Tom Hoyer - Director of Chronic Care Purchasing Group 1972-2003

I. How have things changed over the years

A. 1972-1977

1. Before 1977 and early HCFA

a. Run by founding fathers

(1) People who shared the original vision

(2) Knew what the Social Security Act said

(3) Viewed Medicare as something that the Social Security Act created and governed instead of the changeable part of the healthcare system

b. Constant Vision

(1) Implementing the program the way the statute said

(2) Making sure that every beneficiary had every service to which he was entitled if he could find someone to provide it

2. In 1977 the leadership changed

a. Intermixed with

(1) People who knew about Medicaid

(2) Didn’t know much about the Medicare statute

(3) Had long tradition of flexibility and change

b. From that day on the agency began to drift away from the original vision

(1) Run by people who reasoned what Medicare should be from its place in the healthcare system as opposed to what the statute said about it

B. As the years have gone by since 1977, increasingly, the people who ran the agency

1. Don’t know what the statute says

2. Don’t have a clear understanding of the structure of the program from the statutory standpoint

3. Know about how the healthcare system functions

4. Know about how Medicare relates to the other programs

5. Know about how they would like to see the system work

C. Medicare has stopped being title XVIII of the Social Security Act and begun to be a much more flexible player in the healthcare system

D. Required that those who started with the program finally recognize that looking at the statute and trying to plot the future from there is not always the most constructive way to do business

1. Have to look at politics

2. Have to recognize that people who use the statute as a place to put new amendments as opposed to a place to seek guidance are the folks who are running it.  This is a strong adjustment to make

E. The law is flexible.  Decisions are political.  The statute is something that describes the outer limits of what you can do.

F. Problem – What kind of vision of how to proceed can you have?

G. Only Bruce Vladeck had a consistent vision of where Medicare ought to go that was comprehensive.

H. Other administrators

1. Had ideas of specific things they wish to accomplish during their tenure

2. Had specific changes they hoped to make based on their view of the healthcare system

I. For policy, regardless of who runs the agency

1. Have to have the big picture

2. Have to have governing theory of how it all works

J. Tom Hoyer’s Theory – Statutory vision made flexible by what has happened in the past.

1. Key - if you work in policy, you need to have some vision about how it is all going to work and to be able to modify as changes to the law changes possibilities

K. Best way to develop policy

1. When Tom Hoyer came to work it was, “If you had a copy of the laws and regs, you had everything you needed to make policy.”

2. In the Social Security model law made the rules and you followed them

3. In Medicare there were programs of hundreds of thousands of vendors’ services all of whom have an interest in how payments are made and what the process is

4. When you make policy you have to go beyond the law and regulations

L. Take some time to learn

1. How the healthcare system works

2. How the providers are organized

3. Who represents them

4. What the credibility of the different factions is

M. To go forward with new policy you have to have a vision about how people will implement it and how they will receive it

N. Medicare did not give as much thought to before 1977 as perhaps they should have

O. Today the process is more political than it ever has been.  Providers are more vocal and influential than they ever have been

P. Medicare absorbs more than 13% of the gross domestic product, governs a lot of jobs, a lot of sectors of the economy, a lot of people’s lives.  It makes sense that those folks should have a voice and we should have to listen to them.

Q. In terms of policy making

1. More important to have skills of consensus building

2. Drawing people into the process

3. Persuading people to follow a certain line

R. Originally, Tom thought that having the right idea was the key policy thing.  He now knows that the key policy thing is the right idea.  If you can’t sell it, it doesn’t matter at all.

S. Policy is just not an intellectual process but also a hands-on process of building consensus, negotiating, and selling ideas.

T. That has always been a problem for HCFA and CMS because

1. Theoretically, as government agencies, we don’t lobby.  

2. We implement laws we don’t make them.

3. We don’t lobby congress, we provide information

4. CMS needs to be a central part of all policy making.  That can only happen through the personal relationships of the people who run it and the staff

a. Both with people in the Department, 

b. People on Capitol Hill

c. People in OMB

d. People who run the associations that represent the providers

e. The physicians 

f. The beneficiaries

g. Have to spend a lot of time

(1) Making sure people know how this place operates

(2) What’s possible

(3) Making a case for what’s appropriate 

(4) Building consensus

h. It makes the job a lot harder than analysis

i. Another thing that has made it more complicated in recent years is the complexity of our operating systems

(1) It has taken awhile to discover that change control is something that really matters

(2) If you can’t figure out the answer in enough detail to tell the system folks six months in advance, your policy

i. Won’t happen

ii. Won’t be implemented

iii. Won’t be on the street

(3) That adds a piece of discipline to it.  It also moves the whole process of consensus building and analysis back six or seven months from the point at which something must happen.

(4) That is very difficult for us because our constituencies don’t recognize that.

(5) Most of them feel changes can be made right up until the day before things have to happen.

U. The most critical competencies and skills you need for the job?

1. You have to be able to think and analyze

2. Be intuitive

3. Be able to see the big picture

4. Have to have negotiating skills

5. Be able to achieve consensus

6. Because it is a government agency, you have to find a way to manage the process with the people you are given.  You don’t have the option to go outside your agency and get other people.  You don’t have the option to replace staff.

7. It’s also a challenge in utilizing people

V. What will be lost when I and other Senior Executives leave?

1. Most of the facts that govern the programs can be dug up in files or archives.

2. What can’t be dug up is what wasn’t written down; who nobody would ever dare to write down

a. Memories and conversations

b. Memories of ideas that were tried and failed

c. The knowledge you have personally of what members of Congress will and won’t vote for

d. What staff members do and don’t care about

e. The personal knowledge you have about what the competencies of the staff are, who can accomplish what and who cannot

3. Those things go away forever

4. The old adage is true:  “If you can’t remember history, you’re damned to relive it.“ You can watch history here and you can watch it on Capitol Hill

5. We’ve invented our view of the HMO any number of times.  Simply, because we haven’t been able to remember.

6. What’s lost is fundamentally our experience, the memory and experience of the unspoken things that have gone on. Maybe even the unspeakable things that have gone on.

II. CMM and Its Management

A. Story and its importance for the future – Article in the Baltimore Sun in the mid-1970s.

1. Reported on the reorganization of Social Security for one of its many unsuccessful re-orgs.

2. Explained why the current organization didn’t work and how the structure was inappropriate.

3. It was a newspaper article about a management report.

4. The authors of the report took the trouble to write some additional material.

5. One of the things they said was they wanted to make the point that the original Social Security Administration management structure had also been inappropriate and dysfunctional and that Social Security’s long history of being the agency of doing the job really had much more to do with the commitment of the leadership and its components to getting the job done and their own efforts to overcome the shortcomings of the management and the management structure and cooperate to that end.

6. That made a big impression on Tom Hoyer because the agency he has worked in has never been configured the way you would want it to be configured.  It has always had to be accomplished by personal relationships among the leadership people helping one another and people sharing a common vision.

B. Taking that back to CMM.  CMM needs to exist for a while. 

1. To achieve stable management.  

2. To make sure the relationships exist.

C. The program needs to develop a vision that people can share.  In that context you can be entirely successful.

D. Most of the difficulties we have experienced in recent years has come from reorganizations that disrupted the relationships among the leadership and created gaps in them so that it hasn’t been possible for people to overcome the holes in the organizational structure.  

E. Tom Hoyer has a lot of hope that stability in the organization can lead to that happening in the future.

F. One of the big challenges has been trying to balance the need for people who have long term experience with the need to bring in fresh blood and new knowledge, especially, in policy areas.

1. It’s tough to run something like for example, Chronic Care Policy Group if you don’t know a lot about chronic care policy and you don’t have a strong technical background and you don’t know all the people involved.  Those would all be factors that would militate for an internal candidate.

2. On the other hand you also need somebody who knows the industry, who is currently acquainted with the congress and the people running the Department, who can get along with the political appointees and the provider lobbies.  Very often that militates for somebody from the outside.

3. One of the things the agency has not resolved and needs to resolve is how to assure on the one hand that its management consists primarily of experienced career staff and at the same time assure we get enough fresh blood and that the experienced career staff that we have are people who can form these relationships on a current basis and see beyond the walls of CMS.  That is a terrific challenge.

4. If you rely excessively on career people whose perspectives are narrow, you end up consistently having policy offerings that are unacceptable.

5. If you rely exclusively on new fresh blood from the outside, you frequently have policy offerings that are illegal or inappropriate.  

6. It takes a combination of those two things to really make it work.

7. One of the reasons CMS has had trouble in recent years is its long period of not hiring people.  Tom Hoyer was hired in 1972.  Hardly anybody hired until catastrophic coverage in 1988.

8. A whole 15 year period went on when fresh blood wasn’t being brought in.  

9. You can see the effect of it today where we have lots of bright competent young grades 13 and 14 but a fair dearth of people at the grade 15 level with the kind of experience it takes to be promoted and even a fair lack of grade 14 people who have the experience they need to become a grade 15.

10. Tom Hoyer is assuming this is a one-time problem and it will be remedied because now we constantly hire and we constantly refresh the staff.

11. Right now what we are experiencing is a group of people retiring who have themselves a lot of experience that would otherwise have been held by those people who weren’t hired during those 15 years, a one-time problem, but a big problem.

12. Tom Hoyer does not know how to solve it.  It will just have to work itself out.

G. The best piece of advice Tom Hoyer could give to someone in CMM in the middle of their career is to pay attention.

1. Tom Hoyer does not think he could have done this job competently if he was not interested in what he was doing.

2. If right from the day he was hired he hadn’t continued to wonder how it all worked.

3. Tom Hoyer has worked with people who were brilliant but not particularly interested and brains don’t overcome interest when it comes down to thinking of solutions to tough problems.

4. One thing Tome Hoyer would encourage people to do is to challenge your staff at a broader level so they can develop the kind of interest or vision in the program that makes you think that little part that you are working on really matters.

5. In the early days it was Tom Hoyer’s interest in finding out how it worked that carried him for the four or five early years when it was difficult to talk to anybody whose vision was beyond the manual sections for which they were responsible.

6. That’s not true today, but giving people a taste of what it all means and where they all fit is essential. 

7. Another important thing is to remember that agency accountability for something is different than individual accountability.

8. Tom Hoyer says he has never worked on any project that succeeded or was done properly or on time in which there wasn’t one single person somewhere in the process who personally felt it their responsibility to make the thing happen.  SES or grade doesn’t matter.  Somebody in CMS has to wake up every single day with the thought that the project is their responsibility and be spending the whole day trying to make it happen.

9. One thing lost in an organization especially run by folks who primarily feel that you can build a management structure that will make things happen no matter who works in it.  That’s a fundamental fallacy.

a. Things don’t ever work unless individuals are committed to doing it.

b. There needs to be a stronger effort made to get people to feel responsible.

c. One of the things you have to do is to give them responsibilities.

d. Let them make decisions

e. Tom Hoyer has tried to empower staff as much as he could and he says, “I think it’s a good idea.  I wish I had learned it sooner.”

III. Getting along with the Political Management in the Outside World

A. The key is honesty .You can refuse to tell them things but – Never lie to anybody – ever.  

B. One of the things people liked about Tom Hoyer was his honesty

C. Say what you think – don’t be obnoxious about it but you need to tell people what you think.

D. Be accessible 

1. Talk to everybody who wants to talk to you

2. Go to every national group that you are asked to go to if you can make it

3. Be with every group that wants to meet with you

4. Talk to every constituent that wants to meet with you

5. Return all your phone calls

E. Currency of your own ideas and your own ability to figure out what will work really is tied directly to how accurately you have a view of what’s going on in the world.

F. You can’t do it in isolation.  You really need to spend a lot of time

1. Listening to people

2. Building up the human relationships you need

G. With political appointees you need to be really clear.  It is not hard to understand this is an employment situation.  If they tell you something, they’re the boss, you do it.

H. On the other hand you get paid specifically to give political appointees guidance

1. Tell them what might not work

2. Tell them what the rules are

3. They look to you for that

I. If you are honest and not obnoxious in stating your views that is the key to survival.

J. Make no mistake, it is very important to get outside of the walls of CMS and meet people who work out there.

K. And be honest and clear with them about what you are doing and why you are doing it.

L. People would much rather hear the bad news directly than hear it later.

M. Although Tom Hoyer has done very little of what the home health and nursing home industry have ever wanted him to do for the last 20 years, they’ve always appreciated being dealt with straight-forwardly and it has never come back to haunt him.

N. That set of very simple ideas is how Tom Hoyer thinks you have to deal with leadership and with outsiders.

O. “It’s not hard.  It’s pretty obvious.”

IV. History of Benefits

A. Medicare Hospice Benefit

1. Enacted in 1972 as section 122 of TEFRA

2. Hospice didn’t come to this country until 1970; came from England

a. Came as follow-on from the 1960s as a counter-cultural idea.

b. An idea for the rejection of traditional healthcare and its replacement in some cases with alternative services

3. Originally, idea got to the Department of Health and Human Services because Joe Califano, the Secretary, missed an airplane and ended up having to spend the night with Governor L.T. Grasso of Connecticut who spent the evening arguing with him that he should do hospice demonstrations with a view towards putting hospice into the Medicare program.  He did initiate those demonstrations and they were going on when the next administration came in.

4. In 1982 the hospice movement lobbied very strongly to congress to get a hospice benefit enacted and to do it in the context of the congressional budget process where things had to not cost money.

5. They developed a statute that had the hospice payment capped at the cost of caring for a patient in the last six months of life.

6. Basically, a statutory requirement that it would have to be no more expensive than current Medicare and they built other features in their statutes as well.

7. They required that bereavement counseling be given free of charge without Medicare paying for it.

8. They required that hospices use the services of volunteers even though Medicare was paying.

9. They required that no Medicare beneficiary be discharged despite the inability to pay for the services which was a strong requirement in the early days because the hospice benefit as enacted lasted 210 days; so the price of enrolling a hospice patient who had more than six months to live could very well have been many months of uncompensated care.

10. The hospice provision had other important attributes which the industry is now beginning to regret.

11. The fundamental idea behind hospice is that the growing technological sophistication of the healthcare system in the 60s and 70s had switched the focus of healthcare from patient who in a less scientific era was the center of attention.  

a. People holding his hand and being kind to him 

b. Helping to alleviate his symptoms in the absence of more technological processes to cure his disease 

12. As technology advanced the patient became more and more the site at which physicians performed procedures and the patients’ own interests were lost.

13. A landmark book in the 1970s, Evan Illich, talked about the modern healthcare system as actually, the cause of disease in and of itself and a process of caring for people that robbed them at the end of their lives with no advance notice and even the faint feeling that they may have failed the healthcare system by not recovering despite all that effort.

14. The purpose behind the hospice benefit was to allow people who knew they were going to die to put aside that healthcare system and sign up for service with a hospice that would care for them at home which would give them palliative care and pain killing drugs not otherwise covered under Medicare.

15. The hospice care would include bereavement counseling and pastoral counseling; counseling of the family as well as the patient to make sure the family and the patient were adapting to the ultimate demise of the patient.

16. The folks who lobbied for hospice were very strong on the notion that people dedicated to curing illness were not suitable to help people die.  So they wrote provisions into the statute that made it very hard for hospitals or home health agencies or nursing homes to add hospice services at the sites where they operated.

17. For example hospices were required to provide through direct employment all of the nursing and physician services and some other services even though most healthcare providers rely on agencies to furnish part time nurses and other employees.

18. There was a strong burden of recruitment and training with the notion that people who worked at the hospices would be people who were entirely committed to their careers, to that kind of work, who were imbued with the notion of palliative care for the terminally ill

19. In implementing the hospice program initially, there was an enormous difficulty in fending off the desire of the healthcare industry to offer hospice as an alternative line of business in hospitals and skilled nursing facilities and particularly home health agencies.

20. Another key decision made at the beginning of hospice was to make it a perspective payment system instead of a cost reimbursement system.  This turned out not to work out as well at the beginning for hospice advocates because it meant that Medicare payment wouldn’t include significant capital expenditures for building.  Over the course of the hospice benefit it has proved to be a real boon to hospices because it has given them ready access to cash flow.

21. It has not tied to costs or to any particular behaviors.  

22. In fact, hospice has been the only one of our Medicare beneficiaries that has been tied to perspective payment from the very beginning and not only the beginning of the program but of hospices.

23. When the law was enacted there was only one hospice in this country, the hospice in Northern VA, that met the requirements that were laid out in the law for hospices to participate.

24. It was a hospice that had been developed by the advocates as an example of what they wanted so that the now 2,500-2,600 hospices that exist all came into being after the Federal requirements were established.  They all came into being giving perspective payments not cost reimbursement.

25. As a result all of them have developed their programs based on their cash flow as opposed to based on notions embedded in cost reimbursement by getting back all that you spend.

26. The result has been that it is the only Medicare benefit that has developed in a cost conscious manner.

27. Hospices, as a result, are very successful. 

28. They, of course, want more money but unlike the other providers, they know how to deal with the Medicare environment and they are very successful at it.

29. Hospice, as a result of having perspective payment has not had significant statutory changes in many years.

30. The current challenge for it, however, is to develop enough cost information to analyze and reform the rate structure because some other things have happened since hospice began

31. Back in the 70s chemo therapy and radiation therapy were significantly more painful experiences to undergo and one of the thoughts about electing hospice is that you would turn your back on a painful and ultimately unsuccessful therapeutic regimen in order to get valued care.

32. Over the past 20 years it has become a lot easier to endure chemo therapy and radiation therapy and there is one evolving view that hospice really ought to include all of the curative service people might want and all of the palliative services that they might want aside from the fact that this sort of strikes at any notion of cost effectiveness.  

33. Another thing it strikes at is the fundamental premise of hospice.  One of the things it was always intended to do was to help the patient and their family come to grips with the notion that death was imminent, do all those things you do before you’re going to die

a. Make peace with your enemies

b. Talk to your grandchildren

c. Write your will

d. Say your prayers

e. Things you can’t do if you don’t know you are going to die.

34. The invidious thing about this developing view of end of life care is that is once again veering dangerously in the direction of 

a. Not taking the patient into its confidence

b. Not really telling the patient what the story is

c. Not really giving the patient the option to die with dignity and with support

35. Tom Hoyer thinks that is a bad idea and he hopes it doesn’t prevail.

B. Another large enterprise that Tom Hoyer was involved in over the years has been nursing home reform – the notion of building quality care into nursing home services.

1. This is an issue that goes back many years,

2. Nursing homes not exactly like hospices but almost like hospices are almost exclusively the creation of the Federal government from the Kerr Miles grants in 1935 to Medicare and Medicaid. Virtually all of the fiscal attention that has gone into nursing homes has been from the government, primarily, Federal but also state.

3. That was the industry has developed and its behaviors can pretty much be laid directly at the door of the Federal government and the state government for 

a. The kinds of incentives they have provided

b.  The kinds of oversight that they’ve had

4. Initially, the issue with nursing homes is nobody really understood what would go on in a nursing home.

5. Originally in 1935 the nursing homes were just a way of coping with the problems created by the depression and by the increasing industrialized society in which people increasingly could not stay with their families and needed a place to be.

6. There wasn’t a well-developed notion of what that would be or how it would work.

7. When Medicare started and Medicaid started there was an effort to standardize the thing by putting conditions of participation in the statute which Medicare implemented but these were pretty basic requirements.

a. Requirements that the building be fireproofed

b. That it have a nurse on duty at least eight hours a day

c. That it have qualified dietitians

d. And the like

8. It still wasn’t a very clear idea of what nursing home care ought to be.

9. One of the defining moments for it was a case called Smith vs. O’Halloran which absorbed most of the 70s and the early 80s.  A case begun in Colorado with a nursing home patient who sued the state because the patient said the state did not assure that the care in the nursing home for the inhabitant was of high quality and he alleged it was the State’s duty.  The Federal government was brought into the case almost immediately because it was Medicaid and our only defense was that the statute did not authorize us to assure that the facilities provided quality care.  In fact, all the law enabled us to do was 

a. To assure that the facilities met the specific requirements of the statute, 

b. Had the nurse on duty eight hours a day

c. Met the life safety code

d. Did other things necessary

We didn’t lose that case until about 1980 and it wasn’t until 1980 that we began to have a clearer idea of what it might take to make a nursing home work.  It was in that context that the nursing home reform statute was enacted and then Tom Hoyer spent the better part of six or seven years implementing it.

10. The end of the Smith-O’Halloran controversy really gave the nursing home advocates the strength they needed in Congress to get stricter attention paid to nursing home quality and one of the things that happened was that the Congress got the agency to commission a report from the Institute of Medicine comprehensively evaluating methods for improving the quality of care in nursing home.

11. That report was produced by the Institute of Medicine including a cast of well-known characters that had Bruce Vladeck, one of our future administrators and Helen Schmidt, his deputy.  As part before it was delivered in 1986, CMS began the process of doing nursing home reform.

12. When the Institute of Medicine’s report on quality of care came out, it took a very comprehensive view.  It suggested on the one hand that the process measures we traditionally used to measure nursing home quality were inadequate because there were inadequate proxies and have urged us instead to look at the outcomes of care as a means of evaluating nursing homes.

a. It made a point on the one hand that money can’t buy you quality but on the other hand that money could help.

b. It contained lots of useful information.

c. Unfortunately, it was the document that you would expect from a well-qualified committee.

d. It ended up including everybody’s recommendations.

e. At the end of the day it suggested we should have all the process we ever had and all the outcomes that we could imagine, and a good deal of additional other stuff which could have been both costly and difficult.

13. The job we had ahead of us was first of all to figure out how to implement that report in the context of the current law which didn’t contain near enough authority. We worked very hard and put together a proposed rule that would have done that.

a. Key parts included a strong section on patient assessment and care planning requirements for nursing home aid

b. Competency testing and training.

We published a proposed rule in 1986.  It was widely met with opposition from the nursing home industry as being too stringent and from the advocates as being way too weak.

14. While the controversy raised, the Congress stepped in and wrote most of the provisions of that Institute of Medicine report into the law.

15. They enacted that in 1987 in the Omnibus Budget Reconciliation Act of 1987 leaving us with the requirement to do rulemaking that would improve some fairly burdensome and revolutionary requirements:

a. A detailed nursing home assessment, the form for which would be developed by the Federal government and the States; and made mandatory for everybody

b. Mandatory nurse aid training and competency evaluation

c. Stringent processes for safeguarding patient funds

d. Wide-ranging resident rights requirements related to quality care

e. The dignity of patients

f. Freedom of activity and association and

g. Other areas to the extent that there was a controversy over our earlier regulations.

16. The controversy of the statute and our proposals thereafter was very significant.

a. The advocates, again were extraordinarily angry that we weren’t doing enough

b. The industry was very concerned that we were doing way too much

c. In addition to the industry, the state governments were concerned about the potential impact on Medicaid costs, OMB was concerned about the potential impact on the Federal budget, State Mental Health and Mental Retardation agencies were hoping to use this as an opportunity to become involved in decision making so that the level of controversy was really very high.

d. There was by no means a consensus in the Department of Health and Human Services either.

e. So that in doing the rulemaking Tom Hoyer spent the better part of two years speaking two, sometimes three times a week to angry groups of advocates or industry folks attempting to strike some kind of compromise that would get us a consensus document and Tom Hoyer did that finally.

f. It took from 1987-1992 but eventually we did manage to have a document that achieved that kind of compromise and got us where we needed to be with nursing home reform.

17. It was, of course, only the beginning because once you have the rules that people have to follow, the next step is to actually get them to follow them and my colleague, Helen Freddiking in what is now CMSO devoted the remaining years to 

a. Implementing the survey process

b. Developing the guidelines 

c. Training the surveyors

d. Getting the dataset up and running and

e. Implementing the current statutory requirements

18. What Tom Hoyer would say is that we are maybe two-thirds of the way toward implementing the regulation in terms of performance and maybe also at the point where we should start re-examining.  It’s an undertaking of enormous importance and it requires a long-term vision from the administration as to where it needs to end up.  “Something, again, I think might be lacking at this point.”    

