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ABSTRACT

The author studied the organizational development of two area-

wide comprehensive health planning agencies, the Southeastern

Michigan Comprehensive Health Planning Council and the Mid-Ohio

Health Planning Federation. Data were collected by means of a

structured interview with a representative of each agency's

staff. The interview questions were focused on board member

representation, agency funding, jurisdiction, staff recruitment,

existence of state enabling legislation, relationships with

selected agencies, and agency decisions. When the data from the

two agencies were compared with each other and with the author's

experiences in a California CHP agency, the result was that each

region evidenced a set of political/economic forces which was

reflected in the board member representation and which shaped the

agency's planning priorities via the local funding arrangements.

Setting national performance standards for CHP agencies and the

merger of all CHP and COG (public regional planning) agencies

are both cautioned against based upon the analysis of data col-

lected in this investigation. Future research topics are sug-

gested.
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INTRODUCTION

Purpose of the Investigation

"The language of legislation is a lifeless potential-
ity, a skeleton devoid of flesh and muscle. High-
minded statements of purpose must be interpreted and
implemented by human beings, each with his own hopes,
beliefs, suspicions, and fears. At best, the law
provides a structure of incentives and prohibitions
which recognizes the motivations of all affected par-
ties, and modifies or uses them to bring about a desir-
ed public objective." (Arndt, 1972)

The focus of this paper is a comparative description of the

agency profiles of two organizations, the Southeastern Mich-

igan Comprehensive Health Planning Council and the Mid-Ohio

Health Planning Federation, 1 both of which have been receiv-

ing areawide planning grant funds from the U.S. Public Health

Service under P.L. 89-749, Section 314b, "The Partnership for

Health Act". In this investigation the author sought to dis-

cover what were the active political and organizational forces

which affected the development and the subsequent operation of

each agency and whether or not these forces were the same in

each case. The impacts of possible determinants of the plan-

ning process itself, such as sources of agency funds, agency

jurisdiction, board member representation, and staff recruit-

ment, were analyzed in order to gauae their relative importance.

1/ See Figures 1 & 2 for a geographic description of the
agencies' respective regions.
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Figure 1. - Michiqan Areawide Comprehensive Health
Planning Agencies
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Figure 2. - Ohio Areawide Comprehensive Health Planning
Agencies
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As the quote at the beginning of this section suggests, the

author also had a broader purpose in mind, beyond a compara-

tive organizational study of two health planning agencies, at

the start of this inquiry. The Partnership for Health Act is

a unique piece of legislation in that the ideals upon which

it is based, in particular, "to assure comprehensive health

services of high quality for every person [in this country],"

via a comprehensive health planning approach, were not and

are not presently subscribed to by many health care providers

nor by the general populace, The private/public battle over

establishing an individual citizen's "right" to health care

will be waged for many years to come because of the political,

economic, and administrative labyrinthian complexities of this

issue. Beyond this contest are questions which are just as

knotty, such as, "What are the components of comprehensive

health services?", and, "What methodology should be used for

measuring the quality of health care?"

Assuming that the problems mentioned above are solvable in the

near future, for indeed field experiments are now being conducted

to ascertain the actual utility of physician group practices,

satellite clinics (as part of an acute hospital), prepaid health

maintenance organizations (HMO's), physician peer review systems

etc., we are left with the problem of interpreting and actual-

izing the phrase, "comprehensive planning for health."

The author has spent two years as a health planning assistant
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for a 314b areawide agency in Sacramento, California and there

observed the regional and State agency planning philosophies

promoted between 1970 and 1972. The author has also conducted

an exploratory survey of 314b planning agencies in the State

of Michigan which was concerned primarily with how each agency

perceived its health care advocate role, if any, and the con-

trast of these perceptions with the images of potentiality for

areawide CHP agencies envisioned by selected health education

faculty members at the University of Michigan School of Public

Health. These activities, along with readings, course work

and conversations with faculty members here at the University

of Michigan, have impressed upon the author the lack of gen-

eral agreement and in particular the lack of direction by the

Federal Government concerning what health planning could and

should be.

If the reader thinks that comprehensive health planning as a

national program is idealistic, vague, ambiguous, ill-defined,

and, perhaps, is operating either ahead or possibly behind its

time, he/she is probably right. However, some persons have

made normative statements in writing concerning under what or-

ganizational structures and toward which objectives 314b area-

wide agencies should operate. Obviously, experience and retro-

spective studies of these agencies will provide evidence against

which the wisdom of these suggestions may be realistically eval-

uated. In the short run, an interested individual could study

the forces - political and economic - which have guided the de--

velopment of some selected 314b agencies and in turn compare
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this data with the assumptions made by those who offer norm-

ative suggestions as to what the structure of a 314b agency

should be and toward what end or objectives it should operate.

It is the author's intent to reply to some of those who have

prescribed general solutions to the problems of 314b areawide

agencies. The author has collected comparable longitudinal

data on the development of two functioning 314b agencies and

in this paper discusses those factors which appear to influ-

ence each agency's planning priorities and their status in

the communities which they serve.

The next section will detail the methodology used in the collec-

tion of data on the development and operation of the 314b area-

wide agencies which were studied.

Methodology

The data in this study were primarily collected by means of a

structured interview with a professional staff person at each

of the 314b agencies' respective offices in Detroit and Colum.

bus. The questions asked in these interviews are presented on

the pages which immediately follow. In addition to presenting

the answers to these questions in Parts I & II, the author has

included a timetable of significant events, called "Chronolog-

ical Development," for each agency to aid the reader's under-

standing of the data.
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Additional information was obtained from printed documents

such as 314b grant applications, areawide CHP project reports,

historical sketches of the agencies, grant proposal review

decisions, progress reports, and planning procedure manuals,

Also, Dr. Robert N. Grosse, a faculty member at the U of M

School of Public Health assisted the author by providing docu-

ments of the types mentioned above and by relating historical

and experiential information.

In general the variables of interest to the author were cata-

gorized as follows:

1. Board Member Representation;

2. Agency Funding Sources;

3. Agency Jurisdiction;

4. Academic and Professional Background of Staff;

5. Existence of Enabling Legislation;

6. Agency Decisions Which Have Been Made;

7. Relationship of the Agency with Selected Organizations.

The frame of reference with the author used to organize the

data collected by the structed interview with agency staff

members and by documents provided by them was that of the major

events in the organization and development of a "typical" 314b

CHP agency. The author viewed those steps as occurring in the

following sequence:

1. Nucleus of Community Interest Formed around the Issue of
Establishing a 314b CHP Agency;

2. Writing the Initial 314b Grant Request;

3. The CHP Agency's Constitutional Period --- First 1 to 2
Years;
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4. The Operational Period --- the Agency Begins Planning for
the Region;

5. Results of the CHP Process ---- Planning Decisions.

The data are presented in Parts I & II in a question and answer

format. There is in each part a discussion of the data which

outlines the structure/process organizational profile of the

agency.



Interview Questions

for

Staff Members

of

The Comprehensive Health Planning Council
of Southeastern Michigan

and

The Mid-Ohio Health Planninq Federation



Vaiabe elctdor Study

A. Group Formed with Initial Interest in Preparing CHP 314b Grant
Request

1. Who (which individual) actually wrote the initial CHP 314b
grant request? What organization was this individual with
at the time?

2. What organizations did the members of the CHP agency found-
ing group represent?

3. What was the initial 314b grantee organization?

4. Was there any contest over what should be the initial 314b
grantee organization? If yes, who was involved in this con-
test and what organizations did these persons represent?

B. Constitutional Period

1. Who was on the search committee which selected the executive
director; what organizations did these people represent?

2. What are the qualifications and background of the executive
director?

3. What was the consumer/provider ratio agreed upon by the CHP
agency board of directors? What was the basis of this deci-
sion, i.e., were Federal guidelines (minimum 51% consumers)
adopted outright without any resistance or was a compromise
between two (or more) interest groups necessary?

4. What organizations were initially represented on the board
of directors? Was there any organization which desired re-
presentation, but which was purposefully excluded?

5. What was the funding base of the CHP agency, i.e., where did
the agency's money come from during the organizational peri-
od - first 1 to 2 years of the agency's existence?

6. What is the jurisdiction of the CHP 314b areawide agency:

a. Is the span of control assumed by the agency regional on-
ly, i.e., does the areawide agency claim jurisdiction o-
ver county and city health planning or are there counter-
part organizations at these levels?

b. Are health facilities, health services, mental health,
mental retardation, and environmental quality program
planning viewed by the CHP agency as being within their
jurisdiction, or has the agency contracted, delegated or



relinquished (and/or not accepted) responsibility in these
areas?

B. 6. c. Are there any specific areas of "health planning" which
the 314b agency sees as state or national rather than re-
gional responsibilities?

d. Are there any areas of overlapping responsibility between
the CHP agency and other organizations at the regional
level?

C. Operational Period

1. What is the background (previous work experience and formal
educational training) of each of the professional staff mem-
bers?

2. Has there been any chance in the initial funding
the agency following the constitutional period?
are the reasons for this change?

pattern of
If yes, what

3. Has the State passed any enabling leaislation for CHP 314b
areawide agencies in regard to the reculation of health faci-
lities construction, the funding of the 314b agency, environ-
mental quality, etc.?

4. In general how could the 314b areawide agency's planning
methodology be characterized?

5. How could the relationship of the 314b
COG (council of government or regional
medical societies, health departments,
council(s) be characterized now?

agency with the area's
planning commission),
and hospital planning

6. What health planning decisions and/or studies have been made
during the operational period of the CHP 314b agency?



PART I: THE COMPREHENSIVE HEALTH PLANNING COUNCIL
OF SOUTHEASTERN MICHIGAN



Table 1. - Chronological Development, Comprehensive Health
Planning Council of Southeastern Michigan

Date Event

April, 1968

January 20, 1969

January, 1969

July, 1969

August, 1969

March 30, 1970

April 16, 1970

September 1, 1970

September, 1970

September 11, 1970

Meeting Called by Dr. Rice (former State
Health Officer) at Wayne State University,
McGregor Center, for the Purpose of Devel-
oping Cooperative Efforts between SEMCOG
and UHO

First Formal Meetino of AHOC; Accepted
"Agreement of Comprehensive Areawide Health
Planning for Southeastern Michigan between
UHO and SEMCOG"

Grant Request Submitted to State CHP 314a
Agency and to HEW, Regional Office, Chicago

GDAHC Grantee Oroanization for CHP 314b
Areawide Grant by HEW, Public Health Ser-
vice (effective date of grant, 6-1-69) -

AHOC Policy Making Body for CHP 314b Or-
ganization; Organizational Grant Period

Gene Siberry Left GDAHC; William McNary
New Director of GDAHC

Organizational Representation of Members
on the Board of Trustees Agreed Upon at
Formal AHOC Meeting

60/40 Consumer/Provider Ratio for Repre-
sentation on the Board of Trustees and
for Representation on the General Member-
ship Agreed Upon at Formal AHOC Meeting;
Medical Society Representatives Dissenting

Contract with GDAHC (to November, 1971)
for Health Facilities Planning; Amount of
Contract, $240,274.

Executive Search Committee Offers Terence
E. Carroll CHP Executive Director Position

Proposal for Operational (Planning) 314b
Grant Submitted to State 314a Agency;
William McNary, Project Director

Page 1 of 2

1-1



Table 1. - Chronoloical Development, Comprehensive Health
Planning Council of Southeastern Michigan

Date Event

September 15, 1970

September 18, 1970

December 1, 1970

December, 1970

January 20, 1971

February, 1971

April, 1971

August 8, 1972

Contract with SEMCOG (to August, 1971)
for Environmental Quality Planning; Amount
of Contract, $60,000.

Proposal for Operational (Planning) 314b
Grant Submitted to HEW, Regional Office,
Chicago

Intended Start of 314b CHP Operational
Grant; Award of Grant Delayed Due to
the Objections by Physicians Represent-
ing the Medical Societies Concerning the
60/40 Consumer/Provider Ratio for the
CHP 414b Agency Board of Trustees

Terence E. Carroll Becomes Executive Direc-
tor of S.E. Michigan CHP Council

Medical Society Representatives Agree to
a 55/45 Consumer/Provider Ratio Compromise
for the CHP Council Board of Trustees

Public Health Service, HEW Region V, Approves
CHP 314b Grant Application

Award of Operation 314b Grant by HEW, Public
Health Service

Act No.256, Public Acts of 1972, Approved
by Governor, Establishes Certification of
Need for Health Facilities Construction
or Conversion, Addition to or Moderniza-
tion; Authority Delegated to State Depart-
ment of Public Health

Page 2 of 2
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Variables Under Study

Comprehensive Health Planninn Council of Southeastern Michioan

The question and answer format below was used during a structured

interview with a staff representative of the agency and other out-

side resource persons.

A. Group Formed with Initial Interest in Preparing CHP 314b Grant
Request

1. Who (which individual) actually wrote the initial CHP 314b
grant request? What organization was this individual with at
the time?

Gene Siberry, Executive Director, Greater Detroit Area Hospi-

tal Council, wrote the initial CHP 314b grant request in the

late fall of 1968. The Areawide Health Operating Committee

(AHOC) was an "unofficial," volunteer, policy making body

whose 27 members represented the region's population. The

goal of this body was, "to emerge with a recommendation that

is acceptable to the various aroups concerned about health in

the southeastern Michigan community." AHOC's first formal

meeting was on January 20, 1969, at which the "Agreement of

Comprehensive Areawide Health Planning for Southeastern Michi-

gan between the United Health Organization (UHO) and the

Southeast Michigan Council of Governments (SEMCOG)" was ac-

cepted.
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A. 2. What organizations did AHOC's members represent?

AHOC's membership was established, "on the basis of (1) geog-

raphy, (2) population, (3) professional representation, and

(4) consumer representation." The membership included medi-

cal society representatives (physicians), health department

personnel (health officers), labor union officials (UAW, AFL-

CIO), city/county government officials (Detroit/Wayne County),

the automobile companies (General Motors, Ford, Chrysler), a

medical school dean, businessmen, United Foundation represent-

atives, school of public health faculty members, optometrists,

hospital administrators, and consumers (see Appendix A for ad-

ditional detail).

3. What was the initial 314b grantee organization?

The Greater Detroit Area Hospital Council (GDAHC) became the

grantee organization for the U.S. Public ealth Service 314b

areawide planning grant, effective as of June 1, 1969. The

Areawide Health Operating Committee (AHOC) became the policy

making body by informal agreement. GDAHC's staff was split

in two on order to manage the responsibilities of the 314b

grant.

4. Was there any contest over what should-be the initial 314b
grantee organization? If yes, who was involved in this con-
test and what organizations did these persons represent?

With the passage of P.L. 89-749 ("The Partnership for Health")
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by the U.S. Congress in November, 1966, three organizations,

the Greater Detroit Area Hospital Council (GDAHC), the United

Health Organization (UHO), and the Southeastern Michigan Coun-

cil of Governments (SEMCOG) each began movement toward convert-

ing their respective potential for 314b areawide agency status

into reality. Early on, GDAHC dropped out of this contest in

part because it was, "fearful of diluting its facility - pro-

gramming responsibilities and feared dilution of community sup-

port."

SEMCOG had received a grant from HUD, "to assist in the devel-

opment of a permanent CHP agency." UHO was an organization of

private provider interests, primarily hospitals. These two or-

ganizations blocked each other's movement toward the 314b CHP

grant until the State of Michigan 314a Agency called the two

sides together at McGregor Center on the Wayne State University

campus in Detroit, "to cooperate [with each other] or lose the

State Health Department's authorization necessary for federal

funding."

The 27 member Areawide Health Operating Committee was the re-

sult of the neootiations which took place between these two

groups in the summer and early fall of 1968. As has been men-

tioned, AHOC became the policy making body for the initial

314b CHP grant (see Appendices B and C for further historical

details).
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B. Constitutional Period

1. Who was on the search committee which selected the executive
director; what organizations did these people represent?

The intent of this question was not to investigate the indivi-

duals who were involved in the selection of the executive di-

rector of the 314b agency but, rather, to ascertain whether or

not this process had been controlled by any one particular in-

terest group. The Council's Executive Committee (see Appendix

D for details on the method used for selecting members) served

as the Executive Search Committee. The search committee had a

balanced representation of consumer and provider interests.

Under the leadership of Myron E. Wegman, M.D., Dean of the

University of Michigan School of Public Health, Committee

Chairman and President of the Council, an atmosphere of com-

promise and cooperation was maintained during the selection of

a candidate for the executive director position.

2. What are the qualifications and background of the executive di-
rector?

Terence E. Carroll, Executive Director, has completed academic

work at the B.A. and M.A. level. His prior work experience in-

cludes the position of Director of the National Institute of

Rehabilitation and Health (United Mine orkers) , executive at

a life insurance company, a former credit union employee, work

with the automobile companies, and Curator of the Detroit His-

torical Museum.
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B. 3. '4hat was the consumer/provider ratio agreed upon by the CHP
agency board of directors? !hat was the basis of this deci-
sion, i.e., were Federal quidelines (minimum 51% consumers)
adopted outright without any resistance or was a compromise
between two (or more) interest groups necessary?

The consumer members of AHOC, who were primarily from labor

unions and disadvantaged groups, initially opted for a 100

percent consumer member board of trustees and general member-

ship. In April, 1970, the membership voted for a 60/40 con-

sumer/provider ratio as the standard guideline for the Coun-

cil. Health care provider groups, primarily physicians, ex-

pressed great displeasure over this proposed rule. Under the

patient and continuous mediation efforts of Dr. Myron egman,

Council Chairman and Dr. Robert N. Grosse (both on the staff

of the University of Hichigan School of Public Health), a

compromise was reached in January, 1971, with a 55/45 consumer/

provider ratio for the Board of Trustees and a 60/40 ratio for

the General Membership having been adopted.

4. What organizations were initially represented on the Board of
Trustees? !as there any organization which desired represen-
tation, but which was purposefully excluded?

The membership list of the first Board of Trustees is present-

ed in Appendix E. The occupation or affiliation of each mem-

ber is specified. According to the Council's staff there was

no attempt to systematically exclude anyone from membership

on the Council. Dr. Robert Grosse did point out to the author

that it was unfortunate that no effort was made to recruit

members from the police, firemen, school educators and other
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groups which have contact with the provision of health serv-

ices/information while carrying out their daily work activi-

ties. Note that SEMCOG is not on the Board nor the General

Membership.

B. 5. What was the funding base of the CHP agency, i.e., where did
the agency's money come from during the organizational period
- first 1 to 2 years of the agency's existence?

The author had difficulty in obtaining budget data on the CHP

Council of Southeastern Michigan for the two-year period 1969

to 1970 (and for comparison purposes budgets and budget esti-

mates for;1971 to 1975); however, the data obtained are suffi-

ciently detailed to indicate the Council's general sources of

revenue and some possible trends in funding patterns (see

Table 2 - CHP Council of Southeastern Michigan Funding Sources,

1970).

Since budget data had been deleted from the available copies

of the grant applications of the CHP Council of Southeastern

Michigan and since the author was not permitted access to the

agency's filesl, it was possible only to obtain pieces of in-

formation via interviews and to reconstruct a probable budget

request to HEW in 1970 as presented in Table 2. The main

failing of this reconstructed data is that, based on a total

budget of $600,000 for 12 months, approximately $100,000 is

1/ The author was told by Dr. Robert Grosse that the Council's
budget was in a constant state of flux; and since the au-
thor was neither an accountant nor with the GAO, it is un-
derstandable that the agency wished to retain the confiden-
tiality of their files.
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Table 2. - Funding Sources 1970, CHP Council of
Southeastern Michigan

Source of Funds Dollars

Federal Government

State of Michigan

Counties (via SEMCOG)

United Foundation (via UHO)

Blue Cross

Area Hospitals ($.75 per bed)

Blue Shield

Podiatry Association

Nurses Association

Other Insurance Companies

Miscellaneous

In-Kind Contributions
(eq. meeting rooms .i
from medical society)

Unaccounted
(remainder of local
share of $600,000
total budget)

300,000

0

40,000 (est.)

111,000

28,000

6,000

6,000 (est.)

250

250 (est.)

750 (est.)

4,0002(est.)

11,000 (est.)

100,000

TOTAL 600000

(est.) estimates representinn probable figures based upon
information obtained in interviews with CHP agency
personnel and with U of M School of Public Health
faculty member, Dr. Robert N. Grosse
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unaccounted for. The dollar amounts with "(est.)" following

the figures are known sources of funds but unknown amounts

contributed; thus, the estimates represent probable figures

based on information obtained in interviews with CHP agency

personnel and with U of M School of Public Health staff mem-

bers. All other figures are based on stated amounts in

pledge letters included in the 1970 grant application to HEW.

Technically, these figures represent the transition point

between the organizational (constitutional period) and the

planning (operational) phase. A comparison of these figures

with 1973 data (in Section C, Question 2) will illustrate

some changes in the funding sources of the agency. It is

also probable that the Federal Government's share of the

budget did not equal $300,000 for twelve months; thus, re-

ducing the amount of local matching monies needed.

Table 2 does show that there were no State monies in the

budget; contribution from counties, the United Foundation,

Blue Cross/Shield, and the area's hospitals made up the bulk

of the local share. A summary of expenditures based on this

budget, which was included in a copy of the 1970 314b grant

application, is reproduced in Appendix F. The one item of

note is that $300,000 have been allocated to "Contracts."

The significance of this entry will be discussed in Section

B, Question 6b.

B. 6. What is the jurisdiction of the CHP 314b areawide agency:
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B. 6. a. Is the span of control assumed by the agency regional only,
i.e., does the areawide agency claim jurisdiction over
county and city health planning or are there counterpart
organizations at these levels?

There are no county nor city comprehensive health planning

counterparts to the regional CHP agency; and there does not

appear, at this time, to be any trend toward organizing

such agencies.

b. Are health facilities, health services, mental health, men-
tal retardation, and environmental quality program planning
viewed by the CHP agency as being within their jurisdiction,
or has the agency contracted, delegated or relinquished
(and/or not accepted) responsibility in these areas?

Under the State of Michigan, Public Act 54 passed in 1963,

"Community Mental Health Services Legislation," each of the

counties in the region have established Community Mental

Health Services Boards,'"to coordinate existing services,

plan and establish new programs for the treatment of peo-

ple with emotional problems, and for the prevention of men-

tal illness." The CHP Council's role has been described as

that of a coordinating agency, i.e., "to share common pro-

blems and to discuss jointly how each county board should

relate with neighboring county boards and with the CHP

Council."

The Council's approach to services and facilities for the

mentally retarded is not specifically defined in their

1970-1975 planning grant application. It appears that the

Council will rely heavily upon reports from the Michigan
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Department of Public Health.

Appendix F - Summary Budget for CHP Council fo Southeastern

Michigan, 1970, has an item labelled "Contracts" which has

been allocated $300,374; this is one half of the total

agency budget for 1970. Appendices G and H are contracts

entered into by the CHP Council with the Greater Detroit

Area Hospital Council and the Southeastern Michigan Council

of Governments, respectively. The GDAHC contract was in

the amount of $240,374 for a wide range of activities from

health facility inventory, services utilization and patient

origin datato, "evaluation of hospital proposals for mod-

ernization, expansion, mergers, replacement and new con-

struction." In this latter case, hospital facility pro-

posals are sent first to GDAHC, evaluated by GDAHC and a

recommendation is presented to the CHP Council's Board of

Trustees. The GDAHC recommendation is evaluated by the CHP

Council's standing Health Facilities Committee only when

and if the Board of Trustees deems it necessary.

The $60,000 contract with SEMCOG (see Appendix H) entered

into by the CHP Council called for the establishment of a

"high level task force" to develop a set of papers begin-

ning with the elements, i.e., the goals and objectives, of

a regional environmental health planning program and con-

tinuing through finding solutions to specific environmental

problems and demonstrating the implementation of these so-

lutions. Also, SEMCOG was to help the CHP Council in de-
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veloping a data bank, primarily based on census data. The

Council did propose the organization of a committee on en-

vironmental health in the near future for the purpose of

building upon this work contracted with SEMCOG.

Health services was seen as within the purview of the CHP

Council rather than being GDAHC's responsibility; however,

the author is not able to see the distinction between hos-

pital services and personal health services as defined by

GDAHC.

B. 6. c. Are there any specific areas of "health planning" which the
314b agency sees as state or national rather than regional
responsibilities?

The author was told by a CHP Council staff member that the

area of health insurance was a national (i.e., federal)

issue rather than a regional health planning responsibility.

d. Are there any areas of overlapping responsibility between
the CHP agency and other organizations at the regional
level?

The major areas of overlapping responsibility with both

GDAHC and SEMCOG and the contractual arrangements with each

which were negotiated to eliminate duplication of effort

and to enhance the development of potential cooperation be-

tween the CHP Council and each of these organizations, have

been cited in the answer to Question 6b, Other organiza-

tions which have health planning responsibilities for a
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geographic area similar to the Council's have agreed to

share relevant information and to coordinate their efforts.

These agreements are informal and the amount of actual co-

operation from each, such as Regional Medical Programs

(RMP), the Michiaan Hospital Service and Michigan Medical

Service (Blue Cross/Shield), the Commission on Professional

and Hospital Activities (PAS and MAP studies), and Model

Cities and the Office of Economic Opportunity (OEO), is

open to question.

C. Operational Period

1. What is the background (previous work experience and formal
educational training) of each of the professional staff mem-
bers?

The background and current position of each of the profession-

al staff members is summarized in Table 3. The purpose for

asking this question was to assess the range of experience

available and to discover any concentration of talents in a

particular academic area or profession and to later relate

this information to the focus of the Council's work activities.

2. Has there been any change in the initial funding pattern of the
agency following the constitutional period? If yes, what are
the reasons for this change?

The author was not permitted to copy fiscal information on the

agency's current budget. During an interview with an agency

staff person, enough information was gathered verbally to com-
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Table 3. -"Professional Staff -- Positions and Background,
CHP Council of Southeastern Michigan

Name Position

Executive
Director

Academic
Degree(s) Prior Work Experience

Terence E. Carroll B.A.
Liberal
M.A.
History

Voluntary Health Agency,
Arts Life Ins. Co. Executive,

Credit Union, Employee -
Automobile Companies,
Curator - Detroit Histor-
ical Museum

George C. Allen

Eugene C. Goeller

Thomas H. Cranshaw

Deputy
Executive
Director

Associate
Executive
Director

Associate
Executive
Director

B.A.
Business Ad.
M.H.A.
Hospital Ad.

B.S.
Business Ad.
M.P.H.
Health Adm.

B.A.
Economics
M.B.A.
Hospital Ad.

Hospital Administrator,
Health Mgmt. Consultant

State Mental Health Agency,
State Health Agency, Hosp.
Planning Council

Administrative Resident,
Hospital Administration

H. Michael Cannon Director,
Publications
& P. R.

B.A.
English

Voluntary Health Agency

Rosemary Holland Director
Planning

(III)

Bachelor of
Philosophy
in Social Wk
Master of
Social Work

Private Social Agency
Field Placement, Detroit

,Common Councilman, Field
Placement - Civil Rights
Agency, School Teacher,
Caseworker - Florence
Crittenton Home

Page 1 of 2
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Table 3. - Professional Staff -- Positions and Background,
CHP Council of Southeastern Michigan

Name Position

Director
Planning

(III)

Academic
Degree(s) Prior Work Experience

Juanita Godley B.S. & R.N.
U of M
M.S.
Public ilth.
Nursing

Public Health

L. Loukopoulos Director
Planning

(III)

B.S.
Physics
M.A.
Math.

Mamt. Systems Analyst-
Civil Rights Agency,
County Planning Com-
mission, W.S.U. Center
for Urban Studies

Summer Placement-SEMCOG,
Tool Company-Salesman

Ruben Flores Director
Planning

M.A.
Social Work

Page 2 of 2
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pare the 1970 budget with the 1973 budget and to detect some

changes in the funding nattern of this 314b agency (see Ap-

pendix I for detailed fiscal information).

The total agency budget has grown from $600,000 per 12 month-

year to $880,000: these figures include 50% Federal financing.

The HEW regional office has made a ruling that as of April,

1973, the Federal Government will increase its portion of the

314b CHP agencies' budget from 50% up to 75%; this would mean

that the local share in the near future could be as small as

25% of the areawide agency's budget.

The other observed trends in agency funding are as follows:

a. The State of Michigan did not contribute any funds to area-
wide CHP agencies in 1970 and does not now in 1973;

b. The counties' contribution has increased from $40,000 (est.
1970) to $60,000 in 1973;

c. United Foundation, via United Health Oraanization, gave
$111,000 in 1970 and now provides $130,000 to CHP;

d. Blue Cross contributed $28,000 in 1970; $80,000 in 1973;

e. The area hospitals gave $6,000 in 1970 and gave $20,000 in
1973;

f. Blue Shield pledged $6,000 (est. 1970) and now contributes
$25,000;

g. The other insurance companies currently contribute less
than $1,000 as they did in 1970;

h. The cash contributions from health provider professional
associations has decreased from $500 each (est. in 1970
from the Podiatry Assn. and the Nursinq Assn.) to zero in
1973. The Wayne County Medical Society continues to make
in-kind contributions such as meeting room spaces.

It is evident that the base of financial support for the CHP

Council of.Southeastern Michigan has not expanded beyond what
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it was in 19702.

C. 3. Has the State passed any enabling legislation for CHP 314b
areawide agencies in reoard to the reulation of health fa-
cilities construction, the funding of the 314b agency, en-
vironmental quality, etc.?

The State of Michigan has not passed any legislation which

would increase the funding base of 314b areawide agencies,

impose additional planning or administrative requirements s

upon the 314b agencies, nor increase the agencies' regula-

tory power. A bill was passed in August of 1972, House Bill

No. 4949 (Act No. 256, Public Acts of 1972) which requires

"certificates of need" for new construction as well as con-

version, addition or modernization of health facilities, ef-

fective April 1, 1973. The State Department of Public Health

was authorized to establish a "State Health Facilities Com-

mission" to administer this act. Areawide 314b CHP Councils

could be consulted as to their views on a particular appli-

cation, but the agency's comments were not to be binding on

the State Health Facilities Commission nor would the CHP

Council be reimbursed by the State for the time and money

spent on the review of health facilities proposals. Also,

a companion piece of legislation was passed at that time

(August, 1972) which limited the discretionary power of Blue

Cross to refuse payment to health facilities which failed to

receive planning agency approval prior to construction (see

2/ The City of Detroit contributed $5,000 this year; it is
not known whether or not a contribution was made in 1970.
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Appendices J and K).

C. 4. In general how could the 314b areawide agency's planning meth-
odology be characterized?

The CHP Council of Southeastern Michigan primarily relies upon

a set of standing committees as their approach to planning for

health (see Appendix L for committee structure). It has been

pointed out that there does not now exist county CHP councils;

therefore, there are not county counterparts to these regional

committees. It should also be noted that the committees do

not directly relate to the Board of Trustees nor does the

Board always work through its committees. According to the

agency staff, planning committees may make direct decisions/

recommendations, bypassino the Board of Trustees, if not more

than one quarter of the committee is dissenting at the time of

the vote. Incoming information, on the other hand, such as a

health facilities proposal review report from the Greater De-

troit Area Hospital Council is received first by the Board of

Trustees; the Health Facilities Committee does not review GDAHC

recommendations unless asked to by the Board. The contracts

which the Council has had with GDAHC and SEMCOG were mentioned

earlier (Section 6, Question 6b.). Staff has said that the

Council has not drafted any master plans for health care with

specific recommendations, such as where health facilities

should be located.

5. How could the relationship of the 314b agency with GDAHC, SE-
COG, the Wayne County Medical Society and the area Health De-
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partments be characterized now?

GDAHC continues to have a contract ($255,000/12 months) with

the CHP Council of Southeastern Michigan to provide health

facilities planning data to the CHP agency. It has been

stated by the Council staff that this relationship will con-

tinue until 1977,

The contract with SEMCOG for environmental health planning

data was concluded in August, 1971. Staff has indicated that

SEMCOG does not currently have the desire which it once had

to be the 314b grantee organization.

The Wayne County Medical Society was involved in a conflict

situation in 1970 with the consumer members of the Council

over what the consumer/provider ratio on the Board of Trus-

tees would be. This argument was settled by January, 1971.

Although the medical society does not provide a cash contri-

bution to the Council, it does presently provide in-kind

services.

The county health departments did originally endorse the for-

mation of the CHP Council and have appointed representatives

to the General Membership and to the Board of Trustees.

C. 6. What health planning decisions and/or studies have been made
during the operational period of the CHP 314b agency?
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The main activity of the CHP Council appears to be the re-

view of and comment on grant proposals (to State and Federal

agencies), health facility proposals in particular. Appen-

dix M contains a status report on the action taken (or not

taken) by the CHP Council of Southeastern Michigan on pro-

posals submitted to the agency for review. This status re-

port was selected as an illustrative example because the da-

ta is fairly complete. The Council did turn down or some-

times ask agencies to rewrite their proposals rather than

"rubber stamping" them. However, the correlation does not

appear to be high between the Council's recommendations and

the actions of the funding sources. This is primarily a re-

acting function on the Council's part since it is not gener-

ating nor soliciting proposals.

One of the products of the Council's twelve month contract

with SEMCOG was an inventory of environmental health/quality

legislation. Printed in March, 1973, this document is en-

titled, "The Southeast Michigan Environmental Legislation

Handbook."

Currently, the Council is involved in the activities of the

Detroit Emergency Medical Services Committee, following a

survey of emergency rooms in the area's hospitals by gDAHC.

The CHP Council is attempting to develop a number of regional

ad hoc committees to work on this problem and to ultimately

design an emergency medical services system for the region.

The apparent availability of Federal and private foundation
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money will assist this effort,

Discussion

The preceding section detailed specific factual information about

the development of the Comprehensive Health Planning Council of

Southeastern Michigan; the intent here will be to synthesize the

information presented thus far into a general profile of the agen-

cy. Some caveats are necessary. The reader is cautioned not to

interpret the author's remarks as criticisms of the Council. It

is difficult to assemble some externally selected structural and

organizational process elements of an agency into an overall pic-

ture of how the agency "typically" functions because the analysis

may be viewed as either too superficial or too critical depending

upon the background and biases of the reader. In addition it

should be remembered that agencies do change over time; so that the

descriptive statements made now may or may not be true in the fu-

ture, eg. one year hence.

There are subtle nuances in an agency's operation which are known

usually only by those who have experienced with the staff the

oroanization!s growing pains, and who are familiar with the person-

alities and politics involved. Thus, this approach should not be

interpreted as an historical study; but, rather, as stated above,

this section is a profile of the Comprehensive Health Planning

Council of Southeastern Michigan which has been constructed for the

purpose of comparison with the operation of the Mid-Ohio Health

Planning Federation.
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An examination of how the membership composition of the Board of

Trustees was determined provides much insight about the political

and economic substructure of the Comprehensive Health Planning

Council of Southeastern Michigan. As was pointed out in the pre-

ceding section, initially there was a contest between SEMCOG, a

voluntary association of county and city governments, and UHO, a

United Foundation sponsored association of private health care pro-

viders (primarily hospitals) over which oroanization would be the

314b grantee organization. This was the first of three major

blocks which held back the establishment of an operating CHP area-

wide agency. This initial problem was "solved" by the development,

at the insistence of the state 314b agency, of a compromise organi-

zation, the Areawide Health Operating Committee (AHOC), which in-

cluded strong United Auto Worker (UAW) representation. The other

two major oroanizational problems were the establishment of an ade-

quate funding base for the proposed 314b areawide agency and secur-

ing the cooperation of the area's physicians.

In the latter case, a crisis situation developed when labor and

inner-city poor representatives argued on behalf of having 100% con-

sumer membership on the Council. The actual consumer/provider ratio

which was first agreed upon by membership vote was 60/40 percent.

After much debate and protest on the part of the physicians and oth-

er provider groups, notably the nursing home administrators and po-

diatrists, which held up the 314b operational grant approval from

HEW, the consumer/provider ratio was revised to 55/45 percent.

The third major difficulty which had to be overcome was that of se-
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curing adequate sources of local funding to match the Federal dol-

lars which were to be 50% of the agency's budget. Not only was the

314b grantee candidate required to raise the dollar amount of local

matching money (50% of the agency's total budget), but also the

sources of these local funds had to reflect "broad based community

support." The United Foundation and the Blue Cross/Shield Insurance

Company contributed most of the monies which made up the local share.

According to Dr. Robert N. Grosse, faculty member at the University

of Michigan School of Public Health, contributions from county and

city governments were solicited on the basis that SEMCOG would re-

ceive a contract with the 314b agency for environmental health acti-

vities; the amount of this contract was to be in excess of the total

city/county contribution. One practical reason for securing SEM-

COG's support was that SEMCOG was the A-95 Clearinghouse for Federal

crant requests. In like manner the Greater Detroit Area Hospital

Council, which had been largely supported by the United Foundation,

was to receive a contract for health facilities planning from the

areawide agency.

The reader should see that issues concerning funding and agency ju-

risdiction were entwined in this case. Another comment concerning

the development of the organization and funding should be made at

this point. The initial 314b grantee organization was GDAHC; the

staff was split in two to handle the additional responsibilities.

The current staff of the CHP Council has a strong hospital adminis-

tration background due to the retention of these persons. As a

final note, the author found that the State of Michigan has not

passed any enabling legislation which would increase the funding
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base of the areawide agency, impose additional planning/administra-

tive requirements, nor increase the 314b agency's regulatory power.

The decisions (planning output) made by the Comprehensive Health

Planning Council of Southeastern Michigan are primarily concerned

with the review of health care service demonstration projects re-

questing Federal monies and health facilities proposals generated

by outside grouns. It may be helpful for the reader's understand-

ing to now briefly review the major steps in processing a health

facility proposal, eq. for construction of a 50 bed wing of an a-

cute hospital. The proposal, written most likely by a hospital

planning consultant, would be sent out to the State Health Facili-

ties Commission for review, and a non-binding review of and comment

on the proposal would then be requested of the 314b CHP Council.

Since the CHP Council of Southeastern Michigan does not have local

(county) council counterparts, the proposal would be sent to and

reviewed by GDAHC who in turn would send their comments and recom-

mendations directly to the CHP Board of Trustees for their review.

The CHP's decision would then be sent back to the State. Note that

the CHP Council's Health Facilities Committee does not review the

recommendation of GDAHC unless the CHP Board of Trustees makes a

special request that this review be done through the Committee.

In terms of the Council's current activities, SEMCOG has completed,

as part of their contract with the CHP agency, a handbook on envi-

ronmental legislation, "The Southeast Michigan Environmental Legis-

lation Handbook." Also, the Council is involved in the activities

of the Detroit Emergency Medical Services Committee which the 314b
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agency sees as of potential benefit to the entire region. Outside

of the planning services which the Council contracts for, the agen-

cy's main health planning approach is to rely on standing commit

tees for the development of solutions to the health care needs of

the region.

Part II details the structure and operation of the Mid-Ohio Health

Planning Federation as was done with the CHP Council of Southeast

Michigan in Part I. A comparison of the operation of these two CHP

314b Councils and some parallel observations on CHP activities in

California, the Sacramento region in particular, is presented in

Part III.

Sources

"Planning Grant Application, December 1, 1970, through November 30,
1975," Comorehensive Health Plannino Council of Southeastern Michi-
gan, William S. McNary, Acting Director, 921 Penobscot Building,
[Ttroit.

"Comprehensive Health Planninq In Southeastern Michigan, A Tenuous
Partnership" (unpublished), James P. Ardnt, Program in Health Plan-
ning, School of Public Health, University of Michigan, December 11,
1972.

"Status Report on Grant Proposals Submitted to CHPC-SEM, January -
December, 1972," Comprehensive Health Planning Council of South-
eastern Michigan, 1300 Book Building, Detroit.

"Statement of Revenues and Expenditures and Statement of Program
Expenditures, Five Months Ended April 30, 1973," Comrehensive
Health Planning Council of Southeastern Michigan, 1300 Book Build-
ing, Detroit.

Personal Interview with Robert N. Grosse, Ph.D., Health Planning De-
partment, School of Public Health, University of Michigan, July 2,
1973.

Personal Interview with Eugene C. Goeller, Associate Executive Di-
rector, CHP Council of Southeastern Michigan, 1300 Book Building,
Detroit, July 6, 1973.



PART II; THE MID-OHIO HEALTH PLANNING FEDERATION



Table 4. - Chronological Development, Mid-Ohio Health
Planning Federation

Date Event

1945 The Columbus Hospital Federation Founded
"to Coordinate the Planning and Financing
of Hospitals in Columbus and Franklin
County and to Perform Related Services to
the Community;" Delbert L. Pugh, Executive
Director

1962 Federation Developed a Prototype Areawide
Health Facilities Planning Council under
Hill-Burton Health Facilities Planning
Grant, Public Health Service, HEW; Opera-
tional Territory Was 38 Counties in Ohio

July, 1968

September, 1969

June 1, 1970

April, 1972

Federation Received 314b Planning Grant
(P.L. 89-749) under the Partnership for
Health Act, 1966; Area Included 17 Counties;
Delbert L. Pugh Retained as Executive
Director

Code of Regulations Adopted; Organization's
Name Changed to the Mid-Ohio Health Plan-
ning Federation; Consumer/Provider Ratio
Set at 51%/49% --- Minimum HEW Consumer/
Provider Ratio

Federation Received 314b Operational Grant
from Public Health Service, HEW

"Health Planning Procedures Manual," Pre-
pared by Mid-Ohio HPF, Includes the Details
of Planning Responsibilities of County
Councils

I-i



Variables Under Study

The Mid-Ohio Health Planning Federation

The question and answer format below was used during a structured

interview with staff representatives of the agency.

A. Group Formed with Initial Interest in Preparing CHP 314b Grant
Request

1. Who (which individual) actually wrote the initial CHP 314b
grant reouest? What organization was this individual with
at the time?

Edward Lentz, a staff member of the Columbus Hospital Federa-

tion, wrote the first successfull 314b areawide grant appli-

cation which was submitted to the U.S. Public Health Service,

HEW. Mr. Lentz is now Deputy Director of Medical Care Admin-

istration at the Ohio State Health Department.

2. What organization did the members of the Columbus Hospital
Federation represent?

"In the beginning, there was representation of many community

organizations, and the Code of Regulations spelled out that

hospital representatives were to be in the majority of Board

Members. As the organization developed, membership on the

1/ Anoelo Vivino, another staff member at the Columbus Hospital
Federation, drafted the first 314b grant application to HEW.
It was not accepted. It had been written "in their usual for-
mat which was always successful"; the staff was "very sur-
prised" when this application was not accepted.
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Board shifted to individuals selected because of community

leadership rather than individuals selected by other organi-

zations. Since that time the Board has had representation

of medicine, hospital administration, hospital trustees, and

laymen from all segments of the community" (Drennen, see Ap-

pendix N).

A. 3. What was the initial 314b grantee organization?

In 1968 the Columbus Hospital Federation, with Delbert L.

Pugh as Executive Director, became the initial 314b grantee

organization. Appendix N contains a brief history of the or-

ganization by Grant Drennen.

4. Was there any contest over what would be the initial 314b
grantee organization? If yes, who was involved in this con-
test and what organizations did these persons represent?

According to the staff persons interviewed, soon after the

"Partnership for Health" legislation (P.L. 89-749) was passed

in 1966, the HEW regional office requested the United Founda-

tion to make application for a 314b areawide grant. This was

based on the "federal philosophy which said that the regional

office should find some responsible, volunteer health agency

within each region and approach them to submit a 314b grant

request to get the ball rolling."

The United Foundation (United Community Council) did not want

to particularly be involved in comprehensive health planning
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at the agency level; and since the Columbus Hospital Federa-

tion already had all the "top lay people" on their board,

there was no desire nor reason for a confrontation; thus, the

UF did not submit a grant request to HEW.

The Columbus Hospital Federation felt that they had already

been engaged in comprehensive health planning; and thus, it

was they that took the initiative and drafted a 314b grant re-

quest in 1967 in order to avoid the development of an organi.

zation parallel to theirs. No other organization challenged

their grant request.

B. Constitutional Period

1. Who was on the search committee which selected the executive
director; what organizations did these people represent?

There was no search committee because the Executive Director

of the Columbus Hospital Federation, Delbert L. Pugh, became

the Executive Director of the Mid-Ohio Planning Federation

when the former organization received the 314b areawide grant.

2. What are the qualifications and background of the executive
director?

Delbert L. Pugh, Executive Director, has completed three years

of college education and has audited graduate level courses;

in addition he completed the Boy Scouts of America Community

Organization Program (which has been called "the toughest com-



II-4

munity organization school in the country"). Mr. Pugh has 28

years of experience in health planning and was with the Colum-

bus Hospital Federation since its inception.

B. 3. What was the consumer/provider ratio aoreed upon by the CHP
agency board of directors? What was the basis of this deci-
sion, i.e., were Federal quidelines (minimum 51% consumer)
adopted outright without any resistance or was a compromise
between two (or more) interest groups necessary?

The Mid-Ohio Health Planning Federation has not adopted any

specific consumer/provider ratio guidelines other than the

legal Federal minimum (51% consumers minimum, 49% providers

maximum).

4. What organizations were initially represented on the Board of
Trustees? Was there any organization which desired represen-
tation, but which was purposefully excluded?

As was mentioned in the answer to Ouestion A.2., the represen-

tation on the 55 member Board of Trustees was not/is not based

on organizational affiliation but on "community leadership"

(see Appendix 0 for the Board of Trustees membership list). Re-

presentation on the Board is also determined, in part, by county

residence. The counties are allocated seats on the Board of

Trustees each according to their population; every county has

at least one representative. Five of the seats on the Board

of Trustees are at large positions for which persons are nm-

inated by the Board (see Appendix P - Code of Regulations).

The role of the county councils will be detailed in the answer

to Ouestion 6a.
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B. 5. What was the funding base of the CHP agency, i.e., where did
the agency's money come from during the organizational peri-
od - first 1 to 2 years of the agency's existence?

From 1945 until 1962, the Columbus Hospital Federation was

funded primarily by contributions from hospitals and from con-

cerned businessmen, eq. F & R Lazarus Company and Wolfe Asso-

ciates, both in Columbus. In 1962 the Columbus Hospital Fed-

eration became an areawide health facilities planning organi-

zation coverina 35 counties in Ohio ("about 44% of the land

area of Ohio," according to Grant Drennen) under a Hill-Burton

planning grant. In 1968 the Columbus Hospital Federation be-

came the Mid-Ohio Health Planning Federation upon receipt of

a 314b grant from the U.S. Public Health Service, HEW. As a

condition of the grant, the Federation had to show evidence of

community support through the diversity of its local funding

pledges. Thus, the Federation began to solicit monies from

other sources. These sources will be detailed in the answer

to Question C.2.

6. What is the jurisdiction of the CHP 314b areawide agency!

a. Is the span of control assumed by the aency regional only,
i.e., does the areawide agency claim jurisdiction over city
and county health planning or are there counterpart organi-
zations at these levels?

Each county in the region has its own local health planning

council which operates with a mix of standing committees and

problem-oriented task forces (eg. the Emergency Medical Serv-

ices Task Force of Pike County). Membership on the county
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councils is open to anyone who is interested; each council

has a board of at least 15 members2, a minimum of 8 of

these persons must be consumers.

The county councils have their own membership rules. Those

elected to the board of directors are usually persons who

have worked hard on the councils' committees; these people

in turn may be nominated to positions on the regional Fed-

eration Board of Trustees if they "exhibit leadership."

Not everyone who is on a county council committee is on the

board of directors; these positions "have to be earned"

(see Appendix Q Sample By-Laws for County Health Planning

Councils).

Most county councils rely upon the regional office for

staff services.

B. 6. b. Are health facilities, health services, mental health, men-
tal retardation, and environmental quality program planning
viewed by the CHP aoency as beinq within their jurisdic.
tion, or has the agency contracted, delegated, or relin-
quished (and/or not accepted) responsibility in these areas?

The Federation has not relinquished, delegated, nor con-

tracted their responsibilities, all of which they view as

public health activities, to any other organization,

c. Are there any specific areas of "health planning" which the

2/ There is no maximum; some county councils have up to 100 mem-
bers on their boards,
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314b agency sees as state or national rather than regional
responsibilities?

At this time the author does not know of any specific areas

of health planning that the staff of the Mid-Ohio Health

Planning Federation consider to be state or national rather

than regional responsibilities.

B. 6. d. Are there areas of overlapping responsibility between the
CHP agency and other organizations at the regional level?

It has been pointed out that the 314b areawide agency in

this case once was the Hill-Burton areawide health facili-

ties planning agency; therefore, there is no jurisdictional

problem with regard to health facilities and services plan-

ning.

"All counties within the Federation's planning area are
formally organized and affiliated with a 648 Mental Health
and Mental Retardation Board and a 169 Mental Retardation
Board. The 107th General Assembly of Ohio passed under
the provisions of amended House Bill No. 648 and amended
Senate Bill No. 169 that Boards be organized by the county
or a program community. The 169 Board is located in each
county serving as the focal point for mental retardation
training services. The 648 Mental Health and Mental Re-
tardation Boards serve a population base of 50,000 or more.
Ten such Boards serve the Federation's planning area, five
of which are multi-county in structure and five singular
county structured. The 648 Board is responsible for the
provision of clinical type services for the emotionally
disturbed and mentally retarded."

The Planning Federation's philosophy toward mental health

and mental retardation services is that they should be

brought into "the mainstream of general medical and health
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care" and that the planning for these services should be

interlocked with the Federation's health planning activi-

ties. The Health Planning Federation has decided to im-

plement this philosophy in the following manner:

"To secure interlockinn relationships locally and
on an areawide basis, provisions will be made for
the Chairman of the Mental Health Committee in
each county, or the representative who may have
been selected to serve on the County Health Plan-
ning Council, to automatically become a member of
the Federation Areawide Committee. This repre-
sentative will be responsible for guiding the
general policies of the Federation and assisting
the responsible groups to develop program and ob-
jectives in the seventeen-county area."

In the area of environmental quality planning, there are

two other organizations which have responsibilities simi-

lar to that of the 314b areawide agency. The State of

Ohio has an Environmental Protection Agency and each coun-

ty has its County Regional Planning Commission both of

which communicate with the Mid-Ohio Health Planning Feder-

ation and serve on each other's committees. The county

regional planning commissions see health planning per se

as "one small part of planning." On the other hand, the

314b agency has defined environmental health problems as

those factors which are involved in illness or disease,

This point of view will be further explained in the answer

to Question C.6. At the present time, there does not ap-

pear to be any conflict among these agencies.
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C. Operational Period

1. What is the background (previous work experience and formal
educational training) of each of the professional staff mem-
bers?

The background and current agency position of each of the

professional staff members is summarized in Table 5. The

purposes for asking this question were to assess the range of

experience which these individuals have and to discover if

there is any concentration of talents in a particular academic

area or profession. Later in this paper this information is

examined as an input to the Federation's planning activities.

2. Has there been any change in the initial funding pattern of
the agency following the constitutional period? If yes, what
are the reasons for this change?

It was stated in the answer to Question 5, Section B, that

the Federation was attempting to broaden its fiscal base as

one of the requirements of the 314b grant. Appendix R con-

tains a listing of the Federation's sources of support for

1971-1972 (12 months) which appears to demonstrate that they

have met this condition of their grant. On a percentage basis,

the local matchino funds have been raised from the following

sources!

Hospitals 50%
Blue Cross 10%
Voluntary Agencies
& Businesses 20%

Local Governments 20%
T M7
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Table 5. - Professional Staff -- Positions and Background,
Mid-Ohio Health Planning Federation

Academic
Name Position Degree(s) Prior Work E) xperience

- - r

Delbert L. Puoh

Grant A. Drennen

Donald Saathoff

Clyde Gaston

Charles A. Turner

K. Joseph Derek

Angelo Vivano

Carl E. Lincke

Al Dyckes

Jack Kindig

H. Keith Windley

Grace Kindig

Executive
Director

Associate
Director

Associate
Director

Associate
Director
(Environ.
Health)

Director
Environ.
Health

Master
Planner
(Manpower)

Director
Communi ty
Health
Services

Director
Alcoholism
Programs

Emergency
Health
Services

Financing
Health
Care

Hospital
Services

Mental
Health

and
Mental
Retardation

3 years
college

A.B.

M.B.A.

M.A.

M.A.

M.B.A.

M.P.H.

M.B.A.

M.A.

M.B.A.

M.B.A.

M.A.

28 Years
Planning

16 Years
Planning

Hospital

City and
Plannino

- Health

- Health

Administration

Regional

City and Regional
Planning

Registered Pharmacist

Renistered Sanatarian

Hospital Administration

Education

Hospital Administration

Hospital Administration

Public Health Nurse

Page 1 of 2
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Table 5. - Professional Staff -- Positions and Background,
Mid-Ohio Health Planning Federation

Academic
Degree(s)Name

Frank Wilson

Tom Sommer

Mark Leisure

James Renick

Laurene Smith

Betty Willis

Position

Facilities
and

Technical
Services

Appalachia
Planner

Academy of
Medicine
Liaison

Communica$
tions
Director

Outreach
Health
Planner

M.E. Civil Engineer

Prior Work Experience

A.B.

B.S.

Model Cities Staff

Outreach
Health
Planner

(-) indicates not ascertained or not applicable

Page 2 of 2
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The Federal Government has provided 51% ($260,000) of the to-

tal budget of $500,000. There is no anticipated change in

this arrangement for the immediate future.

In order to attract sources of cash revenue beyond their tra-

ditional sources, the county councils have been asked to so-

licit contributions from community and business leaders. As

"sustainina members" these persons donate $1000 or more on a

yearly basis.

The method of calculating each county's share of the financial

burden of sunportinq the Federation appears to have changed

somewhat over time. In 1966 the Federation had organized it-

self into district committees of 10-14 county committees which

represented the grass roots planning segment of the regional

planning organization (see organization chart in Appendix N).

The feeling of the Federation staff at that time was that,

"the Districts should be able to support a full-time District

Executive and the administrative overhead necessary to back

him up with office staff;" therefore, each district was ex-

pected to contribute "double the District Executive's salary,"

i.e., $20,000 to $30,000 annually or $2000 to $3000 per year

per county. At the present time the funding assessment per

county is determined via rating the counties according to

their "Buying Power Index."

The "Buying Power Index" is a measure of each county's ability

to contribute which is calculated by an outside consulting
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firm. Their calculations are primarily based upon estimates

of the buying power of the community, some measures of the

county's wealth, and the total population of the county. The

seventeen counties are rated and each is assigned a percent-

age of the total budget which they should raise for the Fed-

eration. These are the current funding mechanisms. The Fed-

eration does not receive funds from the State of Ohio.

C. 3. Has the State of Ohio passed any enabling legislation for CHP
314b areawide agencies in regard to the regulation of health
facilities construction, the funding of the 314b agency, en-
vironmental quality, etc.?

The State of Ohio has not passed any legislation which would

increase the funding base of the 314b areawide agencies, im-

pose additional planning or administrative requirements upon

the 314b agencies, nor increase the agencies' regulatory

power.

4. In general how could the 314b areawilde agency's planning
methodology be characterized?

The Mid-Ohio Health Planning Federation relies primarily upon

a set of standing committees as their approach to planning

for health. These committees have the following titles:

a. Health Services Committee (health care financing
and community health care);

b. Environmental Health Committee;

c. Health Facilities Committee;

d. Mental Health/Retardation Committee;

e. Health Manpower Committee.
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Several other approaches to planning for health have been pro.

posed by the Federation staff; they include the following:

a. Planning Forums at the County Level - monthly break-
fast meetings at which speakers would be invited to
be on a discussion panel which would review current
health issues;

b. Master Planning - development of regional and county
plans which would specify the locations of future
hospitals, satellite clinics, emergency equipment,
etc.;

c. Problem Solving at the County Level - encouraging
persons on county councils to be aware of their
health care resources and problems in order to de-
velop action plans to solve these problems.

C. 5. How could the relationship of the 314b agency with planning
commissions, hospital planning councils, medical societies
and health departments be characterizednow?

As was mentioned earlier, there are no COG (Council of Gov-

ernment or Regional Planning Commission) type bodies in Ohio.

The Federation does work with the county planning departments

and with the State Environmental Protection Agency.

It has been also noted that the previous hospital planning

council, the Columbus Hospital Federation, has metamorphosed

into the Mid-Ohio Health Planning Federation. Therefore,

there is no conflict nor overlapping responsibility in the

area of health facilities planning.

The Federation has successfully promoted and maintained the

support of the area's physicians. Physicians are recognized

as the group which often controls and influences the delivery

of health care and its quality and availability in a community.
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Health departments in Ohio at the county level are often un-

derstaffed and underfinanced due to low population bases,

low income level of the residents, etc. The role of the Mid-

Ohio Health Planning Federation has been to "assist with the

implementation of a statewide program to reorganize local

health departments and to encourage expanded state financial

support."

C. 6. What health planning decisions and/or studies have been made
during the operational period of the CHP 314b agency?

One of the main activities of the Federation is the review of

grant proposals. Appendix S presents a list of projects re-

viewed from July, 1971, to May, 1972. The proposals are not

limited solely to health facilities construction projects but

include a substantial number of proposals in the area of en-

vironmental health, specifically water quality. Also, emer-

gency medical services appears to be another area which ap-

parently has generated considerable community interest. Un-

fortunately, the Federation's recommendations and the out-

comes of these proposals were not stated.

The publications listed in Appendix S generally fall into one

of two categories, namely, hospital studies and health serv-

ices inventories. The "Health Planning Procedures Manual" is

especially noteworthy because of the philosophy which is

stated therein:

"The County Health Planning Council should advocate
changes in health programs and stimulate the respon-
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sible agencies to implement desirable changes."

Therefore, the Federation feels that if a county council

"works right," its members will encourage a local area to be-

come interested in a problem, motivate the people to work to-

ward developing solutions to the problem, and assist local

groups in drafting grant porposals and/or in securing local

funding. This approach when implemented would definitely

turn the process of project review into an active rather than

a passive operation. Since the Federation has encouraged lo-

cal persons and organizations to draft grant proposals, the

staff feels that this is an active process at the present

time rather than reactive.

Discussion

The preceding sections presented information related to the develop-

ment of the Mid-Ohio Health Planning Federation as was done in Part I

on the evolution of the Comprehensive Health Planning Council of

Southeastern Michigan. The intent here also will be to construct a

general profile of the agency, i.e., the Mid-Ohio HPF. The same ca-

veats concerning the lack of intended criticism, the time-specific

nature of the data, and the omission of biographic details on central

political figures should be noted by the reader here as in Part I.

As in Part I, an examination of how the membership composition of the

Board of Trustees was determined provides much insight about the po-

litical and economic substructure of this 314b areawide agency, The
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representation on the Board of Trustees is based upon evidence of

"community leadership" on the part of the nominees rather than the

person's organizational affiliation. The philosophy behind this ap-

proach, then, is that the agency seeks out those persons who would

have the greatest potential to contribute, i.e., the ability and de-

sire to get something done. In general there are two routes by

which a person could receive a nomination for membership on the

Board of Trustees, the person could be a prominent individual in the

community who has "contacts and influence" and/or the person could

have worked hard and come up through the ranks. In the latter case

the individual would have worked hard on a county planning council

committee and was then elected to membership on one of the 17 county

health planning council's board of directors. If in- turn this per-

son distinguished him-/herself at this level, the individual may be

nominated to the regional CHP Board of Trustees. Thus, these posi-

tions "have to be earned" according to the manner in which persons

are required to secure the membership(s).

As was implied in the complex organizational structure which was

outlined above, the foundation of this CHP agency has existed for

some time. In fact the CHP 314b agency formerly was the Columbus

Hospital Federation, a Hill-Burton health facilities planning agency

which has existed, with the same executive director, since 1945.

Most of the other staff members were retained through the transition

of the agency from health facilities planning to broader comprehen-

sive health planning responsibilities.

Jurisdictional problems are minimal since there is no separate health



hI-17

facilities planning organization; there are no COG or Regional Plan-

ing Commissions in the State; the health departments are generally

understaffed, underfunded agencies, and at the moment the Federation

has good working relationships with the individual county planning

commissions and with the mental health and mental retardation plan.

ning boards.

The funding sources of the agency, as the reader would suspect, have

primarily been hospitals. At the present time, hospitals still con-

tribute approximately 50% of the local share. The Federal Government

has told the Federation that it must broaden its fiscal base as evi-

dence of community support. The Federation's primary method of a-

chieving this end has been to ask the county councils to solicit con-

tributions from community and business leaders. As "sustaining mem-

bers" these persons donate $1,000 or more to the Federation annually.

The State of Ohio has not passed any legislation which would increase

the funding base of the 314b areawide agencies, impose additional

planning or administrative requirements upon the 314b agencies, nor

increase the agencies' regulatory power. The State has not enacted

any form of certification of need legislation for health care faci-

lities.

The Federation has been active in the area of grant proposal review

and in the publication of their work. The agency's publications from

July, 1972, to May, 1972, could be generally classified into two cat-

egories, namely, hospital studies and health services inventories.

One Publication, "Health Planning Procedures Manual" (1972), is es"
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pecially noteworthy because of the philosophy which it promoted in

regard to the expectations which the regional agency has of its

county counterparts:

"The County Health Planning Council should advocate changes
in health programs and stimulate the responsible agencies
to implement desirable changes."

Therefore, the grant proposal review process, according to the re-

gional agency, should actually start with the county council recog-

nizing a health problem and then motivating and assisting indivi-

duals to either draft grant proposals or develop sources of local

funds to solve the problem. Thus, the grant proposal review pro-

cess would be an active rather than a reactive process. The Feder-

ation's staff feels that they have made some progress in this area.

Presently, the types of grant proposals which come before the Board

of Trustees for review include many environmental health as well as

health facilities and health care program proposals.

As their principal approach to planning for health, the Mid-Ohio

Health Planning Federation relies primarily upon a set of standing

committees. The approach is somewhat the same at the county level

with the addition of ad hoc task forces which work on solutions to

specifically identified problems, eg. poor water quality in a com-

munity.

Several other approaches to planning for health have been proposed

for the future by the Federation staff; they include:

1. Plannin Forums at the County Level - monthly break-
fast meetings at which speakers would be invited to be
a discussion panel which would review current health
issues;



II-19

2. Master Planning - development of regional and county
plans which would soecify the locations of future hos-
pitals, satellite clinics, emergency equipment, etc.;

3. Problem Solving at the County Level - encouraging per-
sons on county councils to be aware of their health
care resources and problems and to develop plans to
solve these problems.

In Part III a comparison is made between the Mid-Ohio Health Plan-

ning Federation and the Comprehensive Health Planning Council of

Southeastern Michigan highlighting their structural and organiza-

tional process differences and the importance of community support,

in particular, sources of local matching funds. Some parallel ob-

servations on CHP activities in California are presented.

Sources

"A Case Study of An Operating Planning Agency: A Presentation,
Institute for Staffs of Hospital Planning Agencies, Chicago,"
The Columbus Hospital Federation, 1666 E. Broad Street, Columbus,
Ohio, December 12, 1966.

"An Areawide Comprehensive Health Planning Program for Mid-Ohio,
Continuation Application 1972-1973," The Mid-Ohio Health Planning
Federation, 1666 E. Broad Street, Columbus, Ohio, February, 1972.

"Health Planning Procedures Manual," The Mid-Ohio Health Planning
Federation, 1666 E. Broad Street, Columbus, Ohio, April, 1972,

"Annual Report of Progress," The Mid-Ohio Health Planning Federa-
tion, 1666 E. Broad Street, Columbus, Ohio, June, 1972.

Personal Interview with Grant Drennen, Associate Director, Mid-Ohio
Health Planning Federation, 1666 E. Broad Street, Columbus, Ohio,
July, 1973.



PART III! COMPARISON OF THE CHP DEVELOPMENTAL PROCESS IN
SOUTHEASTERN MICHIGAN AND IN MID-HIO
WITH SOME NOTES ON THE STATUS OF CHP

IN CALIFORNIA



Board Membership - Southeastern Michigan,

Mid-Ohio. Sacramento Region

In addition to comparing the structure and the organizational pro-

cesses of the CHP Council of Southeastern Michigan with the Mid-

Ohio Health Planning Federation, the author here presents some par-

allel information on the activities of the Golden Empire Comprehen-

sive Health Council (Sacramento, California, region - see Figure 3).

Appendix T contains an organizational chart of the Golden Empire

Council. The author was on the staff of GECHC for two years as a

health planning assistant (general planner).

There are enacted pieces of legislation in California permitting

State financing of 314b areawide agencies and establishing regional

health facility review procedures; this differs from the experiences

of the Southeastern Michigan and Mid-Ohio CHP agencies and intro-

duces benefits and problems which have not yet been grappled with

by these latter agencies. This funding information may prove to be

useful to the Michigan and Ohio 314b agencies and to other 314b

areawide councils which are seeking methods of firming up their fis-

cal base and/or increasing the amount of regulatory power held by

their agency for the purpose of implementing their planning decisions.

This author has attempted to demonstrate in Parts I and II that an

examination of two factors, namely, the basic philosophy held by the

staff and the methods which were used in the selection of board mem-

bers, reveals much information about the political and economic sub,

structure of the agency under study. Whereas in Southeastern Michi-
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Figure 3. - Golden Empire Regional Comprehensive
Health Council Planning Area
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gan, membership on the Board of Trustees was based primarily upon

organizational affiliation, i.e., with medical societies, labor

unions, business firms, hospitals, the inner-city poor, and local

governments; in Mid-Ohio, membership on the Board of Trustees is

based on individual accomplishment at the county counterpart coun-

cils and bnthe person's ability to foster change, i.e., his "con-

tacts and influence." The Mid-Ohio Health Planning Federation pur-

posefully excludes the inner-city poor and other minorities which

are not part of "the establishment's power structure" from Board

membership because the staff feels that the purpose of the Board of

Trustees is to "concentrate power and influence to prevent success-

ful challenges from the establishment" to their planning effort.

Thus, the Mid-Ohio agency selects people for Board membership who

have recognized power in the community and the ability "to get

things done" and who have demonstrated their willingness to actively

work on behalf of the Federation. There are two staff persons who

have the task of advising the Council as to the health problems of

the inner-city poor so that the Federation can act to fill these

needs, having been informed of them by professional planners.

Perhaps because the history and complexity of the Southeastern Mich-

igan region is much different than that of the Mid-Ohio region, the

CHP Council of Southeastern Michigan has pursued a "balancing of

the powers" approach to Board membership. The Mid-Ohio CHP Federa-

tion is built upon the foundations of the Columbus Hospital Federa-

tion - retaining the executive director, most of his staff, and

their established support and credibility in the region. The South-

eastern Michigan Council was born out of the struggle of UHO, an as-
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sociation of private health care providers (primarily hospitals)

and SEMCOG1, a council of governments entity, for control of the

314b grant. The Greater Detroit Area Hospital Council (GDAHC) did

not actively seek the 314b areawide grant, even though their his-

tory closely paralleled that of the Columbus Hospital Federation,

because they were "fearful of diluting [their] facility-programming

responsibilities and feared dilution of community support." Note

that GDAHC received its local financing primarily from the United

Foundation. Neither GDAHC nor the CHP Council of Southeastern Mich-

igan has developed county planning councils to date. Labor interests

and representatives of the inner-city poor2 have members on the

Board of Trustees and have directly influenced the adoption of a

55/45 per cent consumer/provider ratio on the Board of Trustees and

a 60/40 ratio for the General Membership.

In the Sacramento region, the Golden Empire Comprehensive Health

Council was established primarily through the persistent efforts of

the executive director of the United Crusade (United Foundation).

Health care provider groups for the most part fought the development

of a CHP agency. The Hospital Planning Council of Sacramento was a

small organization, with one professional staff person, which was,

according to the present CHP executive director, controlled by a

group of hospital administrators and physicians who reviewed each

1/ Neither UHO nor SEMCOG have since expressed any outward signs
which would indicate a desire to take over the 314b agency
role from the CHP Council of Southeastern Michigan.

2/ Representatives of "disadvantaged groups" make up 24% of the
general membership of the Council.
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other's projects in a favorable light while rejecting many other

proposals drafted by "outsiders." Usually if an administrator knew

that his health facility proposal was in danger of being rejected,

he would decline to have it reviewed by the Hospital Planning Council

since at that time he/she was not compelled to do so. Unfortunately,

the original Board of Directors of GECHC was made up of health care

providers who were interested in holding back the organization from

trampling upon their interests and "professional volunteers" who

were generally civic minded individuals whose main interest was in

keeping the organization afloat by attending the meetings of the

Board and its Committees. The Hospital Planning Council was merged

with GECHC on the condition that one-half of the 314b agency's an-

nual funding be a contract payment to the HPC for facility planning

services.

GECHC up until recently did not have the interest of, much less re-

presentation from, labor and the region's disadvantaged and minori..

ty groups. The Council's membership was primarily upper-middle

class, white, professionals most of whom had been associated with

the Hospital Planning Council. Three out of the six counties in

the region had pre-existing health planning councils, each of which

were directly answerable to their respective county board of super-

visors. Consumer representation on the county councils and in turn

on the regional council was based upon the person's willingness to

serve with the proviso that the county board of supervisors approve

the appointment.

The philosophy of GECHC, as voiced by the assistant director, was
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that "any cooperation" on the part of the medical establishment,

which he said was inherently conservative, could be considered to

be progress for health planning. He viewed the existence of the

Council as an achievement in and of itself.

The COG organization, which has been designated as the A-95 Clear-

inghouse for Federal grant proposals in GECHC's region, is called

the Sacramento Regional Area Planning Commission (SRAPC). Although

this body was minimally involved during the organizational phase of

the 314b areawide agency, SRAPC has developed during the past two

years a strong and consistant point of view that regional health

planning activities should be subsumed under its operations. The

accomodations made by GECHC to SRAPC's position will mentioned in

the next section.

The next section will also illustrate the interrelationships be-

tween funding sources, area politics and the agency's planning phil-

osophy and activities,

Sources of Fundinq and the Areawide Agency's Approach

to Health Planning

Since 314b areawide health planning agencies are essentially pri-

vate, non-profit corporations with quasi-public responsibilities,

one of the most vexing problems that a CHP council executive direct-

or has is that of raising funds. The U.S. Public Health Service un-

der P.L. 89-749 does provide at least 50% of the 314b areawide agen-

cy's budget; however, each of these Federal dollars must be matched
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with local funds (including in-kind services). The difficulty of

this task becomes readily apparent when one learns the fate of the

executive director of the Los Angeles region 314b CHP agency (South-

ern California Comprehensive Health Planning Council) in 1971. Af-

ter an audit by the GAO, this CHP agency which had been in existence

two or three years was found to be $300,000.00 in debt to the U.S.

Government; the executive director was dismissed, and the region

was embroiled in a sea of political controversy. Some of the fall-

out from this particular situation will be discussed in the last

section on the development of county councils. An executive direc-

tor of a 314b areawide council must accomplish at least two dis-

tinct ends when seeking funding sources for the agency; they are

as follows:

1. Develop stable sources of funds which will assure the
existence of the agency over the long term;

2. Secure monies from a variety of local sources so as to
meet the HEW condition of the 314b grant which states
that the agency's funding pattern should show evidence
of broad based community support.

The Southeastern Michigan 314b Council receives most of its local

funds from the United Foundation3 and from the Blue:Cross/Shield

Insurance Company. The Greater Detroit Area Hospital Council was

heavily supported by these funding sources also. Not surprisingly,

the Southeastern Michigan Council receives its funds from these or-

ganizations on the condition that approximately $250,000 dollars be

channeled to GDAHC via a contract for the latter organization to

3/ Technically, the CHP Council of Southeastern Michigan receives
most of its local monies from UHO which in turn receives its
monies from the United Foundation.
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perform health facilities planning activities until 1977 (see Appen-

dix G) for the 314b agency. The contributions from the city/county

sources were solicited on the basis that SEMCOG would receive more

funds back via a one-year environmental health planning contract

(see Appendix H) than the governments had contributed. These meth-

ods of initiating funding support on the local level from a variety

of sources are in this case expedient and practical; however, there

are some obvious drawbacks in terms of planning and decision making

responsibilities being delegated outside the agency. The wisdom of

this approach will be tested in the long run by an evaluation of

the agency's performance.

Since the Mid-Ohio Health Planning Federation evolved from the

Columbus Hospital Federation, retaining most of the health facility

planning staff members, one would expect that the funding sources

and planning agenda of the Federation would be heavily health faci-

lities oriented. This is indeed the situation. Fifty per cent of

the local matching funds comes from hospitals; a much smaller per-

centage comes from the United Foundation and from the Blue Cross/

Shield Insurance Companies. The Federation staff are now attempt-

ing to expand their fiscal base by asking the county planning coun-

cils to solicit contributions from businessmen, i.e., to have them

become sustaining members by contributing $1000 or more on an an-

nual basis.

It is interesting to note that the support from the region's hos-

pitals has not diminished even though the organization has taken on

the broader responsibilities in comprehensive planning for health;
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this seems to contrast with the position stated by GDAHC that they

would lose their community support if they were to take on 314b

planning responsibilities. However, according to an associate di-

rector at the Mid-Ohio HPF, the Federation has not directed the fo-

cus of their planning activities away from health facilities and

related physician's services because "70% of health care is provided

in hospitals and the remaining 30% is given in private practition-

ers' offices." Certainly, because the staff has retained this plan-

ning philosophy, it should partially explain the loyalty of the

area's hospitals and physicians in supporting the Federation. The

author feels there are two other factors at work here which also in-

crease the likelihood of continued community support for the Federa-

tion; these are the longevity of the organization, which was estab-

lished in 1945, and the professionally recognized high quality of

the agency's work.

The Federation has a predominance of staff personnel with hospital

administration, academic, and work experience backgrounds which un-

doubtably strengthens the agency's ties with the area's hospitals.

The backgrounds of those persons who staff the Southeastern Michi-

gan Council are also primarily in hospital administration. The

GECHC staff by comparison is small with only five professional staff

persons, three of whom have public health backgrounds.

The hospitals' monetary contributions to the Golden Empire Compre-

hensive Health Council were retained through the transition period

of merger with the Hospital Planning Council of Sacramento and the

subsequent dissolution of the HPC. The service that the HPC had
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provided to the hospitals in return for their support, exclusive of

their health facility proposal review activities, was the collection

and distribution of health facility utilization statistics4. GECHC

continued this service but had some difficulty maintaining the qual-

ity and speed of the operation intra-office when the HPC secretary

who performed this task left GECHC. Another more irritating and

threatening nemesis, than the possibility of having their utiliza-

tion reports either delayed or discontinued, befell the region's

hospitals and nursing homes with the passage of AB 1340 (1969),

California's health facility review legislation. At this point the

contributions from health facilities were no longer a certainty.

The resulting action by the State in passing additional legislation

is discussed in the next section.

The other major sources of funds for GECHC were the contributions

made by the county boards of supervisors. In this instance the

Sacramento Regional Area Planning Commission, the COG agency, had

the potential leverage to cripple GECHC by convincing the supervi-

sors to withhold their funds. SRAPC has not as yet exercised this

power; but, as the A-95 clearinghouse for Federal grant proposals,

SRAPC did insist, however, that GECHC not engage in "duplicative

environmental quality planning activities." It was decided that

SRAPC and GECHC would form a joint committee on the environment for

the purpose of environmental health/quality planning. The amount

of interest in this project could be roughly gauged by the fact that

4/ Monthly reports were prepared for nursing care type facilities
and quarterly reports were prepared for acute hospitals. The
information was provided on a voluntary basis.
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nine months passed after the agreement was made before the first

joint meeting was held. Environmental health planning is considered

by most of the 314b CHP agencies in California to be a requirement

of the Federal Government which the councils wish the Government

would forget about because the CHP agencies feel other organizations,

already established, are better qualified to do planning for envi-

ronmental health.

As was suggested here and as is detailed in the next section, local

funding is viewed by the 314b agencies in California as a large

headache. The State Government is seen as being sympathetic and re-

sponsive to the plight of the 314b executive directors since the

legislature has passed legislation which is intended to improve the

funding situation for the 314b agencies.

State Enablinq Legislation - Regulatory and Taxing Power

for the 314b Agencies

The States of Ohio and Michigan have not passed any legislation

which would increase the funding base of the 314b areawide agencies,

impose additional planning or administrative requirements upon the

314b agencies, nor increase the agencies' regulatory power.

The State of Michigan has enacted legislation, effective April 1, 1973,

requiring certification of need for health facility proposals in-

volving "new construction or conversion of, addition to or modern-

ization of health facilities" (see Appendix J). The State has cre-

ated a "Health Facilities Commission" under the Michigan Department
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of Public Health to administer this act. CHP 314b areawide agencies

are consulted in an advisory capacity by the Commission and receive

no reimbursement for their efforts.

In marked contrast to the Michigan law, California's health facili-

ties planning regulations enacted in 1969 give the 314b areawide

agencies regulatory responsibilities, i.e., public hearing on faci-

lity proposals, the determination of community need, and the col-

lection of fees for their proposal services - up to $2000. (see Ap-

pendix U).

There were of course many problems which arose when the State of

California delegated these weighty responsibilities to the regional

CHP agencies; most of these agencies were just completing the organ"

izational phase of their development. One of the first problems en-

countered was the forecasted reduction in contributions from health

facilities due primarily to adverse decisions by CHP 314b agencies

on the merits of some facility proposals which they reviewed. In

response to this situation, the State of California and the Cali-

fornia Hospital Association joined forces to draft legislation

(AB 2222) which would impose a tax on hospitals ($4/bed) and on

nursing home type facilities ($1/bed)5 for the support of compre-

hensive health planning. But rather than have the funds collected

by and/or sent directly to the 314b agencies, the State collected

these monies as part of each facility's annual license fee. The

5/ By comparison, the reader is reminded of the $.75/bed voluntary
contribution requested by the CHP Council of Southeastern Mich-
iaan from hospitals (excluding nursing homes).
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State, after deducting 6% of the total monies collected for admin-

istrative costs, allocated funds to each CHP region on the basis of

a formula which included the following factors:

1. Population of the region;

2. Wealth of the region;

3. Amount of time, i.e., percentage of the agency's budget,
spent on health facilities planning.

The reader should be able to anticipate the result. Each CHP area-

wide council to collect their share of the funds increased the a-

mount of time they spent on health facilities planning to the detri-

ment of other health planning concerns. There also was one other

not so subtle trend started. The State felt a need to standardize

health facility planning and review procedures used by 314b agen-

cies across the State.

The first move in this direction was a proposal by the State of

California to draft guidelines concerning the types of personnel

who should be hired to do health facilities planning.

This proposal met stiff opposition and was shelved by the State.

However, the State was successful in drafting and implementing a

set of guidelines which specified the content of and date by which

each CHP areawide agency would complete its health facilities plan.

In regard to implementing the health facility proposal review legis-

lation itself, the State issued a document on May 11, 1973, the

"California Health Facility Application Review Manual," the purpose
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of which was stated as follows6?

"This manual provides a framework which will allow all 314(b)
areawide comprehensive health planning agencies to develop
ruidelines which will result in statewide, standardized pro-
cedures for the conduct of their responsibilities in accord-
ance with Chapter 1451, Statutes 1969."

There were of course reasons for drafting a manual of this type7 ;-

the thing that was disturbing was the timing of the State - this do-

cument was prepared a full two years after the health facilities pro-

posal review (certification of need) legislation had become effec-

tive. Are the staff members at the regional level required to com-

pletely revise their current review practices? The manual gives the

following answer to this question, "No individual areawide agency

may unilaterally change or modify these procedures in any way."

The author is not suggesting that a strong State 314a CHP agency is

ipso facto a negative thing, but rather the reader is asked to note

the consequences of both the assumption of regulatory power by 314b

agencies and of the State financing of CHP areawide agencies. A

possible consequence of increased State direction of the affairs of

regional CHP councils has been illustrated in the preceding para-

graph.

There was an expected further decrease in direct, voluntary local

6/ The document is not included as an appendix due to its length
(58 pages).

7/ The author knew of a situation in northern California in which
an applicant was charged an additional $1000 for his proposal
review because the staff considered it "controversial,"



111-15

funding contributions to CHP 314b agencies as the traditional fund-

ing sources, namely, health care facilities were taxed by the State

for the support of comprehensive health planning. The implications

of this situation will be explored further in the conclusion of this

paper.

A proposed extension of the trend toward State management of monies

collected within CHP regions was written into Senate Bill No, 4138

introduced by Senator Beilenson on March 12, 1973, and is now await-

ing legislative action. Among its many provisions, this bill if en-

acted would raise the maximum fee charged for health facility review

procedures conducted by the 314b areawide councils from $2000 to

$5000, but these fees would be paid directly to the proposed Health

Facilities Commission which would determine the reimbursement that

the areawide council would receive.

As a final note here, the author was informed by the California

State 314a Agency that the Federal Government will continue to pro-

vide 50% funding for CHP 314b areawide agencies; 75% funding will

be provided for "economically depressed" regions. This differs from

the 75% Federal funding which the author was told is now available

by administrative decision by HEW Region V for the Southeastern

Michigan CHP region9.

8/ The document is not included as an appendix due to its length
(68 pages).

9/ This ruling differs from the situation in California unless the
Southeastern Michigan region has qualified as an "economically
depressed" area due to its recent and persistent high unemploy-
ment rate; the author was not given this impression.
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Develonment of County Councils

A separate research paper could be written on the development, im-

portance, and operation of county health planning councils and how

they relate (or don't relate) to the regional body. A few notes

will be made here about the pluses and minuses of the areawide CHP

Council organizing and cultivating county counterparts.

The Southeastern Michigan CHP Council at this time does not have

county health planning councils affiliated with it.

The Mid-Ohio Health Planning Federation has a county health planning

council in each of its seventeen member counties. Their existence

appears to be primarily due to the local orientation of the resi-

dents who distrust regional organizations and to the community or-

ganization training of the senior staff members of the Federation.

The Federation, as has been mentioned, has used the county councils

as a training and proving ground for the nominees to their Board of

Trustees. The Federation is attempting to establish a process of

local problem identification, prioritizing, and recommending solu-

tions. Thus, the Federation feels its credibility is largely depen-

dent upon the success of these local councils.

On the minus side, the Federation has had difficulty in promoting

acceptance of the necessity for regional cooperative action to

solve problems which transcend county lines; this is because the

county councils are immersed in their own problems. The counties
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have traditionally fought the reionalization of their health de-

partments despite the fact that they are underfunded and under-

staffed. Another major problem is that of the allocation of staff

time to county councils. Most counties cannot afford to hire pro-

fessional staff on a full-time basis, and yet an active comprehen-

sive health planning council requires professional help to achieve

its work program objectives and to keep abreast of what is occur-

rinn in health planning at the regional, state, and national levels.

One county in California, Marin, was wealthy and sincere enough to

secure its own professional planning staff - in fact many of the

San Francisco Bay Area counties each have their own full-time pro-

fessional staff. The difficulty in this case was that the county

staff often found itself running counter to the wishes of the re-

gional staff. A$ an example of the kind of problems which may de-

velop, the reader is referred back to the situation of Southern

California CHP Areawide Council which was cited earlier. Following

the dismissal of the region's executive director, the discontent

among the county members of the Southern California region was so

intense that the State Health Planning Council permitted the divi-

sion of the region into five new regions. The Orange County CHP

Council was so well organized and adamant about the "uniqueness" of

its problems that it succeeded in becoming the State's first and

only single-county CHP agency, thus, defeating one of the main in-

tents of P.L. 89-749 - to create regional health planning bodies,

The Golden Empire Comprehensive Health Council inherited at the time

of its incorporation three pre-existing county health planning coun-
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cils. These county councils were sponsored by the board of super-

visors in each county as an advisory body to which the supervisors

could route controversial health and welfare problems and project

proposals for their review and comment. The author found that these

councils understood neither the purpose of the regional 314b council

nor their relationship to it. The county councils were loyal to the

supervisors who constantly reminded the council members that, "We

[the supervisors] make the decisions around here; you are only an

advisory body." The county councils often felt that the regional

body was "meddling in their affairs" and "expecting too much work

from them."

The main difficulties underlying the poor relationships between the

county councils and the regional body were the lack of professional

staff time available to invest in these groups and, until recently,

an absence of persons on the regional staff with backgrounds in com-

munity organizing to develop county councils where none existed.

One partial remedy to this situation would have been for the region-

al staff to frankly and honestly discuss their limitations and ex-

pectations for the county councils with them rather than issuing the

following terse, uninformative statement about the proposed regional/

local relationshipl0:

"The Golden Empire Health Council has stated, as one of its
underlying principles, 'that local health problems can best
be identified and solved at the local level with the coor-
dination and technical assistance available at the regional
level.' The goals inherent in this statement can only be

10/ Source: Document GECHC, April, 1970, "Relationships Between the
Golden Empire Health Council and County Comprehensive Health
Planning Councils - Philosophy and Roles" (2 pages).
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realized through the develooment of strong county orpaniw
zations capable of respondinn to local needs and problems
and the identification of local health priorities as well
as providing the necessary 'input' into the areawide health
planning machinery."

The Mid-Ohio Health Planning Federation has produced a document,

"Health Planninq Procedures" (Anril, 1972), which does detail the in-

tended responsibilities of a county health planning council from "fi-

nances" to "communications." It is the author's firm belief that

county health planning councils must be informed of their role(s) and

given regular staff services; otherwise, their existence will prove

to be a millstone around the neck of the staff of the regional agency.
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Summary

The author has attempted to show that an examination of two factors,

namely, the basic-philosophy held by the staff and the methods which

were used in the selection of board members, reveals much informa-

tion about the political and economic substructure of the agency

under study. Also, there was observed a firm link between the

sources of agency funds and the planning agenda which was subse-

quently adopted.

There is a myriad of variables which can be studied in an analysis

of how a CHP agency has been organized and what forces determine

the planning agenda. However, the most productive place to start

appears to be a review of the answers to these questions:

1) Who was/was not on the board of directors?

2) How did/didn't they get there?

3) What were the agency's sources of funds?

By studying the membership and organizational representation of

the CHP council's board of directors, it was possible to define the

set of actors who set planning policy for the region. This author

considered three observations about board membership to be signifi-

cant; they were as follows:

1) Organizations and monetary interests supporting CHP had rep-

resentatives on the board of directors;

2) Professional organizations opposing CHP had representatives

on the board (often in self-defense);

3) Potentially influential groups, such as labor unions, which
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were represented on the board of directors of one regional

CHP agency but not on the board of a CHP agency in some other

region were either not formally organized and active in com-

munity affairs in the latter area or were intentionally ex-

cluded from board membership by the agency staff.

The last point became more obvious when the Board membership of

the Golden Empire CHP Council was compared with that of the South-

eastern Michigan and Mid-Ohio Councils. For example, labor unions

and organizations formed by the disadvantaged, primarily the poor,

were not initially members on the GECHC Board of Directors. How-

ever, representatives of both the UAW (United Auto Workers) and

the WRO (Welfare Rights Organization) were vocal and influential

members of the Southeastern Michigan CHP Council Board of Direc-

tors. At the time of this study, in Mid-Ohio labor unions were

just beginning to be invited to accept representation on the Coun-

cil's Board of Directors and committees; whereas the poor were

being intentionally excluded from Board membership by the staff.

The Mid-Ohio staff said that the interests of the poor would be

better understood and acted upon if some of the professional staff

members were assigned the task of being liaisons with the poor and

then later reported their findings to the Board.

Thus, the particular combination of groups and organizations rep-

resented on each of the regional CHP council's board of directors

studied appeared to result from the initiative by each organized

health care interest group to join plus the framework for board

membership devised by the staff. It is not possible, however, to
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say that the CHP agency's commitment to change can be directly

gauged by the degree of pluralism, or lack of it, reflected in the

board membership list because output measures for the CHP agencies

remain ill-defined.

The Mid-Ohio Health Planning Federation Board of Directors member-

ship was selected from the region's leaders in the areas of busi-

ness and health (the community elite model). It was felt that "to

get things done" there had to be persons with leadership qualities

on the Board to move resources in the right directions and to

handle any blocks erected by "the establishment".

Since there were diverse, powerful health care interest groups in

Southeastern Michigan each of which was at a differect point on

the status-quo-to-change continuum, the Council employed a "balanc-

ing of powers" approach to membership on the Board. A mediator

group was needed and was found at the University of Michigan School

of Public Health. Dean Myron Wegman and Dr. Robert Grossesattended

the early organizational meetings and helped forge compromises

which promoted the development of the CHP agency.

In Sacramento, the Golden Empire Comprehensive Health Council staff

spent most of their time reassuring the civic minded individuals who

originally promoted the development of the Council that planning was

being done while at the same time fending off the attacks of the

area's medical society. This medical society had established a

foundation for health planning whose staff at one point in time said

that they, "...intended to obviate the need for comprehensive health

planning."
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Obviously, these three approaches are somewhat different due to the

philosophy of the professional staff at each agency and due to the

political situation with which they were confronted. Since this

report examines only two case studies and since not enough time has

elapsed to evaluate the outputs of these agencies, it-is not pos-

sible at this time to conclude which of these approaches will work

best. It is probable, however, that there is no universal rule for

organizing CHP agencies which will work in all circumstances.

In regard to defining the mission of the agency as understood by

those involved, this author believes that the most insight about

what the agency is or is not doing can be obtained, not by opinion

surveys, but by analyzing the CHP agency's sources of funds and

the conditions which are attached to the receipt of these monies.

It should be noted that rarely are there not provisos connected

with contributions to voluntary agencies. Also, there are no

"correct" sources of funds nor any normative rules for fund rais-

ing. The point being made here is that unless the agency is some-

how financially independent, it will have to raise funds from

somewhere; and this will often involve some bargaining in order to

continue the supply of dollars in the future.

In Southeastern Michigan, the United Foundation was a major con-

tributor to the CHP Council via UHO (the United Health Organiza-

tion). In recognition of the generosity of the United Foundation,

the CHP Council had a contract with GDAHC (Greater Detroit Area

Hospital Council), which also had been supported by the United

Foundation, to perform health facilities planning services. The
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region's hospitals and physicians were large contributors to the

Mid-Ohio HPF, and in turn the Federation devoted a large amount of

its planning effort to health facilities and physicians' services

planning. In California the CHP agencies received State collected

hospital and nursing home "bed taxes" for health facilities plan-

ning services. However, the amount of money received by each of

the CHP agencies depended not upon how much money was collected

from the hospitals in the area but rather upon the amount of time

the agency had budgeted for health facilities planning (as the

percentage of staff time increased the State contribution increased).

Therefore, there is some evidence to suggest that the sources of

agency funds, and the conditions attached to these contributions,

will affect the agency's planning agenda and possibly the agency's

overall direction or goals.

As a final observation, the author also concluded that more

thought and research should be focused upon the adviseability of

the regional agencies organizing county councils. This would help

CHP agencies like the Southeastern Michigan CHP Council in deciding

whether the benefits of investing staff time in local planning or-

ganizations would be greater than the costs.

The Mid-Ohio Health Planning Federation has successfully used

county (local) councils as a "proving ground" for training

candidates for membership on the regional board. The Golden

Empire CHP Council found that recognizing pre-existing local health

advisory bodies as official county counterparts often resulted in
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provincialism and divided loyalties (toward the regional body and

the county supervisors). The main difficulties underlying the

poor relationships between the county councils and the Golden

Empire CHP Council were the lack of professional staff time avail-

able to invest in these groups and, until recently, an absence of

persons on the regional staff with backgrounds in community organ-

izing to develop county councils where none existed.

One partial remedy to this situation would have been for the re-

gional staff to discuss frankly and honestly with the county coun-

cils their agency's limitations and expectations. The Mid-Ohio

Health Planning Federation has produced a document which does de-

tail the intended responsibilities of a county health planning

council from "finances" to "communications".

In sum it is the author's belief that regional CHP agencies

should realistically assess the amount of resources needed to or-

ganize and maintain county CHP councils and should decide specif-

icallyswhat functions these councils will be asked to perform.

The county health planning council(s) must then be informed of

their role(s) and given regular staff services; otherwise, their

existence will prove to be a millstone around the neck of the

staff of the regional agency.



CONCLUSION

As was stated in the introduction to this paper, the author had

two purposes in mind while writing this paper; they were the

following:

1. Comparison of the political and organizational forces
which affected the development and operation of each
of the CHP 314b agencies studied and to gauge the im-
pacts of possible determinants of the planning process
itself, such as sources of agency funds, agency juris-
diction, board member representation, and staff re-
cruitment (this comparison was presented in Part III);

2. Reply to some of those persons who have made normative
statements concerning "solutions" to some of the prob-
lems experienced by CHP 314b agencies.

In regard to the latter objective, the author presents in this

section an application of this study's findings (with related

information from other sources) by evaluating the potential

results of two suggestions for improving the CHP process at the

regional level. In brief these suggestions are that 1) national

leadership, i.e., case studies, guidelines and priorities, for

comprehensive health planning should be provided by the Federal

Government; 2) public leadership should be given to CHP by merg-

ing 314b councils with public regional councils, such as COD's.

In addition to a discussion of the potential impacts of the two

suggestions mentioned above, some unanswered questions which

arose during the course of this investigation will be mentioned

in the context of possible topics for future research. Next,

the significance of the sources of local matching funds in rela-

tion to agency planning priorities is discussed.



IV-2

Funding - The Local Share

As was shown in Part III, the sources of funds largely determine

the priorities of the 314b agency. In the case of GECHC in Cali-

fornia, the State actually institutionalized a planning bias in

the areawide agencies by making the amount of monies available to

the councils from the health facility bed tax dependent upon the

percentage of staff time allocated to health facilities planning.

Since none of the other health problem areas, eg. environmental

health, offered any cash reimbursement for staff planning, they

became consequently less important.

In Southeastern Michigan the United Foundation was a large con-

tributor to the CHP council. The U.F. also had previously sup-

ported GDAHC. As a condition of the funds made available to them,

the Southeastern Michigan CHP Council agreed to contract with

GDAHC for health facility planning services until 1977.

Thus, local funding of CHP councils is a double-edged sword. On

one hand if the State increases its funding to the 314b agency,

there will be "some strings attached" which will affect the agen-

cy's planning priorities. In the other case, if the funding

sources are local, the agency's priorities will inevitably be

linked with the donor's planning concerns. There appears to be

no answer to this dilemma; the author wishes only to point out

that is exists.
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National Performance Standards for CHP 314b Agencies

Somers (1969) makes the following comment about comprehensive

health planning:

PL 89-749 sought to substitute one power base for
another - the power of public funds channeled through
state novernment....
"But if this were the intent, there was a serious mis-
calculation ... the U.S. personal health care economy
still is predominantly private.
"To the 'nonsystem' of health care has been added a
layer of 'nonplanning'."

Somers concludes by stating that there is a need for national

leadership, i.e., case studies, guidelines, and priorities to be

provided by the Federal Government. The previous section men-

tioned the high likelihood of the CHP agency's funding sources

"attaching strings" or establishing qualifying requirements to

the provision of monies. Somers suggests that this could be a

positive thing. This author suggests, however, that operational-

izing this idea is more difficult than it appears to be at first

glance and may in fact defeat the purpose of regional comprehen-

sive health planning.

The Federal Government has not in fact developed performance

standards for 314b agencies, This author believes the reason for

this is that neither the Government, nor anyone else, knows what

these standards should be because comprehensive health planning

and planning in general in the United States is still in an ex-

perimental stage.

As to the Federal Government establishing priorities, it faces the
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classic problem of determining by whose values the priorities

should be assigned. Brown (1969) has pointed out that, "Only

the public can control the public; the trouble with the public

is that it is made up of many individuals and groups of indivi-

duals, who quite naturally act as individuals, rather than as

the public-at-large." Who in ashington, D.C., can say what con-

stitutes the public good in Ann Arbor, Michigan?

The Government has made two general requirements of 314b agen-

cies, namely, that they 1) report their progress several times a

year and 2) establish planning priorities in their regions based

on community input.

The requirement of basing the agency's planning priorities upon

community input is important. A former hospital planning council

may retain a health facilities planning noint of view after being

designated as a 314h areawide agency. May (1967) states the

problem in this manner:

"Hospitals and their associations tend to 'sub-optimize',;
i.e., reach decisions which, while perfectly sound from
their own point of view, neglect the interests and needs
of other components of the system and therefore are nar-
rowly, rather than comprehensively oriented."

May (1967) also points out that while there appears to be a "non-

system" for health care services there are local patterns of

health care delivery:

"What is sometimes overlooked is that the components of
the system were already related to one another as the
result of custom, reputation, etc., and only by recog-
nizino existing relationships and either alterino or build-
ing on them could any sunerordinate agency hope to accom-
plish its aims."
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Thus, this author would argue in favor of priority setting being

kept at the local level rather than having choices made by bu-

reaucrats in Washington.

The author suspects that one of the reasons why the Federal Gov-

ernment has requested progress reports from CHP 314b agencies is

not so much to assess their performance but to perhaps discover

in what areas 314b agencies are havina success and to cite these

as examples for other agencies to possibly imitate.

As for the future, the 314b agencies must eventually implement

their plans, either by themselves or through other agencies, to

evaluate their performance. May (1967) says:

"Only an aoency which is concerned with effecting the pro-
grams it has developed need be concerned with whether or
not it is doing a good job. The planner can always (sub-
jectly) answer ... criticisms and neither the evaluators
nor the planners can objectly demonstrate that the plan is
good or bad, realistic or impractical."

CHP's and COG's - Merced?

Ardell (1970) argues for "merging" 314b CHP councils with public

regional councils, such as COG's and RPC's as the "strongest

basis for comprehensiveness." It is relevant at this time to re-

view the two premises of his article and test their validity by

them juxtaposing with the results of this investigation and with

information from other sources.

In his article Ardell points out that by June, 1970, over 90% of

the developing CHP 314b agencies had begun with either a hospital
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planning council or a health and welfare planning council receiv-

ing the initial 314b grant. The reader will no doubt recall that

in this investigation all three planning councils which were com-

pared with each other began with the hospital planning council in

the region becoming the 314b grantee organization. However, it

was pointed out that soon afterward the organizational path fol-

lowed in each area differed according to the political/economic

climate. In Southeastern Michigan AHOC with heavy labor and dis-

advantaged grouD interest soon took over the management of the

314b grant when an executive director had been hired; the hospital

planning council, GDAHC, remained operative as a separate entity.

In the Sacramento region, the health and welfare council insti-

gated the movement which culminated in writing the 314b organiza-

tion grant but then did not contribute funds nor full-time staff

resources to develop the CHP organization. Although the CHP 314b

Council, GECHC, was housed in the same offices as the Sacramento

Hospital Planning Council, the influx of "outsiders" on the CHP

Council Board of Directors soon dissolved the HPC. In the Mid-

Ohio region the Columbus Hospital Federation did become the Mid-

Ohio Hospital Planning Federation but there were significant

county membership changes, additions to the staff (eg. two commu-

nity organizers whose function was to determine and present the

needs of the disadvantaged to the Federation), and an expansion of

the membership on the Board of Trustees. It becomes evident upon

a deeper analysis of the circumstances represented by the statis-

tics quoted by Ardell that what is true at one point in time will

change depending upon the dynamics of the area. Thus, it is not

true that the present CHP 314b councils are merely extensions of
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the pre-existing hospital planning councils and the health and wel-

fare planning councils which were the original 314b grantee organi-

zations.

Ardell then makes the following statements:

"Basically, both hospital and welfare planning councils
are restricted purpose agencies without public mandate.
Both are somewhat elitist in structure, lack procedures
for due process and effective implementation of propos-
als, suffer from insecure fundinq bases, are dominated
by special interests, and offer unexceptional track re-
cords of achievement.
"The purpose in recognizino the above limitations is not
to deny the contributions and successes of coordinating
council planning but rather to emphasize that the pri-
vate model is basically unsuited for leadership in area-
wide CHP."

This author has provided evidence above which demonstrates that

the operation of CHP 314b Councils cannot necessarily be equated

with that of their predecessors. The PL 89-794 legislation points

out that comprehensive health planning is to be a "partnership in-

volving close intergovernmental collaboration, official and volun-

tary efforts, and participation of individuals and organizations."

Thus, in the philosophy and administration of the "Partnership for

Health" Act, the base of community input to the planning process,

theoretically, is to be enlarged beyond what it was with the hos-

pital planning councils and the health and welfare planning coun-

cils. There is, however, a more important point which Ardell is

attempting to make when he says that "the private model is basical-

ly unsuited for leadership in areawide CHP."

Ardell is suggesting two things: First, that a public entity ipso

facto is better suited to perform CHP responsibilities due to its
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structure: and second, that it would be possible, and not only that

but better, if health planninn were to be conducted in an "official"

versus "private" arena.

In regard to Ardell's intuitive knowledge that the public regional

council is an inherently superior structure to that of a comprehen-

sive health planning council, Gregg (1970) summarizes the evidence

collected by political scientists on the general issue of the rela-

tionship between political factors, including administrative struc-

tuce, and policy making as follows:

"Recent research of the state and local public sector sup-
ports the remarkable conclusion that oolitical structure
does not have stronn conseuences for policy outcomes.

"... many investigators in the field miaht agree with
Hofferbert's carefully qualified conclusion that the most
fruitful line of inquiry is into the social and economic
structures of states and communities."

What then is the crucial factor which determines whether or not a

particular health olanning approach will be successful? Ardell

comments that, "Until the laissez-faire, free-enterprise, fee for

service, and crisis orientation oroundrules are actually amended

or discarded, the impact of planning institutions will remain mod-

est." Are health planning activities stymied until some sort of

health care revolution takes place?

Somers (1969) has a more positive suggestion concerning how health

planning can be made effective:

"By definition planning is not regulation or decision mak,
ina. For plannino to be effective, however, it must be
closely related to some decision making process."
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The question then is, "t'here are the decisions made?" Maruis

(1967) in his study of models for urban social systems made the

followinn comment about the health care system:

"Just as with education, the health and safety states and
stages tend to be defined by the service organizations.
Thus, the definitions of sickness and injury, as well as
of recovery and disability, are established by medical and
service personnel. Similarly, the policies for admission
to various medical treatment stanes, and the discharge
from one stake to another, or back to the general popula-
tion, are determined by doctors and by hospital and nurs-
inn home personnel. Just as with schools, these defini-
tions of state can be used as controls, but controls that
define the quality of system performance."

The conclusion is inescapable that a health planning agency to be

successful must have the involvement and cooperation of hospital

personnel and physicians. Although it is not often stated public-

ly, it is true that nhysicians are leading citizens in communities;

they have wealth and status. They control not only health care

institutions, but physicians own banks, real estate, invest in

other businesses; and they are able to influence politicians.

Ginzberg (1949) when speaking about creating changes within a hos-

pital said:

"The success of any system (of coordinated hospital serv-
ice) denends in the first instance unon the cooperation
of the local physicians, whose cooperation can be secured
only if they are convinced that the nlan will aid them
nrofessionally and that their economic position will not
be jeopardized throuqh loss of their more interesting and
difficult cases."

At the present time it is not fashionable to defend the position

of physicians within the "health care system;" it is important,

however, to realize that the concentration of power which the

physicians currently have in the area of health care in the
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United States is largely based upon the fact that legally they as-

sume responsibility for most of the health care given. Until the

legal responsibilities of the physicians are shared by other health

care professionals to a much greater extent than they are now, phy-

sicians will remain at the top of and in control of a health care

hierarchy in this-country.

This author has arued that a "private" health planning agency, i.e.,

one that has physicians and hospitalsadministrators as active mem-

bers, is more likely to be able to implement their plans for change

than would a public regional council which has its membership lim-

ited to elected officials. In addition there is at the present

time one other limitation of public regional councils which make

them unsuitable as potential areawide planning agencies.

As was mentioned in the introduction to this paper, health care has

not yet been declared a public good by the Congress; therefore, any-

one attempting to regulate or modify the existing methods of health

care delivery is walking on soft ground. Public regional councils

were originally organized in metropolitan areas, such as the San

Francisco Bay Area, Los Angeles, Detroit, Seattle, Atlanta, Phila-

delphia and Salem, for purpose of mutual assistance by fostering

cooperative arrangements. Most of these organizations operate by

a unanimity rule (as opposed to majority rule in the case of CHP

314b agencies) so as not to disaffect any local government's sup-

port of the association. Hanson (1966) states:

"They [COG's] are frequently formed for defensive purposes
to prevent more powerful or drastic regional governmental
reorganization. But in most metropolitan areas a general
metropolitan government is not a prominent possibility.
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The key challenge is for associations to adopt an evolu-
tionary rather than static pattern of behavior. This is
not always easy, especially where part-time marginal in-
terest by elected officials is fused with unimaginative
or timid staff leadership."

One would expect that these oranizations would tend to avoid "sen-

sitive" issues. Hansen (1968) wrote that, "The principal criticism

of COG's relate to their alleged inability to act on questions em-

broiled in controversy alone with their low level of public visibi-

lity."

This author has attended both 314b CHP agency board meetings and

COG board sessions; in the former case there is often a freewheel-

ing discussion of the issues on the agenda with occasional lapses

in procedural protocol; while in the latter case the agenda moves

very quickly with little discussion under the orchestration of the

COG's executive director. Harris (1970) has made a similar observa-

tion about COG's:

"The success of COG's as voluntary organizations depends
to a large degree on the political leadership in the or-
ganization. COG's operate in the political world with-
out the conventional weanons to do the job. Recognizing
the fact that regional issues are often highly explosive,
the political reoresentatives in the COG are prone to
move cautiously. Although the elected officials within
the organization should provide the bulk of political
leadership, in most cases the job falls on the shoulders
of the executive director. Some executive directors
seem to carry responsibilities covering the entire gamut
of staff and political fundtions."

This author feels that the argument for merging CHP and COG agen-

cies is not self-evident, and that the wisdom of such an approach

remains to be demonstrated.
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Unanswered questions - Future Research

In the preceding paragraphs, the author argued that there exists

substantial evidence which cautions against generally recommending

that CHP 314b agencies be part of or merged with public regional

councils (COG's). However, it is true that there are at least 13

public regional councils1 which have been designated as 314b gran-

tee agencies by the Federal Government. Many of these public re-

nional councils, though, have subcontracted with private health

groups to carry out the CHP responsibilities. In any event a

study of the organization and operation of these 13 councils

would provide possibly more conclusive evidence concerning the

wisdom of basing CHP 314b operations within public regional coun-

cils.

Another area of potentially useful research would be the study of

the benefits and costs incurred by the regional council in creat-

inn and maintaining county health planning council affiliates and

a discussion of which type of relationships or under what speci-

fic conditions county councils positively contribute to the CHP

effort rather than hinder it.

In conclusion, the author has observed during his collection of

data on the CHP 314b agencies' local funding sources and on the

active political forces at the time of each organization's devel-

1/ HSMHA, U.S. Public Health Service data released in 1970.
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opment that two apparent relationshios appeared to be true:

1. The major fundinn sources which financed the CHP 314b
aoency's predecessor continued to be the main contri-
butors after the 314b agency was formally organized;

2. The number of organized political forces who were in-
terested in the developinn CHP agency increased in
direct proportion to the size (population) and organ-
izational complexity of the region.

In GECHC's region with a population of 870,000 and two major

sources of employment - government and aerospace, we find that

health facility administrators and physicians were the most active

persons in guiding the development of the organization while labor,

government, business and disadvantaged groups were not involved in

the beginning. In Mid-Ohio region with a population of 2 million,

businessmen as well as health facility administrators and physi-

cians were concerned with and were active in the oroanization of

the CHP Federation. The Southeastern Michigan CHP Council had la-

bor, business, government, and disadvantaged groups as well as

health care providers making input to the formation of the Council.

Perhaps a future researcher in this area could conceptualize and

operationalize these observations into an experimental framework

and test the existence of these relationships and theorize their

significance.

Health planning at the present time is as much an art as a science.

George Fugbee, Professor and Director of the Center for Health Ad-

ministration Studies at the University of Chicago was quoted by

Joel May (1967) as saying the following about planning:
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... it is important to remember that we have little proven
experience and that plannino must be approached with some
humility. Success in planning is not inevitable but will
require wisdom and understanding for progress."



IV-15

Summary

The author drew the following conclusions from this study:

1. The particular combination of groups and organizations repre-

sented on the regional CHP council boards of directors stud-

ied resulted from the initiative by each of the organized

health care interest groups to join under the framework for

board membership devised by the staff. Therefore, by dis-

covering who the board members were, it was possible to ob-

tain a general idea about what organizational philosophy was

subscribed to by the staff (i.e., who was included; who was

excluded, and why?). Also, the sets of actors who would both

be drafting planning policies and possibly raising obstacles

for the planning process were identified according to their

organizational affiliation.

2. At this early stage in the development of these CHP councils,

there was some evidence to suggest that the sources of agency

funds, and the conditions attached to these contributions,

circumscribed the agency's planning agenda. The Federal

Government was a notable exception to this observation, up to

the present time, even though 50% of a typical CHP regional

council's funds come through HEW. At the time of this study,

the politics at the board of directors level affected the

structural components of the agency (eg. the acceptable con-

sumer/provider representation ratio); whereas the economic

power held by state and local funding sources impacted upon

procedural items (eg. what the council would plan for and

how).
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No doubt the reader has observed that not all of the data col-

lected in this study was useable. The weaknesses in the meth-

odology were somewhat confounded with the lack of measurable

output from the agencies. Thus, it was not possible to judge

the significance of the backgrounds and qualifications of the

staff members because there are no guidelines as to what types

of persons a CHP regional staff should be composed of. Nor was

there any way of judging the adequacy or bias of planning deci-

sions since few decisions had been made.

In like manner it was not possible to evaluate how well the CHP

organizations worked with other agencies in the areas of mental

health, mental retardation, environmental quality, etc. because

the agreements made on paper may or may not have reflected the

degree of cooperation which was actually present. Since there

were few examples of joint planning ventures or inter-agency

conflicts, this data did not surface beyond the staffs' written

statements of intent.

Also, because the sample size was limited to two agencies it was

not possible to draw out examples of planning successes or fail-

ures based on each agency's planning methodology. Both agencies

(and GECHC in Sacramento) relied heavily upon standing committees

to process data and make planning decisions. A large number of

agencies would have to be sampled in order to determine what

planning methodologies positively (or negatively) correlate with

their outputs as measured against the criteria of efficiency,

equity, significance, permanence, etc.
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Finally, the impact of state enabling legislation for comprehen-

sive health planning could not be assessed since none existed in

Michigan and Ohio. It was pointed out that such legislation does,

however, exist in California, and that it has had a significant

impact upon agency funding and, in turn, upon the planning priori-

ties of the regional CHP agencies in that state.

Several hypotheses for future testing emerged from this study;

they are as follows:

- When substantial state government funding contributions are

made to regional CHP councils, the planning priorities of these

councils will shift away from regional concerns and toward the

state's planning agenda. The relative amount of displacement to-

ward the state's agenda will depend upon the conditions attached

to the receipt of the monies by the regional CHP council.

* The number of organized political forces (interest groups) who

are active in developing a regional CHP agency will be in direct

proportion to the size (population) and organizational complexity

(degree of economic and social pluralism) of the region.

- The ability of the CHP agency to unite the region in planning

for solutions to common health care problems will be negatively

affected by the regional staff officially subsuming into the

organization pre-existing local planning bodies (unless these

groups were created in the past by the same regional staff for

some other areawide planning purpose).
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* The creation of new local planning groups affiliated with the

regional council will also have a necative effect on the areawide

planning process unless the tendency toward provincialism is anti-

cipated and counteracted (eq. via regional staff contact at the

local level, regular communications, and the assignment of speci-

fic roles and tasks).

- The placement of regional CHP responsibilities within public

regional planning groups such as councils of government and re-

gional planning commissions, will not prove to be effective be-

cause there will be a replacement of the prime decision makers in

the health care service industry (i.e., physicians and hospital

administrators) by government officials.

* To be effective to any significant degree, decisions made by

CHP boards will have to be linked with the authority to implement

the changes they have advocated.

Several dilemmas faced by the executive director of a regional CHP a-

gency have also been highlighted in this study. They are as follows:

1. Since physicians and hospital administrators are the key de-

cision makers in the area of health care services, they must

be included as members of the board of directors; how can this

be done without these professionals taking control of the

board due to their expertise?

2. Should staff time be devoted to training consumer board mem-
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bers; if so, how should they be taught to participate in agency

affairs?

3. Is it better for the agency to be horizontally comprehensive

(to plan for all health services and needs) or to be vertically

comprehensive (i.e., to specialize the agency's planning efforts)?

For example, what should be the relationship between the regional

CHP council and pre-existing health facility planning councils?

Would consolidation of both agencies be preferable to a con-

tractual arrangement?

4. Are county (local) health planning councils a blessing or a

curse; i.e., should the planning effort be directed and con-

trolled at the areawide level or should sufficient staff re-

sources be committed to develop functional county councils?

What are the potential benefits and costs to the regional

agency of both of these approaches?

5. What types of funding arrangements will maximize the probabil-

ity of the continued existence of the agency in the future

while minimizing the political impact upon the agency's plan-

ning agenda?

6. How should government be represented on the board of directors

to avoid both extremes of "tokenism" and total governmental

control? Also, can a CHP council be given the authority to

implement their planning decisions without becoming a governmental

regulatory agency?
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7. What are the agency's responsibilities in the areas of environ-

mental health, mental health, mental retardation; and how should

the CHP council relate to existing agencies in these areas?

In conclusion it can be seen from the list of dilemmas presented

that there are no obvious answers nor researchable questions to

many of these issues. Health planning is still very much in the

process of evolving as is planning in general in the United States.

After 50 years of practice, city planning, for example, is just now

being taken seriously by the public.

Within the last 15 years, health planning has moved away from a

strictly private voluntary model, i.e., the health and welfare

councils, through a semi-public model, namely, the hospital plan-

ning councils, and now to the partnership for health, the public-

private-government model of comprehensive health planning under

P.L. 89-749. However, since the health care system is still es-

sentially private, despite massive government controls, the

potential impact of comprehensive health planning has not been

actualized to date due primarily to the absence of incentives,

including coercion, for the private health sector to cooperate

with CHP agencies.

With the eventual passage of national health care insurance, the

mandate given to those involved in comprehensive health planning,

to assure health care services to every citizen as their right,

will become national policy. Unless planners and health care

consumers can successfully influence politicians to pass legis-
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lation to permit and encourage experimentation with forms of health

care delivery which may eventually serve the nation's health care

needs, national health insurance will only increase the demand for

a limited supply of physicians and inflate health care costs.

CHP councils will need to determine how these services will be de-

livered once they are promised. To do this the CHP decision making

process requires the authority and means to implement their plans

now and in the future. Therefore, logically the next evolutionary

stage in health planning is fast approaching. Thought should be

given by planners as to the most desirable political and organi-

zational forms which this next progression could take toward the

goal of rationalizing the private health care system, either by

inducement or compulsion, to assure the implementation of national

health care policy at the local level.
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APPENDIX "A"

AHOC MEMBERS & ALTERNATES

Chairman............Myron E. Wegman, M.D.

AlternatesM embers

Richard H. Austin (Consumer - Wayne County)
Vice Chairman
Wayne County Board of Auditors
1236 City-County Building
Detroit, Michigan 48226
Business - 224-5064
Home -834-9566

Clayton L. Berdan (Consumer " St, Clair County)
Community Relations Manager
Michigan Bell Telephone Company
627 Fort Street
Port Huron, Michigan 48060
Business - 1 - 987-2521
Home - 982-6636

Bernard D. Berman, M.D., Director (Provider -

Oak land County)
Oakland County Department of Health
1200 North Telegraph Road
Pontiac, Michigan 48053
Business - 1 - 332-9255
Home - 549-4753

John H. Burton (Consumer - Washtenaw County)
International Representative
Region 1-E,.UAW
9650 South Telegraph Road
Taylor, Michigan 48180
Business - 291-2750 Ext. 54
Home - 482-4060

Ralph R. Cooper, M. D. (Provider o- Wayne County)
1515 David Whitney Building
Detroit, Michigan 48226
Business - 962-6361
Home - 882-8026

Lawrence Carter (Consumer - Wayne County)
Customer Representative
Lawyers Title Company
935 Griswold
Detroit, Michigan 48226
Business -a963-5810
Home - 925-5094

William J. Dinnen Jr., M.D. (Provider - St.
President Clair County)
St. C lair County Medical Society
2425 Military
Port Huron, Michigan 48060
Business - 1 - 985-8144
Home - 984-1863

Leland C. Brown, M.D. (Provider Macomb
County)

Macomb County Health Department _
43525 Elizabeth Road
Mt. Clemens, Michigan 48043
Business - 1 - 465-2161
Home -o293-3625

Paul Morris (Consurer - Oakland County)
Comrmunity Relatiors Representative
Region 1-E, UAW
9650 South Telegraph Road
Taylor, Michigan 48180
Business - 291-2750 Ext. 54
Home -o231-9072

Sidney Adler, M.D. (Provider - Wayne County
755 Fisher Building
Detroit, Michigan 48202
Business -o875-8417
Home - 444-1224

-continued-
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Members

Page 2

Alternates

Noah Folks (Consumer - Wayne County)
2799 Martinsville Road
New Boston, Michigan 48164
Business - 1 - 6970900
Home -654-6014

William H. Frank (Consumer - Oakland County)
12944 Talbot Lane
Huntington Woods, Michigan 48070
Business - 547-7955
Home - 547-7955

Ernest D. Gardner, M. D. (Consumer-Wayne County)
Former Dean, School of Medicine
Wayne State University
1400 Chrysler Freeway
Detroit, Michigan 48207
business - 577-1048
Home -543-2791

Oscar A. Lundine (Consumer - Wayne County)
Executive Vice President - Finance
General Motors Corporation
General Motors Building
Detroit, Michigan 48202
Business -556-3581
Home -646-0251

John A. Gronvall, M.D. (Provider - Washtenaw
Acting Dean County)
Medical School
University of Michigan
1335 Catherine Street
Ann Arbor, Michigan 48104
Business - 1 - 763-1468
Home -761-0340

Mrs. Walter Jones Jr. (Consumer - Oakland County)
21397 Remanville Avenue
Royal Oak Township
Ferndale, Michigan 48220
Home - 546-4250

Fred Hunter (Consumer - Wayne County)
35460 Border Road
Wayne, Michigan 48184
Home - 722-4962

Norrman D. Katz, Partner (Consumer - Wayne
Katz & Victor, Attorneys County)
3408 Guardian Building
Business - 963-2306
Home - 545-4857

Robert M. Cone, Director (Consumer - Wayne
!rsurance & Persion Section County)
General Motors Corporation715 General Motors Building
Detroit, Michigan 48202
Business 556 4146
Home -651-2695

Miss Matfie R. Carter (Consumer Oakland
20792 Garden Lane County)
rerrdale, Michigan 48220
Horne o544-7825

-continued-
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Members Alterrates

Edward G. McPherson (Consumer - Livingston
Senior Vice President County)

McPherson State Bank
207 North Michigan Avenue
Howell, Michigan 48843
Business - 1 G (517) 546-3410
Home - (517) 546-4272

or0%r. G oer (Cors;'er - Livingston County)
730 Devorshire
SowleWv°pe, Michigar, 48836
5uslness (517) 223=9139
Home (517) 223=9"68

Jerry J. May, President (Consumer - Monroe County) Richard S: Hiktz, Admr-nistrator (Provider -

Harry May Chevrolet-Cadillac Inc. Memorial Hospita! Monroe County)

15180 South Monroe Street 700 Stewart Road
Monroe, Michigan 48161 Monroe, Michigan 48161
Business - i - 242-4200 Business -1 241-6500 ,
Home -242-2592

Allen W. Merrell, Vice President (Consumer -

Wayne County)
Civic and Governmental Affairs
Ford Motor Company

The American Road
Dearborn, Michigan 48121
Business - 322-2678
Home -885-9166

Kenneth Morris, Director (Consumer - Oakland
County)

International Union UAW - Region 1-B
8000 East Jefferson Avenue
Detroit, Michigan 48214
Business - 926-5341

Howard J. Pridmore (Cornsumer - Wayne County)
Assistant Secretary
Chrysler Corporation

P. O. Box 1919
Detroit, Michigan 48231
Business - 956-2845

Ray C. Kooi ( Corszmer - Wayne County)
Executive Director
Ford Motor Compary Fund

Ford Motor Corpany

The Amen Road
Dearbor> Michgan 48121
Busness -a322-8711

Paul Massaron (Consumer - Wayne County)
lnternational Union - UAW
8000 East Jefferson Avenue
Detroit, Michigan 48214
Business -o926-5439
Home -837-7104

-continued-
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Members

Januarius A. Mullen (Consumer-Wayne County)
Chairman of the Board
Sheller Globe Corporation
1641 Pourter Street
Detroit, Michigan 48216
Business - 962-7311
Home - 885-2070

H. Dale Palmer (Consumer-Macomb County)
8488 West St. Clair Avenue
Romeo, Michigan 48065
Home - 1 - 752-2844

Glen H. Peters (Consumer-Macomb County)
39880 Sylvia Avenue
Mt. Clemer:s, Michigan 48043
Business - 872-6100 Ext. 4321
Hone - 463-2295 4881

Alex S. Pollock (Consumer - Wayne County)
Pollock & Richard
18600 Schoolcraft Avenue
Detroit, Michigan 48233
Business - 838-2420
Home - 835-0763

Mel Ravitz, Councilman (Consumer-Wayne County)
City of Detroit
1340 City-County Building
Detroit, Michigan 48226
Business - 965-4200 Ext. 586
Home - 835-0594

Mrs. Edward E. Stark (Mildred B)(Consumer-
16176 Chesterfield Macomb County)
East Detroit, Michigan 48021
Business - 1 - 465-1211
Home - 777-0127

Alternates

H. Clay Howell (Consumer-Oakland County)
Associate Drector
United Foundatio0
1528 NoodV ard Avenue
Detrot, Michigan 48226
Business - WNO 5-7100

Patrick J. Johnson, V;ce Chairman (Consumer-
HEW Committee Macomb County)
Macomb County Board of Commissioners
21506 Tanglewood
St. Clair Shores, Michigan 48080
Business -293-0343

James M. McHugh, M.D. (Provider-Oakland
702 Northland Medical Bldg. County)
Southfield, Michigan 48075
Business - 357-0410
Home - 642-4850

Marvin D. Meltzer, Director (Provider-Wayne
Regional Medical Programs County)
Wayne State University
1575 East Lafayette - Suite 103
Detroit, Michigan 48207
Business -o577-1580
Home - 224-7682

Oscar Stryker, M.D. (Provider-Macomb County)
38422 Hidden Lane
Mt. Clemens, Michigan 48043
Home - 463-5112

-continued-
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Alternates

Paul W, Trimmer, D.O. (Provider-Oakland County)
1109 Pontiac State Bank Building
Pontiac, Michigan 48058
Business - 1 - 335-9411
Home - 646-7124.

Thomas Turner, President (Consumer-Wayne County)
Metropolitan Detroit AFL-CIO
2310 Cass Avenue
Detroit, Michigan 48201
Business - 963-4233
Home - 862-=3015

Mrs. Jean Washington (Consumer-Wayne County)
3511 Oakrnan Blvd0
Detroit, Michigan 48204
Business - 895-8033
Home -931-4361

Myron E. Wegman, M.D., Dean (Provider -.

Washtenaw County)
School of Public Health
University of Michigan
Ann Arbor, Michigan 48104
Business - 1 - 764-5423
Home - 971-7560

Mrs. John P. Yori (Consumer-Wayne County)
29649 Chester Avenue
Garden City,.Michigan 48135
Home - 422-8848

Robert Ward, D.O (Provider-Macomb Count)
22211 Schafer
Mt. Clemens, M'chigan 48043
Business -1 - 791-4430

Norman G. Mackay, Editor (Consumer -

Detroit Labor News Wayne County)
Metropolitan Detroit AFL-CIO
2310 Cass Avenue
Detroit, Michigan 48201
Business - 963-4233

Robert N, Grosse, Ph,. D. (Provider -

Washtenaw County)
Professor of Health Planning
School of Public Health
University of Michigan
Ann Arbor, Mi chigan 48104
Business - 1 - 764-9476
Home - 971-3079

Thomas R. Pollard (Consumer-Wayne County)
29024 Hennepin
Garden Coiy, Michigan 48135
Business - 482-7800 Ext. 585
Home - 422-2693

* * * * * *
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A Brief Histor of AHOC and CFPC, So'ptheastern Michigan Region

The formation of a comprehensive health planning organization for

southeastern Michigan was an arduous task, despite initial agreement by all

concerned parties that such an organization was needed. in response to

the 1966 Act (PL 89-749), three existing organizations in the Detroit

area began negotiations to determine which would serve as the area-wide

planning authority. The Greater Detroit Area Hospital Council (GDAHC)

eventually excluded itself from consideration by merging with the

United Health Organization, a private association of health providers.

The other organization was the Southeast Michigan Council of Governments,

a public governmental organization.. SEMCOG and UHO squabbled over the

issue for a while, until they were warned by the newly-formed state

agency (314-A) to cooperate or lose the State Health Department's

authorization, nccessary for federal funding. This threat forced the

opponcnto to negotiate. They decided to choc-e on l'rundired coai.;tee

members on whom they could agree to begin the organization. Since
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nowhere near 100 people were satisfactory to both parties, the Areawide

Health Operating Committee (AHOC) was established in January 1969 with

27 members.

The stated objectives of AHOC were put forward at one of its initial

meetings:

To create a forum in which all interested organizations and individuals
within the seven-county area of southeastern Michigan can oar-
ticipate in a meaningful dialogue directed toward defining goals,
responsibilities, and methods for comprehensive health planning
in our area.

To develop a structure within which the means for providing pro-
portiorate representation in a comprehensive health planning
organization are defined. 2/

As we shall see, the AHCC became erabroildd in the latter task to

such an extent that progress toward the former goal was seriously

threatened. Many organizational difficulties were encountered. First,

the chosen few were evidently poorly chosen, for the interest groups often

claimed that they had never heard of their so-called "representatives,"

and demanded freedom to replace them. Then another hassle was touched off

over the acceptability of alternates to replace absent members. More

time was wasted worrying about the brevity of the first Federal grant.

The government provided only a one-year organizational grant because an

agency (GDAHC) already existed which could accomplish preliminary ob-

jectives and establish a basis for the new comprehensive health planning

organization. Another source of difficulty was the committee structure.

Were the comittees to reflect various health proiider interests or were

they to concentrate on health problems and issues?

Another committee-related problem was that of financing; fifty
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percent Bf the cost of instituting comprehensive health planning had to

be borne locally to match the Federal grant. Of this amount, 50 percent

was to be raised by the private voluntary sector (solicited by the United

Fund and the United Hospital Organization), 25 percent by provider groups

(solicited by AF10C), ard 25 percent by local government (solicited- by

SEMCOG). A finance committee ias established to coordinate the fund-

raising effort. Thus an organizationally problem-oriented committee

structure began informally, although the work program subsequently es-

tablished a forraal orientation toward substantive health problems; the

need for such a structure became apparant after the AHOC staff, mainly

transplanted from GDAHC, submitted the first work program draft.

AHOC was stymied at first by co-chairmen who represented conflicting

interest groups: Mel Ravitz of SEMCOG and Januarius Mullen of UHO.

Eventually Dr. Robert N. Grosse of the University of Michigan School of

Public Health succeeded in convincing both the AHOC staff and the

Department of Health, Education, aid Welfare that the abolition of the

co-chairmanship was a necessary condition of funding eligibility.

Subsequently, Dr. Myron Wegman, Dean of the University of Michigan School

of Public Health, was elected chairman because he held no brief for any

special interest group. In the same way, the initial issue of private

versus public health care providers was effectively neutralized by the

insistence that both groups work together or forfeit their funding.

A new issue soon emerged, however. The granting organization

rcouired that h"alth con m'erz constitute a majority of t> e: en - rship

of the comprehensive health planning agency.' Consumer participation was
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legitimized by the Federal guidelines, and consumers formed a Health

Caucus to protect their interests against those of the corporate pro-

viders. AHOC became a forum f or violent arguments between the two

interest groups. The Health Caucus demanded a 100 percent consumer

organization, with a provider advisory council. Dr. Wegman and other

neutral parties managed to convince the militant consumers to "coopt"

the providers, presenting a united front to the external world, rather

than leaving providers out of the ranks as an antagonistic separate

force. The consumers cnsented to a 60/40 consumer-provider division,

in return for which they were guaranteed that at least some providers

would be sympathetic to consumer interests. In April 1970, AHOC adopted

a consumer/provider ratio of 60/40. Private and public health providers

now suddenly awoke to their common interests and began to demand 49 percent

representation on the haalth planning council, which they felt was

implied by the law requiring a consumer majority. The issue of health

provider representation has been the central one in Southeast Michigan's

comprehensive health planning program ever since.

In May, public hearings were held at several locations in the

seven-county area; sixty-percent consumer representation was substan-

tiated at these hearings. The initial membership committee then wrote

to various interest groups to request slates of nominees for membership

on the Comprehensiv, Health Planning Council (CHPC), projected at 215

members. Many provider groups were delinquent in submitting their

nominations and were reminded that with the dissolution of AHOC and the

formrtion of CKPC in Auc-ust, no A HC C coitments on qucstions of renre-



7

sentation need be honored. Dr. Wegman wrote to the dissenting providers

encouraging them to ccoperate and attend the CHPC meeting at least as

observers. Subsequently, and ad hoc committee of providers and AHOC

executives established the principle that all organized groups having

representation on CHPC be allowed to designate their representatives by

name, and voted narrowly to support the 60/40 agreement. Provider

societies supplied names for the designated posts on the Council.

At the first council meeting, August 11, a nominating and membership

conmittee was chosen to designate a Board of Trustees. "No provision had

been made in the planning for the various official groups, consumer or

provider, to designate which of their members of the Council should

serve on the Board of Trustees, but there was a tacit agreement that

the Nominating Committee would give consideration to these wishes."

At C:PC's second general meeting, September 1, Dr. James Fryfogle,

representing the provider groups, pointed out that the individuals

chosen for the Board of Trustees were competent, but had not been chosen

by the medical societies themselves and could not, therefore, approp-

riately represent their interests. He moved to substitute a slate of

names which he insisted had been previously supplied to the staff (who

insisted they had never received it). "Dr. Fryfogle made a very strong

plea for accepting his nominations, making quite clear that the provider

societies considered this a test of whether CHPC really wi shed to take

their opinions into account. In the subsequent voting the slate proposed

by the Nominating Comittee was elected by a wide margin."

The provider groups felt that they had been betrayed, ard returned to

their original 51/49 demand. Many medical, dental, podiatric and dental

associations withdrew from CIPC in late September, citing lack of ap.
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propriate representation, lack of due process, and violation of HEW

guidelines. A typical complaint was:

It has becone increasongly apparent that the Comprehensive Health
Planning Council neither meets the letter nor the spirit of the law,
since CHPC has invariably disregarded the role of practicing
physicians in the ccmprehensive health planning framework, thus
defeating the concept of a "partnership for health.'. We are
convinced that the non-producers of health services on CPC aspire to
control the distribution of services rather than to achieve the
objective of assuring comprehensive health servides of high quality
for every person...Our continued participation without adequate
representation would publicly bind practicing physicians, who are.
the providers of health services, to decisions of CHPC which could
well interfere with existing patterns of private practice of medicine.
This is not the intent of PL 89-749, and it is not in the best
interests of public health. 101

CHPC offered the providers six new positions on the Board of Trustees,

raising their proportion to 43>. This and other proposals were summarily

rejected. On November 5, members of the Department of Health, Education

and Welfare staff, Region Five, paid a site visit to Southeast Michigan,

during which the HEW personnel expressed their concern about provider

dissatisfaction. On November 20, a letter was sent to William McNary,

Executive Director of AHOC, from Dr. Howard Siple of HEW Region Five,

stating that CHPC's grant application had been reviewed and evaluated by the

regional advisory committee: "I regret to inform you that the Committee

strongly recommended that action on the application be ddf erred because

of the community disord which exists...Accordingly, our office will

take no further action on the application until assurances have been made

that community differences have' been resolved and citizen and provider

groups truly accept the agency." McNary notified the membership and -

trustees of the ferr-.nt of fundi.^, pointing cut that cthr prorars

in the region offered little in the way of guidelines, having consumer

percentages ranging from 51 to 63 percent, and that some matters referred
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to in Siple's letter were correctable by staff work, but community

discord had to be resolved by all concerned parties.

At the December Board of Trustees meeting, Dr. Wegman indicated

that meetings with representatives of the dissenting providers were

continuing, but that resolution would be difficult. Dr. Grosse pointed

out the importance to providers of power balance and effective control,

as opposed to mere technical representation ratios. Subsequently, according

to a January 11 memorandum from the trustees to the membership, the bylaws

were changed to enlarge the Board of Trustees from 35 to 40, including

four new providers and one consumer. 1j At the general meeting on

January 20, the members passed a motion increasing the Boardts size to 41,

including four new providers, one consumer, and a member of the Michigan

Area Regional Medical Programs, to be considered neutral. This created a

55/45 ratio, which was felt to be acceptable to providers. Chairman

Wegman expressed satisfaction at the improvement in organizational

matters because pressing new programmatic issues were confronting CPHC.

On January 29, William McNary and the Council staff submitted a

Grant Supplement, including a work program and staffing pattern, to

Howard Siple of Region Five. The letter referred to the resolution of

community differences and the anticipated receipt of provider group and

county endorsements. Only a few minor providers remained intractable,

the Michigan Nursing Home Association and the Michigan State Podiatry

Association. In late February, 1971, the Region Five office of the

Department of health, Education, axd Welfare approved the grant applicaticn

of the Comprehensive Health Planning Council of the Southeastern Michigan i'

region.
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IV. The CHPC of Southeastern M chgan, History and Development

A. History of Health Planning in Southeasterne Michigan

Areawide health planning in southeastern Michigan began ) I1956 when the
Detroit Hospital Council (a trade association fo hospitals) reorganized to include
coordinated hospital panning. This reorganization camne at the reque t of community
and hospital leaders, after the 1955 Metropoliian De,oJt Si ding Fund drive was
able to satisfy little more that ten percent of the voLntary hospitals' capital requests.

Initially the Hospital Courcil oriented its efforts around the expansion and
construction of acute care facilit es, Gradually, how'ever, the Hospital Council
expanded its role. In addition to acute care facilities, the Council has reviewed
plans for long term care units. The Council expanded its "bricks and mortar"
approach to planning tot emphasize program planning. It began encouraging
hospital mergers and joint hospital planning comrm rtees. It begn emphasizing
institutional planning for disadvantaged services, ambulatory care services, ex-
tended care services. It became involved with manpower planning, and with the
planning of services for alcoholism and drug abuse. in short, the Hospital Council
became a planning agency for personal health services that are institutionally based.

The passage of P. L. 89-749 marked a turning point for areawide health
planning in southeastern Michigan, Three organizations potenialy qualified for
314(b) designation - GDAHC, SEMCOG , and U1,4O (United Health Organization).
The Hospital Council decided not to seek the designot'on for several reasons. First,
the role of personal health services planning was a substantial task itself. Secondly,
the Hospital Council was fearful of diluting its faclityyprogramming responsibilities
and feared dilution of community support. Addition cy, it was felt that a com-
pletely new type of staff would be required to carry out the function of a compre-
hensive areawide health plar.nng agency. Finaly, it was felt that a better and
more objective comprehensive health planning agency could be developed by the
creation of a new agency as opposed to a transformation of an old organization.
With GDAHC no longer a potential 314(b) agency, there remained SEMCOG (a
governmental unit) and UHO (a private unit) as logical candidates for 314(b) desig-
nation.

The first really productive efforts at achieving cooperation for comprehensive
health planning between governmental and nongovernmental organizations concerned
with health in southeastern Michigan began in April 1968. At that toe state and
local leaders concerned about health, met at McGregor Center on the campus of

Wayne State University in Detroit to discuss the developmpent o co-prehensive health
planning in southeastern Michigan As a result of that meeir:g two organizations, the
Southeast Michigan Council of Governments and the United Health Organization, re-
presenting large segments of the public and private health sectors respectively, began
cooperative efforts toward forrtirg a organizat on which would meet te requirements
of Section 314(b) of P. L. 89-749.

-corltnuedow
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During the sure-,er and early fail of 1968, lese tvo :a~ attons wo~ked h:ard
on forming an "Areawide Health Opek-a-,i ngCor-ntr'i!tee F' that v'ou'.d riov e e Task of
developing a penmanerat Comprehensive Health Pafnr ng ra~zc"O-% for so?,:4eas~ern
Michigano OrigiEnally it was intended to have 105 ?-arnbens eprlese-ted on tl°e con.
mittee with an Executive Comirottee of 20-30. In late No-,Le -er,1968, ho-,ever,
the State Comprehensive yH ealth Planrg Cc :inT~siox n dcated that t he sotheast
Michigan region should submit ane orgar lza co-al a.--,Ho af'on by -the th',d week in
January, 1969. Given this time limitlation it becarme Hpossibte to form c comit>'tee
of 105 members.

As a result a 27 member Areaw'de Heath Operat'ng Con tte AHOC) was
evolved on the basis of (1) geography, (2) population, (3) professio.-al representation,
and (4) consumer representation. In. forming this 27 member grzup Ore goal was to have
27 people who could work together on or, irter: bas's Lo develop an o-,erat*;ng organi-
zation that would meet the legal requireren;,s of P. L. 89-749 a:-d couJd do comrpre-
hensive health plannibng for southeastern Mic~gan, The Areaw ,'de Health Operating
Committee was comprised of. prople who over a number of years hav.e show.in theii obectives
interests in health and welf are in southreastern M chigan c.om .ityo Th e goal of the
Areawide Health Operating Comrnittee was to em~erge wth- a recoenr;dation, for a
comprehensive health planning mnechanism t -at is acce-table to t'he various groups
concerned about health in the southeastern Mi : 'g cn co~nunty, T eie -wouid °n-
clude government agencies, consumer organ zations, Labor grr,=s, rcial and ethnic
groups, medical societies, osteopathic association.s, deKntal asoiaiiiorns, hospital
associations and private health agencies. (See ap~eendix for list of AHOC mnenibers
and their affiliations).

The Greater Detroit Area Hospital CouncU (the regional iias ital and heailth
facilicties planning organization) was asked to apply for an organiza;io-a! grant under
Section 314(6) of P. L. 89-749o This was done iC. order to mnaKe use of the Hose tal
Council~s planning resources and because t-,e Hos'=a1 Council is a legally established
non-profit organ izat1ion eligible to apply. AHOC acts as ;he poliCy- aKI-g body in
all matters pertaining to the development of comrprehersve e 7lo:7i g i:south-
eastern Michigan. A one year organizational grant fromr the Unted States Depart-
ment of Health, Education, and Welfare was given i n. July 1969 to thea Greater
Detroit Area Hospital Council effective Jume 1, 1969.

The purpose of the developmental project was essenti'ally twofold:, the develop-
ment. of an effective mechanism for co7mprehesive areatwide Lealth. plannirg in south-
eastern Michigan;; and, the continuation of health services and facilety planni ng acti-
vities.

Concerning the efforts toward the development of a comv-e'-ersrve areawvide
health plannin-g agency, AHOC activities oinckuded the fowin<y'g:

1. Establishning appropriate Rapport and d'clogue it^ The cors~rmers
and proviCders of health services, and +he pu-.blic antd ar ate health' and
health related organizations to assure mreanin gful put an a-d articipation

-con inuedr
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in the organizational phases;

(2) Organizing an areawide structure and program for ongoing compre-
hensive heahh planning, which included obtaining cornmurnity consensus
on the proposed structure- and prograw for areawde corpreheysive health
planning;

(3) Stimrulating development of subarea organizations for comprehensive
health planning that are. directly related to the regional comprehensive health
planning organization;

(4) Phasing the organizational efforts into a viable regional comprehensive
health planning mechanism that allows for appropriate subarea health planning
mechanisms.

To accomplish these tasks, AHOC estabsished several subcommittees0 The
Subcommittee on Relationships was formed to develop appropriate relationships be-
tween all those interested in and directly concerned with community health and to
develop appropriate mechansims for their participation in areawide health planning.
Over 700 organizations were contacted for comrmens and suggestiors regarding role
and composition of a CHP agency. The Subcommittee on Organization was formed
to develop bylaws, articles of incorporation and an organizationaO structure for
areawide comprehensive health planning. The Ad Hoc Committee On Key Issues
was formed to develop guidelines for establishing the composition for an organization
that would be both politically viable and operationally feasible. CHPC represents
the culmination of the successful efforts of AHOC. (See appendix for specific list
of accomplishments),

Concernirg the facility planning function of the developmental project, the
major activities of the Hospital Council were as follows:

1. Continuation of areawide program planning in relation to general
acute care and long term care services and facilities0

2. Continuation of activities desgined to meet the health needs of
disadvantaged groups (e.g. current negotiations between the Detroit
Maternal and Infant Care Project and nine voluntary hospitals in the
City of Detroit toward the development of an operating program to pro-
vide proper pre- and postnatal care for pregnant women, mothers, and
their infants).

3. Continuation of activities in the area of ambulatory and emergency
services planning. (e.g. a current study involving five hospitals in one
section of the city to determine the extent of their increasing emergency
department case load problems. The goal is to establish a cooperative
method of meeting the emergency departmert visits in facilities that are
capable of rendering quality services, with adequate staff, on a 24 hour

-continuedc-
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(Non-Profit)
ARTICLES OF INCORPORATION

OF
THE COMPREHENSIVE HEALTH PLANNING

COUNCIL OF SOUTHEASTERN MICHIGAN

STATE TREASURER
These Articles of Incorporation are signed and acknowledged by the

incorporators for the purpose of forming a non-profit corporation under
the provisions of Act No. 327 of the Public Acts of 1931, as amended,
as follows:

ARTICLE I

(a)
The name of the corporation is The Comprehensive Health Planning NAME

Council of Southeastern Michigan.
(b)

The geographic area in which the corporation shall operate shall be GEOGRAPHIC
the area of the seven Michigan counties of Livingston, Macomb, Monroe, AREA
Oakland, St. Clair, Washtenaw and Wayne.

ARTICLE II
The purposes for which the corporation is formed are:

1. To serve the public in the southeastern Michigan area in the identi-
fication of health needs and health resources, the determination of
health goals and priorities, in planning and stimulating the improve-
ment of health services and programs in the area, and in encouraging
whatever actions may be necessary to improve the health status of
residents in the area.

2. To provide professional guidance in the coordination and development PURPOSE
of health services and programs of all kinds, including but not limited
to services and programs relating to hospital care, physicians' care,
dental care, nursing and long-term care, health manpower, preventive
health, occupational health, rehabilitation, mental health, commu-
nicable diseases, alcoholism, drugs and drug addiction, nutrition and
malnutrition, air and water pollution and other aspects of environ-
mental health, and health needs of low-income groups.

3. To develop and conduct a comprehensive areawide health planning
program in the area of southeastern Michigan, with the objective of
coordinating existing and planned health services, including the
facilities and persons required for provision of such services.

4. To engage and participate in projects for training, studies or demon-
strations looking toward the development of improved and more
effective comprehensive health planning throughout the Nation.

5. To engage and participate in the development and support, for initial
or trial periods, of new programs of health services, including training
relating to the furnishing of such services.

6. To engage in educational, scientific and statistical research, projects
and studies, and to inform and instruct the general public, in the
fields of health.

7. To engage and participate in activities, consistent with the purposes
elsewhere expressed in this Article II, which qualify the corporation
to receive or share in grants, loans, subsidies, donations, services or
other aid

(a) under the Federal Public Health Service Act, 40 USC §201 et seq.,
as amended, including but not limited to activities under Public
Law 89-749, the "Comprehensive Health Planning and Public
Health Service Amendments of 1966," and under Public Law
90-174, the "Partnership for Health Amendments of 1967," and
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(b) under any other health planning programs or projects (i) spon-
sored or aided by Federal, state or local governmental bodies
or agencies, or (ii) sponsored by non-governmental institutions,
agencies, or individuals.

8. To request, apply for, solicit, and receive grants, loans, subsidies,
donations, services or other aid from governmental and non-govern-
mental sources for the purposes and activities of the corporation.

9. To cooperate with the State of Michigan in its program of statewide
health planning, to the end that regional health planning in the south-
eastern Michigan area shall be carried on in consonance with the
statewide planning activities of the State; to cooperate also with the
various agencies of the Federal Government in health planning
programs of national scope.

10. To cooperate with and guide the activities of agencies within the south-
eastern Michigan area which may engage in health and health-related
planning of a more specialized nature, and to cooperate with and
guide the activities of other general health and health-related planning
agencies including those which may hereafter be organized on a more
localized basis within the area.

11. To cooperate with regional comprehensive health planning agencies
which shall operate in areas adjacent to the counties of Livingston,
Macomb, Monroe, Oakland, St. Clair, Washtenaw and Wayne.

12. To contract with other qualified organizations for performance of
portions of the planning and related activities of this corporation,
when it may be in the public interest that such portions of the work
of this corporation be carried on by such organizations.

13. The corporation is organized and shall be operated exclusively for
purposes stated in §501(c) (3) of the Federal Internal Revenue Code
of 1954, as heretofore or hereafter amended. In the event of dissolu-
tion, all assets real and personal shall be distributed to such organiza-
tions as are qualified as tax exempt under §501(c) (3) of the Internal
Revnue Code or the corresponding provisions of a future United States
Internal Revenue Law.

In general, to carry on any activities in connection with and incidental
to the foregoing purposes not forbidden by the laws of the Stte of
Michigan, and with all the powers conferred on non-profit corporations
by the laws of the State of Michigan.

ARTICLE III
LOCATION OF The location of the first registered office was:
FIRST OFFICE . 921 Penobscot Building

Detroit, Michigan 48226
The post office address of the first registered office was:

921 Penobscot Building
Detroit, Michigan 48226

FIRST RESIDENT ARTICLE IV
AGENT The name of the first resident agent was: William McNary.

ARTICLE V
Said corporation is organized upon a non-stock basis.
The amount of assets which said corporation possesses at the date

hereof is:
ASSETS Real property: none

Personal property: $29,201.65 (October 3, 1972)
Said corporation is to be financed by funds received from government

agencies and from private philanthropic sources.

4



ARTICLE VI
The names and places of residence,

the incorporators are as follows:
Names

Jerry J. May

Januarius A. Mullen

Mel Ravitz

Myron E. Wegman, M.D.

Mrs. John P. Yori

or business addresses, of each of

Residence or Business Addresses
15180 South Monroe Street
Monroe, Michigan 48161

1641 Porter Street
Detroit, Michigan 48216

City-County Building
Detroit, Michigan 48226

University of Michigan
Ann Arbor, Michigan 48104

29649 Chester Avenue
Garden City, Michigan 48135

INCORPORATORS

ARTICLE VII
The names and addresses of the first board of trustees are as follows:-

Names Residence or Business Addresses

Jerry J. May 15180 South Monroe Street
Monroe, Michigan 48161

FIRST BOARD OF
TRUSTEES

Januarius A. Mullen

Mel Ravitz

Myron E. Wegman, M.D.

Mrs. John P. Yori

1641 Porter Street
Detroit, Michigan 48216

City-County Building
Detroit, Michigan 48226

University of Michigan
Ann Arbor, Michigan 48104

29649 Chester Avenue
Garden City, Michigan 48135

ARTICLE VIII
The term of the corporate existence is perpetual. TERM

ARTICLE IX
The number, qualifications, rights, responsibilities, and procedures of

the membership of the corporation shall be fixed by the by-laws of the
corporation.

We, the incorporators, sign our names this 15th day of June, 1970.

RESPONSIBILITIES
OF MEMBERSHIP

JER Y.MAY

JANUARIUS A. MUfLEN

MEL RAVIT7

MYRON E. WEGMAN, M.D.

. JOHN P. YORI

4p

O ze
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BY-LAWS
OF

THE COMPREHENSIVE HEALTH PLANNING
COUNCIL OF SOUTHEASTERN MiCHIGAN

PREAMBLE

MEMBERSHIP
Number

Election. of
Members

Consumer
Representation

PREAMBLE
1. These By-Laws are made for the regulation and government of the

affairs of The Comprehensive Health Planning Council of Southeastern
Michigan, a Michigan non-profit corporation, the purposes of the
corporation having been stated in its Articles of Incorporation, which
have been heretofore accepted for filing in accordance with law by
the State of Michigan, Department of Treasury. A copy of said
Articles and these By-Laws shall be made available to every member
of the corporation.

MEMBERS OF THE CORPORATION
2. The membership of the corporation shall consist of not less than 100

nor more than 250 persons, the exact number to be fixed, initially;
by the incorporators, and thereafter to be fixed from time to time
by the Board of Trustees. The members shall consist of Governmental
Representatives and Private Members and shall be qualified and
selected in the manner hereafter set forth in these By-Laws.

3. The members shall elect members and trustees of the corporation,
and certain committee members as hereinafter provided, and shall
have and exercise all such other rights, powers, duties and privileges
as and in the manner prescribed in these By-Laws, or as provided for
members of a non-profit corporation by the Michigan General
Corporation Act.

4. A majority of the membership as a whole shall consist of persons
who are consumers, as hereinafter defined by By-Law 5.

5. Within the meaning of these By-Laws, an individual is a consumer
if his major occupation is neither the provision nor administration
of any type of health services, and neither teaching nor research in
the health field.

6. The membership shall include representation of county and local
governments and other appropriate governmental or quasi-govern-
mental units, agencies, institutions, authorities or corporations. Such
members shall be known as Governmental Representatives.

7. The persons from time to time holding or occupying the following
public offices shall automatically be given the opportunity to be and
remain members of the corporation, as Governmental Representatives:
(a) The chairman of the Board of Commissioners, or in his place a

member of the Board of Commissioners to be named by said
chairman, in each of the Michigan counties of Livingston, Macomb,
Monroe, Oakland, St. Clair, Washtenaw and Wayne. (Said seven-
county area being hereinafter called the Planning Area.)

(b) The president of the common council or similar legislative body
of any city within the Planning Area having population in excess
of 300,000, or in his place a member of said common council or
legislative body to be named by said president.

(c) The director or chief executive officer of .the County Health
Department in- each county in the Planning Area.

(d) The director or chief executive officer of the Mental Health Board
of each county in the Planning Area.

(e) The director or chief executive officer of the environmental
pollution control agency or division, if any, of the health or other
appropriate department in each county of the Planning Area.

(f) An officially designated representative of the Michigan Associa-
tion for Regional Medical Programs.

Governmental
Representation

- Statutory
Membership
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(g) The director or chief executive officer of the city health depart-
ment of any city in the Planning Area having a population in
excess of 300,000.

(h) The director or chief executive officer of the public health nursing
division, if any, of the health or other appropriate department
in each county in the Planning Area.

(i) The director or chief executive officer of the public health nursing
division, if any, of the health or other appropriate department,
if any, in each city in excess of 300,000 population in the Planning
Area.

(j) ,The director or chief executive officer of the environmental
pollution control agency or division, if any, of the health or other
appropriate department of any city in the Planning Area having
a population in excess of 300,000.

8. The Governmental Representatives, other than those described in
By-Law 7, shall be chosen from among officials of counties, cities, and
other governmental or quasi-governmental units, agencies, institutions,
authorities or corporations within the Planning Area.

9. Governmental Representatives shall be chosen on a basis which will
provide fair representation for units of government throughout the
Planning Area, having due regard for geographic factors, population
densities, and the various sizes and functions of the units of govern-
ment involved.

10. Governmental Representatives shall be named by the incorporators
prior to the first meeting of the members of the corporation. Each
member so selected by the incorporators shall be admitted to member-
ship upon the receipt by the incorporators of his written acceptance.
Governmental Representatives, other than those designated in By-Law
7, shall serve, except as hereinafter limited during the first years of
the corporation's existence, for terms of three years. The incorporators
shall assign to one-third of such Governmental Representatives selected
by them a term which shall expire at the conclusion of the first annual
meeting of members to be held in accordance with By-Law 18; to one-
third of such Governmental Representatives a term which shall expire
at the conclusion of the second annual meeting; and to the remaining
one-third a term to expire at the conclusion of the third annual meet-
ing. After the initial meeting of the members, the provisions of By-Law
,14 shall govern as to the filling of vacancies resulting from the death
or resignation of Governmental Representatives, and the provisions
of By-Law 13 shall govern as to the selection of additional Govern-
mental Representatives.

11. Members other than Governmental Representatives shall be known
as Private Members. The Private Members shall consist of persons,
resident in the Planning Area, who shall be interested and concerned
in areawide health planning. A number of the Private Members shall
be representatives of the poor or disadvantaged and of minority groups
within the Planning Area, and in selecting such representatives care
shall be taken that the representatives are acceptable to such groups.
A number of the Private Members shall be health professionals or
affiliated with providers of health services; such as physicians, nurses
or administrators of voluntary hospitals or health centers. Private
Members shall be chosen on a basis which will be appropriate to the
purposes of this corporation and will provide representation of the
public within the Planning Area, having due regard for varying ethnic
and socio-economic segments of the population.

12. Private Members shall be named by the incorporators prior to the
- first meeting of the members of the corporation. Each member so

selected by the incorporators shall be admitted to membership upon
the receipt by the incorporators of his written acceptance. Private
Members shall serve, except as hereinafter limited during the first

OTHER
GOVERNMENTAL
REPRESENTATION

Selection

PRIVATE
MEMBERSHIP

Selection
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Term
of Office

Selection
Procedures

years of the corporation's existence, for terms of three years. The
incorporators shall assign to one-third of the Private Members selected
by them a term which shall expire at the conclusion of the first annual
meeting of members to be held in accordance with By-Law 18; to
one-third of the Private Members a term which shall expire at the
conclusion of the second annual meeting; and to the remaining one-
third a term to expire at the conclusion of the third annual meeting.
After the initial meeting of members, the provisions of By-Law 14
shall govern as to the filling of vacancies resulting from the death
or resignation of Private Members, and the provisions of By-Law 13
shall govern as to the selection of additional Private Members.

13. Beginning with the first annual meeting of the members (see By-Law
18), Private Members and Governmental Representatives other than
By-Law 7 Governmental Representatives shall be elected as members
for three-year terms by the members, in accordance with the following
procedure:
(a) At least sixty days prior to each annual meeting, the Board of

Trustees shall advise the Nominating and Membership Committee
(see By-Law 43 et seq.) of the number of members to be elected
at said meeting. The Board's advice to the- Nominating and
Membership Committee shall include a statement as to the number
of members currently fixed pursuant to By-Law 2, the number
of members to be elected and for what terms, and, of those to
be elected, the requisite number of consumers in accordance with
By-Laws 4 and 5.

(b) The Nominating and Membership Committee shall consider
suitable nominees for membership and in so doing shall take into
account the interests or interest groups represented by those
members whose terms are expiring. When the Nominating and
Membership Committee determines that a nomination or nomina-
tions shall be made in representation of a given interest group,
organization or body, such group, organization or body shall be
accorded the privilege of submitting to the Committee its own
names to be placed in nomination. The Nominating and Member-
ship Committee shall afford a fair opportunity for the existing
members of the corporation to submit names for its consideration.
After due consideration of all proposed nominees, the Nominating
and Membership Committee shall prepare a slate of nominees
for election. There shall be one nominee for each member to be
elected at the ensuing annual meeting. The Committee's slate
of nominees shall be submitted to the membership with the notice
of meeting required by By-Law 21.

(c) At the annual meeting, any member may place in nomination
from the floor any name which has previously been duly sub-
mitted to the Nominating and Membership Committee for
nomination at such annual meeting but has been omitted from
the Committee's slate. In addition, any group of members present
at the meeting whose number shall be at least ten per cent of
the number of all members in office may place names in nomina-
tion which may not have been previously submitted to the
Nominating and Membership Committee.

(d) In all elections of members, each member voting may cast one
vote for each position to be filled. Each vote shall be for a separate
candidate, cumulative voting not being permitted.

Vacancies 14. The Board of Trustees may appoint persons to fill any vacancies in
the membership occurring from time to time through death or resigna-
tion, or, in the case of a By-Law 7 Governmental Representative,
through cessation or loss of governmental office; provided, however,
that any such appointment shall be approved by the membership
before the appointee shall become a member.

Limitation on
Term of Office

15. Members, except those designated in By-Law 7, may not be nominated,
elected or appointed so as to serve more than two successive three-year
terms. A person ineligible for membership by reason of the foregoing

8



shall again become eligible after a one-year absence from the
membership.

16. Any member who without just excuse repeatedly and continually fails
to attend meetings of the corporation, or of the Board or any com-
mittees of the corporation of which he may be a member, may be
removed from office by the Board of Trustees.

MEETINGS OF MEMBERS OF THE CORPORATION

17. The first meeting of the members of the corporation shall be held at
such time and place as shall be determined by the incorporators of
the corporation.

18. An annual meeting of the members of the corporation shall be held
on the third Wednesday of October of each year at such hour and
place as shall be determined by the president; provided, that the
Board of Trustees may by action taken not later than sixty days
prior to the date as fixed above change the annual meeting to any
other business day in said month of October; and provided further
that if the annual meeting date is so changed, written notice thereof
shall be given to all the members of the corporation at least thirty
days in advance of the meeting. (Thus the first annual meeting, unless
changed in accordance with this By-Law, shall be held on October 20,
1971.) At the annual meeting a report shall be received from the
officers of the corporation with respect to the operations of the corpo-
ration during the preceding year, and its financial condition; members
of the corporation, trustees and committee members shall be elected;
and such other business shall be transacted as shall come before the
meeting.

19. In addition to the annual meeting, regular quarterly meetings of
the membership shall be held on the third Wednesday of January,
April, and July of each year, at such hour and place as shall be
determined by the president; provided, that by majority vote of the
members present at any meeting, one or more regular quarterly
meetings scheduled to be held subsequent thereto and prior to the
next annual meeting may be cancelled or the date thereof changed
to another business day within the indicated month.

20. Special meetings of the members of the corporation may be called
by the president, and shall be called by him on the request of ten or
more members of the Board of Trustees. Special meetings shall be
'held at such time and place as shall be determined by the president.
Business transacted at any special meeting shall be limited to matters
stated in the notice of the meeting.

21. At least ten days written notice shall be given to all members of the
corporation of each meeting of the members of the corporation (except
when a thirty-day notice may be required under the provision of
By-Law 18 permitting a change to be made in the annual meeting
date).

22. One-third of the members of the corporation shall constitute a quorum
for the transaction of business, and the acts of a majority of the
members present in person or by designated alternate at any meeting
at which there is a quorum shall be the acts of the members of the
corporation, except as otherwise provided by these By-Laws, the
Articles of Incorporation or the laws of the State of Michigan.

23. Each member may, by written notice to the secretary of the corpora-
tion, designate an alternate who, in the absence of the member at
any meeting, may attend, act and vote in the member's place and
stead except that he may not act as chairman in the event he is an
alternate for the chairman. In the event of the chairman's absence
from a meeting the assistant chairman, or in his absence, another
committee member, shall serve as chairman. Voting by means of
written proxies shall not be permitted.

Loss of
Membership

MEETINGS

First

Annual

Quarterly

Special

Notification

Quorum

Designation
of Alternates
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Reimbursement

Open Meetings

Parliamentary
Procedure

BOARD OF
TRUSTEES

Number

24. The members of the corporation shall receive no compensation for
their services as members of the corporation, but may be reimbursed
for expenses of attendance at meetings of the corporation, including
meetings of the Board of Trustees, committees established by these
By-Laws, and committees of the corporation which may hereafter
be created. The Board of Trustees shall determine an equitable policy
as to expenses to be reimbursed, giving special consideration to any
financial burdens upon low-income members.

25. All meetings of the members shall be open to the public, unless the
membership shall by .resolution declare that all or a portion of a
given meeting is not to be open to the public.

26. Any question concerning procedure arising at a meeting of the mem-
bers shall be resolved by the presiding officer in accordance with
these By-Laws, and in case of a question not clearly resolved by
reference hereto, the presiding officer shall resolve the question by
reference to the latest edition of Robert's Rules of Order Revised, and
the meeting shall proceed in accordance with his decision based upon
said Rules.

BOARD OF TRUSTEES-

27. The corporation shall have a Board of Trustees to consist of 41 mem-
bers of the corporation, provided that one of those members is an
official representative of the Michigan Association for Regional
Medical Programs.

Election 28. Members of the Board of Trustees shall be elected at each annual
meeting of the members of the corporation. As near as may be, one-
third of the number of trustees shall be elected at each annual meeting,
and the persons elected shall serve for three-year terms. Trustees
may by re-election succeed themselves and in case of re-election may
continue to serve as Trustees as long as they continue to be members
of the corporation.

Consumer
Representation

Election
Procedures

29. At all times a majority of the Board of Trustees must consist of
consumers, as defined in By-Law 5.

30. There shall accompany the notice of each meeting of the members
at which Trustees are to be elected a slate of nominees, prepared by
the Nominating and Membership Committee, for Trustees to be elected
at such meeting. Such nominations shall be designed, so far as
practicable, to maintain a balanced representation on the Board of
the various interests and groups, public and private, which compose
the membership of the corporation, and at the same time to maintain
a consumer majority. Additional nominations may be made by mem-
bers from the floor at the meeting upon the same conditions as are
stated in By-Law 13 (c), providing for floor nominations in the
election of members.

31. In all elections of Trustees, each member may cast one vote for each
position to be filled, e.g., if twelve Trustees are to be elected for a
three-year term, and there are twelve or more candidates for such
Trusteeships, each member shall vote for not more than twelve candi-
dates, and each vote shall be for a separate candidate, cumulative
voting not being permitted.

32. The Board of Trustees shall manage the affairs and property of the
corporation, elect officers of the corporation, and have such other
powers, authorities, duties and responsibilities as may be provided
or limited by these By-Laws, or are otherwise provided for the Board
of Trustees of a non-profit corporation by the Michigan General
Corporation Act.

Responsibilities

Vacancies 33. In the event that the number of members of the Board of Trustees
shall at any time be less than 41, by reason of death, resignation or
retirement, or for any other reason whatsoever, the Board of Trustees
may appoint a person or persons to fill such vacancy or vacancies;
provided, however, that any such appointment shall be approved by
the membership before the appointee shall take office as Trustee.

10



MEETINGS OF THE BOARD OF TRUSTEES
34. The first meeting of the Board of Trustees shall be held at such time

and place as shall be determined by the members of the corporation.

35. Regular meetings of the Board of Trustees shall be held monthly at
such time and place as shall be fixed by the Board or by the president
of the corporation.

36.: Special meetings of the Board of Trustees may be called by the
president and shall be called by him upon the written request of five
members of the Board of Trustees. Business, transacted at a special
meeting of the Board of Trustees shall be limited to the matters
stated in the notice of the meeting.

37. At least seven days written notice shall be given for each meeting of
the Board of Trustees, whether regular or special.

38. A majority of the members of the Board of Trustees shall constitute
a quorum for the transaction of business, and the acts of a majority
of the members of the board present at any meeting at which there
is a quorum shall be the acts of the Board, except as otherwise pro-
vided by these By-Laws, the Articles of Incorporation, or the laws
of the State of Michigan.

39. All meetings of the Board of Trustees shall be open to the public,
unless the Board shall by resolution declare that all or a portion of
a given meeting is not to be open to the public.

EXECUTIVE COIMITTEE
40. There shall be an Executive Committee of the Board of Trustees, to

consist of eleven trustees appointed by the Board, which may meet
between meetings of the Board, and shall perform such duties as may
from time to time be delegated to it by the Board of Trustees; pro-
vided, however, that all actions taken by the Executive Committee
between meetings of the Board shall be fully reported to the Board
at the ensuing meeting of the Board.

41. The eleven members of the Executive Committee shall include the
president, the secretary and the treasurer of the corporation, who
shall be members of the Executive Committee by virtue of the offices
held by them. A majority of the Executive Committee shall consist
of persons who are consumers, as defined in By-Law 5.

42. Meetings of the Executive Committee shall be held at such time and
' place as shall be determined by the president of the corporation. At
least two days' written notice of each meeting of the Executive Com-
mittee shall be given to all members of the Executive Committee, at
their latest addresses appearing on the records of the corporation.
A majority of the members of the Executive Committee shall constitute
a quorum at all meetings; and a vote of a majority of the members
present at any meeting shall be the action of the Committee.

NOMINATING AND MEMBERSHIP COMMITTEE
43. There shall be a Nominating and Membership Committee consisting

of 16 members of the corporation which shall carry out the responsi-
bilities conferred upon it in these By-Laws and perform such other
duties with respect to questions of membership, nominations and
elections as may be delegated to it by the membership of the
corporation.

44. A majority of the membership of the Nominating and Membership
Committee shall consist of consumers as defined by By-Law 5.

45. The members of the Nominating and Membership Committee shall
- be elected by the members of the corporation. At the first meeting

of the members of the corporation, all sixteen members of this Com-
mittee shall be elected. Each Committee member's term shall be
coextensive with his term as a member of the corporation. Successors

MEETINGS

First

Monthly

Special

Notification

Quorum

Open

EXECUTIVE
COMMITTEE

Number

Composition

Meetings

NOMINATING AND
MEMBERSHIP
COMMITTEE

Number

Consumer
Representation

Election

Term of
Office
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Vacancies

PLANNING
COMMITTEES

Membership

Procedures

Officers

to Committee members whose terms shall expire, shall be terminated,
or who shall die or resign, shall be elected by the members of the
corporation at any annual meeting. In the interim period vacancies
on the Nominating and Membership Committee may be filled by the
Board of Trustees with full power, provided, however, that these new
members' continuance after the next regular meeting of the member-
ship is confirmed by members of the corporation or they are replaced.

46. As soon as possible after the election of the Nominating and Member-
ship Committee at the first meeting of members of the corporation,
the Committee shall meet, appoint a chairman and a secretary, proceed
to select a slate of nominees for election to the Board of Trustees and
also to select nominees for election as members of any Planning
Committees established by the members of the corporation.

PLANNING COMUTTEES

-47. The members may, at the first meeting or any annual or regular
meeting, or at any special meeting called for such purpose, establish
any number of committees, each consisting of 15 to 25 members of
the corporation, to deal especially with health planning problems
within enumerated categories - e.g., a committee on Development
of Community Health Services, a committee on Health Facilities, a
committee on Environmental Health, a committee on Mental Health,
a committee on Health Personnel, and a committee on Occupational
Safety and Health (hereinafter called Planning Committees).

48. All of the members of a Planning Committee, except members to be
appointed by the Board of Trustees as hereinafter provided, shall be
elected directly by the membership. Members of a Planning Committee
shall serve for terms which are coextensive with their respective trms
as members of the corporation. Successors to elected Planning Co'm-
mittee members whose terms expire (and who shall not be re-elected
to membership), or who shall die of- resign, shall be elected by the
members of the corporation at any annual or regular meeting or at
any special meeting called for that purpose. Nominations for such
Planning Committee members shall be made by and received from
the Nominating and Membership Committee and elections shall be
conducted following as nearly as possible the procedure elsewhere
established in these By-Laws for the election of members of the
corporation. In addition to the Planning Committee members elected
directly by the general membership, two members of the Board of
Trustees, to be appointed from time to time by the Board, shall be
members of each Planning Committee.

49. Each Planning Committee shall make its own rules of procedure,
provided, however, that it must elect at least annually from the
Committee membership a chairman and assistant chairman at its first
meeting following the annual meeting of the corporation. The com-
mittees may elect such other committee officers as they deem
necessary or expedient. A majority of the members of a Planning
Committee shall constitute a quorum. A Planning Committee may
also establish one or more Ad Hoc Advisory Committees - whose
membership need not consist of members of the corporation or of a
majority of consumers and need not reflect the composition of the
general membership - to study and make recommendations and
reports to the Planning Committee on particular planning problems;
provided, always, that the hiring and direction of staff employees of
the corporation, and the payment of compensation for services of
consultants or professional advisors shall at all times be and remain
under the exclusive control of the Board of Trustees, except as may
be specifically delegated by the Board.

50. After reviewing any report and recommendation of an Ad Hoc
Advisory Committee concerning a particular planning problem, a
Planning Committee shall report and make its recommendations to
the Board of Trustees with respect thereto, and the Board of T rustees
shall review said report and recommendations and make its determina-
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tion in the matter. In the event that Board action is inconsistent with
recommendations of the Planning Committee, the Planning Committee
may instruct the Board to place the question before the membership
of the corporation at the next regular or special meeting of the
members of the corporation, and the Board shall in case of such
request see that such question is placed on the agenda for such
meeting. The members of the corporation shall at such meeting
attempt to resolve any differences between the Board and the Planning
Committee by appropriate action.

OTHER COMItTTEES
51. The members and the Board of Trustees may from time to time create

other committees, determine their powers and duties, elect or appoint
their members, prescribe procedures for meetings and action at meet-
ings, and confer other appropriate authorizations and prescribe
limitations with respect thereto. Members of such committees may,
but need not, be members of the corporation or of the Board of
Trustees.

REFLECTION OF MEMBERSHIP COMPOSITION
IN BOARD OF TRUSTEES AND COMMITTEES

52. The Nominating and Membership Committee and the Board of
Trustees, in all matters of nomination and appointment with which
they are concerned, shall follow the objective that the composition
of the general membership is to be reflected so far as possible in the
Board of Trustees and other committees of the corporation (other
than Planning and Ad Hoc Advisory Committees); and to that end
successors to members or Board or committee members who terms
expire, or who shall die or resign, etc., shall be chosen who will
represent as nearly as possible the interest or interest group repre-
sented by the members being replaced.

RELATIONSHIPS WITH OTHER PLANNING
AGENCIES IN SOUTHEASTERN MICHIGAN

53. The members of the Board of Trustees shall take appropriate actions
to ensure cooperation with other general health and health-related
planning agencies including those which may hereafter be organized
on a more localized basis within the Planning Area.

OFFICERS
54. The officers of the corporation shall be a president, an executive

director, a secretary and a treasurer, and if the Board of Trustees
shall so determine, a vice president or vice presidents, an assistant
secretary or assistant secretaries, and an assistant treasurer or
assistant treasurers. The president of the corporation shall be a
member of the Board of Trustees.

55. Officers of the corporation shall be elected by the Board of Trustees.
Officers shall hold their offices for such terms as may be fixed by
the Board.

56. The president shall be the chief executive officer of the corporation,
shall preside at meetings of the members and the Board of Trustees,
and shall have such powers and duties as are vested in the president
of a corporation by law or custom, or by these By-Laws, and as may
be determined from time to time by the Board of Trustees.

57. The executive director shall be the chief planning officer of the
corporation, subject to the authority of the president of the corpora-
tion. He shall be employed solely by the corporation. He shall super-
vise and direct all the planning activities and projects of the corpora-
tion. He shall meet with the Board of Trustees regularly and with
the various Planning Committes. He shall provide continuing informa-
tion as to the activities of the staff to the Board of Trustees and the
various committees of the corporation, the membership and the public.
He shall have such other powers and duties as may be determined
from time to time.

OTHER
COMMITTEES

COMPOSITION OF
BOARD AND
COMMITTEES

EXTERNAL
RELATIONSHIPS

OFFICERS

Number

Election
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POWERS

RESPONSIBILITIES
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RESPONSIBILITIES OF
THE SECRETARY

RESPONSIBILITIES OF
THE TREASURER

RESPONSIBILITIES OF
THE ASSISTANT
SECRETARY AND
ASSISTANT
TREASU RER

BONDS

CHECK
SIGNATORS

CONTRACTS

58. The secretary shall attend all meetings of the members of the corpo-
ration and all meetings of the Board of Trustees, and record the
minutes of the meetings in a book to be kept for that purpose. He
shall give or cause to be given notice of all meetings of the members
of the corporation and the Board of Trustees, and shall perform such
other duties as may be prescribed by the president, under whose
supervision he shall be. The secretary may delegate any of his duties,
powers and authorities to one or more assistant secretaries, unless
such delegation be disapproved by the Board of Trustees.

59. The treasurer shall have custody of corporate funds and securities,
and shall keep full and accurate accounts of receipts and disburse-
ments in books belonging to the corporation, and shall deposit all
moneys and valuable effects in the name and to the credit of the
corporation in such depositories as may be designated by the Board
of Trustees. He shall have the responsibility for making recommenda-
tions to the Board of Trustees with respect to investment of the funds
of the corporation. He shall render to the president and the Board
of Trustees, whenever they may require it, an account of the financial
transactions and conditions of the corporation. The treasurer shall
also be responsible for obtaining a certified audit of the books and
financial records of the corporation annually. The report of the
audit shall be submitted to the Board of Trustees no later than three
calendar months following the end of the fiscal year. The treasurer
may delegate any of his duties, powers and authorities to one or more
assistant treasurers, unless such delegation be disapproved by the
Board of Trustees.

60. The assistant secretaries shall perform the duties and exercise the
powers and authorities of the secretary in case of his absence or
disability. The assistant treasurers shall perform the duties and
exercise the powers and authorities of the treasurer in case of his
absence or disability. The assistant secretaries and assistant treasurers
shall also perform such duties as may be delegated to them by' the
secretary and treasurer, respectively, and also such duties as the
Board of Trustees may prescribe.

BONDS
61. The Board of Trustees of the corporation may require any officer,

agent or employee to give bond for the protection of the corporation,
in such sum and with such surety or sureties as the Board may deem
advisable. Premiums on such bonds shall in all cases be paid by the
corporation.

CHECKS AND OTHER INSTRUMENTS
62. All checks, drafts, or demands for money, and notes of the corporation,

shall be signed by such officer or officers or such other person or
persons as the Board of Trustees may from time to time designate.

63. The Board of Trustees may in any instance designate the officers and
agents who shall have authority to execute any contract, conveyance,
or other instrument on behalf of the corporation, or may ratify or
confirm any execution. When the execution of any instrument has
been authorized without specification of the executing officers or
agents, the president or any corporate officer specifically authorized
by him may execute the same in the name and on behalf of the
corporation.

NOTICES AND WAIVERS OF NOTICE
64. All notices of meetings required to be given to any member of the

corporation or any member of the Board of Trustees, or of the Execu-
tive Committee, may be given by mail, telegram, radiogram or cable-
gram to such member at his last address as it appears on the books
of the corporation, and in default of such address, to such member
at the general post office in the City of Detroit, Michigan. Such notice
shall be deemed to be given at the time when the same shall be mailed -
or otherwise dispatched.

NOTIFICATION
OF MEETING
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65. Notice of the time, place and purpose of any meeting of the members
of the corporation or any meeting of the Board of Trustees, or of
committees of the corporation, may be waived by telegram, radiogram,
cablegram, or other writing, either before or after the meeting, or in
such other manner as may be permitted by the laws of the State of
Michigan. Presence at a meeting without objection to the manner in
which notice has been given shall constitute waiver of notice of the
meeting.

INDEMNIFICATION.
66. The corporation shall indemnify each member of the Board of Trustees

and each officer of the corporation, at any time in office, against
expenses actually and necessarily incurred, in connection with the
defense of any action, suit or proceeding to which he is made a party
by reason of being or having been a member of the Board of Trustees,
or officer of the corporation, except in relation to matters as to which
any such person shall be adjudged in such action, suit or proceeding
to be liable for negligence or misconduct in the performance of duty
and as to such matters as shall be settled by agreement predicated
on the existence of such liability. The foregoing requirement -of
indemnification shall not exclude any member of the Board of Trustees
or officer from any other rights of indemnification or otherwise to
which such a person may be entitled as a matter of law.

AMENDMENTS
67. The By-Laws of the corporation may be amended, altered, added to

or repealed, in whole or in part, by majority vote of the members
of the corporation present at any meeting wherein changes in the
By-Laws may properly be voted upon; provided, however, that in
order for any such change in the By-Laws to pass, the votes in favor
of the change must be greater than one-third of the whole number
of members then in office.

68. Changes in the By-Laws may be initiated and proposed for considera-
tion at a meeting of the members only in accordance with the following
procedures:

(a) The Board of Trustees may initiate such changes by means of
written notification to the members of the full text of the pro-
posed change or changes, which notification shall accompany the
written notice of meeting required by By-Law 21.

(b) Any group composed of ten percent or more of the members may
intiate such changes by submitting to the Board of Trustees, at
least thirty days prior to the date fixed for the next meeting of
members, the full text of the proposed change or changes. The
Board of Trustees shall be obligated to submit such proposed
changes to the members in writing in the same manner as specified
in subparagraph (a) for changes initiated by the Board. The
Board shall state in its notification to members whether it recom-
mends adoption or defeat of such proposed changes.

(c) Any By-Law proposals submitted in accordance with subpara-
graphs (a) or (b) hereof must be considered and voted upon at
the ensuing meeting of the members.

69. The fiscal year of the corporation shall be January 1 - December 31.

70. There shall be a Finance Committee consisting of- seven members of
the corporation which shall perform such duties with respect to
questions of financing the corporation as may be delegated to it by
the Board of Trustees. The members of the Finance Committee shall
be designated by the president. Each Committee member's term shall
be coextensive with his or her term as a member of the corporation.
Successors to Committee members whose term shall expire or shall be
terminated, or who shall die, or resign, shall be appointed by the
Board of Trustees.

WAIVER O
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APPENDIX E - CUP Council of Southeastern Michigan,
Board of Trustees (November, 1970)

(Source: 1970 CHPC-SEM Grant Application)
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APPENDIX F - Summary Budget for CHP Council of
Southeastern ichigan, 1970

(Source: 1970 C1!PC-SE Grant Application)



COMPREHENSIVE HEALTH PLANNING COUNCIL
of.SOUTHEASTERN MICHIGAN

921 Penobscot Building, Detroit, Michigan 48226

SUMMARY BUDGET FOR CHPC

A. Personnel
Professional Salaries
Clerical Salaries
Fringe Benefits

$145,000
37,000
21,840

B.

C.

D.

E.

F.

G.

H.

Consulting Services

Furniture & Equipment

Supplies .

Travel and Parking

Other (Staff Expense, Rent, Phone, etc.)

Contracts

Consumer Participation

$203,840

14,500

17,206

8,000

7,140

33,940

300,374

15,000

$600,000

sv 

4 
11



APPENDIX G - Contract for Performance of Health Facilities
Planning in Southeastern Michigan

(Source:1970 CIHPC-SEM Grant Application)



GRANT APPLICATION

APPENDIX "G"

CONTRACT FOR PERFORMANCE OF
HEALTH FACILITiES PLANNING IN SOUTHEASTERN MICHIGAN

THIS AGREEMENT, entered into this 1st day of August, 1970, between
GREATER DETROIT AREA HOSPITAL COUNCIL, INC.; a Michigan non-profit
corporation (hereinafter called "Hospital Council") and the COMPREHENSIVE

HEALTH PLANNING COUNCIL OF SOUTHEASTERN MICHIGAN, INC., a
Michigan non-profit corporation (hereinafter called "'CHPC"), WITNESSETH:

WHEREAS, it is desired by the parties hereto, and by the United States

Department of Health, Education andWelfare that there be improved and in-

tensified health facilities planning in Southeastern Michigan, and

WHEREAS, CHPC is in the process of making application to the Depart-

ment of Health, Education and Welfare for an operating comprehensive areawide

health planning Federal grant for the purpose of implementing such planning, and

WHEREAS, Hospital Council has experience and community support for

health facilities planning in Southeastern Michigan and is actively doing such

planning; and said Hospital Council is desirous of undertaking further such planning,

and

WHEREAS, the parties desire to set forth their agreement concerning the

use of part of a grant which may be obtained by CHPC for the above purposes

from the Department of Health, Education and' Welfare and the mutual rights
and responsibilities of the parties with respect to the carrying out of health

planning services contemplated by such planning grant.

NOW THEREFORE, the parties hereto do mutually agree as follows:

1. This agreement shall become operative at such time as a planning

grant to CHPC sahll be received by CHPC from the Department of Health, Education
and Welfare.

2. CHPC shall distribute the Hospital Council's portion of the monies
($240,374 - See Addendum for detail) as indicated in the planning grant application,

to Hospital Council to enable the latter to carry out the health planning services

described in part Ill B, 1, 2 and 3 (pp. 7-10) and part IV C, 1 (pp 26-27) of the Work
Program (Section V) of said planning grant application. In general, such services

to be performed by the Hospital Council include:

a) updated identification of all available hospital and

related health care facilities and services including ex-

tended care and.nursing home facilities and services, and



APPENDIX "G" - Contract for Performance
of Health Facilities Plarning 'n Southeastern Michigan Page 2

b) detailed data describing faci ity utilization by
service and by patient origin

c) assist health facilities in developing major
capital expenditure program prop osals to assure their

conformity to demonstrated community need and their

financial feasibility and their consistency with corm-

munity priorities

d) developmen} of planning guidelines in the following

area:

1. Specialized hospital services -will inventory,
assess, and develop guidelines for such specialized

hospital services as cobalt therapy, coronary care, .

neonatal intensive care, open heart surgery, renal

dialysis, etc.

2. Bed need determination - by utilizing patient

origin informarion, past utilization trends, 'and
population characteristics a regression model will be

developed to project acute care bed needs by service.

3. Ambulatory care - after evaluating ambulatory
care data, will develop guidelines for the development

of a regional system of emergency departments and

outpatient departments.

4. . Long term care - after evaluating levels of care

provided in nursing homes, will develop long term care

' guidelines on a regional basis.

e) evaluation of hospital proposals for modernization, ex-
pansion, mergers, replacement, and new construction,and

f) assistance in developing comprehensive maternal and

infant care programs, and

g) continue to promote and staff joint hospital planning
committees, and

h) continued support to smaller hospitals as they consolidate
their services and work toward merger.
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3o Hosptal Council wtiI use and expend the subject grant in accordance
with the a-propriated por-on of the indkcated budget which forms a part of the
planndng grant application.

4,, Services o be performed by HOSPtal CouNcil hereunder shall
commence on or about December s, 1970, and shal be completed on or about
November 30, 1971. Distrib; ons of monies hereunder from CHPC to Hospital
Counci sha l commence on or about December 1, W970, and thereafter be made
at intervals as shall be mutually agreed upon by the parties and as shall be
sufficient to enable Hospital Council to carry out is functions hereunder,

5. Between December 1, 1970 and November 30, 1971, Hospital
Council shall periodically, and at any time upon request, report to CHPC
concerning its progress,accompl ishments and any proposals or recommendations
which have been developed as a result of the activities of the Council carried
out by virtue of the planning grant monies. CHPC shal evaluate said reports
and in the event of any deficiencces therein shall confer with Hospital Council
concerning said report ard means of improving the performance of Hospital
Council hereunder. As soon as reasonably possible after November 30, 1971,
Hospital Council shall submit to CHPC an updated report as to the progress,
accomplishments, and any proposals or recommendations of Hospital Council,
CHPC may call for any underlying data developed by Hospital Council in
connection therewith.

6. In order that the respective activies of CHPC and Hospital
Council in the health planning field shall be coordinated and not wastefully
duplicative, and for purposes of general guidance and information exchange,
there shall be regularly scheduled point staff meetings behveen CHPC and

,Hospital Council during the period of this contract.

7. The personnel and staff of Hospital Council shall be and remain
under the direct supervision and control of Hospital Council and not CHPC.

8. This contract shall not be assigned by either party.

IN WITNESS WHEREOF, the parties have executed this contract in
duplicate original as of the day and year first above written.

* * * * *
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GRANT APPLICATION

APPENDIX "H"

CONTRACT FOR PROFESSIONAL SERVICES
With

Southeast Michigan Council of Governments

THIS AGREEMENT, made and entered into this 15th clay of September, 1970,
between SOUTHEAST MICHIGAN COUNCIL OF GOVERNMENTS, a Regional
Planning Commission (hereinafter called "SEMCOG "), and the COMPREHENSIVE
HEALTH PLANNING COUNCIL OF SOUTHEASTERN MICHIGAN, INC., a
Michigan non-profit corporation (hereinafter called "CHPC"), WITNESSETH:

WHEREAS, it is desired by the parties hereto, and by fhe United States
Department of Health, Education and Welfare that there be continued development
of an effective partnership between the public and private sectors of health care
and protection in Southeastern Michigan; that CHPC be responsible for the stimu-

lation of community discussion regarding the identification of health goals and
needs, and the coordination and maximum utilization of all existing and planned
facilities, services, and manpower in the fields of physical, mental, and en-

vironmental health, and

WHEREAS, it is desired by the parties hereto, and by the United States
Department of Health, Education and Welfare that there be improved and in-
tensified planning to create a regional mechanism to monitor environmental

quality and develop appropriate relationships for defining environmental quality
and bringing environmental conditions to standard in Southeastern Michigan,
and

WHEREAS, it is desired by the parties hereto, and by the United States
Department of Health, Education and Welfare that there be established a demo-
graphic data bank for each area of CHPC concern, that the development of this
data bank be an ongoing project and be coordinated with existing data collection
bodies, and that there be planning to establish a central clearinghouse for all
health and health related data, and

WHEREAS, CHPC is in the process of making application to the United
States Department of Health, Education and Welfare for an operating comprehensive
areawide health planning Federal grant for the purpose of implementing such
planning, and

WHEREAS, SEMCOG has experience and community support for environmental
health planning in Southeastern Michigan and is actively doing such planning and

is desirous of continuing and exploring its activities in this area, and

-continued-
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WHEREAS, SEMCOG is recognized by the United States Bureau of the Census

as a Census Summary Tape Processing Center and, as a joint proect of SEMCOG's

Office of-Planning Services and office of Data Systems, is desrious of continuing

and expanding the benefits and capabilities of its data service function to CHPC, and

WHEREAS, the parties desire to set forth an agreement concerning the use of

part of a grant which may be obtained by CHPC for the above purposes from the

United States Department of Health, Education and Welfare and concerning the

mutual rights and responsibilities of the par es with respect to the carrying out of

health planning services contemplated by such planning grant,

NOW THEREFORE, the parties do hereto mutually agree as follows:

1. This agreement shall become operative at such time as a

planning grant to CHPC shall be received from the United

States Department of Health, Education and ' Welfare.

2. CHPC shall distribute to SEMCOG that portion of the
monies ($60,000), as indicated in the planning grant

application, to enable SEMCOG to carry out the en-

vironmental health planning services and provide

demographic data and related information system as-

sistance as described in the Work Program of said

planning grant application.

3. SEMCOG shall do, perform and carry out in a

satisfactory and proper manner, as determined by

CHPC, the following services:

A. Environmental Health Planning

1) In conjunction with the appropriate categorical
planning committee of CHPC, identify the

necessary participants to establish a high level

task force with broad representation from both

consumers and providers. and both public and

private interests.

2) Prepare brief papers on the following topics:

a. Elements of the environment to be dealt
with;

b. Goals and obiectives for an environmental
program;

-continued-
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c. Mechanisms for establishing environmental
standards;

d. Mechanisms for monitoring the environmental
and relationships necessary to do so;

e. Mechanisms and mandates for enforcement and
control of environmental standards.

3) Assist the task force in seeking solutions for resolving en-
vironmental health problems and in implementing solutions
on a demonstration basis.

4) Assist the task force to develop mechansims to measure the
quality of the environment on an ongoing basis.

5) Assist the task force to outline specific short and long range
goals to be used by CHPC to assist in the amelioration of
environmental health problems.

6) Assist the task force to outline recommendations and action
strategies pertaining to "b" above.

B. Information Services Program

1) SEMCOG will provide CHPC with its own copies of computer
files in anticipation of CHPC's future need for its own individu-
al information system or health data clearinghouse.

2) The "products" of this information service program will provide
CHPC with graphic materials which may be utilized in a variety
of media, such as in seminars -s well as reports.

3) Although SEMCOG is responsible for delivering specific end
products, it is understood that, unless other provisions are
nade, CHPC will be intimately involved in the development
of the data files and end products for CHPC. In this way,
because of greater understanding of the data, the CHPC
staff will be able to make more effective use of the information.
products and be better able to develop the overall CHPC
Information System.

-continued-
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4) CHPC may develop its own unique schedule of priorities
and assignments, Since SEMCOG has an array of data .

at its disposal, CHPC can be provided unique project
information as the need arises.

5) While the health data needs will be determined by CHPC,
SEMCOG will provide the following information and
services:

a. Demographic Information (Population characteristics,
distribution and migration as related to employme nt,
income, housing, socio=economic conditions, etc.)

The purpose of this service is to establish a primary
data base utilizing 1970 Census Data. This includes:

i. Membership in SEMCOG Summary Tape
Processing Center.

ii. Receipt of standardized Census Reports
including population, housing and other
information.

iii. Special reports

On request by C HPC for Specat and urique
tabulation of Cenrsus data, separate tabulation:

will be run and reports prepared as specified.
These reports may include:

(a). Mutilvariate analysis, file searches
and analysis.

(b). Relating different type of information
to small geographic areas, political
jurisdictions, or census blocks,

(c). Displaying information through com-
puter mapping and graphs.

(d). Compilations on designated health and
social indications from small or large

areas of the mreb-ropoitan area,

-conti nuedo-
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6) Computer Systems -- Technical Assistance

a. -Assistance will be rendered, on request, to assist

CHPC in defining a strategy and program require-

ments, costs and approaches necessary to develop
a central clearinghouse for all health and health

related data,

b. Assistance will be rendered, on request, toCHPC
in coordinating state and regional health infor-.

mation systems plans and planning data needs.

4. SEMCOG shall commence the work required by this Agreement on the date

specified in a written notice to proceed and will complete the work specified

within 12 consecutive months after the data of the aforesaid written notice

to proceed, unless the time therefore is extended by mutual agreement of

the parties hereto as evidenced by letters from each to the other.

5. For the services performed and expenses incurred by the Consultant under

this Agreement, it is agreed that the total cost shall not exceed the amount

of $60,000 without the written approval in the form of a Supplemental .

Agreement hereto.

CHPC agrees to pay SEMCOG on a monthly basis, upon proper invoices

and certification for services actually performed hereunder, within thirty

(30) days.

Checks in payment for services rendered hereunder shall be drawn to the

order of the SEMGOC -nd mailed to its address.

SEMCOG shall maintain accounting records and other evidence pertaining
to the costs incurred and make the records available at its office at all

reasonable times during the contract period and for three (3) years from

the date of final payment of Federal funds to CHPC with respect to the

Planning Grant. Such accounting records and other evidence pertaining

to the costs incurred will be made available for inspection by CHPC, or
any authorized representative of the Federal Government, and copies

thereof shall be furnished if requested.

6. CHPC may at any time, by written order, make changes in the work and

services to be performed under this Agreement and within the general

scope thereof, If such changes cause an increase or decrease in the

cost of performing the work, and services under this Agreement, or in
the time required for its performance, and equitable adjustment shall 6e

made and the Agreement shall be modified in writing accordingly.

-contiUedt-
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. 7. Personnel

S EMCOG represents tkat it has, or will secure at its own expense, all

personnel required in performing the services under this Contract,

All of the services required hereunder will be performed by SEMCOG or
under his supervision, and all personnel engaged in the work shall be
fully qualified and shall be authorized under State and local law to
perform such services,

8. General

All Studies, procedures andt estimates made in connection with these
services are subject to review and approva! of CHPC for completeness
and fulfillrert of the requirements of this agreement.

The interests of CHPC require close cooperalion, and SEMCOG shall
confer as necessary and cooperate with CHPC in order that the work
may proceed in a mutually satisfactory manner.

SEMCOG skal appear before the CHPC or other agencies as may be
requested by CHPC for presentation of its findings, recommendations,
conclusions, and pertinent material.

During the performance of work under this Agreement, SEMCOG shall
submit to CHPC, five (5) copies of progress reports, completely and
clearly stating the current status of SEMCOGes work under this Agree-
ment.

All reports, estimates, memoranda and other papers and documents sub-
mitted by SEMCOG shall be dated and bear SEMCOG's name.

9. SEMCOG agrees it will not discriminate against any employee or app-
licant for employment, to be employed in the performance of this Con-
tract, with respect to his hire, tenure, terms, conditions or privileges
of employment, or any matter directly or indirectly related to employ-
ment because of his race, color, religion, national origin, ancestry,
sex, or age except when based on a bona fide occupational qualification.
Breach of this covenant may be regarded as a material breach of this
Contract.

10. SEMCOG shall make abailable to CHPC all of the data, reports, analysis,
drawings, maps, talbes and other pertinent background information re-
lated to the work under this agreement.

-contionuedo=
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11. This contract shall not be assigned by either party.

IN WITNESS WHEREOF, the parties have executed this contract in duplicate
original as of the day and year first above written.

COMPREHENSIVE HEALTH PLANNING
COUNCIL OF SOUTHEASTERN MICHIGAN

SOUTHEAST MICHIGAN COUNCIL
OF GOVERNMENTS

ATTEST: ATTEST:

BY
Executive Director(Title)

BY
(Title)

** k k k *ck
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Five Months Ended April 30, 1973, for
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(Source: CIPC-SE.1 Document, May, 1973)



COMPREHENSIVE HEALTH PLANNING COUNCIL OF SOUTHEASTERN MICHIGAN
1300 Book Building, Detroit, Michigan 48226, Telephone 964-6950

STATEMENT OF REVENUES AND EXPENDITURES

Five Months Ended April 30, 1973

F U N D S
General HEW Grant

8 Month
BudgetTotal

Revenues:

City of Detroit
Grant from HEW
Health Insurers
Hospitals
Macomb County
St. Clair County
Washtenaw County
Michigan Hospital Service
United Health Organization
Unpledged Matching Required

$ 5,000.00
171,055.00

400.00
19,733.59

7,700.00
1,166.70
3,033.31

58,333.00
77,000.00

$ 5,000.00

400.00
19,733.59
7,700.00
1,166.70
3,033.31

58,333.00
77,000.00

$1
171,055.00

$ 5,000.00
273,691.00

400.00
19,733.59
7,700.00
1,166.70
3,033.31
58,333.00
77,000.00
101,324.40

$547,382.00Total Revenues

Expenditures:

$343,421.60 $172,366.60 $171,055.00

Personnel
Consultant Services
Equipment
Supplies
Travel
Staff Expense
CHPC & Committee Meetings
Contracts
Other'

$138,613.39
500.00

5,808.26
2,946.89
7,248.61
4,626.95
1,342.95

112,430.00
21,261.26

$ 69,306.69
150.00

1,011.00
1,473.45
1,963.57
4,626.95

59,215.00
10,630.63

$ 69,306.70
350.00

4,797.26
1,473.44
5,285.04

---

1,342.95
53,215.00
10,630.63

$146,401.02

$243,424.00
3,400.00

15,720.00
8,000.00
14,800.00
9,080.00
3,200.00

193,624.00
56,134.00

$547,382.00Total Expenditures $294,778.31 $148,377.29

Excess of revenues over expenses $ 48,643.29 $ 23,989.31 $ 24,653.98
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APPENDIX J - State of Michigan health Facilities
Certification of Need Legislation,
Act No. 256, Public Acts of 1972

(Source: State of Michigan 76th Legislature,
Regular Session of 1972)



Act No.
Public Acts
Approved by

August 8,

256
of 1972
Governor

1972

STATE OF MICHIGAN

76TH LEGISLATURE

REGULAR SESSION OF 1972

Introduced by Rep. Huffman
Rep. Mahalak named as co-sponsor

Enrolled House Bill No. 4949

AN ACT to require certificates of need for new construction or conversion of,
addition to or modernization of health facilities; to provide for the issuing of
certificates of need; to establish a state health facilities commission; to provide
fees and penalties; and to make appropriations. -

The People of the State of Michigan enact:

Sec. 1. As used in this act:
(a) "Addition" means adding patient rooms to a health facility or the

adding of ancillary service areas or other accommodations resulting in a single
project cost including construction, engineering and fixed equipment in excess
of an amount which shall be determined by the director with the approval of
the state health facilities commission.

(b) "Certificate of need" means a certificate attesting to need for new
construction, or conversion of, addition to or modernization of a health facility.

(c) "Commission" means the state health facilities commission established
by this act.

(d) "Consumer" means any individual not connected, directly, with any
person, organization, corporation or institution associated with the provision of
health care and services. A doctor; nurse; administrator or operator of a hospital,

(170)



nursing home or home for the aged; agent or employee of a health insurance
provider; a pharmacist; or one who contracts to peronn services for the fore-
going is not a consumer.

) "Conversion" means converting an existing building not previously
licensed 'as - a health facility to such use or converting of an area of any other
institution to health facility use.

(f) "Department" means the department of public health.
(g) "Director" means the director of the department of public health.
(h) "Ilealth-faei ity'=a s.~a-;hospitaL.any-part-thereof.-licensed by- the

departmen t- of--public-hlealtl--in-accordance-withr-At--No. -17-of-the-Public--Acts-'
of-19 -being-sections-331All-to-331-.430-of-the Compiled Laws-of -1948-or-Act
No.-263 -of the-Public Acts -o[-1913,-as-amended,-bcing.sections -331A01- to 331.406---
of- the-Compiled -Laws-of-1948.

(i) "-Modernization-of- the-physical--plant" means..a-major-upgrading,--alter--
ation..or-change-in-function-of-arny-part -orarea -of -a- health-facility-resulting in-a.
-single-project. cost--including-construction,-engineering--and- fixed-equipment,
in-excess-of--an-amount -which--shall--be-determined -by-the- director--with-- the-
approval-of the- state-health -facilterommissicn- Modernization-shall-not-in-
cludl-norrnal-maintenance--and -operational- expensess

(j) "New construction" means construction of a health facility where a
health facility did not exist or construction as a replacement for an existing
health facility.

(k) "Person" means an individual, copartnership, corporation, association,
agency, organization or unit of government including any receiver, trustee or
assignee thereof.

Sec. 2. A state health facilities commission is created in the department of
public health. The governor shall appoint the members with the advice and
consent of the senate. The commission shall consist of 11 members, 6 of whom
shall be designated in conformance with the requirements of Public Law 88-443.
A majority of the members shall be consumers. Consumer members shall include
2 representatives from labor, 2 representatives from business and 3 representa-
tives of the public. In appointing the first members of the commission, the
governor shall designate 4 members for a term of 1 year, 4 members for a term
of 2 years and 3 members for a term of 3 years. Thereafter, members shall
be appointed for 3-year terms. A vacancy other than by expiration of term
shall be filled by appointment by the governor with the advice and consent of
the senate for the unexpired term. The members of the commission shall receive
$40.00 per day for each full day while on commission business and $20.00 for
each half day while on commission -business and shall be reimbursed for actual
expenses incurred in the performance of their official duties. Seven members-
constitute a quorum for the transaction of business. The chairman shall be
elected annually by the members of the commission and shall be a consumer.
The commission shall meet at the call of the chairman or the director and in
any case at least twice a year.

Sec. 3. (1) The commission shall advise and consult with the director
to implement the provisions of Act No. 17 of the Public Acts of 1968 and Act
No. 299 of the Public Acts of 1947, as amended, being sections 331.501 to
331.516 of the Compiled Laws of 1948, and the requirements of Public Law
88-443.

(2) The commission shall review all applications for certificate of need



denied by the director and shall conduct hearings when requested pursuant to
this act. Decisions made by the commission are binding on the director.

Sec. 4. A health facility shall not be constructed, converted, added to or
modernized subject to section 1 (i) without first obtaining a certificate of
need which documents a demonstrated need and grants permission for the
proposed project. The director shall promulgate rules, after prior consultation
with local and regional health planning agencies and the concurrence of the
state comprehensive health planning advisory council, subject to the approval
of the commission, in accordance with and subject to Act No. 306 of the Public
Acts of 1969, as amended, being sections 24.201 to 24.315 of the Compiled Laws
of 1948, to provide for the issuance of certificates of need. The director shall
submit periodic reports to the commission concerning certificates of need issued
and the reasons for granting the certificate. A certificate of need shall be
consistent with but need not necessarily follow exactly the state plan for hos-
pital and medical facilities construction and the policies and procedures gov-
erning the issuance of certificates of need required for projects under federal
grant-in-aid programs or federal loan guarantee programs. In instances where
a state or federal agency contracts with a health maintenance organization to
render comprehensive health care services, a certificate of need may be waived
for those inpatient and outpatient facilities that are necessary for the health
maintenance organizations to achieve maximum effectiveness in rendering
comprehensive health care services.

Sec. 5. Application for a certificate of need for new construction, conver-
sion, addition to or modernization of a health facility, shall be made to the
director on forms provided by him.

Sec. 5a. In evaluating an application for a certificate of need, the com-
mission shall take into account the following factors and criteria:

(a) The patterns and level of utilization, availability and adequacy of exist-
ing faciliti :, institutions, programs and services, in the immediate community
and region concerned.

(b) The degree to which the residents and physicians of the immediate
communit; and region concerned, are provided access to the services and pro-
grams of the health facility applying for the certificate of need.

(c) The availability, and adequacy and promotion of services such as
pre admission, ambulatory or home care services which may serve as alternatives
or substitutes for inpatient or resident care.

(d) The possible economies and improvement in service to be derived
from consolidation of highly specialized health facility services and from the
operation of cooperative or shared central services including but not limited
to laboratory, radiology, pharmacy and latindry service.

(e) The possible economies and improvement in patient or resident care to
be anticipated from affiliation or other contractual arrangements between facili-
ties, institutions and service agencies and organization.

(f) The availability of manpower.
(g) That the health facility does not discriminate because of race, religion,

color or national origin in any area of its operations including but not limited to
employment, patient admission and care, room assignment, and professional and
nonprofessional selection and training programs.

(h) In the case of a nonprofit hospital, that such health facility is in fact
governed by a body which is composed of a majority consumer membership.



(i) The applicant's ability to finance the project for which the certificate

of need is requested and ability to finance the operation of the health facility

following completion of the project.
(j) Local and_ regional rules, regulations and standards adopted by the

appropriate local and regional arcawide comprehensive health planning agencies

which reflect the conditions, problems and resources of the various areas rep-

resented by such agencies and which are not inconsistent with the foregoing
criteria.

(k) Such other factors and criteria which contribute toward the orderly

development of quality health care for all citizens.
Sec. 6. Before issuing a certificate of need, the director shall take actions

necessary to obtain all of the following:

(a) From the person applying for the certificate, evidence of his ability
to finance the construction, conversion, addition or modernization project for

which the certificate is requested and ability to finance the operation of the new,

converted or modernized facilities following completion of the construction,
conversion, addition or modernization.

(b) Recommendations from those local or regional area wide comprehen-

sive health planning agencies designated by the office of comprehensive state
health planning. Necessity for receiving the recommendations may be disre-

garded by the director when the recommendations are not provided within 30

days of written request for same. After receiving recommendations of the

regional areawide comprehensive health planning agency or after expiration of

the 30 days, the state department of public health shall act within 60 days. The

applicant and the areawide planning agency shall be allowed to appeal a negative
decision, based on causes shown by the department.

(c) Advice and counsel from the commission in those instances when local

or regional areawide comprehensive health planning agency recommendations

are not in agreement with the state plan for hospital and medical facilities

construction prepared in accordance with Act No. 299 of the Public Acts of
1947, as amended.

Sec. 7. The director shall require from the person applying for a certificate
of need a fee in the amount of % of 1% of the estimated cost of the new con-
struction, conversion, addition or modernization of the health facility including

cost of construction, engineering and equipment, subject to section 1 (i). The

fee shall not exceed $500.00 for 1 certificate.
Sec. 8. If when the person who applies for a certificate of need is aggrieved

by the decision of the director or if the recommendation of the local planning

council is not accepted then he or the local planning council may- request a

hearing to be conducted by the commission in accordance with and subject to

Act No. 306 of the Public Acts of 1969, as amended. If the certificate of need
is not granted by the commission or the person who applies for the certificate of

need is aggrieved by the decision of the commission, then he or the local
planning council may appeal to the circuit court of the county in which the

appealing health facility is located requesting an order reversing the decision

of the commission in the same manner as is provided for a civil suit.

Sec. 9. Notwithstanding the existence and pursuit of any other remedy, in

addition the commission or the director of public health may maintain an

action in the name of the state for injunction or other process against any person

to restrain or prevent the construction, conversion, addition or modernization



project, as described in this act, without a certificate therefor or in a manner
contrary to law.

Sec. 10. The state health facilities council as established under Act No. 17
of the Public Acts of 1968 is abolished and its functions, powers and duties
are transferred to the-state health facilities commission.

Sec. 11. There is appropriated to the state department of public health from
the general fund of the state for the fiscal year ending June 30, 1973, the sum
of $G0,000.00 or as much thereof as may be necessary to carry out the purposes
of this act.

Sec. 12. This act shall not become effective unless and until House Bill
No. 5574 of the 1971 regular session is enacted and becomes effective.

Clerk of the House of Representatives.

Se retary the Senate.

Governor.



APPENDIX K - State of Michigan Levislation Limiting
the Ability of Blue Cross Insurance Co.
to Refuse Payment to "Unapproved" Health
Facilities, Act No. 233, Public Acts of
1972.

(Source: State of Michigan 76th Legislature,
Regular Session of 1972)



HOSPITAL SERVICE CORPORATIONS-SUPERVISION
AND REGULATION

PUBLIC ACT NO. -233

HOUSE BILL No. 5574

AN ACT to amend section 3 of Act No. 309 of the Public Acts of 1939, en-
titled "An act to provide for and to regulate the incorporation of non-profit
hospital service corporations; to provide for the supervision and regulation
of such corporations by the state commissioner of insurance; and to pre-
scribe penalties for the violation of the provisions of this act," being section
550.503 of the Compiled Laws of 1948.

The People of the State of Michigan enact:
Section 1. Section 3 of Act No. 109 of the Public Acts of 1939, being section550.503 of the Compiled Laws of 194S, is amended to read as follows:

M.C.L.A. § 550.503
Sec. 3. Any such corporation may enter into contracts for the rendering of bos-pital service to any of its subscribers only with hospitals maintained by the state,or any of its political subdivisions, or the board of regents of the university ofMichigan. or maintained by a noiprofit corporation organized for hospital purposes.

Any such corporation shall not dery on th Ue: i ui a 1ack of commnunitv nece a
participating hspital contract with any nonprofit or governmental hospital licensed
by the department of public health in accord with Act No. 17 of the Public Acts
of 10tS, being sections 33.411 to 331.43U of the Comop;ed Laws of 104S, or any mu-
nicipality owned hospital exempt from such licensing, providing that the par-
ticipating hospital contract is applic.ble (mly to the number of acute general hospital
beds certified on July 1, 1971 by the state department of public health to the state
deparit meuit of social services, or the numnber of neure general beds for which at least
schematic plans for new construction or additions have been filed as of November 5,
1971 with the department of public health by hospitals that were licensed on July 1,
1971, or to the number of acute general hospital beds for which a certificate of need

Substantive changes in text indicated by underline

518

has been issued by the state departtmnt of public health: and further provided
that the hospital has btm iacrecrlit" d 11y (it her the jolint commission 'n the ac-
credit:atinna of hospitals or th e American osteopathic association. All contracts issued
by such ecoi loratijnu to the sulb-cribers shall constitute dirtec obili cations of the hos-
pital or hospitals with which such corporation has contracted for hospital service.
The rates charged to the subscribers for hospital service, and the rates of payment
of such corporation to the contracting hospitals, shall at all times be subject to the
tpproval of the commissionvr of insurance.

Section 2. This act shall not become effective unless and until House Bill No.
a949 of the 1971 Regular Session is enacted and becomes effective.

Approved July 27, 1972.



APPENDIX L - Committee Structure, CHIP Council of
Southeastern Michigan

(Source: 1970 CHPC-SEM Grant Application)
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APPENDIX M - Status Report on Grant Proposals Submitted to
CHP Council of Southeastern Michigan,1972

(Source: CHPC-SEM Document, January, 1973)
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APPENDIX N - A Brief History of the Columbus Hospital
Federation

(Source: "A Case Study of An Operating Planning
Agency: A Presentation, Institute for
Staffs of Hospital Planning Agencies,
Chicano, "The Columbus Hospital Federation,
1666 E. Broad Street, Columbus, Ohio,
December 12, 1966)



INTRODUCTORY REMARKS

Evening Session, Wednesday, December 14, 1966

By Grant A. Drennen
Associate Executive Director, The Columbus Hospital Federation

We have been asked to present a case history of The Columbus Hospital
Federation, and to do this three of our staff members will present three
important functions performed by the Federation.

Our Executive Director, Delbert L. Pugh, was to set the stage for these
presentations by giving an overview of Federation operations. He is conva-
lescing at home, and I can make some personal observations that he might not
have made.

It is most important to point out that the Federation was incorporated
in 1945 and has been under the direction of the same professional leadership
since that time with several of the original organizers still active in the
organization. These factors have provided a continuity of purpose and stability
that is perhaps unique in the field of community organization. The leadership
and vision of Del Pugh and the community leaders he recruited cannot be praised
highly enough in outlining these activities.

The Federation's prime purpose at the time of organization was the co-
ordination of planning and financing of hospital development, but other purposes
were included in the Code of Regulations which had to do with standards of
patient care, public relations, negotiations and such other activities as the
Board might decide to be in the interests of the community.

In the beginning, there was representation of many community organi-
zations, and the Code of Regulations spelled out that hospital representatives
were to be in the majority of Board Members. As the organization developed,
membership on the Board shifted to individuals selected because of community
leadership rather than individuals selected by other organizations. Since that
time the Board has had representation of medicine, hospital administration,
hospital trustees, and laymen from all segments of the community.

This structure existed for about 17 years in Franklin County, with a
metropolitan population of about 700,000. Some $70,000,000 of hospital projects
were coordinated during this period.

Then in 1962, a grant of funds from the Public Health Service made pos-
sible the expansion of council territory to include 35 other counties or about
447. of the land area of Ohio. I hesitate to add that this was not the desire
of the Federation staff,- but was instigated by the request of Blue Cross to
include several counties beyond the original twenty-odd considered by the Staff



to be our patient watershed, and further instigated by the Ohio Hospital
Association to include all counties of the Central District of O.H.A. It
was agreed by our Board to include these counties in a study area with the
provision that the area could be reduced by mutual consent of the Federation
and the county involved. At the present 'time, no county has requested termi-
nation of the arrangement and all but one county is participating in financial
sponsorship of the budget. Population of the area is 2.3 million people.

Our first plan was to use counties as building blocks or planning units
and to group them in zones of three to five counties. This provided thirty-six
county committees and nine zone committees. It was our-thought that the zone
committees would provide opportunities for meetings without extensive travel on
the part of local representatives. However, experience proved that the zone
meetings were too small to generate enthusiasm and difficult for the staff to
administer. During this time we found out that most Counties were capable of
generating enthusiasm within their own territory and could make planning de-
cisions when provided with guidelines, data and professional staff assistance.

Upon recommendation of the staff, the Regional Planning Committee, repre-
senting the Zones and Counties, voted to realign the outside counties into 3
Districts of 10 - 14 counties with about the same number of general hospitals in
each. Franklin County, with ten general hospitals and a population in excess of
the other districts, was designated as District I. The District Organization
provides a committee of about 35 representatives of counties, hospitals, medical
societies, health departments, commerce and industry. These committees have.an
educational and administrative function rather than a review function which is
now performed at the county level. Each District now has a functioning Admin-
istrators Council where the professionals in hospital management meet to discuss
the technical matters of hospital administration. Each Chairman of the District
Committees was nominated and elected to membership on the Federation Board of
Trustees. It is anticipated that other outstanding citizens of the Districts
will be nominated as Members-at-Large of the Board in future years.

Committees of the Board are being reorganized to include members from
various parts of the region. It is expected that these committees will develop
policies and programs for approval of the Board. These committees include
Medical Services, Financing Hospital Care, Education and Training, Chronic
Disease, Health Manpower and Planning. These changes are taking place slowly
and careful attention is being given to the selection of outstanding individuals
for these positions. Service on county and district committees will be a pre-
requisite in the future.

One of the considerations in the determination of District size was
financial. We felt that the Districts should be able to support a full-time
District Executive and the administrative overhead necessary to back him up
with office staff. A rule of thumb used in these estimates is double the District
Executive's salary which means that a district or service area should provide be-
tween $20,000 and $30,000 per year, or approximately $2,000 to $3,000 per year
per county. On 50% matching grants, these amounts are reasonable and feasible.
Al Hartmann can give you the details of formulae used to determine county allo-
cations. As expected, the larger areas had to carry more of the financial burden
until the service is developed and fully appreciated.
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APPENDIX 0 - The Mid-Ohio Health Planning Federation Board
of Trustees (1972)

(Source: 1972-1973 Mid-Ohio HPF Continuation Application)



APPENDIX D

THE MID-OHIO HEALTH PLANNING FEDERATION

BOARD OF TRUSTEES

The duties of the Board of. Trustees are set forth in the
Code of Regulations, a copy of which is included in the Appendix.
The Board of Trustees includes:

Provider Consumer

(1) Robert Adams, D.V.M.
(Franklin)
181 Washington Blvd.
Columbus, Ohio 43215 X

Dr. Adams, the Deputy Health Commissioner of the Columbus
Health Department, as long been recognized as a leader in
Environmental Health. He was a member of the original staff
group which prepared the Columbus Model Cities Application
for the Mayor of Columbus. He has served for two years as
Chairman of the Areawide Environmental Health Planning Com-
mittee and was elected to the Board as a Member-at-Large.

**
(2) Harvey H. Alston

(Franklin)
1893 Greenway South
Columbus, Ohio 43219 X

Mr. Alston is a retired Police Inspector. He formerly
served on the Governor's staff as Assistant Director of
Urban Affairs. He is an expert in emergency ambulance
services, having supervised the Police Department Emer-
gency Squad operation in Columbus for many years.

(3) C. Edgar Ames
(Delaware)
61 W. William St.
Delaware, Ohio 43015 X

Mr. Ames, Manager of the Delaware office of the Columbus
and Southern Ohio Electric Company, has served for the
past two years as Chairman of the Delaware County Health
Planning Council. He is a community leader and has a
daughter who was a student nurse when he became a Federa-
tion member.

(4) John Barnhill, D.D.S.
(Marion)
716 Richmond Ave.
Marion, Ohio 43302 X -

Dr. Barnhill, a practicing dentist, has been a member of.
the Marion Cou-nty Health Planning Council for several
years,
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Provider Consumer

(5) William E. Brown, M.D.
(Franklin)
181 Washington Blvd.
Columbus, Ohio 43215 X

Dr. Brown, Health Commissioner'of the City of Columbus,
was formerly a member of the Clark County Health Planning
Commi ttee.

(6) George W. Byers, Sr.
(Franklin)
46 E. Town St.
Columbus, Ohio 43215 X

Mr. Byers, an automobile dealer and philanthropist, has
been a leader in United Appeal and other community activi-
ties. For the past few years he served as Finance Chair-
man of the Franklin County Health Planning Council, and
last year was elected a Vice President of the Federation.

(7) John E. Fisher
(Franklin)
246 N. High St.
Columbus, Ohio 43215 X

Mr. Fisher, President and General Manager of Nationwide
Insurance Companies, has been a community leader in
numerous activities. He served as Chairman of the
Franklin County Health Manpower Committee and later as
Chairman of the Areawide Health Manpower Committee.

(8) Howard Franz
(Franklin)
174 E. Long St.
Columbus, Ohio 43215 - X

Mr. Franz, President of Blue Cross of Central Ohio, has
long been identified with financing of health care
activities. He has also served as Campaign Chairman of
the United Appeal, President of the Franklin County Red
Cross, President of Rotary and President of the Navy
League.

(9) Paul R. Gingher
(Franklin)
311 E. Broad St.
Columbus, Ohio 43215 X

Mr. Gingher, an attorney, has held most of the community
leadership positions in Columbus and has served as
International President of the American Automobile Associa-
tion. For more than 25 years, he has been Chairman of
the Metropolitan Committee which endorses and promotes
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Provider Consumer

Mr. Gingher (Cont.)

county and municipal bond issues in Franklin County. He
is President of the Grant Hospital Board, and a member of
the County Hospital Commission. He was president of the
Federation from 1960-1964.

(10) Ollie M. Goodloe, M.D.
(Franklin)
2532 Brookwood
Columbus, Ohio 43209 X

Dr. Goodloe, is the retired Health Commissioner of the
City of Columbus. He has served on numerous committees
and is currently Chairman of the Franklin County Health
Manpower Committee.

(11) Robert W. Greer
(Franklin)
1694 King Ave.
Columbus, Ohio 43212 X

Mr. Greer has just retired as Secretary-Treasurer of the
AFL-CIO Council (Central Labor Body). He has been active
with the United Appeal and United Community Council, Red
Cross, Blue Cross, Boy Scouts, and many other community
organizations. As Labor's representative on the powerful
Metropolitan Committee he has had great influence on
capital improvements programs.

(12) William Habeeb, M.D.
(Clark)
1601 Woodedge
Springfield, Ohio 45501 X

Dr. Habeeb, as Health Commissioner for Springfield and
Clark County, has served as Chairman of the Community
Health Services Committee of the Clark County Health
Planning Council.

(13) J. Arthur Hamilton, P.E.
(Marion)
121 W. Center St.
Marion, Ohio 43302 X

Mr. Hamilton, General Manager of Floyd G. Brown and
Associates, Ltd., has an intensive interest in environ-
mental health.

(14) Robert Hamilton, Esq.
(Union)-
116 S. Court- St.
Marysville, Ohio 43040 - X

Attorney Hamilton has been a leader in many community
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Provider Consumer

Robert Hamilton, Esq. (Cont.)

activities in Union County. He is especially interested
in Mental Health and Retardation activities and is Chair-
man of the 648 Board for his area.

(15) T. Kline Hamilton
(Franklin)
2250 E. Broad St.
Bexley, Ohio 43209 X

Mr. Hamilton, a retired President of the Diamond Milk
Company, was formerly Campaign Chairman and President of
United Appeal; a member of the Blue Cross Board; a member
of two hospital Boards and a Trustee of Capital University.
Mr. Hamilton served as President of the Federation during
the transition from a Facilities to a Comprehensive Health
Planning Agency.

(16) George T. Harding, Sr., M.D.
(Franklin)
445 E. Granville Rd.
Worthington, Ohio 43085 X

Dr. Harding has been described as "The Doctor Menninger of
Ohio." As Medical Director of Harding (Psychiatric)
Hospital, he is nationally known in the field of Psychiatry.
He has served as State Chairman of most of the Governor's
committees or commissions on mental health during the last
25 years, and is identified with numerous voluntary health
agencies. He is currently Chairman of the Franklin County
Committee on Mental Health and Mental Retardation Planning.

(17) Warren G. Harding, M.D., Ph.D.
(Franklin)
309 E. State St.
Columbus, Ohio 43215 X

Retiring from the practice of surgery, Dr. Harding earned
a Ph.D. in Education and became Director of Medical
Education for Grant Hospital of Columbus. From this
position, he was selected to become Administrator of the
Hospital, the position he now holds. An authority on
medical practice throughout the Pacific Area, Dr. Harding
has a special interest in Dietary Service.

(18) Richard Harley
(Madison)
210 N. Main St.
London, Ohio 43140 X

Administrator of Madison County Hospital, Mr. Harley has
had experience and concern in the problems of health care
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Provider Consumer

Richard Harley (Cont.)

delivery in both urban and rural settings. He served on
the Scioto County Health Planning Council prior to moving
to London.

(19) Merle Hartle
(Pike)
530 Seal Ave.
Piketon, Ohio 45691 X

An engineering official of the Goodyear Atomic Corporation,
Mr. Hartle is Chairman of the Pike County Health Planning
Council. Mr. Hartle has a special interest in environ-
mental health problems in the lower Scioto Valley. He is
widely known as a leader in Lions Club activities in Ohio.

(20) Mrs. Evelyn Hausmann
(Licking)
1551 N. 21st St.
Newark, Ohio 43055 X

Mrs. Hausmann, a housewife, is a member of the Licking
County Health Planning Council. She has been active in
the Licking County Tuberculosis Association and served as
Co-Chairman of the County Bond Issue Campaign Committee.
She is a former member of the Board of Trustees of Licking
County Memorial Hospital.

(21) Donald R. Haverick
(Franklin)
1111 E. Broad St.
Columbus, Ohio 43205 X

Mr. Haverick, President of Buckeye Union Insurance Company
Division of Continental Insurance Company, has been a
prominent Catholic layman in many Columbus activities. A
former President of St. Ann's Hospital Board, he is a
member of the County Hospital Commission.

(22) Clark A. Hess, D.D.S.
(Ross)
33 W. Main St.
Chillicothe, Ohio 45601 X

A practicing dentist, Dr. Hess has played a prominent
role in the operations of the Ross County Health Planning
Council. Dr. Hess has been especially interested in
health manpower programs.
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(23) Frederick B. Hill
(Franklin)
980 Parsons Ave.
Columbus, Ohio 43206 X

Mr. Hill, Chairman of the Board of the Miraplas Tile
Company, has long been an outstanding Methodist layman.
A former President of Riverside Methodist Hospital, he is
currently Chairman of The Columbus Foundation, which is a
large non-profit foundation receiving and dispensing
philanthropy. Mr. Hill has also been prominently identi-
fied with the YMCA. A former Vice President of the
Federation, he is currently Chairman of the Franklin
County Health Planning Council.

(24) William H. Jackson
(Fairfield)
P. 0. Box 415
Lancaster, Ohio 43130 X

Mr. Jackson, President of Diamond Power Specialty Company,
a Division of Babcock & Wilcox, is Chairman of the
Fairfield County Health Planning Council. He formerly
served as Chairman of the County Environmental Health Com-
mittee in which he has great interest.

(25) Rev. Msgr. W. E. Kappes
(Licking)
66 Granville Rd.
Newark, Ohio .43055 X

The Pastor of St. Francis DeSales Church, Msgr. Kappes is
Chairman of the Licking County Health Planning Council.
As a member of the Bishop of Columbus' staff, he was
prominently identified with health and welfare activities
in Ohio for many years.

(26) Albert H. Kessler
(Franklin)
303 E. Broad St.
Columbus, Ohio 43215 X

An official of Columbus Mutual Life Insurance Company,
Mr. Kessler has represented the health insurance industry
in many activities. As an elected official of the Health
Insurance Council and HICHAP, he participated in many
conferences and seminars on health care. For the past
two years he chaired the Federation's committee to develop
the Columbus Health Insurance Program (CHIP), a program
to provide a pre-paid health insurance program for the
residents of the Columbus Model Cities area. His knowledge
and plans are being utilized in the development of Health
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Provider Consumer

Albert H. Kessler (Cont.)

Maintenance Organization plans under the aegis of the
Areawide Committee on Financing Health Care Committee
which he now chairs.

(27) William S. Konold .
(Franklin)
1087 Dennison Ave.
Columbus, Ohio 43201 X

Mr. Konold is a business consultant who also serves as
Executive Director of Doctors Hospital (North and West).
As Executive Director of the Ohio Osteopathic Association
for many years he exercised great influence in raising
both the medical standards and the public-acceptance of
Osteopathic Medicine and hospital administration. A
former Department Commander of the American Legion, he was
instrumental in starting both the Buckeye Boys State and
the Highway Patrol Auxiliary programs.

(28) Russell Kross
(Ross)
14 Coventry Court
Chillicothe, Ohio 45601 X

Mr. Kross, a former employee of the Ohio Department of
Health, is a member of the research staff of the Mead
Paper Corporation and is keenly interested in environ-
mental health. As Chairman of the Ross County Health
Planning Council, he has broadened his leadership to
include all aspects of health planning.

(29) Bernard J. Lachner
(Franklin)
The Ohio State University
190 N. Oval Dr.
Columbus, Ohio 43210 X

Mr. Lachner now serves as Vice President for Administra-
tive Operations of the University. He is a former
President of the Ohio Hospital Association and former
Vice Chairman of the Federation Administrators Council.

(30) Howard LeFevre
(Licking)

134 Everett Ave.
Newark, Ohio 43055 X

Mr. LeFevre, owner of a motor freight company, has been
a community leader in Newark for many years. A former
President of Licking County Memorial Hospital, he served
as Vice Chairman of the Areawide Facilities Committee

and is now its Chairman.
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(31) Robert Lehman, Esq.
(Clark)
327 Ardmore

Springfield, Ohio 45501 X

An attorney, Mr. Lehman represents the Clark County Health
Planning Council.

(32) Edgar 0. Mansfield, Dr. P.H.
(Franklin)
3535 Olentangy River Rd.
Columbus, Ohio 43214 X

Dr. Mansfield, Administrator of Riverside Methodist
Hospital, is Chairman of the Areawide Administrators
Council. He is past national President of the American
Protestant Hospital Association and past President of the
Ohio Hospital Association.

(33) John N. Meagher, M.D.
(Franklin)
1275 Olentangy River Rd.
Columbus, Ohio 43212 X

Dr. Meagher, a practicing neurosurgeon, is the immediate
past President of the Academy of Medicine of Columbus and
Franklin County. For a number of years he has served on
various Federation committees.

(34) Richard L. Meiling, M.D.
(Franklin)
410 W. 10th Ave.
Columbus, Ohio 43210 X

Dr. Meiling, former Dean of the College of Medicine, is
the Vice President for Medical Affairs of The Ohio State
University. He served on numerous national health and
medical commissions.

(35) Walter C. Mercer
(Franklin)
51 N. High St.
Columbus, Ohio 43215 X

Mr. Mercer, President of the Ohio National Bank, is a com-
munity leader in many activities. He continues to serve
as Treasurer of the Federation and Chairman of the Area-
wide Finance Committee. He is a trustee of the Columbus
Foundation, a director of the Columbus and Ohio Chambers
of Commerce and a member of the Advisory Committee of the
Franklin County Multiple Sclerosis Society.
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(36) Rev. M. J. Mitchell
(Franklin)
1628 Granville St.
Columbus, Ohio 43203 X

The Rev. Mitchell is the elected President of the Model
Neighborhood General Assembly. He is quite knowledgeable
in the health needs of inner city residents.

(37) Rev. Robert H. New
(Knox)
100 E. High St.
Mt. Vernon, Ohio 43050 X

The Rev. New, Rector of St. Paul's Episcopal Church in
Mt. Vernon, is Chairman of the Knox County Health Planning
Council.

(38) Thomas Nichols
(Scioto)
Municipal Bldg.
Portsmouth, Ohio 45662 X

Mr. Nichols, the Health Commissioner for the City of
Portsmouth, has served as Chairman of the Scioto County
Health Planning Council and currently is Vice Chairman. He
has had leadership positions in many health organizations
and is the immediate past District Chairman of the South-
east District of the Ohio Public Health Association.

(39) Mrs. Sterling Poling
(Pickaway)
R.F.D. #4

L Circleville, Ohio 43113 X

Mrs. Poling, a farmer and housewife, has taken an active
part in the Community Fund and other organizations of
Pickaway County. She continues to serve as Chairman of
the Pickaway County Health Planning Council.

(40) H. William Porterfield, M.D.
(Franklin) -
1100 Morse Rd.
Columbus, Ohio 43224 X

Dr. Porterfield, a plastic surgeon, is a past President
of the Academy of Medicine of Columbus and Franklin County
and is active in many health organizations.
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(41) John Rhoads
(Fayette)
Box 535
Washington Court House, Ohio 43160 X

Mr. Rhoads, a building contractor, is a member of City
Council and the County Board of Health.

(42) Reed Robertson
(Clark)
14 Lowry Ave.
Springfield, Ohio 45501 X

Mr. Robertson, President of the Robertson Can Company, is
the Chairman of the Clark County Health Planning Council
and a member of the Tri-County RMP Council.

(43) Richard W. Rowles
(Fairfield)
Anchor Hocking Corporation
Lancaster, Ohio 43130 X

As Assistant Treasurer of the Corporation, Mr. Rowles
represents his company in many community activities and is
quite knowledgeable on the financing problems of health
organizations.

(44) Harrison M. Sayre
(Franklin)
485 S. Parkview
Bexley, Ohio 43209 X

A retired publisher, Mr. Sayre has served as a member of
Bexley City Council, and was instrumental in founding the
City Planning Commission of Columbus, the Regional Plan-
ning Commission and the Federation. He has been a leader
in the Columbus Foundation, United Appeal, United Com-
munity Council, Community Services Council, Development
Committee of Greater Columbus and many others. He is a
past President of the Federation and now Chairman of the
Health Facilities Planning Committee of Franklin County.

(45) Robert Short
(Franklin)
1841 Bryden Rd.
Columbus, Ohio 43205 X

Mr. Short now directs the Alcoholism Program for the
Franklin County 648 Board. Previously he served on the
Federation- staff as Director of the Columbus Health
Insurance Program. He is a former President of the
Model Cities General Assembly.
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(46) Norman R. Sleight
(Licking)
1440 Granville Rd.
Newark, Ohio 43055 X

Mr. Sleight, District Manager for State Farm Insurance
Company, has been a leader in health and hospital matters
in Newark for many years.

(47) Adelbert D. Theobald
(Morrow)
Morrow County Hospital
Marion Rd., Route 95
Mt. Gilead, Ohio 43338 X

Mr. Theobald, Hospital Administrator, has been an out-
standing leader in civic as well as health affairs in
Morrow County. He serves as Chairman of the Morrow County
Health Planning Council.

(48) Lowell Thompson
(Scioto)
1805 27th St.
Portsmouth, Ohio 45662 X

Mr. Thompson, Administrator of Scioto Memorial Hospital,
serves as Executive Secretary of the Scioto County Medical
Society; has been a member of the School Board, Red Cross,
Community Fund and many other boards. He has been active
in Federation affairs for ten years and has twice served
as Chairman of the Scioto County Health Planning Council.

(49) Raymond Troyer
(Logan)
Hi-Point Day School -
Route #4
Bellefontaine, Ohio 43311 X

Mr. Troyer, an educator, has been active in Federation
affairs for several years.

(50) Charles A. Turner-
(Franklin)
1450 Hawthorne Ave.
Columbus, Ohio 43203 X

Mr. Turner, a Registered Nurse, served in the Hospital
Corps of the Navy in World War II; completed his Graduate
Degree in Hospital Administration, and is especially
interested in Model Cities health problems. As Adminis-
trator of St. Anthony Hospital in the Model Cities area,
he has given great cooperation in this area. As a member
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Charles A. Turner (Cont.)

of the Board of Trustees of the Franciscan Sisters of the
Poor which operates several hospitals in the midwest, Mr.
Turner has been a stau.nch advocate of community planning.

(51) Robert Vaughn, Esq.
(Clark)
First National Bank Bldg.
Springfield, Ohio 45501 X

Mr. Vaughn, an attorney, has been a civic leader in Clark
County and serves on the Clark County Health Planning
Council.

(52) Roger Williams, D.D.S.
(Champaign)
409 Scioto St.
Urbana, Ohio 43028 X

Dr. Williams, a practicing dentist, has been the advocate
for health planning in Champaign County for many years.

(53) Richard M. Wolfe
(Franklin)
62 E. Broad St.
Columbus, Ohio 43215 X

Mr. Wolfe, President of a radio-television broadcasting
corporation and philanthropist, has given freely of his
time and money for health, welfare and cultural activities.
He serves as Chairman of the United Hospitals Campaign
which raised $5 million for hospitals in 1965. He has
served as Chairman of Mental Health Associations, Columbus
Symphony, Art Gallery,- etc. He is a trustee for Capital
University and Columbus School for Girls. He has served
as Chairman of the Areawide Facilities Committee and
currently serves as Vice President of the Federation and
Chairman of the Areawide Mental Health and Mental Retarda-
tion Planning Committee.

(54) Hon. Eugene Yazel
(Marion)
City Hall
Marion, Ohio 43302 X

Mayor Yazel, as President of the Board of Health and
Marion General Hospital, has a comprehensive view of
health problems. He is a member of the State Advisory
Council on Comprehensive Health Planning, and a Vice
President of the Federation.
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(55) Harold L. Yochum, D.D.
(Franklin)
814 Pleasant Ridge Ave.
Bexley, Ohio 43209 X

Dr. Yochum, President Emeritus of Capital University, has -
long been associated with health, welfare, educational
and recreational activities in mid-Ohio. His University
has a Baccalaureate Nursing program and he has served as
a trustee of Grant Hospital for several years. A long-
time trustee of the Federation, he is currently President.

TOTAL 21 34

TRUSTEES EMERITI

(1) John D. Connor, Esq.
(Franklin)
8 E. Broad St.
Columbus, Ohio 43215 X

Mr. Connor is an attorney, and has served as legal counsel
of the Federation for many years. He was Chairman of the
first hospital planning committee in the "middle forties;".
served as President of the Columbus Hospital Federation
from 1947 to 1950, and Trustee Emeritus since 1965. He
has served as legal counsel of the Ohio Hospital Associa-
tion, and has served on numerous top level Diocesan Com-
mittees of Columbus. He has arranged numerous trusts and
endowments for the benefit of Franklin County citizens.
He has been a member of the County Hospital Commission of
Franklin County since 1955.

(2) Clair E. Fultz
(Franklin)
17 S. High St.
Columbus, Ohio 43215 X

Chairman of the Board of the Huntington National Bank,
Mr. Fultz is a past President, 1964 to 1967, past Vice
President and past Treasurer of the Federation. He has
been a Trustee emeritus since 1965. He is Chairman of the
Board of Directors of Battelle Memorial Institute and has
been an officer or director of nearly every major
philanthropic organization in Columbus.
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I.
APPENDIX A

CODE OF REGULATIONS
FOR THE

MID-OHIO HEALTH PLANNING FEDERATION

.1 (Formerly THE COLUMBUS HOSPITAL FEDERATION, Incorporated January 12, 1945)

ARTICLE I NAME

The name of this corporation shall be The Mid-Ohio Health
Planning Federation.

ARTICLE II PURPOSES

Sect'on 1.

Section 2.

Section 3.

I

Promote the nealth of all the people within the planning area
through the development of a comprehensive, coordinated system
of health services, utilizing existing patterns of private
professional practice of medicine, dentistry and related
healing arts while preserving the rights of individual insti-
tutions and agencies.

Study, project, plan and make recommendations on an areawide
basis in order to make available to the people of the planning
area the highest quality hospital and related health facilities
and health care at the lowest practicable cost.

Develop policies, planning procedures and objectives leading to
a comprehensive areawide health plan, to improve the system for
providing physical, mental and environmental health programs,
health services, health facilities and health manpower.

Provide planning assistance to individuals, institutions,
organizations, agencies or groups, public and private, in
developing and implementing their plans.

Establish a system for gathering and analyzing data on the
pertinent characteristics and health problems and the availa-
bility, development and utilization of health services,
facilities and manpower prograns within the area.

Provide liaison and information services to the general public,
appropriate agencies and organizations 6t the Federal, state
and local levels, which have a role in health planning,' to keep
them informed about planning progress and decisions, research
findings, legislative or other s'gnificant developments.

Section 4.

I
Section 5.

Section 6.

AP-1
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Section 7. Provide advice and recommendations to individuals, insti-

tutions, agencies and organizations, including the need for

adequate financial support for construction and operating

funds; and where appropriate, to establish priorities of

health needs in review of local applications for grants and

proposals for initiating or expanding health and health

related programs.

Section 8. Interpret programs of the corporation and its affiliated

organizations to the general public.

Section 9. As authorized by the Board of Trustees, to perform such

other activities on behalf of the membership as may con-

tribute to the improvement of health services including,

but not limited to, educational programs and services.

Section 10. To receive and acquire by gift, donation, bequest devise,

purchase or otherwise hold, sell or dispose of any money,
real estate, stocks, bonds, evidences of indebtedness and

other property of whatsoever nature.

Section 11. NOT-FOR-PROFIT PURPOSE

This corporation is organized exclusively for charitable,

research and educational purposes as a not-for-profit

corporation, and its activities shall be conducted for the

aforesaid purposes in such a manner that no part of its

net earnings shall inure to the benefit of any member,

director, officer, or individual. Upon dissolution of the

corporation and after payment of just debts and liabilities,

all remaining assets shall be distributed to organizations

enjoying an exempt status under Section 501 (c) (3) of the

Internal Revenue Code of 1954, as amended, or successor

provisions. The corporation shall not substantially engage
in carrying on propaganda or otherwise attempting to in-

fluence legislation.

ARTICLE III MEMBERSHIP

Section 1. Individual - Any individual, appointed or elected to a

standing committee, council or Board of Trustees, shall be

considered a member of the corporation, and shall be eligible

to vote at the annual meeting or at any special meeting of

the general membership.

Section 2. Affiliate Corporation Members - Any non-profit corporation

may apply for membership and, if accepted, shall be entitled

- to one official member eligible to vote at the annual meeting

or at any special meeting of the general membership.
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Sec.tio, 3. Sustaining or Associate Membership - Corporations for
profit who wish to provide sustaining funds may apply

for-susteining or associate membership and, if accepted
shall be entitled to one non-voting member who may attena
the annual meeting or any meeting of the general membership.

Section 4. General Consideration - Every effort shall be made to secure
members from every county representing all individuals who
are especially interested in the health field. Occupation,

race, color, creed or sex shall not bar any individual from
membership.

ARTICLE IV BOARD OF TRUSTEES

Section 1. Governing Authority - The general governing authority of the

organization shall be vested in a Board of Trustees.

Section 2. Selection -

a) Each county participating in the program of the cor-
poration shall have a minimum of one member on the
Board of Trustees.

b) Consumers of health services shall constitute a
majority of the membership of the Board of Trustees.
No person, whose major occupation is the administration

of health activities or performance of health services,

shall be considered a Consumer representative.

c) The Board of Trustees shal be composed of 55 members,
50 of whom shall represent the several participating

counties in the area in proportion each respective
county bears to the total population of the area, and

ive members elected at-large to maintain a majority
Cosumer representation or to make available to the
coard the services of persons of particular value or
sk'lis.

J) Each participating county health planning council shall
nominate one or more representatives (see paragraph (c)

preceding) for the consideration of the Nominating
Committee, whose responsibility it will be to prepare
a slate of Board of Trustee nominees for election at

the annual meeting of the corporation.

Section 3. Term of Office -

- a) All members of the Board of Trustees shall serve for on
- year, but may be reelected.
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_ b) Officers shall serve for one year, but may be
reelected; however, the President shall be limited

to three years in office and shall not be eligible
for further election as President until one year
has elapsed.

c) All members of the Board and officers shall serve
until their successors are elected.

j Section 4. Vacancies -

a) Should a vacancy occur on the Board of Trustees in

the category of county representation the respective
county health planning council shall nominate a new
representative.

b) Should the vacancy be created by a Member-at-Large,
the President shall request the Nominating Committee
to nominate a new member.

c) Ratification by the Board at the next meeting shall
constitute election to fill the vacancy.

Section 5. General Duties - The Board of Trustees shall decide all
questions of major policy, determine the general duties
and functions of the corporation and secure financial
support. It shall employ an Executive Director and is
hereby empowered to do all things necessary to accomplish
the purposes as set forth in Article II.

Section 6. Officers and Duties - The Board of Trustees shall be elected
at each annual meeting at which time the following officers
shall also be elected:

a) President
b) Two or more Vice Presidents

c) Treasurer
d) Secretary
e) Assistant Secretary

The duties of the officers shall be those usually pertaining
to such offices in addition to those expressly provided for
herein. The Executive Director shall serve as Secretary of

the Board.

Section 7. Meetings - The Board of Trustees shall meet at least quarterly.
In addition to regular meetings, the Board shall hold such

special meetings as may be called by the President or by
written request of six or more members. The President or
Executive Director shall notify all members of the Board of

special meetings not less- than ten days prior to the meeting.
Only that business for which the special meeting has been
called shall be considered at any special meeting.
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i Section 8.

Section 9.

f

f

(

Quorum - One-third of the members of the Board of Trustees

shall constitute a quorum at any meeting but at no time

shall action be taken by the concurring vote of less than

a majority of those present.

Proxy Voting - Each County Council shall determine the manner

in which alternate representation is provided if the elected

representative or representatives of the county are unable to

attend a meeting of the Federation Board of Trustees. Written

notification shall be prov'der tU the Secretary of the Federa-

tion Board of Trustees prior to the convening of the meeting.
Such notification should sta tc who is to represent whom and

should be signed by the County Chairman, or in his absence,
by one of the Vice Chairmen.

Annual Meeting - The annual meeting shall be held each year
on a date designated by the Board of Trustees. Written notice

shall be given to all members of the corporation at least
fifteen days prior to the meeting. At the annual meeting the

members of the Board of Trustees and officers of the corpora-
tion shall be elected.

Section 10.

I

ARTICLE V EXECUTIVE COMMITTEE

Section 1. Executive Committee - The Board of Trustees may designate the
officers and a minimum of four other members of the Board of
Trustees to act as an Executive Committee.

Section 2. Authori ty- The Executive Committee shall have the authority
to act for the Board between meetings of the Board of Trustees,
except that in no case shall the Executive Committee take any
action contrary to the known general policies of the Board,
nor shall the Board be obligated for any unbudgeted amounts
aggregating more than $1,000.00 without its consent.

Section 3. Meetings - The Executive Committee shall meet at the call

of the Chairman.

Section 4. Quorum - One-third of the members of the Committee shall
constitute a quorum.

Section 5. Reports - The Executive Committee shall make a report of all
actions taken by it to the Board of Trustees at the next meeting
of the Board.

ARTICLE VI NOMINATING COMMITTEE

Section 1. Each year the President shall appoint a Nominating Committee
_ of not less than five members of the Board of Trustees who

shall serve through the next annual meeting.
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Section 2. Board Nominations - The Nominat.inq Committee shall be
provided with the names of those nominated to represent
participating counties and shall nominate Members-at-Large
to comply with Article IV, Section 2 of this code and to
bring the Board to the number which may be specified by
the Board of Trustees and ratified by action at the annual
meeting as provided in Article IV, Section 2 of this code.

Section 3. Officer Nominations - The nominating Committee shall also
prepare a list of nominees for the offices set forth in
Article IV, Section 6 of this code.

Section 4. Vacancies - Between annual meetings, the Nominating Committee
may be convened by the President, as set forth in Article IV,
Section 4.

ARTICLE VII EXECUTIVE DiRECTOR

Section 1. The Executive Director shall be the chief staff executive of
the corporation and shall exercise day to day supervision
over the business of the corporation and its staff. He shall
have the authority to employ or discharge any worker on the
staff after consultation with the President; shall cause
records to be kept of the meetings of the Board of Trustees,
of the membership and of all committees, shall give or cause
to be given notices of all meetings when notices are required

by these regulations and shall perform such other duties that
may be assigned by the Board of Trustees.

ARTICLE VIII STANDING COMMITTEES

Section 1. Standing committees may be appointed or dissolved by the
President with approval of the Board of Trustees or may be
designated by resolution adopted by a majority of the Trustees
at a meeting at which a quorum is present. Persons may be
designated as such committee members who are not members of
the Board of Trustees. Special emphasis shall be given to the
establishment of committees to deal with the problems of
health services, facilities, manpower and environmental
health.

ARTICLE IX COUNTY HEALTH PLANNING COUNCILS

Section 1. Every county participating in the program of the corporation
shall organize a county health planning council, whose re-
sponsibility it shall be to carry out planning for local
problems affecting the sub-regions involved. Such activities

- shall be conducted in accordance with the general policies
and recommendations of the Board of Trustees on which the
county shall be represented.
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r
County health planning councils shall tulfiil the same

conditions as required of the Board of Trustees in that
theyshall have representtior of lo,.al government, civic,
socio-economic and ethnic groups, and professional and

institutional representation. (The suggested sample By-laws

for County Health Planning Councils appended hereto were

adopted on December 17, 1969.)

ARTICLE X CONTRACTS

Section 1. The Board of Trustees may authorize any officer or officers,
agent or agents, of the corporation to enter into any contract
or ex'ecute and deliver any instrument in the name of and on
behal of the corporation and such authorization may be 'general
or confined to specific instances.

ARTICLE- XI AMENDMENTS

Section 1. This Code of Regulations may be amended by the concurring
vote of two-thirds of the Board of Trustees present, provided
that copies of the proposed amendment have been sent to all

members of the Board not less than ten days before the meeting
at which the vote of such proposed amendment is to be taken.

(With Appendix - "Sample By-laws for County Health Planning

Councils" adopted in final form on December 17, 1969.)

I
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APPENDIX TO CODE OF REGULATIONS

SAMPLE BY-LAWS FOR COUNTY HEALTH PLANNING COUNCILS

ARTICLE I NAME: The name of this organization shall be "The
County Health Planning Council."

ARTICLE II PURPOSE: The purposes for which this organization is formed are
to provide comprehensive health planning within the boundaries of this county,
and to participate with other counties in an area-wide voluntary comprehensive
health planning effort through the Mid-Ohio Health Planning Federation (for-
merly The Columbus Hospital Federation), from whose charter the county council
shall draw its authority. No action shall be taken contrary to the Code of
Regulations or known policies of the Federation.

Specific interest shall include, but not be limited to:

(a) Community Health Services (d) Environmental Health

(b) Health Facilities (e) Mental Health & Mental Retardation

(c) Health Manpower (f) Financing Health Care

ARTICLE III MEMBERSHIP: Membership shall be open to any resident of this
county who demonstrates an interest in health matters. Race, color, creed, -

national origin, age, sex, occupation, or economic status shall not bar any
individual from membership. Any individual appointed to a committee, council
or board shall be a member of the county council.

ARTICLE IV BOARD OF DIRECTORS:

Section 1. Governing Authority - The general governing authority of the
county organization shall be vested in a county Board of Directors.

Section 2. Selection

(a) The Board of Directors shall consist of individuals nominated
by the Nominating Committee and elected at the Annual Meeting.

(b) Consumers of health services shall constitute a majority of
the membership of the Board. (A consumer, as intended here, is a
person who is not gainfully employed as a planner, administrator
or provider of health services.)

(c) The minimum size of the Board shall be fifteen members, but
may be increased if the Board so recommendsand the Annual Meeting
elects the additional members.

Section 3. Term of Office

All members of the Board of Directors shall serve for one year, but
may be re-elected. The term of office shall coincide with those of the
parent corporation - The Mid-Ohio Health* Planning Federation.



APPENDIX A (CONT.

Section 2. Authority - The Executive Committee shall have the authority
to act for the Board in the interim between meetings, except that in no case
shall the Executive Committee take any action contrary to the known general
policies of the Board.

Section 3. Meetings - The Executive Committee shall meet at the call
of the chairman.

Section 4. Quorum - One-half of the members of the Executive Committee
shall constitute a quorum.

Section 5. Reports - The Executive Committee shall make a report of
all actions taken by it to the Board of Directors at the next meeting of the
Board.

ARTICLE VI NOMINATING COMMITTEE

Section 1. Appointment - The Chairman of the Board of Directors shall
appoint a Nominating Committee of not less than three members of the Board
of Directors, who shall serve through the next Annual Meeting.

Section 2. Board Nominations - The Nominating Committee shall present
a. slate of members for nomination as members of the county Board of Directors
for consideration of the Annual Meeting.

Section 3. Officer Nomination - The Nominating Committee shall also
prepare a list of nominees for the offices set forth in Article IV, Section
6 of this document.

Section 4. Vacancies - During the interim between Annual Meetings,
the Nominating Committee may be convened by the Chairman of the Board, as
set forth in ARTICLE IV, Section 4, to fill vacancies in the Board of
Directors.

ARTICLE VII COUNTY COMMITTEES

Section 1. Standing Committees - In addition to the committees
enumerated above, the Chairman of the Board of Directors shall appoint
the following committees:

(a) Community Health Services Committee
(b) Health Facilities Committee

(c) Health Manpower Committee

(d) Environmental Health Committee

(e) Finance Committee

Section 2. Areawide representation - The chairman of each stand-
ing committee shall serve on the Federation (Areawide) Committee of the
same name to represent the county in the development of policies and
procedures.
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ARTICLE VIII ADDITIONAL COMMITTEES - The Chairman of the Board of Directors
may appoint additional committees as may be deemed advisable by the Chair-
man, or by the Board of Directors.

ARTICLE IX AMENDMENTS

This document may be amended by the concurring vote of two-thirds
of The Board of Directors present, provided that copies of the proposed
amendment have been sent to all members of the Board not less than ten
days before the meeting at which the vote of such proposed amendment is
to be taken.

I
GAD:jgm

1[
1
1, Adopted by BOARD OF TRUSTEES on December 17, 1969
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APPENDIX R -- Sources of Mid-Ohio Health Planning Federation
Support During the 1971-1972 Year

(Source: June 1972 Mid-Ohio HPF Annual Report of Progress)



SOURCES OF FEDERATION FINANCIAL SUPPORT DURING THE 1971-1972 YEAR

LICKING COUNTY: Licking County
Licking County
Licking County

Memorial Hospital, Newark
Commissioners, Newark
Medical Society, Newark

LOGAN COUNTY:

MADISON COUNTY:

MARION COUNTY:

MORROW COUNTY:

PICKAWAY COUNTY:

PIKE COUNTY:

ROSS COUNTY:

SCIOTO COUNTY:

UNION COUNTY:

AREAWIDE:

Logan County Health Planning Council, Bellefontaine
Mary Rutan Hospital, Bellefontaine
United Fund of Logan County, Bellefontaine

Madison County Hospital, London
Madison County Commissioners, London
City of London

Community Memorial Hospital, Marion
Marion General Hospital, Marion
Marion County Commissioners, Marion
City of Marion

Morrow County Hospital, Mount Gilead

Berger Hospital , Circleville
Pickaway County Commissioners, Circleville

Pike County Hospital, Waverly

Chillicothe Hospital, Chillicothe
Ross County Commissioners, Chillicothe

Mercy Hospital, Portsmouth
Scioto Memorial Hospital, Portsmouth
Southern Hills Hospital, Portsmouth

Memorial Hospital of Union County, Marysville
Union County Health Planning Council, Marysville

Blue Cross of Central Ohio
Blue Cross of Southwestern Ohio
Aetna Life & Casualty Insurance Company
American Cancer Society

NOTE: Many agencies contributed through their County Health Planning Councils.

-17-



I
( SOURCES OF FEDERATION FINANCIAL SUPPORT DURING THE 1971-1972 YEAR

1

CHAMPAIGN COUNTY:

CLARK COUNTY:

FAIRFIELD COUNTY:

FAYETTE COUNTY:

F
FRANKLIN COUNTY:

C

Mercy Memorial Hospital, Urbana

Community Hospital of Springfield & Clark County, Springfield

Fairfield County Health Planning, Council, Lancaster
Lancaster-Fairfield Hospital

Fayette County Health Planning Council, Washington C.H.
Fayette County Memorial Hospital, Washington C.H.

Benjamin Franklin Hospital, Columbus
Children's Hospital, Columbus
Doctors Hospital, Columbus
Grant Hospital, Columbus
Harding Hospital, Worthington
Mercy Hospital, Columbus
Mount Carmel Hospital, Columbus
Riverside Methodist Hospital, Columbus
Saint Ann's Hospital for Women, Columbus
Saint Anthony Hospital, Columbus
The Ohio State University Hospitals, Columbus
Academy of Medicine of Columbus & Franklin County, Columbus
Columbus Board of Health, Columbus
Battelle Memorial Institute, Columbus
Big Bear Stores, Columbus
George W. Byers, Sr., Columbus
City National Bank, Columbus
Columbia Gas of Ohio, Inc., Columbus
Columbus Foundation, Columbus
Columbus Mutual Life Insurance Company, Columbus
Ernst & Ernst, Columbus
Federal Glass Company, Columbus
Huntington National Bank, Columbus
Kauffman-Lattimer Company, Columbus
F & R Lazarus Company, Columbus
Midland Mutual Life Insurance Company, Columbus
Nationwide Insurance Company, Columbus
Ohio National Bank, Columbus
James R. Riley, Columbus
Ross Laboratories, Columbus
State Auto Insurance Company, Columbus
Westinghouse Appliance Division, Columbus
Wolfe Associates, Columbus

Bert W. Martin Memorial Hospital, Mount VernonKNOX COUNTY:

I1.
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APPENDIX S - Projects Reviewed by the Mid-Ohio Health
Plannino Federation and List of Publications
for the 1971-1972 Year

(Source: June 1972 Mid-Ohio HPF Annual Report of Progress)



f,
PROJECTS REVIEWED

1971 - 1972
r

County Applicant Title of Project Total Cost.
& Amount
RequestedI~

7/6/71 Fairfield Lancaster City
Health Dept.

C,
r

{

8/20/71 Fairfield

. 7/9/71 Pickaway

7/19/71 Ross

7/27/71 Franklin

7/8/71 Ross

7/8/71 Clark

7/29/71 Fayette

7/26/71 Licking

8/4/71 Pike

District
Board of
Health

Village of
Ashville

City of
Chillicothe

The OSU
Hospitals

Village of
Bainbridge

Belle Manor
Nursing Home

Fayette
Memorial
Hospital

Licking
County
Memorial
Hospital

Village of
Beaver ~

Village of
Gambier

Field Evaluation Program
to determine causes of
High Leucocyte Counts
in Milk

Fairfield County Home
Health Services -

Construction of Sanitary
Interceptor Sewer-Ashville

South Central Ohio Speech
& Hearing Center

Training Program
Rehabilitation Nursing

Sewage Treatment Plant
& Collection System

26 bed addition

(Letter of intent to
develop master plan)

(Letter of intent to change
usage of 16 EC beds)

(Letter of intent to
develop complete sanitary
sewage system)

Purchase & Expansion of
Water System

334,800
94,900

25,900
12,691

37,777
13,327

$ 4,156.
1 ,900

12,260
5,300

r*

I

1 7/12/71 Knox
{

780 ,244
390,122

(Cont'd.)

{

l

-7-



( County Applicant Title of Project Total Cost
& Amount
Requested

7/30/71 Delaware Ohio
Wesleyan
University

r

(

8/18/71 Areawide

9/1/71 Ross

9/3/71 Franklin

9/15/71 Pickaway/
Fayette

9/16/71 Franklin

9/23/71 Fairfield

9/24/71 Scioto

9/24/71 Ross

9/24/71 Ross

10/7/71 Fairfield

10/10/71 Fayette

Solid Waste Technology
Assessment

Columbus Health Care
Plan, Inc.

Interceptor Sewer Ex-
tension to Hospital &
Sewage Treatment Plant

129,320

2,552,000
625,400

$ 96,000

City of
Chillicothe

Franklin Co.
Program for
the Mentally
Retarded

Village of
New Holland

Children's
Hospital

Village of
Sugar Grove

City of
Portsmouth

City of
Chillicothe

City of
Chillicothe

Construction of MR
Classrooms (5)

(;

Sewage Development
Facilities in New
Holland

Rubella, Lab.,
Education &.Re-
search Program

Secondary Waste Water
Treatment Plant

Emergency Employment
Funds

Personnel-Air Pollution
Control Program

Personnel-Speech &
Hearing Clinic

710,000
665,000

35,000
17,000

216,250
108,125

18,000

27,300

16,800

1

Li
Bloom .
Township

Emergency Medical
Service

Emergency Employ-
ment Funds

Fayette County
Health Dept.

4. (Cont'd)
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County Applicant Title of Project Total Cost

& Amount
Reques ted

i

.

10/10/71 Fayette

10/7/71 Franklin

10/12/71 Fairfield

10/14/71 Licking

10/18/71 Ross

10/21/71 Franklin

10/25/71 Champaign

10/27/71 Fayette

11/1/71 Licking

11/8/71 Franklin

11/9/71 Madison

11/10/71 Licking

11/10/71 Ross

Village of
Jeffersonville

Clinton
Township

Fairfield County
648 Board

City of
Pataskal a

Ross County
General
Health
District

City of
Whitehall

Champaign Soil
& Water Con-
servation
District

City of
Washington
Court House

Kirkersville

Columbus
Health Dept.

Madison County
Hospital

Mary Ann
Township

Ross County

Emergency Ambulance
Service

Emergency Medical
Service

Fairfield County Mental
Health Facility

Emergency Medical
Service

Supplemental Project
to Family Planning

$

840 ,000
750,000

19,510,
8,760,

Emergency Ambulance
Service

Resource Conservation
& Development

Emergency Ambulance
Service

Emergency Ambulance
Service

Detoxication Center

Emergency Ambulance
Service

Emergency Ambulance
Service

Emergency Ambulance
Service

489,000
( --

---

(Cont'd.)
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ApplicantCounty Title of Project

I

.1

(

U
V

r

Total Cost
& Amount
Requested

r

11/18/71 Franklin

11/18/71 Franklin

11/15/71 Ross

11/25/71 Fairfield

11/25/71 Licking

12/23/71 Fairfield

1/10/72 Fayette

Mount Carmel
East (Letter
of Intent)

Family Medical
Group -
Lincoln Village

City of
Chillicothe

Fairfield
County
Commissioners

Northview
Nursing Home

Crestview
Manor
Nursing
Home

Fayette County
Commissioners

Health Dept.
City of
Springfield

Clark County
Heal th
Department

City of
Baltimore

City of
Upper
Arlington

Extension of Sewer
& Water Lines to
Industrial Park

Lancaster-
Fairfield
Hospi tal

4 bed addition

Extension -
Certificate of
Need - Expansion
& Modernization
100 beds

Emergency Medical
Service Improvement

Environmental
Heal th
Nuisances 123

Envi ronmental
Health
Nuisance
Project No. Gl-A

Emergency Medical
Service

Emergency Medical
Service

123,000

11,154,590

5,190.
2,400.

8,297.
. 2 ,900.

(Cont'd.)

Emergency Service $3,200,000

HMO

1/28/72 Clark

1/26/72 Clark

1/28/72 Fairfield

2/1/72 Franklin

(1 -10-



( County Applicant Title of Project Total Cost
& Amount
Requested

2/13/72 -Ross Deiber Con-
valescence
Center

New 50 bed $
Convalescent
Center -

E

r

r

r

2/16/72 Pickaway

3/7/72 Ross

3/10/72 Fairfield

3/15/72 Champaign

3/20/72 Franklin

3/22/72 Franklin

3/28/72 Marion

3/29/72 Licking

3/31/72 Licking

4/4/72 Areawide

4/6/72 Franklin

Hoover's Nursing
Home

Sheriffs of
Ross County

City Health
Dept.

Village of
Mechanicsburg

Truro Township

25 beds

Improvement of emer-
gency medical service

Lancaster Health Dept.
Program to determine
causes of milk contam-
ination

New Water Treatment
Plant

Emergency Medical
Services

ECCO Family Health
Center

Multiphasic Medical
Screening Clinic

Water Treatment
Plant Improvements

Improvement of Emergency
Medical Services

3,948
1 ,900

160,000

ECCO

City of Marion
Board of
Health

City of Newark
Board of Health

National
Volunteer Fire
Department

24,820
12,100

158,000

RMP - AHEC AHEC 60,000

53,586
19,400

Columbus City
Health Dept.

Improvement of
Envi ronmental
Health Services

4/10/72 Areawide ORMP Improvement of Ohio
Nursing Home Project

(Cont'd.)
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ApplicantCounty Title of Project Total Cost

& Amount
Requested

4/11/72 Franklin

4/11/72 Franklin

4/12/72 Franklin

4/12/72 Franklin

4/17/72 Marion

4/18/72 Marion

4/24/72 Franklin

4/28/72 Marion

Columbus City
Health Dept.

Columbus City
Health Dept.

Benjamin Frank-
lin Hospital

OSU

Marion Health
Foundation

Smith
Foundation, Inc.

Columbus Health
Care Plan, Inc.

City of Marion

Audrey Kearns

Union County
Health Dept.

City of Urbana

Champaign County
Health Dept.

Logan County
Health Dept.

Speech Service -
Priority to the
Aphasic Patient

Quality of Life of the
Older Residents in
Metropolitan Housing
Projects

TB Control Project

Field Service in Speech
& Language for Aphasics

HMO

HMO

HMO

Construction of Wastewater
Treatment Facility & New
Intercepting Sewer

100 bed Nursing Home

TB Registry & Control
Program

Water Treatment Plant
Expansion

Public Health Nursing
Program

Improvement of Child
Home Services

$ 22,343
10,000

37,506
15,000

46,177
19,712

61 ,683
30,405

109,900
95,000

197,091
79,925

129,320

8,473,000
2,346,900

2,457
1,200

1,638,000
(Estimated

4,608

9,722
4,744

5/15/72

5/11/72

Pickaway

Union

5/17/72 Champaign

5/18/72 Champaign

5/19/72 Logan

Ir

(Cont'd.)

-12-



(
County Applicant Title of Project Total Cos

& Amount
Requested

5/25/72 Franklin

5/15/72 Marion

Sharon
Township

City of
Marion

Emergency Medical
Services Assistant

Emergency Medical
Services Assistant

(V

I1. ** ** * ** * ** *** *

PUBLICATIONS

1971 - '1972

i

Hospital Discharge Planning Seminar Proceedings
Clark County Comprehensive Health Survey
The Development of Methodology for Evaluating Health Organizations
Health Manpower Inventory for 17 Counties
Hospital Utilization and Patient Origin Report
Morrow County Health Services Directory
Marion County Health Services Directory (ready in two weeks)
Knox County Health Services Directory (ready in two weeks)
An Areawide Plan for Water Planning
Mental Health Directory for Licking County
Health and Hospital Services Survey for Champaign County
Third Edition of News Media Guide to Hospitals
Health Planning Procedures Manual
Appalachia - Pike, Ross and Scioto Counties
Mental Health Services for Children
Fayette County Memorial Hospital Study
Mary Rutan Hospital Study

(.
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APPENDIX T -- Oroanizational Chart, Golden Empire Regional
Comprehensive Health Council

(Source: GECHC Document, February, 1970)
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APPENDIX U - Regulations Relating to Health Facilities
Planninq in California

(Source: California Administrative Code, Title 17,
Public Health)



Regulations Relating

to

HEALTff FACILITIES PLANNING

Excerpt from the

California Administrative Code
TITLE 17, PUBLIC HEALTH

STATE OF CALIFORNIA

DEPARTMENT Of PUBLIC HEALTH
744 P Street

Sacramento, California 95814
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Introduction

Several years of experience in voluntary health planning have been
augmented by recently enacted Federal and State legislation. The pur-
pose of the legislation is to enhance, encourage and support the volun-
tary action of consumers and health professionals in the health planning
process.

Most recently the State of California through Chapter 1451, 1969
Statute, has ekpressed a need for coordination in order that capital ex.-
penditures, operating funds and manpower utilization for health fa-
cilities will be made primarily in the best interest of the community.
The State Health Planning Council has the responsibility of establish-
ing guiding principles to assist voluntary area and local health plan-
ning agencies in the performance of their responsibilities for health-fa-
cility planning.

The responsibilities of. voluntary area and local health planning
agencies are to assist in the coordinated development of hospitals and
other health facilities of desirable size, location and commitment to
community service purpose. The statute establishes a process for review
of health facility applications to construct, expand or alter bed capacity
or licensure category. Hearings and appeals are provided in the law.

Article 1. Definitions
40500. State Health Planning Council. (a) The State Health

Planning Council, created in response to Public Law 89-749, is composed
of 21 members; 12 members appointed by the Governor, three by the
Chairman of the Senate Committee on Rules, three by the Speaker of
the Assembly, the Director of the Department of Public Health, the Di-
rector of the Department of Mental Hygiene, and a state official con-
cerned with health.

(b) The classification of memlers by profession or occupation or
interest is shown in Section 437, Health and Safety Code.

NOTE : Authority cited: Sections 208, 437.7 and 437.8, Health and Safety Code.
Reference: Sections 437.7 through 438.5, Health and Safety Code.

History: 1. New chapter 7 (Sections 40500 through 40532, not consecutive)
filed -10-22-70 as an emergency ; effective upon filing (Register 70,
No. 43).

40500.5. State Health Planning Agency. (a) The State Health
Planning Agency is defined by Section 437.5(a) of the Health and
Safety Code as follows:

"437.5. (a) The Governor shall designate a state health
planning agency in order to comply with Section 314 of Public
Law 89-749, after receiving the recommendation of the coan-
cil. The council shall approve the comprehensive health plan
to be submitted to the federal government. The budget of the
agency for the expenditure of planning money and health
grant funds shall be submitted to the council for its recom-
mendation before its submission to the Governor and the
Legislature:"
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40501. Voluntary Area Health Planning Agency. (a) For the
purpose of this chapter, a voluntary area health planning agency is a
nonprofit corporation meeting the criteria set forth in Section 437.7(a)
to (g), inclusive, of the. Health and Safety Code, approved by the
Health Planning Council after notice and public hearing, to assure
availability of objective and impartial review of proposed projects for
new, additional, or revised.hospitals and related facilities, including
facilities licensed by the Department of Mental Hygiene.

(b) Only one voluntary health planning agency shall be approved
for any designated area of the state.

40502. Voluntary Local Health Planning Agency. (a) For the,
purpose of this chapter, a voluntary local health planning agency is a
nonprofit corporation meeting the criteria set forth in Section 437.7(a)
to (g), inclusive, of the Health and Safety Code, approved by the
voluntary area health planning agency for the purpose of more effi-
cient health facility planning, or following an appeal by the local appli-
cant (within 30 days) after an unfavorable decision or lack of a deci-
sion and after notice and public hearing and approval of the State
Health Planning Council.

(b) The State Health Planning Council may not approve the
designation of an area which creates a local agency serving less than
one complete county unless the population to be served by a proposed
local agency is at least 1,000,000 persons. In no event, however, shall the
population within the remainder of such county be less than 1,000,000
persons.

40503. Exemptions. (a) Proposed construction, expansion, or
alterations to increase bed capacity or to change license category for
the following are exempt:

(1) Institutions which are not required by the Welfare
and Institutions Code and Regulations of the Department of
Mental Hygiene to have a medical director, an organized medi-
cal staff or resident medical staff, or to provide professional
nursing services by a registered nurse or supervisor of nursing
services by a licensed registered nurse, a graduate nurse, a.
licensed vocational nurse, or psychiatric technician.

(2) Facilities which have been approved for federal or
state funds pursuant to Chapter 3, commencing with Section
430, Health and Safety Code.

(3) Applicants who- have filed applications for licenses
prior to January 1, 1970 which meet all requirements and
regulations of the appropriate state agency existing at the time
of the application, including at least preliminary plans, and
who commence construction of their facility prior to July 1,
1971.

(b) The exemption provided for in (a) (3) above shall not apply
to transferees of the application of such exempt applicants.
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Article 2. Applications
40506. Application Required-Planning. (a) Any person, po-

litical subdivision of the state or governmental agency desiring a license
to cover a new health facility, additional bed capacity or conversion of
existing bed capacity to a different license category, except outpatient
and emergency services shall file an application with the local voluntary
health planning agency, if none, with the voluntary area health plan-
ning agency, containing the information required by Section 437.9 of
the Health and Safety Code, as follows:

"437.9. Every application to a voluntary area or local
area health planning agency shall include at least the follow-
ing information: -

(a) The general geographic area to be served;
(b) The population to be served, broken down by age

and sex, as well as projetions of population growth,
broken down by age and sex;

(c) The anticipated demand for the health care service
or services to be provided;

(d) A description of the service or services to be pro-
vided;

(e) Utilization of existing programs within the area to
be served offering the same or similar health care
services;

(f) The benefit to the community which will result from
the. development of the facility as well as the antici-
pated impact on other institutions offering the same
or similar services in the area."

(b) Such other information as may be required for the proper
review and planning for health facilities.

40507. Application Required-Health. Prior to establishing,
conducting or maintaining a health facility to which persons may be
admitted for overnight stay or longer, file with the Bureau of Health
Facilities Licensing and Certification, State Department of Public
Health, an application on a form prescribed, prepared and furnished
by the Department containing information required by Section 252
(a) (1) to (9) inclusive, and (b), Title 17, California Administrative
Code.

40508. Application Required-Mental. (a) Any person, asso-
ciation or corporation desiring a license to cover a new private institu-
tion for mentally ill or other incompetent persons, additional bed capac-
ity or conversion of existing bed capacity to a different license category,
except for outpatient and emergency services, shall file an application
with the local voluntary health planning agency or, if none, with the
voluntary area health planning agency, containing information -as
required by Section 40506(a) (1) to (7), inclusive.

(b) Prior to establishing or keeping for compensation or hire, an
establishment for care, custody, or treatment of the mentally ill or other
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incompetent persons referred to in Division 7 (Mentally Irresponsible
Persons), file with the Division of Local Programs, State Department
of Mental Hygiene, including the information required by Section 40,
Title 9, California Administrative Code.

.(c) A verified statement on a form prescribed, prepared, and
furnished by the Department containing information required by Sec-
tion 40506(b) (8) (A) to (E), inclusive..

Article 3. Fees

40510. Fees. (a) In addition to application fees required by
the Departments of Public Health and Mental Hygiene, each appli-
cation to Health Planning Agencies shall be accompanied by a filing -
fee based upon demonstrated costs according to a schedule acceptable
to the Department of Public Health.

(b) The fee shall not exceed $2,000.
(c) Each applicant's petition for appeal shall be accompanied by

a fee of $50.
(d) Each applicant's petition to the Health Planning Council for

a hearing on the decision or appeal shall be accompanied by a fee
of $100.

40512, Special Fee. Each health facility licensed pursuant to
Chapter 2 (commencing with Section 1400), Division 2, Health and
Safety Code, and each facility required to be licensed' by the Depart-
ment of Mental Hygiene pursuant to Chapter 1 (commencing with
Section 7000) of Division 7, Welfare .and Institutions Code (except
facilities exempted by Section 7003.3), shall annually on or after No-
vember 23, 1970, concurrent with application for licensure pay a special
fee to the Department of Public Health or the Department of Mental
Hygiene, as applicable. The amount of the fee shall be determined
in accordance with Chapter 1906, Statutes of 1970, and not to exceed .
$4.00 per bed maintained for the use of patients, exclusive of bassinets,
of hospitals, and not more than $1.50 per bed maintained for use of
patients in nursing homes, similar mental facilities and intermediate
care facilities.

Article 4. Organization and Duties

40513. Duties of the Health Planning Council. (a) The duties
of the Health Planning Council include those specified in Section
437.5(b) and (c) of the Health and Safety Code, as follows:

"(b) The Health Planning Council shall advise the
agency in the conduct of its comprehensive health planning
activities and in the setting of priorities. The council shall
review all project grant applications for public funds that
relate to health and which are administered either directly
or indirectly by state agencies, except funds appropriated by
the Legislature. Such review shall include the priority of each
project, its relationship to projects funded under the provi-
sions of the Comprehensive Health Planning Act, Public Law
89-749, and its relationship to statewide health needs.
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"(c) The Health Planning Council may require state and
other public agencies to submit data on publicly administered
or financed health programs pertinent to effective planning
and coordination under the provisions of Public Law 89-749."

(b) The Health Planning Council shall develop general principles
to guide voluntary area and local area health planning agencies as
shown in Section 437.8(a) to (e), inclusive, of the Health and Safety
Code.

40514. Criteria for Approving Voluntary Area Health Planning
Agencies. (a) A voluntary area health planning agency must be
capable to fulfill the criteria provided by Section 437.7, Health and
Safety Code:

"437.7. In order to assure availability of objective and
impartial review by planning groups (referred to as voluntary
area health planning agencies) of hospitals and related facili-
ties, including facilities licensed by the Department of Mental
Hygiene, or proposed projects for new, additional or revised
hospital and related health facility projects, including facilities
licensed by the Department of Mental Hygiene, the Health
Planning Council, from time to time, shall approve no more
than one voluntary area health planning agency for any desig-
nated area of the state, provided such group shall meet the
following criteria:

"(a) Shall be incorporated as a nonprofit corporation
and be controlled by a board of directors consisting of a ma-
jority representing the public and local government as con-
sumers of health services with the balance being broadly repre-
sentative of the providers of health services and the health
professions.

" (b) Shall review information on utilization of hospitals
and related health facilities.

"(c) Shall develop principles for the determination of
community need and desirability to guide hospitals and related
health facilities in acting in the public interest. Such principles
shall be cnsistent with the general guidelines developed by
the Health Planning Council in accordance with Section 437.8.

"(d) Shall conduct public meetings in which members of
the health professions and consumers will be encouraged to
participate.

" (e) Shall review individual proposals, for the construc-
tion of new or additional hospital and related health facilities,
the conversion of one type of facility to a different category
of licensure or the creation or expansion of new areas of serv-
ice, and make decisions as to the need and desirability for the
particular proposal in accordance with the principles devel-
oped pursuant to subdivision (c).

"(f) Individual proposal review shall be in accordance
with administrative procedures established by the Health Plan-
ing Council, which shall include, but need not be limited to:
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" (1) A public hearing.
"(2) Reasonable notice.
" (3) Right to representation by counsel.
"(4) Right to present oral and written evidence and

confront and cross-examine opposing witnesses.
" (5) Availability of transcript at applicant's ex-

pense.
"(6) Written findings of fact and recommendations

to be delivered to applicant and filed with the State De-
partment of Public Health as a public record..
"(g) Shall have a plan to finance the procedure which

shall include, but not necessarily be limited to, filing fees and
charges for processing and appeal."

40516. Administrative Procedures for Voluntary Area Health
Planning Agencies. (a) In accordance with Section 437.7, subdivi-
sion (f) of the Health and Safety Code, "Individual proposal reviews
shall be in accordance with administrative procedures established by
the Health Planning Council, which shall include, but need not be lim-
ited to :-

" (1) A public hearing."
A public hearing on an application to construct, ex-

pand or alter for the purpose of increasing bed capacity
or changing licensing category of a health facility shall
be held by the board of directors of the voluntary, area or
local health planning agency, or by a committee of such
board, or by a committee designated by such board.
"(2) Reasonable notice."

A public notice at least 7 days in advance of all hear-
ing and public meetings shall be provided by certified
mail to applicants and be published in a newspaper of
general circulation in the area involved.
"(3) Right to representation by counsel."

The applicant, the planning agency and persons so
- requesting have the right to representation by counsel.
"(4) Right to present oral and written evidence and con-
front and cross-examine opposing witnesses."

All persons so requesting shall be permitted to pre-
sent written statements and, within the reasonable dis-
cretion of the hearing body, may present oral statements.
Right to cross-examination shall be restricted to the appli-
cant and the area health planning agency, or to their
representatives.
"(5) Availability of transcript at applicant's expense."

Minutes aid verbatim recording of each hearing
must be maintained and provision made for transcript of
hearing at applicant's expense.
" (6) Written findings of fact and recommendations to
be delivered to applicant and filed with the State De-
partment of Public Health as a public record."
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All interested parties shall be entitled to prompt no-
tice of and full access to the findings, recommendations,
and decisions of hearing bodies and planning agencies.
Reasonable means shall be used to accomplish the public
notification of the findings, recommendations, and deci-
sions of bodies participating in the health facilities plan-
ning process.

(b) The specific language of Section 437.7, subdivision (f), Health
and Safety Code, implies the necessity for additional procedures:

(1) A public hearing must be held by a minimum of five
persons, a majority of whom shall be consumers;

(2) The findings of fact and recommendations of the
hearing body must be made by concurrence of a minimum of
five persons, who were present at the hearing, a majority of
whom shall be consumers;

(3) Subsequent to the filing of the findings of fact and
recommendations, any person who presented an oral or writ-
ten statement at the hearing may present to the planning
agency written objections to such findings and recommenda-
tions.

(4) A decision of an area agency or a recommendation of
a local agency must be made at a public meeting. A quorum
shall be that established by the Areawide Agency bylaws but
in no case less than one-third of the Board membership and at
least 50 percent shall be consumers. Decisions or recommenda-
tions must be concurred in by a majority of the directors
present; tie vote is a denial of the application.

(5) Any director or committee member shall be disquali-
fied to participate in any consideration and for the purposes
of a quorum if there exists a demonstrated or potential con-
flict of interest. Potential conflicts of interest shall include,
but are not limited to:

(A) Any person having the following relationship to
the applicant:

1. Ownership
2. Directors, trustees, or officers of the appli-

cant's facility
3. Providers of professional services to or in the

applicant's facility
4. Parents, spouse, children, brothers or sisters

of 1,2 and 3 above
5. Employees

(B) Any person with a relationship described in
(A) 1 through 4 to any competitive health facility in the
area served by the applicant.

(6) The Agency and committee shall keep written min-
utes recording the time, place, members present and all offi-
cial actions taken.
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40518. General Principles for Voluntary Area Health Planning
Agencies. (a) As provided by Section 437.8 of the Health and Safety
Code:

"437.8. The Health Planning Council shall develop gen-
eral principles to guide voluntary area and local area health
planning agencies in the performance of their responsibilities
under Section 437.7. These principles shall provide for con-
sideration of the following factors and may provide other
guidelines not inconsistent herewith:"

(b) Guidelines for the consistent consideration of each of the five
factors, (a) through (e) specified in Section 437.8 are set forth in (1)
through (5) below:

(1) "The need for health care services in the area and the
requirements of the population to be served by the applicant;"

(A) In determining the need for health care services
in the area, the health planning agency shall afford an
opportunity for the public, including representatives of
both providers and consumers of health care to present
their views for consideration by the health planning
agency. Such representation may include providers,
health insurers, prepaid hospital and medical care plans,
government agencies that contract for health care for
their employees or beneficiaries, labor and fraternal or-
ganizations, cooperatives and other groups of users of
health care facilities and services.

(B) In assessing the need for health care services in
an area, community requirements shall be considered, in-
cluding those met by governmental and by nongovern-
mental facilities. The intent of these guidelines is to pro-
mote flexibility and relevance to local needs and require-
ments. Such community needs shall encompass medical,
surgical, maternity, pediatric, psychiatric, diagnostic,
emergency, rehabilitative and preventive health care,
home care and other services recognized to be medically
beneficial.

(C) The requirements of the population to be served
by an applicant shall comply with a rational community
plan which will encourage developments in the interest
of improving effectiveness, convenience or comprehensive-
ness of services or quality of care.

(D) In considering the needs of the population, in-
novation in the organization and provision of health care
and the making available of alternative methods of de-
livering health services shall be considered by the health
planning agency.

(E) The "requirements of 'the population to be
served by the applicant" shall include quality, effective-
ness, efficiency, and value of the health care services and
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facilities to be provided. Voluntary area and local area
health planning agencies,'in considering the "require-
ments of the population to be served", shall consider
whether, presently or prospectively, the applicant:

1. Is fully accredited, if eligible for' accredita-
tion by recognized impartial nongovernmental
accreditation organizations, or demonstrates the prob-
ability of achieving accreditation by such organiza-
tions when eligible therefor.

2. Utilizes professional, subprofessional and an-.
cillary personnel so as to maximize their most skilled
capacities; similarly employs labor-saving equipment
and designs when economically justified; utilizes-
modern diagnostic and treatment devices to enhance
the accuracy and reliability of diagnosis and treat-
ment and to diminish the time required to perform
them.

3. Encourages both ambulatory care in outpa-
tient facilities and preventive health care so as to
eliminate or reduce significantly the inappropriate
use of acute inpatient services among the population
it serves.

(2) "The availability and adequacy of health care serv-
ices in the area's existing facilities which currently conform
to federal and state standards;

(A) The health planning agency shall maintain rec-
ords which show the current status of State Department
of Public Health determinations regarding which of the
area's health care facilities and related services do not
conform to Federal and State standards applicable to
construction and equipment which are requirements for
state licensure and for certification for participation in
Medicare. In determining the needs of the area's popula-
tion for health care facilities and services, the health
planning agency shall be cognizant of such nonconfor-m-
ing facilities and services.

(B) A nonconforming facility shall present as part
of its application a satisfactory plan for attaining con-
formity at the same time as its modification or expansion.

(3) "The availability and adequacy of other services in
the area such as preadmission, ambulatory or home care serv-
ices which may serve as alternatives or substitutes for the
whole or any part of the services to be provided by the pro-
posed facility."

(A) It shall be the policy of the health planning
agency to encourage diagnostic and treatment services of
high quality, using the.resource of greatest value to .the
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patient and the community. To this end,.the development
of preventive, diagnostic and treatment services not re-
quiring inpatient admission shall, be furthered, preferably
as part of -a coordinated comprehensive health care pro-
gram. Encouraging the desired coordination of such out-
patient facilities and services also shall be a function of
the health planning agency.
(4) "The possible economies and improvement in service

that may be derived from operation of joint, cooperative, or
shared health care resources;'

(A) To the extent.that certain functions of a health
care facility can be made more efficient, reliable, or less
costly, through joint, cooperative, pooling or sharing ar-
rangements, such relationships shall be considered by the
health planning agency when appraising an application.

(B) Innovative measures taken or proposed by the
applicant, directed towards promotion of economy, effi-
ciency or reliability, shall be encouraged by the health
planning agency, especially when they are part of a local,
area or national system for utilizing pooled, joint, cooper-
ative or shared health resources.

(5) "The development of comprehensive services for the
community to be served. Such services may be either direct or
indirect through formal affiliation with other health programs
in the area, and include preventive, diagnostic, treatment and
rehabilitation services. Preference shall be given to health
facilities which will provide the most comprehensive health
services and include outpatient and other integrated services
useful and convenient to the operation of the facility and the
community."

(A) ID determining priorities among applicants, the
health planning agency shall give preference to the ap-
plicant which, in its own facilities, in facilities under its
control or under a common management, or through
formal agreements of cooperation, can provide compre-
hensive health services in an area. In addition to inpatient
care, such services may include outpatient diagnosis, treat-
ment and preventive health care; emergency treatment;
psychiatric care; rehabilitation services; and home health
care,

Article 5. Appeals

40520. Appeals Body. (a) Section 438.1 of the Health and
Safety Code states in part: "The Health Planning Council, on a
periodic basis, shall designate the voluntary area health planning
agency or agencies, the consumer members of which shall be the ap-
peals body or bodies for another voluntary area health planning agency;
provided that such agencies shall not be the appeals body or bodies for
each other."
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40522. Grounds for Appeal. (a) Failure of the voluntary
health planning agency to comply with procedures required by the
Health Planning Council or its own procedures in considering the ap-
plication so as to deny the applicant due process and a fair hearing.

(b) Findings of fact and recommendations not sustained by sub-
stantial evidence.

(c) Action taken-arbitrarily, capriciously or with prejudice.
(d) Action taken was not in accordance with principles for plan-

ning adopted by the Health Planning Council and the voluntary health
planning agency.

(e) Allegation of grounds for disqualification of a director or com-
mittee member discovered after the decision was reached by the area
planning agency.

40524. Notice of Appeal. (a) An appeal may be initiated
within 30 days of the announcement of 'the- decision of the planning
agency, by a written notice of appeal sent by registered or certified mail
to the Voluntary Area Health Planning Council which shall be respon-
sible for forwarding the appeal to the designated appeals body.

(1) Such notice'of appeal shall include the following:
(A) Designation of the proceeding being.appealed.
(B) A brief statement of grounds for appeal
(C) A request for the completion of .a transcript

within 30 days, if desired.
(D) A list of exhibits, written arguments and other

evidence to be transmitted by the agency to the appeals
body

(E) A statement as to the nature and basis for any
additional evidence desired to be submitted

(F) Payment of the filing fee for the appeal and the
estimated cost of any transcript requested by the appellant
and reproduction of documents.

(b) On receipt of the notice of appeal the appeals body shall re-
view:

(1) The application for appeal
(2) Affidavits and written statements or documents in

support of application and appeal
(3) The original application and all modifications or sup-

plements thereto
(4) The written evidence and written arguments sub-

mitted
(5) The minutes of the hearing and the transcript is

supplied
(6) Any affidavits or statements submitted in relation to

the appeal
(7) Any written statements filed by parties in interest
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(c) Based upon such review the appeals body shall initially deter-
mine whether its review shall be based solely upon the record of (1)
through (7) above or shall take additional written and/or oral testi-
mony and designate the areas or points to be covered by the additional
testimony.

(d) Upon such determination, hearing ar meeting date shall be
scheduled. A quorum at such hearing or meeting shall be one-third of
the members of the appeals body. All actions by the appeals body shall
require the concurrence of the majority of the members present, but
in no event less than five members.

(e) The appeals body, upon the completion- of its proceedings,
shall:

(1) Affirm the original action; or
(2)' Reverse the original; or
(3) Modify in part the original decision if it believes such

action to be required in the public interest.

(f) Failure of the appeals body to act within 90 days of the receipt
of the request for appeal shall constitute affirmation of the prior de-
cision.

(g) A party in interest may request notice of an appeal and such
notice shall be given by the Voluntary Health Planning Agency.

(h) Parties in interest on an appeal who may be represented by
Counsel, are:

(1) The applicant
(2) The Voluntary Area or Local Health Planning

Agency
(3) Any party who submitted an oral or written state-

ment at the original hearing
(4) Representatives of local government

(i) The appeals body shall select its own chairman. At the dis-
cretion of the appeals body it may be advised by legal counsel who shall
not be permitted to vote on any action taken by the body.

40526. Petition for Appeal to Health Planning Council.. (a) An
appeal may be initiated within 30 days of the announcement of the
decision or the lack of a decision of the planning agency or of a desig-
nated consumer appeals body by a written petition for a hearing sent
by registered or certified mail to the Executive Secretary of the Health
Planning Council. Copies of the petition shall be sent to the applicant,
area planning agency, local planning agency, and the consumer appeals
body, as appropriate.

(1) Such petition for a hearing should include the fol-
lowing:

(A) Designation of the proceeding being appealed
(B) A brief statement of grounds for appeal
(C) A written transcript of the appealed hearing or

action
(D) Exhibits, written arguments and other evidence

presented at the appealed hearing or action, if requested
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(E) A statement as to the nature and basis for any
additional evidence to be submitted

(F) Payment of a filing fee, if required, for the peti-
tion and the estimated cost of any transcript requested
by the appellant and reproduction of documents.

-40528. Council Procedures. (a) On receipt of the petition for
a hearing, the Health Planning Council shall review the petition for
hearing and the supporting documents listed under Section 40526, and

a copy of notice of appeal required by Section 40524.
(b) The Health Planning Council may certify that a hearing

should be granted. Such certification-shall be determined by written
agreement by at least onethird of the members. A copy of the certifi-
cation shall be sent to the petitioner and the concerned agencies by
registered or certified mail within 60 days following the receipt of the
petition.

40530. Hearing. (a) Hearing process shall be conducted in a
manner to permit necessary notices, meetings and determination of

Council recommendation and decision within 90 days following the date
of certification to conduct hearing.

(b) Upon making a dcision to grant the hearing, the Council shall

issue a public notice to the applicant, the voluntary area planning
agency, and the general public of the date, time, place, and designated
hearing body. The Council may designate the full Council to act as
the appeals body or may designate a chairman and members of the
Council to a committee of at least three, the majority of whom shall be
consumers.

(c) The Chairman or Vice Chairman'of the Council or the desig-
nated committee chairman shall serve as chairman of the hearing body.
The hearing shall proceed in accordance with the rules of appeal pro-
viding for public notice, conflict of interest, legal counsel, etc., referred
to in the initial State Guidelines for Implementation of AB 1340, and
included in this. chapter.

40532. Recommendations and Decision. (a) A report of. the
recommendations of.the hearing committee shall be sent to the members

of the Council within 10 days. The Council shall render a decision in
public hearing within 90 days following the date of certification by the
Council to conduct the hearing.

(1) The Council in the public hearing shall:
(A) Affirm the appealed decision
(B) Reverse the appealed ecision
(C) Modify in part the appealed decision.

(b) The Council shall determine findings of fact supporting its
decision and shall notify, in writing, the applicant or petitioner within
the 90-day period set forth above of its findings of fact and decision.

(The next page is701.)
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