.Proj./Prev. Med. ReSs.: .........ccooevviiiiiiniiiiicn Sec. 762-765, PHS ACt ........ooviivev i 9/30/95

Public Health Special Projects,
Preventive Medicine/Dental Residencies

Allied Health Advanced Training ...........ccoceevvirenininnns Sec: 786, PHS Act.....civumnanmnimaimaisivms 9/30/95
Allied Health Special Projects ...........ccccevvvvivevcninieinnnn, Sec. 767, PHS Act ..o, 9/30/95
Health Administration: ........cccoeveeiiiin i Sec. 7T PHS At vnnaanuuniniaiaitieing 9/30/95
Instit./Spec. Proj. Grants,
Traineeships
Geriatric Training: ....cccovvveveer e sreesreens Sec. 777(a)and(b),PHS Act .........ccocvvvirnnnenne 9/30/95
Centers, Faculty Training
Geriatric Optometry ... e Sec. 777(c), PHSACt ..o, 9/30/95
Rural Health Training .........ccccoviiiiiiiinninciecenn Sec. 778, PHS Act .....cooieiicnicenecse e, 9/30/95
Research Projects ..........ccovvviriiniiiciiiniiesnniinescsieenns Sec. 781, PHS Act ........ccoeeivvivienecienniecenn.. 9130195
Chiropractic Demonstrations ............cccceeeiniininieninee, Sec. 782, PHS Act .......ciinawinummisini 9/30/95
Health Professions Studies ............ccccceeviiiviiiiniiinnne Sec. 792, PHS Act.....conmmimmavisisniviiniie Indefinite
Nursing Special Projects ........ccccevvieircevcnesiiineecninnennns Sec. 820, PHS ACt .....covvviereccreccreeen i, 9/30/94
Advanced Nurse Education ...............cceevvieieeeniiinennnen, Sec. 821; PHS ACt wuvvnmnsmminiiisaihmmon 9/30/94
Nurse Practitioners/Midwives ...........ccceccvviieenieenninne $60.822, PHS Actisvvsinmminnmamimaasnig 9/30/94
Nursing Educ. Opportunity .......c.cccocveeriiinieeiiecneninnes Sec. B27, PHS Act ..o 9/30/94
Nurse Traineeships .....ccccoveviiiiiriierer e Sec. 830, PHS Act ......ooeiiiiiiiiiiiiiis 9/30/94
Nurse Anesthetists ... Sec. 831, PHS Act ...c.covmivviinmimimivsisssin 9/30/94
Pacific Basin M.O. Training .........c.eevveivnvveeninieicieennns Sec. 10, PL 101527 ...civuinimimsesimiiii 9/30/93
Vaccine Injury Compensation...........ccccvvveviiinicnnnienns Sec. 2110-23 and........ccceeeeiiivinnnee e Indefinite
2131-34, PHS Act
National Practitioner Data Bank ................cccvvvvennnnne Title IV, PL99-660; ...........covvvvviviviiiiiiinenninnen Indefinite
Sec. 5, PL 100-93
AIDS Education and Training Centers .........c..cc..coc.... Sec. 776(a), PHS Act ..........cceeeireeiiieivieie 9/30/95

Maternal and Child Health Bureau

MCH BlogKk 'Grant .enmassmuniaiidaimimg Title V, Soc. Sec. Act.........cccecvivvvnnieecnnnnn, Indefinite
Healthy Start .....conmunmanmmammiaasasam Sec. 301, PHS Act .o Indefinite
Pediatric HIV Research and Services ........c..ccecveeiin, Sec.28T1, PHSIAGL ...cimmmemmmsvissincasiisvin 9/30/95
Pediatric Emergency Medical Services ..........ccocovuvven Sec. 1910, PHS Act ... 9/30/97

Bureau of Health Resources Development

Facilities Guarantees and Loans ...........cccccceeevieinnne. Titles VI/XVI, PHS Act.......cccoovviiiceicinennnnnn, Indefinite
Organ/Bone Marrow Transplantation ..............cccoceene Secs. 371-379, PHS Act

Health Teaching Facilities ...........ccccccceievriniienniinnnnns Former Sec. 726, PHS Act

Trauma Care ....ccccoviviiieiieeeie e esiessreeearresreeesseesssessseens Sec. 1201-32, PHS Act .......cccoovievvviinrnienn e 9/30/96
HIV Emergency Assistance, Part A ...........ccccceveennn. Sec. 2601-08, PHS Act ......ccooveiieiiiiniieninns 9/30/95
HIV Comprehensive Care, Part B ...........cccccvvieiinnnn, Sec. 2611-20, PHS Act ......ccovvviviiiiiiiiciiiiiinns 9/30/95
Other

Office of Rural Health Policy .........cc..oovceneinnninnieens Sec. 711, Soc. Sec. Act ... Indefinite
Rural Outreach Grants .........c.cccoceovieviiiiiciiiiieiccieeces Sec. 301, PHS ACt ..o, Indefinite
State Rural Health Offices.......cccccciviiiiiiiiiiiniiiinnnnn Sec.-338J, PHS AG ....ovvnimnmnniasiig. 9/30/93
Program Management ..............ccceiniiiniiinnnniinininn Sec. 301, PHS Act ... Indefinite
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Appendix B—HRSA Appropriations

FY 1996 FY 1997
Bureau Primary Health Care: .. Revised President's
Consolidated Health Centers Cluster. Appraprigtion Budget
Community Health Centers ........
Migrant Health COMMBIS «cu:.isiusiusmuisssionissississisisnirs iedesiiasis sssivesms auis s abiismsiisssesseinassiinises
Health Gare 1or 1he HOMBIBSS it i s o s
Health Services for Residents of PUblic HOUSING ......c..oneiniimmsimmismmsssemsssrssmssssnssssisissssissnes
Sub-total Consolidated Health Centers CIUSIET ...........emmrimessimmsssssisssssssssssssssssssnsssassssssasasssess $758,132 $757,124
Programs for Special Populations Cluster:
UK LN v 45444 S S T84 A 3,811
PRGHIG BASIN s e icusivosiertivsssmssias o T b s e s R e S 0
Payment to HaWali ........oovvuvmmvimsinmimmensimsenssimsessmss s sisi e siasssssssisssssins 2,045
Native Hawaiian Health Care , 0
State AIZREIMON'S DISBASE iiuuuiuusiscssiuse isussisamsastsis sy 436 a0iyiiass (V6 st e aaveasaxiasi sessassaibsssmws s ssesy 3,980
Sub-total Programs for Special Populations CIUSIET ...........vmimismniemmssssrsnssssnsissessssnsisns 9,836 7,485
HaNSANS DISEABE CONIOT wiiyyusuuiusiisssiessissssisissassssssisasess? hayivsnss sy SiossanisTi44 4453030458 swsaas s s i 17,094 16,371
Total BPHC ....vevevvcctesisnesisiessiressssssssssssssssssssessssssssnnes Y W TRV, S 785,062 780,980
Bureau Health Professions:
Health Professions Workforce Development Cluster:
Nat Health SEIVICE COMPS ....cvuriiiiiesiiimiininie s sesisssssssssssssssasss s ssss s ssssss s ssssssssssssasss s sasres 37,244
NHOC RECIUITTBNE 4505 vvosssssssssssasiesivvssinsvssisins dvasvassvinsss st e dhis 540 40 F38400AGH i Ve SRS A 72,300
State Offices of Rural Health 2,889
Grants to Communities ........... 474
Nursing Loan Repayment.........c.evun, 1,962
Health Professions Data Syslems ....................................................................................................... 212
Research on Certain Health Professions ISSUBS ... 0
Sub-total Workforce Development CIUSIER ...t s 115,081 117,205
Enhanced Area Health Education Centers Cluster:
Area Health EQUCAHION CEMEBIS .......covvverrreersseonssiessiasisssniss s sssssssssssessssesssessssssssessssesssssssssns 23123
Health Education and Training Conters ... 3,350
COTINIC PrOGTATE  socvassssesssvssssssisnssssadys s ssss s somsssani s o edesrmsos oA 0HT O s EOEh NssaAS (0e 7,933
Rural Health Interdisciplinary Training ........ocvvememiniinmniiiisis s 3,709
General DEntistry TIAINING .........eewwesieeeerrsseressssersssens s st 3,381
Allied Health Special Projects ..........cocvvnvierenns 3,424
Podiatric Primary Care Residency Training ... 805
Chiropractic Demonstration PIOJECES ... s sssns 916
Sub-total Enhanced Area Health Education Centers CIUSter ..., 46,441 35,000
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FY 1996 FY 1997

Revised President's
Minority/Disadvantaged Health Professions Cluster: Apptapriation Budget
Centers of Excellence .. A T O A T TR 22,072
Health Careers Opportumty Program .................................................................................................. 23,918
Loan Repayment/Faculty FEIOWSHIDS .........c.weuiemsesriimsssssssssssssssssssessssssmssssessssssssssmsssssasissississs 947
Scholarships for Disadvantaged StUdENLS ..., 16,677
Execeptional Financial Need SCholarships ... 10,120
Financial Assistance for Disadvantaged H.P. StUENtS ... 5,999
Loans for Disadvantaged SHGENS. ... o, 0
Sub-total Minority/Disadvantaged Health Professions CIUSIer ... 79,733 64,085

Primary Care Medicine and Public Health Cluster;
Family Medicing Programs: s iiinisimob it ranamamamniasa 44,002

General Internal Medicine/Pediatrics Training ... 15,741
Physician Assistant Training. ... 5,697
Public Health/Preventive Medlclne Programs 7,148
Health Admininstration Programs ... 978
Pacific Basin Medical Officers Training ... 1,200

Sub-total Primary Care Medicine and Public Health CIUSIET .............covurenisfreernnienssrinsesseessesrneins 74,766 80,000

Nursing Education/Practice Cluster:
Strengthening Capacity for Basic Nurse Educahon NG Practics «uvmsnmnaimarsismiaisig 9,436
Nurse Practitioner/Nurse Midwives and Other

Advanced Practice Nurses 43,298

Advanced Nurse Education. ... (11,134)

Nurse Practitioner/Nurse Midwife Education ............. (15,460)
Professional Nurse Traineeships ........ccooeesvveesirinnnns (14,235)

Nurse Anesthetists TraiNING .......cerriveerinienisieeren s s s s ssnes (2,469)
Increasing Nursing Workforce DIVETSItY ... issesssisssissaens 3,453

Sub-total Nursing Education/Practice CIUSET ... sneresssessssesasmernsees 56,187 70,000

National Practitioner Data Bank (USEI FEES) ... sssssssssssasssssssssssesssesseenses (6,000) (6,000)
Total: BHPE sioviumasnmim st s i Tt i nnn 372,208 366,290

Maternal Child Health Bureau:
Maternal and Child Health BIOCK Grant ... ssssisssssssssssssssssmsssens 678,204 681,061
Emergency Medical Services for Children 10,765 9,333
HEAINY SEAM. ..veovsercsi e s et e v s e s e st s b s 92,816 74,838
TOMAl MEHBL suivassaa ssvaisussavesssvsssrmsss voressasiis s s s v T o e B s R PV TV e 781,775 765,232
Bureau Health Resources Development:

Health TEAChiNg FACIIHES ......cvovieiiiririisin e sssessssssssiessssssssssssssssnsssssssessesssssesssssesssssssssassssens 41 297
Organ TranSplantation. s i R 2,069 2,296
Health Care Facilities ........c..cvuuune. 20,000 2,000
Bone Marrow Donor Registry 15,272 15,332
Tl BHRE. ooisssviiissivvimenmivnssssivussvisasersssscsrsvississraivessssimss v e s o33 assasi vodbed abtinisnabsiany 37,752 19,925
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FY 1996 FY 1997
Revised President's
Appropriation Budget

PO AU IVHAVACIEITVEIE v vnssssn s b33 444700 640 L 3 R34 R 112,058 112,949

RURAL HEALTH:
RUTal BEAItN BESBAICN: s siuvsiarsvseiimeisvssmvmsssvivuisiossss s iasm sy o0 vovisisia ibais bl i vess e v sefbine s svene 9,353 7,884
Rural Health Outreach Grants 27,797 30,254

Total, RUBALH EALTH. s coscivsusommsserimimcssimamisisinesss stessremsnisosmsmmarsin o rrssassseits sssesssasgaueests 37,150 38,138

BUIIGINGS & FACHIHIES 11vvusuvvsiaeisssinarisrisesissieeisitiesiies bt s bss s st s asss s st st as s s b R s R ™ 828

AIDS:
Ryan White:
Emergency Relief « TIIB L .....ceciuiiiimiiiiiissiiimimissiinisoissriss st e st sissss i 391,700 423,943
Comprehensive Care - TIIE ... e, 260,847 284,954
Early Intervention - Title IIl. .. 56,918 64,568
Pediatric Demonstration Grants T!Ie IV 29,000 34,000

Subtotal, RYan WHIE. ... s ssesssssesstssssssissstssssssss 738,465 807,465

Education and Training CEMETS. ... s s 12,000 16,287
DIENEAL SIVICES ovvvvevieerissssssssssssssssssssasansssssrssssssasssstas tasastessassesssnsss sintsrastsssastsssnsesssastsnsssnss nresi sosssssssssssenssosin 6,937 6,937

UL AN S vvwvnsassisssvs e s o oy T T i PO S R R ST A s T 757,402 830,689

SUBLOAL HRS ..o e bt s 2,884,148 2,915,031

AN PABTUING:. o5v7vssscsesvssecsstescssissossssssmsyss os s b s oo 4T3 e A VST 192,592 198,452

Subtotal, Health Resources & Services Administration ..., 3,076,740 3,113,483

Medical Facilities GUArantae & LOAN FUNT ..ot s sssessssssssens 8,000 7,000

Health Education Assistance Loans:
HEAL GUArante € ALY o ccvuisaseivivvssisnssimisn isessissivmasinisssss ssioonsissonss s i bossasivtissomsnion ebsasasdsrpaaryssinss (210,000) (140,000)
Liquidating Account (NON-2dd) ......cuimirimsiieiiiiees s e s (1)) (14,481)
Program Account.... 126 477
HEAL Credit Heform Dlrecl Operahons 2,688 2,695
HEAL = Detallt BEOUOCHON: ccis visiiviuersisainsimsimiiisississsississineosvaesi cins i iiamss st iirases b4 ms 1 esiasnisonsns sheas (1,000) (1,000)

SUBTOTAL, HEAL, .ouesienssssmsinssssstisiing st e a i s s 2,814 3,172

Vaccine - Pre-FY1989 Claims. . 110,000 110,000
Vaccine Improvement Trust Fund (HRSA Clalms) 56,721 56,721
VICTEDITSEEIORS = HRSAL evesesrmusessansinsissrsss osiismssss s sassssd ooy To e S s e 3,000 3,000

Sub-total Vaccine Injury COMPENSAtON ..o s 169,721 169,721

TOTAL, Health Resources and Services AAMinistration ... $3,257,275 $3,293,376

1/ Appropriated to NIH transferred to HRSA.
1/ Line items include a total of $5 million for Health Center Tort Claims as follows: CHCs - $4,100,000; MHCs - $400,000; HCH - $450,000; Public Housing - $50,000.
2/ Includes $3 million for Title 1, Ryan White C.A.R.E. Act for program administration.
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Appendix C—Key HRSA Staff

Office of the Administrator
Ciro V. Sumaya, M.D., M.P.H.T.M., AdMINISIrator i sssienes 443-2216

John D. Mahoney, Deputy Administrator.......c .. 443-2194
J. Calvin Adams, Equal Opportunity and Civil Rights ...... ... 443-5636
Ronald H. Carlson, Planning, Evaluation, and Legislation.. ...443-2460
James Corrigan, Grants and Procurement Management..... ...443-1433

George B. Dines, International Health Affairs ..., 443-6152
Kirk Donovan, Financial Management ... s 443-6826
Betty Hambleton, Women's Health Coordinator..... ...443-1530
lleana Herrell, Ph.D., Minority Health ...443-2064
Jeffrey Human, Rural Health Policy.......niniinnnns ...443-0835

James E. Larson, Information Resources Management.. ...443-5036
Douglas S. Lloyd, M.D., Public Health Practice.............. ... 443-4034
Dennis Malcomson, Personnel Management ... 443-2747
J. Henry Montes, M.P.H., Policy Coordination ...t 443-1960
Thomas Morford, Operatlons and Management.... ..443-2053

Joseph F. O'Neill, M.D., Associate Administrator for AIDS ... 443-4588
..443-0458

William Robinson, M.D., Chief Medical Officer ........... ;

Lawrence Sauer, Legislative Office.....coiiiiiiniionnns ...443-1890
Cherry Tsutsumida, Communications (Acting)........... ...443-2086
Cherry Tsutsumida, M.P.H., External Affairs ... 443-2033
Alice Wallis, Regulations OffiCer ..o s s 443-1960

Bureau of Primary Health Care

Marilyn H. Gaston, M.D., DirBCLOT ....iciiiiwrrimrerisimiesimssiess it isas s sssss s assss s ssss st s s s s sssiss bbb 594-4110
Mary Lou Andersen, Deputy Director (Acting).......... ...594-4110
Rhoda Abrams, Program and Policy Development ... 934-4060

Evan Arrindell, Shortage Designation (ACING) ... s s 594-0816
Sharon Barrett, Minority and Women’s Health.......... ..594-4490
Richard C. Bohrer, Community and Migrant Health.. ..594-4300
Pierre Colombel, Equal Employment ... ..594-4117

John Hisle, Federal Occupational Health .......cccccoo.c.. ..594-0251
Joan Holloway, Special Populations ... e 09444 22
Robert Jacobson, M.D., National Hansen's Disease Programs........oiisms 504 642-4739
William Kowgios, Operations and Management.......iiei s ..594-4123

Bonnie Lefkowitz, Evaluation, Analysis, and Research............ ..594-4280
Norris Lewis, M.D., Scholarships and Loan Repayment .. S T ..594-4370
Marlene Lockwood, State ACHVIHIES .o v 594-4410
Nancy Paquin, Data Management.... v 994-0213
Sonia Leon Reig, External Affairs......... ..594-4100

Patricia Solomon, M.D., Clinical Affairs ... R w594-4110
Donald L. Weaver, M.D., National Heallh Serwce Corps reremeerenesesiensess s 99424130

Bureau of Health Professions

VABANY;  DITBICO N vuisivsscuvsomssuusvvnessniassuessnissin sons 00e5o 50000065050 0841 w44 8546480 4 EADES 1L SRR RO E 193 RS0 h s e TR A EAA D 443-5794
Paul M. Schwab, Acting Director ....ceivniennirnnerninnes ... 443-5796
Thomas E. Balbier, Vaccine Injury Compensation........ ... 443-6593
Thomas C. Croft, Quality ASSUFANCE .....cccvrevirmmiiuniniianins .. 443-2300
Enrique Fernandez, M.D., Medicing .....ccovmrirmiieicruna. ... 443-6190

Ciriaco Gonzalez, Ph.D, Disadvantaged ASSISLANCE ... 443-2100

(All numbers are in area code 301 except where noted)
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Michael Heningburg, Student ASSISIANCE ... s s, 443-1173
Anthony Holling, Program SUPPOTt.......imimimssrssisssssmssssssss s s s s sessss s oies 443-5798
B. Jerald McClendon, Research and Planning .. 443-6936
Marla E. Salmon, Sc.D., R.N., Nursing.... 443-5688
Neil H. Sampson, Dental and Public Health Prolesswns .................................................................................. 443-6853

Bureau of Health Resources Development

VACANL, IIITBOION cusveesseusrernsenssessessassesnsssesssnsssssisis obd s i0ee oA TR 3R TR P 3 O T TR 443-1993
William Aspden, Acting Director....... 443-1993
Dorothy Bailey, Communications............ e 443-6846
Judy Braslow, Organ Transplantation .. .. 443-7577
Antonio DeJesus, Program Support.......
Antonio Dedesus, Program Developmenl (Acllng) .........................................................................................
Catherine Flickinger, Information Resources Management.........inn

Christoph Kaufmann, M.D., Trauma and Emergency Medical Services

Leonard Krystynak, Facilities and LOANS ... st
Katherine Marconi, Ph.D., Science and Epidemiology ... 443-6560
Charlotte G. Pascoe, Facilities Compliance and RECOVErY ... 443-5656

Maternal and Child Héanh Bureau

AUTrey NOTA, M.D., DITECLOT cooviivuususcenisssisierss e sssesss s s ss s sssss st st s s bbb 2008 443-2170
Florence Fiori, Dr.P.H., Deputy Director... 443-2170
Carol Galaty, Program DBVRIOPMBNL .....cvircniinsissans st st s s s s s 443-2778
David Heppel, M.D., Maternal, Infant, Child, and Adolescem HE It i mmmiamiasassai 443-2250
Samuel Kessel, MD Systems, Education, and Science ... ... 443-2340

Eamon Magee, Senior AGVISOT et sess st ssssss st e saess st ... 443-9657
Ralph Martin, EX8CUtIVE OffICEI ... sssss s s s i st e 443-9657
Thurma McCann, M.D., Healthy Start ...................................................................................................................... 443-0509
Merle McPherson, M.D., Children With Special Health Care Needs ... 443-2350

(All numbers are in area code 301 except where noted)
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