g



BRIEFING BOOK

HISTORY OF REGIONAL MEDICAL PROGRAMS

NATIONAL LIBRARY OF MEDICINE
BETHESDA, MARYLAND

1991

July 24, 1991



in

N1

|

B

TAB

TAB

TAB

TAB

TAB

TAB

TAB

TAB

II

IIT

Iv

VI

VII

VIII

RMP BRIEFING BOOK CONTENTS

Introductory Statement

Chronology of Regional Medical
Programs

RMP Enabling Legislation
Useful Summary Articles

Biographical Sketches of Directors
of Regional Medical Program

Budget History

Summaries of Key Reports and
Hearings

List and Map of RMPs



B!

5

]

l% }ﬁ“l *i ﬁiﬁf%‘:i

d . r,ri' .ii:i‘ Il‘l

INTRODUCTORY STATEMENT

This briefing book is designed to provide those being
interviewed in connection with NLM's history of Regional Medical
Programs project, and their interviewers, with basic background
information about RMPs. The book will also be useful to
journalists, historians and others interested in the hsitory of
RMPs. The book was prepared by NLM's History of Medicine
Division with assistance from others both inside and outside the
Library.

This version of the briefing book is a first draft, and
comments and corrections are most welcome. Please address these
to John Parascandola, Chief, History of Medicine Division,
National Library of Medicine, 8600 Rockville Pike, Bethesda, MD

20894.






CHRONOLOGY OF REGIONAL MEDICAL PROGRAMS

February 1964

December 1964

January 18, 1965

August 1965

October 1965

December 1965

February 1966

April 1966

February 1967

June 1967

President Johnson delivered his "Health
Message" to Congress in which he announced
the establishment of a Commission on Heart
Disease, Cancer and Stroke.

The Report of the President's Commission on
Heart Disease, Cancer and Stroke was issued,
presenting 35 recommendations including the
development of regional complexes, medical

facilities and resources.

Companion bills--S. 596 and H.R. 3140--were
introduced in the Senate by Senator Lister
Hill (Ala.), and in the House by Rep. Oren
Harris (Ark.), giving concrete legislative
form to the recommendations of the DeBakey
Commission.

Anthony Celebrezze was replaced by John
Gardner as Secretary of HEW.

P.L. 89-239, the Heart Disease, Cancer and
Stroke Amendments of 1965, was signed. The
Commission concepts of '"regional medical
complexes" and 'coordinated arrangements"
were replaced by "regional medical programs"
(RMP) and ‘“cooperative arrangements," thus
emphasizing voluntary linkages.

National Advisory Council on RMPs met for
the first time to advise on initial plans and

policies.

Dr. Robert Q. Marston appointed first
Director of the Division of RMPs under NIH.
He also served as Associate Director of NIH.

First planning grants approved by National
Advisory Council. Original emphasis of RMPs
placed on continuing education, patient-care
demonstration projects, and development of
new manpower resources.

First operational grants approved by National
Advisory Council.

The Surgeon General submitted the Report on
Regional Medical Programs to the President
and the Congress, summarizing progress made
and recommending extension of the program.
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December 1967

March 1968

March 1968

July 1968

September 1968

October 1968

January 1969

September 1969

FY 1969

Jan-0Oct 1970

61 RMPs designated; only four were
operational.

Companion bills to extend RMPs were
introduced in the House by Harley O. Staggers
(W.Va.) as H.R. 15758 and in the Senate by
Senator Lister Hill (Ala.) as S. 3094.

Wilbur J. Cohen takes over as new Secretary of
HEW. Reorganization of the Public Health

Service announced.

The Health Services and Mental Health
Administration (HSMHA) 1is created; RMPs
transferred from NIH to  HSMHA. RMPs
combined with eight  programs of the
National Center for Chronic Disease Control to
form, within HSMHA, the Regional Medical
Program Service.

The chronic disease programs included the
Cancer Program; Chronic Respiratory Disease
Program; Diabetes and Arthritis Program;
Heart Disease and Stroke Program; Kidney
Disease Program; Smoking and Health Program;
Neurological and Sensory Disease Program;
and Nutrition Program.

Meeting of all RMP program coordinators in
Alexandria, VA. Five regional groups
established: Northeast, Southeast, Midwest,
Southwest and West.

P.L. 90-574, extending RMPs for two years,
was signed. Changes included -- expansion
outside the 50 states; funding interregional
activities; permission of dentists to refer
patients; permission of Federal hospital
participation.

Robert H. Finch appointed Secretary of HEW in
the Nixon administration.

National meeting of coordinators of RMPs and
chairmen of Regional Advisory Groups in
Warrenton, VA.

44 RMPs were operational. Membership in
various Regional Advisory Groups exceeds
2000. Over 400 operational projects were

under way.

Bills extending RMPs introduced; hearings
held.
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June 1970

October 1970

FY 1970

November 1972

FY1973

July 1973

1974

Elliot L. Richardson appointed Secretary of
HEW.

P.L. 90-515 was signed into law. New
provisions: emphasis on primary care and
regionalization of health care resources;
added prevention and rehabilitation; added
kidney disease; added authority for new

construction; required review of RMP
applications by Areawide Comprehensive
Planning agencies; emphasized health

services delivery and manpower utlilization.
New manpower included "physician extenders"
such as nurse practitioners.

Of the nine original <chronic disease
programs, the following five were phased out:
Cancer, Diabetes and Arthritis, Chronic
Respiratory Disease, Heart Disease and Shde,
and Neurological and Sensory disease.

The RMP Service consisted now only of RMPs,
Kidney Disease Program, and National
Clearinghouse for Smoking and Health.

54 RMPs were operational. Membership in
various Regional Advisory Groups was 2,400.

Caspar Weinberger appointed Secretary of HEW
by Nixon.

Peak year of funding of RMPs, with $140

million appropriated. Emergency medical
services were playing an increasing role,
receiving larger share of funding. Nixon

administration proposes health spending cuts,
including zero funding for RMPs in FY1974.
Bureaucratic and local support gains a one-
year extension.

HSMHA is split into the Health Services

Administration, the Health Resources
Administration, and the Alcohol, Drug Abuse,
and Mental Health Administration. RMPs
placed in the Health Resources
Administration.

The National Health Planning and Resource
Development Act of 1974, P.L. 93-641,
consolidated RMPs with the Hill-Burton and
Comprehensive Health Planning Federal
programs.



{ i L !

S i = ) -

— )

February 7,

19876

1974

In response to a 1law suit filed by the
National Association of Regional Medical
Programs, the court ordered the Secretary of
HEW to release the $126 million in impounded
fiscal year 1973 and 1974 funds to the

nation's RMPs.

After a transitional period, independent
RMP operations ceased.






SYNOPSIS OF PL 89-239 (RMP ENABLING LEGISLATION)
“Heart Disease, Cancer, and 8troke Amendments of 1965"

This act amended the Public Health Service Act by adding on to it
the following:

"Title IX,-EDUCATION, RESEARCH, TRAINING, AND DEMONSTRATIONS IN THE
FIELDS OF HEART DISEASE, CANCER, STROKE, AND RELATED DISEASES"

Section 900. "Purposes"

a. To establish regional cooperative arrangements of medical
schools, research institutions and hospitals, for the purposes
of research, training, and demonstrations of patient care.

b. To make the latest advances available to the public, through

such cooperative arrangements.

c. To do so without impinging upon the private health care
system.

Section 901. “Appropriations"

a. $50 million for fiscal 1965.

Those funds to be used for grants for universities and
institutions for the purposes as outlined in 900 a.

b. These grants cover up to 90% of construction costs.

c. The funds are not to be used directly for patient care.
Section 902. "Definitions"

Regional Medical Program: a cooperative arrangement among a

group of public or private non-
profit institutions . . .

1. . . . in a geographic area to
be determined by the Surgeon
General.

2. . . . that includes one or more research
centers and one or more diagnostic/treatment
centers.

3. . . . that includes coordination arrangements

of its various components.

Section 903. "Grants for Planning and Development"

a. The Surgeon General in consult with the National Advisory
Council authorizes all grants.

b. Fiscal accountability is required of all grant

recipients. The applicant(s) must provide an advisory
group of experienced members in the health care fields.

Section 904. "Grants for Establishment and Operation of Regional
Medical Programs"
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This section is essentially a repetition of those regulations in
903, applied here to the formation of a new Regional Medical

Program.

Section 905. "National Advisory Council on Regional Medical
Programs"
a. The Surgeon General appoints all 12 of its members, subject to

approval by the Secretary of HEW, of this council and serves
as its chairman. Two members must be practicing physicians,
and there must be one each who is outstanding in the fields of
heart disease, cancer and stroke.

b. Members serve four year terms and may not serve more than two
continuous terms.
c. The council advises the Surgeon General in the preparation of

regulations and of policy matters.
Section 906. "Regulations"

The Surgeon General is responsible for setting regulations covering
grant applications, and covering the coordination of this with
other programs relating to the same diseases.

Section 907. "Information on Special Treatment and Training
Centers"

A list of facilities that provide the most advanced methods and
techniques is to be made available by the Surgeon General to

practicing physicians.
Section %08. "Report"

This section reguires that the Surgeon General submit a report by
June 30, 1967, to the President and then to Congress on the

following:

1. A statement of financing sources, both Federal and non-
Federal.

2. An appraisal of activities after the first year.

3. Recommendations for modification or extension of this title.

Section 909. "Records and Audit"

a. This section requires that fiscal accountability be
maintained.



i)
7

EXHIBIT XII

Public Law 89-239
89th Congress, S. 596
October 6, 1965

« An Act

Heart Disease,
Cancer, and

Stroke Amend-
ments of 1963.

To amend the Public Health Service Act to
assist in combating heart disease, cancer,
stroke, and related diseases.

Be it enacted by the Senate and FHouse of
Representatives pf the United States of
America in Congress assembled, That this
Act may be cited as the ‘“‘Heart Disease,
Cancer, and Stroke Amendments of 1965".

SEC. 2. The Public Health Service Act (42
U.S.C., ch. 6A) is amended by adding at the
end thereof the following new title:

“TITLE IX—EDUCATION, RESEARCH,
TRAINING, AND DEMONSTRATIONS 1IN
THE FIELDS OF HEART DISEASE,
CANCER, STROEKE, AND RELATED
DISEASES

“Purposes

“Sec. 900. The purposes of this title are—

“(a) Through grants, to encourage and
assist in the establishment of regional co-
operative arrangements among medical
schools, research institutions, and hospitals
for research and training (including con-
tinuing education) and for related demon-
strations of patient care in the fields of
heart disease, cancer, stroke, and related
diseases ;

“(b) To afford to the medical profession
and the medical institutions of the Nation,
through such cooperative arrangements, the
opportunity of making availlable to their pa-
tients the latest advances in the diagnosis
angd treatment of these diseases; and

“(¢) By these means, to. improve gen-
erally the health manpower and facilities

available to the Nation, and to accomplish
these ends without interfering with the pat-
terns, or the methods of financing, of pa-
tient care or professional practice, or with

“the administration of hospitals, and in co-

operation with practicing physicians, medi.
cal center officials, hospital administrators,
and representatives from appropriate volun-
tary health agencies.

“Authorization of Appropriations

“Sec. 901. (a) There are authorized to
be appropriated $50,000,000 for the fiscal
year ending June 30, 1966, $90,000,000 for
the fiscal year ending June 30, 1887, and
$200,000,000, for the fiscal year ending June
30, 1968, for grants to assist public or non-
profit private universities, medical schools,
research institutions, and other public or
nonprofit private institutions and agencies
in planning, in conducting feasibility studies,
and in operating pilot projects for the estab-
lishment of regional medical programs of
research, training, and demonstration activ-
jties for carrying out the purposes of this
title. Sums appropriated under this section
for any fiscal year shall remain available for
making such grants until the end of the fiscal
year following the fiscal year for which the
appropriation is made.

‘“(b) A grant under this title shall be for
part or all of the cost of the planning or
other activities with respect to which the
application is made, except that any such
grant with respect to construction of, or
provision of bulilt-in (as determined in ac-
cordance with regulations) equipment for,
any facility may not exceed 90 per centum of
the cost of such construction or equipment.

“(¢) Funds appropriated pursuant to this
title shall not be available to pay the cost
of hospital, medical, or other care of patients
except to the extent it is, as determined in
accordance with regulations, incident to
those research, training, or demonstration
activities which are encompassed by the
purposes of this title. No patient shall be
furnished hospital, medical, or other care
at any facility incident to research, training,
or demonstration activities carried out with
funds appropriated pursuant to this title,
unless he has been referred to such facility

by a practicing physician.
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“Definitions

“Sgpc. 902, For the purposes of this title—

“(a) The term ‘regional medical program’
means a cooperative arrangement among a
group of public or nonprofit private institu-
tions or agencies engaged in research, train-
ing, diagnosis, and treatment relating to
heart disease, cancer, or stroke, and, at the
option of the applicant, related disease or
diseases; but only if such group—

“(1) is situated within a geographic
area, composed of any part or parts of
any one or more States, which the Surgeon
General determines, in accordance with
regulations, to be appropriate for carry-
ing out the purposes of this title;

“(2) consists of one or more medical
centers, one or more clinical research cen-
ters, and one or more hospitals; and

“(8) has in effect cooperative arrange-
ments among its component units which
the Surgeon General finds will be adequate
for effectively carrying out the purposes of
this title,

‘“(b) The term °‘medical center’ means a
medical school or other medical institution
involved in postgraduate medical training
and one or more hospitals affiliated there-
with for teaching, research, and demon-
stration purposes.

“(c) The term ‘clinical research center’
means an institution (or part of an institu-
tion) the primary function of which is re-
search, training of specialists, and demon-
strations and which, in connection therewith,
provides specialized, high-quality diagnostic
and treatment services for inpatients and
outpatients.

“(d) The term ‘hospital’ means a hospi-
tal as defined in section 625(c) or other
health facility in which local capability for
diagnosis and treatment is supported and
augmented by the program established un-
der this title.

‘““(e) The term ‘nonprofit’ as applied to
any institution or agency means an institu-
tion or agency which is owned and operated
by one or more nonprofit corporations or as-
sociations no part of the net earnings of
which inures, or may lawfully inure, to the
benefit of any private shareholder or
fndividual,

‘(f) The term ‘construction’ includes
alteration, major repair (to the extent per-
mitted by regulations), remodeling and
renovation of existing buildings (including
initial equipment thereof), and replacement
of obsolete, built-in (as determined in ac-
cordance with regulations) equipment of
existing buildings.

“Grants for Planning

“Sec. 903. (a) The Surgeon General, upon
the recommendation of the National Ad-
visory Council on Regional Medical Pro-
grams established by section 905 (hereafter
in this title referred to as the ‘Council’), is
authorized to make grants to public or non-
profit private universities, medical schools,
research institutions, and other public or
nonprofit private agencies and institutions
to assist them in planning the development
of regional medical programs.

“(b) Grants under this section may be
made only upon application therefor ap-
proved by the Surgeon General. Any such
application may be approved only if it con-
tains or is supported by—

“(1) reasonable assurances that Fed-
eral funds paid pursuant to any such grant
will be used only for the purposes for
which paid and in accordance with the
applicable provisions of this title and the
regulations thereunder;

“(2) reasonable assurances that the
applicant will provide for such fiscal con-
trol and fund accounting procedures as are
required by the Surgeon General to assure
proper disbursement of and accounting for
such Federal funds;

“(3) reasonable assurances that the ap-
plicant will make such reports, in such
form and containing such information as
the Surgeon General may from time to
time reasonably require, and will keep
such records and afford such access there-
to as the Surgeon General may find neces-
sary to assure the correctness and verifica-
tion of such reports; and

‘“(4) a satisfaétory showing that the
applicant has designated an advisory
group, to advise the applicant (and the
institutions and agencles participating in
the resulting regional medical program)
in formulating and carrying out the pia:
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for the establishment and operation of
guch regional medical program, which
advisory group includes practicing physi-
cians, medical center officials, hospital ad-
ministrators, representatives from appro-
priate medical societies, voluntary health
agencies, and representatives of other
organizations, institutions, and agencies
concerned with activities of the kind to be
carried on under the program and mem-
bers of the public familiar with the need
for the services provided under the

program.

«Grants for Establishment and Operation of
Regional Medical Programs

“ggc. 904. (a) The Surgeon General, upon
the recommendation of the Council, is au-
thorized to make grants to public or mnon-
profit private universities, medical schools,
research institutions, and other public or
nonprofit private agencies and institutions to
assist in establishment and operation of
regional medical programs, including con-
struction and equipment of facilities in con-
nection therewith,

“(b) Grants under this section may be
made only upon application therefor ap-
proved by the Surgeon General. Any such
application may be approved only if it is rec-
ommended by the advisory group described
in section 903(b) (4) and contains or is sup-
ported by reasonable assurances that—

“(1) Federal funds paid pursuant to
any such grant (A) will be used only for
the purposes for which paid and in ac-
cordance with the applicable provisions of
this title and the regulations thereunder,
and (B) will not supplant funds that are
otherwise available for establishment or
operation of the regional medical program
with respect to which the grant is made;

‘“(2) the applfcant will provide for such
fiseal control and fund accounting proce-
dures as are required by the Surgeon
General to assure proper disbursement of
and accounting for such Federal funds;

Records.

“(8) the applicant will make such re-
ports, in such form and containing such
information as the Surgeon General may
from: time to time reasonably require, and

will keep such records and afford such
access thereto as the Surgeon General
may find necessary to assure the cor-
rectness and verification of such reports;
and

“(4) any laborer or mechanic employed
by any contractor or subcontractor in the
performance of work on any construction
aided by payments pursuant to any grant
_under this section will be paid wages at
rates not less than those prevailing on
similar construction in the locality as
determined by the Secretary of Labor in
accordance with the Davis-Bacon Act, as
amended (40 U.S.C. 276a—276a-5) ; and
the Secretary of Labor shall have, with
respect to the labor standards specified in
this paragraph, the authority and funec-
tions set forth in Reorganization Plan
Numbered 14 of 1950 (15 F.R. 3176; ©
U.S.C. 133z-15) and section 2 of the Act
of June 13, 1934, as amended (40 U.8.C.

276¢).

«National Advisory Council on Regional
Medical Programs

Appointment of
members.

“Qec. 905. (a) The Surgeon General, with
the approval of the Secretary, may appoint,
without regard to the civil service laws, &
National Advisory Council on Regional Medi-
cal Programs. The Council shall consist of
the Surgeon General, who shall be the chair-
man, and twelve members, not otherwise in
the regular full-time employ of the United
States, who are leaders in the fields of the
fundamental sciences, the medical sciences,
or public affairs. At least two of the ap-
pointed members shall be practicing physi-
cians, one shall be outstanding in the study,
diagnosis, or treatment of heart disease, one
shall be outstanding in the study, diagnosis,
or treatment of cancer, and one shall be out-
standing in the study, diagnosis, or treat-

ment of stroke.

Term of office.

“(b) Each appointed member of the Coun-
cil shall hold office for a term of four years,
except that any member appointed to fill a
vacancy prior to the expiration of the term



for which his predecessor Wwas appointed
shall be appointed for the remainder of such
term, and except that the terms of office
of the members first taking office shall expire,
as designated by the Surgeon General at the
time of appointment, four at the end of the
first year, four at the end of the second year,
and four at the end of the third year after
the date of appointment. An appointed mem-
ber shall not be eligible to serve continuously
for more than two terms.

Compensation.

“(¢) Appointed members of the Council,
while attending meetings or conferences
thereof or otherwise serving on business of
the Council, shall be entitled to receive com-
pensation at rates fixed by the Secretary,
but not exceeding $100 per day, including
traveltime, and while so serving away from
their homes or regular places of business they
may be allowed travel expenses, including
per diem in lieu of subsistence, as authorized
by section 5 of the Administrative Expenses
Act of 1946 (5 U.S.C. 73b-2) for per-
sons in the Government service employed
intermittently.

Applications for
crants, recom-
mendations.

“(d) The Council shall advise and assist
the Surgeon General in the preparation of
regulations for, and as to policy matters
arising with respect to, the administration
of this title. The Council shall consider all
applications for grants under this title and
shall make recommendations to the Surgeon
General with respect to approval of applica-
tions for and the amounts of grants under
this title.

‘“Regulations

“SEC. 906. The Surgeon General, after
consultation with the Council, shall pre-
scribe general regulations coverng the terms

and conditions for approving applications for-

grants under this title and the coordination
of programs assisted under this title with
brograms for training, research, and demon-
strations relating to the same diseases
assisted or authorized under other titles of
this Act or other Acts of Congress.

“Information on Special Treatment and
Training Centers

“Sgc. 907. The Surgeon General shall es-
tablish, and maintain on a current basis, a
list or lists of facilities in the United States
equipped and staffed to provide the most agd-
vanced methods and techniques in the diag-
nosis and treatment of heart disease, cancer,
or stroke, together with such related infor-
mation, including the availability of ad-
vanced specialty training in such facilities,
as he deems useful, and shall make such list
or lists and related information readily
available to licensed practitioners and other
persons requiring such information. To the
end of making such list or lists and other
information most useful, the Surgeon Gen-
eral shall from time to time consult with in-
terested national professional organizations.

Report to President and Congress

“Spc. 908. On or before June 30, 1967,
the Surgeon General after consultation with
the Council, shall submit to the Secretary
for transmission to the President and then
to the Congress, a report of the activities
under this title together with (1) a state-
ment of the relationship between Federal

financing and financing from other sources
of the activities undertaken pursuant to this
title, (2) an appraisal of the activities as-
sisted under this title in the light of their
effectiveness in carrying out the purposes of
this title, and (3) recommendations with
respect to extension or modification of this
title in the light thereof.

“Records and Audit

“Sgc. 909. (a) Each recipient of a grant
under this title shall keep such records as the
Surgeon General may prescribe, including
records which fully disclose the amount and
disposition by such recipient of the proceeds
of such grant, the total cost of the project or
undertaking in connection with which such
grant is made or used, and the amount of
that portion of the cost of the project or
undertaking supplied by other sources, and
such records as will facilitate an effective
audit.

“(b) The Secretary of Health, Education,
and Welfare and the Comptroller General of
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A Nation Starts a Program:
Regional Medical Programs, 1965-1966*

ROBERT Q. MARSTON, M.D.7 AND KARL YORDYZ
National Institutes of Health, Bethesda, Maryland

This month [October, 1966] marks the
first anniversary of P. L. 89-239, the
Heart Disease, Cancer and Stroke Amend-
ments signed by President Johnson on
October 6, 1965. The legislation was
hailed by some as a landmark in the
history of American medicine. It was
strongly criticized by others, both for
what it said and what it did not say.
Even some of those who supported the
legislation in principle still maintained
a wary curiosity concerning the imple-
mentation of such general legislative
language. The philosophical hopes and
fears of a year ago have been replaced
by actual events, real problems, and iden-
tifiable progress. It is appropriate at
this time to report on the extent to which
the Regional Medical Programs legisla-
tion has been implemented.

It is estimated that there will be 48
or 49 programs: 45 planning grant ap-
plications or declarations of intent have
been submitted to date. These programs

will actually be defined in large measure

through the activity of those people who
will make them operative. It is this
characteristic of the Regional Medical
Programs that makes them a fascinating
experiment in federal health policy.
Obviously, experience with the devel-
opment of these programs is still quite
limited, and many of the difficult prob-

* Presented at the 77th Annual Meeting
of the Association of American Medical Col-
leges, San Francisco, October 22, 1966.

t Associate Director; Director, Division of
Regional Medical Programs.

- T Assistant Director, Division of Regional
Medical Programs.

lems being encountered in implementing
this legislation are influenced by large
issues and historical trends which can be
seen only incompletely at any one time
and from any one place.

While the historian of the future will
focus on forces that we can perceive only
dimly at present, reflection on the possi-
ble impact of the programs brings to
mind a view of history presented by Rob-
ert Bolt (1) in A Man For All Seasons.
His theme is that an examination of the
trends and forces will illuminate only a
portion of any historical event. What is
of interest is the way it happened, the
way it was lived. “ Religion’ and ‘econ- '
omy’ are abstractions which describe the
way men live. Because men work we
may speak of an economy, not thé other
way round. Because men worship we
may speak of religion, not the other way
round.” '

BACKGROUND

There are & number of long-range fac-
tors and trends which constitute a com-
mon heritage for the Regional Medical
Programs and which set the scene for
the passage of the authorizing legislation.
The most important of these factors is
the impact of science on the nature of
medicine and medical practice. The dy-
namic growth of medical research in this
country during the past twenty years and
the resulting advances in knowledge form
the scientific base which is the beginning
point for the program. Following are
some of the factors which contributed
to the development of the legislation:

17



18 Journal of Medical Education

the forty-year discussion on regionaliza-
tion of medical services; the evolution
of the medical schools with the accom-
panying development of great medical
centers; and underlying social factors
relevant to health concerns, including the
rising expectations of the consumer of
health services who is increasingly com-
ing to expect that modern medical science
will have the solutions to his health
problems.

The legislation was directly influenced
by such publications as the Coggeshall
Report, Planning for Medical Progress
through Education (2); the Dryer Re-
port, “Lifetime Learning for Physicians”
(8) ; and the Reports of the Association’s
Eighth and Tenth Teaching Institutes
“Medical Education and Medical Care:
Interactions and Prospects” and ‘“Medi-
cal Education and Practice: Relationships
and Responsibilities in a Changing So-
ciety” (4, 5). However, the actual im-
petus for the introduction of the bill
was the publication of the Report of the
President’s Commission on Heart Dis-
ease, Cancer and Stroke (6), which
focused on the relationship between sci-
ence and service in medicine. The man-
date of the President’s Commission did
not include the drafting of legislation;
that task was performed under the
leadership of Dr. Edward Dempsey, then
Special Assistant to the Secretary of the
Department of Health, Education, and
Welfare for Health and Medical Affairs,
and Dr. Dempsey’s Assistant, Dr. Wil-
liam Stewart, now Surgeon General. The
bill that was sent to the Congress by the
Administration contained the elements
which have proved to be most important
to the development of the program over
the past year, including the emphasis on
the relationship of academic medicine to
medical practice, the creation of work-
able cooperative arrangements among
health resources, and the use of competi-
tive grants rather than formula grants.

Congress did not rubber stamp the

VoL. 42, JANUARY, 1967

Administration’s proposal. Many changes
were made in the original bill, primarily
as the result of hearings before the
House Interstate and Foreign Commerce
Committee, chaired by Congressman
Oren Harris. By its action, Congress
made it clear that this program would
be built upon cooperation among existing
institutions and that local initiative
would play a determining part in the de-
velopment of the Regional Medical Pro-
grams. The law emphasized the role of
the required regional advisory group and
the intent that this group be broadly
representative of all health interests and
include practicing physicians and repre-
sentatives of the interested public.

The House Committee was impressed
with the potential contribution that the
Regional Medical Programs could make
to the more effective utilization of man-
power. Therefore, it stressed the role
of continuing education and training
in accomplishing the purposes of the
legislation.

Although the bill as originally written
provided authority for new construction,
this section was eliminated before the
legislation was passed.

Finally, Congress authorized the pro-
gram for three years and made clear its
intent that this initial period be an ex-
ploratory phase which would constitute
the learning experience on which future
extension and modification of the legis-
lation could be based.

Preceding the signing of the legisla-
tion, the administrative decision was
made that this new responsibility of the
Public Health Service would be adminis-
tered by the National Institutes of
Health. This action emphasized the
fact that the Regional Medical Programs
concept focused on the relationship and
interaction between the development of
new knowledge and the provision of bet-
ter medical care. In the period preceding
and following the final approval of the
legislation, Dr. Stuart Sessoms, Deputy
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FIGURE 1

Director of NIH, was the focal point for
NIH concern with this legislation, as-
sisted by Mr. Karl Yordy. Much of the
early implementation which will be de-
scribed later in this paper occurred under
the leadership of Dr. Sessoms, who bore
the major responsibilities until February,
1966.

On October 6, 1965 there were no ex-
perts on regional medical programs, no
master blueprints of how a regional
medical program would work. During
this period, questions from prospective
applicants and other interested parties
attempted to probe the flexibility of the
legislation in order to determine whether
or not there was a specific blueprint for
implementation (Figure 1). How do
you define a region? How many regions
will there be? Who can apply? What
will be the responsibilities of the appli-
cant? What is the exact nature and role
of the regional advisory group? Tell me
in specific terms what a regional medical
program will do and how it will function.
The answers, or some would say lack of
answers, to these questions reflected the

fact that the flexibility of this legislation
was deliberate public policy and that this
flexibility is central to the concept of a
regional medical program.

The legislation clearly prescribed that
the program be carried out on a regional
rather than a national basis. The law
represents a vote of confidence in the
willingness of the regions to accept the
basic responsibility for devising the pro-
grams to accomplish the purposes of the
law. The flexibility of the legislative
provisions highlights this transference of
responsibility to the regional level. A
clearly defined national medical program
would have led to fewer questions. How-
ever, even if workable, it would have
meant less opportunity for creativity,
fewer opportunities to develop diverse
answers appropriate to diverse problems,
and less assumption of responsibility at
the local level. -

After one year of experience, there is
considerable evidence justifying this
law’s almost naive trust and faith in the
ability of formerly divergent medical
interests to cooperate on a voluntary






























































































































