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AReview of the CaliforniaRMPProgram

Paut D. Warp, Oakland

AFTER FIVE AND ONE-HALF YEARS Oflife, Regional

Medical Programs in California emerged as the
nation’s largest RMP, in both program volume
and dollar support. The fifth year emerged as
this region’s most successful year, even though
it followed nearly two years of debate and con-
cern at the national level over what the future
role of nMp as a national program should be.
During the period of national debate over the

program, there was seldom any question of the
validity of the original purposes of the program
—to make available to the victims of heart dis-
ease, cancer and stroke, through the establish-

ment of cooperative arrangements among exist-

ing health providers, the latest advancesin treat-
ment leading eventually to a single high quality
of care available to all. There was a question,
however, as to the priority this effort should
receive in the allocation of the money that was
available for federally funded health programs.

Early 1970 saw the establishment of a rela-
tively firm set of national health goals which
indirectly established priorities. It proved dif-
ficult for RMP, as an overall program composed
of 55 separate regions, to relate immediately to

these priorities since the priorities seemed to be
aimed primarily at providing care for those de-
prived of care and essentially emphasized a non-
categorical approach. The rmp authorizinglegis-
lation was considered by some national figures

as too narrowin scope to getat the nation’s basic
high priority health needs. The 55 rnmp regions
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hadto reassess their position and determine what
role, if any, they could play in meeting these
newly identified priority health needs.
The fact of the matter was that most of the

successful regions were already coping with sev-
eral of the problems identified in the national
health goals. This effort had not received the
attention that other aspects of the program had.
Subsequently, there was a significant effort on

behalf of the program by national leaders of the
medical profession, hospital and voluntary as-
sociation leadership, and members of local rmp
advisory groups to makethis fact known.
To some, this signified an abrupt change in

the direction of the evolution of the program.
To those more familiar with the program, how-
ever, it appeared only as an added emphasis on
one aspect of the program that had been in ex-
istencesince its inception.

The fact became obvious early in the planning
phase that there was maldistribution of services
in some instances, and in these cases it was im-

possible to plan improved services for heart
disease, cancer and stroke if there were inade-
quate basic services. It was for this reason that
some of our first projects were non-categorical
in nature and tended to serve the basic medical
needsofall patients in certain underservedareas.
RMp’s early efforts in Watts in conjunction with
the King Hospital is a case in point.
As these facts became better known and un-

derstood, support for the program grew. There
wasa distinct turnaroundin the outlook on fund-
ing for the program. Regions hadreceived cuts
in their funding a year earlier, but during

recent months additional funding has become
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available on a merit basis. The California rp,

to date, has enjoyed a high ranking on the merit
scale for the quality of its program andin this
year alone has had three increases for a total of

better than a 40 percentincreasein total program

dollars.
The California rMp obtains its policy and pro-

gram direction from a consortium of health pro-

viders, voluntary associations and lay members

formed into a non-profit corporation known as
the California Committee on Regional Medical
Programs (ccrMP). As of this writing, its cor-

porate membership amounts to 27 professional
persons, as representatives of various institutions,

professional and voluntary associations, to which

public members are added to form theregional

advisory group. Thelegal grantee is the Cali-

fornia Medical Education and Research Founda-
tion which, in turn, delegated program andpolicy

responsibility to conmMP. ccRMP sets the goals and

objectives and approves program expenditures,
thus: determining the direction that the program

will take. ccrmp has watched with interest the

goals set at the national level but, at the same

time, has worked to protect the integrity of its

own predetermined concepts of what the pro-
gram direction should be.

The recent past direction of the California

RMP can be seen in our report to the RMP Na-

tional Advisory Council for continued funding

for this fiscal year. At that time(first six months

of fiscal 1971), we reported that ourtotal project
dollars were spent as follows:

Percent
No. of _of Total

Activities Dollars

PURPOSE:Toincrease the

1) Quality of individual acts of
medical care ........eeeeeeeee 70 77.3

2) Accessibility of medical care ..... 5 9

3) Availability of medical care ..... 4 3

4) Acceptability of medical care .... l A

5) Quality andavailability of
medical care .......0--eeeceee 3 3

6) Otheractivities which contain

elements of all the above purposes 3 10

TOTALS 0.0.0.0... eee ee eee ee“86 100.0

The percentages were determined by breaking

each project into its various activities, classifying

the activity as to what it was intended to pro-

duce, and then weightingits cost against the total
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project dollar expenditure. Purpose 1 (in thelist

above), which represents essentially continuing
education,training andretraining in their broad-
est interpretations, is the dominant thrust of the
program. This report was subjected to review by
a site visit team which reviewed each project, and
to further staff review. No question wasraised
about the validity of this approach.

Although the programs and activities have
significantly increased this year, essentially they
are built on our early experiences. California
RMP, like programsin other regions, began with
a heavy emphasis on the development of coro-
nary care units (occu). Training physicians and
nurses to manage and operate the units was the
principal nop function, but consultation and
other services were provided hospitals and their
staffs in the development of the coronary care
units. Certainly nmp was not responsibleforall
the ccusthat were created, but through the estab-
lishment of the statewide ccu committee and
the Confederation of Coronary Care Units where
data could be collected and standards of care
discussed, nMp did have a direct effect upon the
acceleration of this service. It was reported that
during this period the numberof ccus increased
from 11 in 1966 to more than 250 in 1970.

Early in the course of ccu projects, at a meet-
ing in which we were considering ways to

strengthen the then operational training pro-
grams, the discussion was interrupted by a prac-
ticing cardiologist from a small Northern Cali-
fornia community. Hesaid the training programs
were good and seemed to accomplish their goals,

but an essential point was being overlooked. In
his hospital, he said, the chief virtue of ccu

training was a boost in morale throughout the
whole nursing staff and a decided increase in ac-
tivity of all the in-service teaching.
The same kinds of reports came from other

hospitals as well. And, as the program con-

tinued, other benefits were seen. The primary

target was training, but regionalization of the
training programs madeit possible to compare
all ccu work, shore up weak points and ex-

change experience on successes. Finally, what
started as a practical manpowertraining appli-
cation of advanced research in the care of heart

disease led to providing information and putting
it back into the channels of research for others
to pursue. The cardiologists who directed our
ccu training projects were able to set in motion
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research, not carried out by us, into the most

effective ways of treating myocardial infarctions.

The ccu experienceled to the developmentof

one of the region’s most sought after training

experiences which was descriptively entitled,

“The Training of Physicians in Eleven Skills of

Intensive Care.” Carried out under the aegis

of Pacific Medical Center and UCSF Medical

School, the program provides on-site training,

electronics consultation, electrical safety, acute

care nursing and other related matters. As the

program develops, more of the training is being

accomplished at the local level and, as in the

case of ccu training,it is hoped that the major

ortion will be assumed by community hospitals

and colleges.

Ou efforts in improving cancer care did not

materialize as rapidly as did the ccu program.

There were at least two major reasons forthis.

First, ccus were at a technological stage capable

of rapid expansion and, therefore, received early

attention. Second, just as the cancer planning

was gaining momentum, funding for the pro-

gram diminished. Nevertheless, during the dark

days of funding possibilities, there were several

activities in cancer care improvement under-

taken. They consisted of clinical cancer consul-

tation services to outlying hospitals, radiological

physics services to assist local radiotherapy serv-

ices, a computerized data retrieval system for

patient records and follow-up, and other ongo-

ing training programs. Thereis need for further

regionalization and improvementof services and

it is hoped that funding will becomeavailable

to achieve these ends.
Efforts in the category of stroke have been di-

rected largely toward the developmentof stroke

treatment and rehabilitation teams. Efforts to

develop data collection on stroke victims have

been carried forward concomitantly, and in one

part of the state there is a strong drive to region-
alize stroke rehabilitation services in extended
care facilities by use of the mobile rehabilitation
team. How to continue the impetus for these
services after the expiration of RMP funds re-
mains a perplexing problem, but out of this ef-
fort there has emerged the drive to create the
United Stroke Association, a national non-profit
foundation financed from private sources with
the goal of drawing greater national attention
to the stroke victim. We believe, from our brief

efforts, that mortality rates can be significantly

lowered and that through a systematized selec-

tion process, intensive rehabilitation pays divi-

dends. This has led to a volunteer training pro-

gram in stroke resocialization designed to help

the discharged stroke patient readjust to his com-
munity involvement.

A number of small projects were developed

during this period aimedat continuing education
for professionals in a variety of disease catego-
ries. Kidney disease was added to the Regional

Medical Program by Congress during the recent
extension of the program. A regionwide com-
mittee was developed, composed of leaders in
the renal disease field, whose stated purpose

was to develop a fully regionalized program.
Projects were begun to improveandassure equal
distribution of renal dialysis capabilities, to in-
crease transplantation capabilities, to collect and
store organs, and to improve the useof available
drugs. Also, an information and patientregistry
system design was begun. It appears that the
development of treatment in renal disease is at
a point where complete regionalization could
be accomplished more easily than with most dis-
ease categories.

Also, programs have been developed to in-

crease physician knowledge aboutchronic respir-
atory disease. Aimed at improving skills in
diagnosis, management and treatment as well as
a better distribution of the service, an extensive
evaluation effort is planned. Like renal disease,

the respiratory disease efforts are of recent vin-
tage, at least as to funding. Other programs
have been devoted to information and referral
services for patients who have special problems
in order to reduce the time and effort entailed
in random searching for help. Medical audit
programs have been organized to aid commu-
nity hospitals in developing a means to assess
the quality of patient care and thereby assess
the educational needs of staff and personnel.
Comprehensive programs for neonatal care have
been set up, andatleast partially funded, for the
purpose of reducing neonatal mortality through
a systematic methodofidentifying high-risk pa-
tients and the use of physiological monitoring
during the perinatal period. Several programs
designed to regionalize and upgrade emergency
medical services have been developed and are

awaiting funding.
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In addition, several small programs have been

formed to bring services to areas that are un-

derserved medically. The Fresno County Med-
ical Society, jointly with ramp, developed a pro-

gram to bring services to the Mendota-Firebaugh
area in western Fresno County. Since RMP can-

not provide direct patient care fundsorservices,

means had to be found to cover service costs

outside RMP resources. RMP provided the plan-
ning resources and the management capabilities,

and organized the delivery system. The Cali-
fornia Medical Association contributed $10,000

early in the planning stage to get the project
under way. The services should become avail-
able later this year. Other rural clinics have

been established, especially to provide services

for remote Indian tribes and other isolated
groups, where means could be found to pay for
the services. All in all, Rmp has spentrelatively

few program dollars on this kind of effort, but
staff and study time has been considerable be-
cause of the complicating problems of commu-
nity concurrence and service financing.

Since the beginning, California rmp has been
engaged in creating consortiums of health man-
power education. This is simply the drawing
together of existing efforts in the health man-
power training area, comparing the existing ef-
fort with the total need and attempting to fill
in the training gaps by creating new training

BO JUNE 1972 + 116 + 6

programs. Put another way, it is an attempt to

systematize the rather sporadic training efforts
that are characteristic of the health field. When
the concept of Area Health Education Centers
(awec) was unfolded as a national health goal,

it was obvious that RMP would serve as a na-
tural catalyst for their development. During the

past year, California RMP has led the way in
AHEC planning. These are designed as commu-
nity based consortiums which will have the abil-
ity to assess the actual need for manpower and
have the capability to fulfill these needs through
existing institutions.

In summary, although our target groups may
changeslightly from time to time and old con-
cepts are sometimes called by new names, the
process remains the same. The national legisla-
tion for Regional Medical Programs, plus the
initial planning for its activities in California,

have been based on the premise that the best
way to achieve success is through a process of
regionalization. ccrMp reaffirms this position.
Regionalization is achieved through cooperative
working arrangements among various available
health resources resulting in the maximum qual-
ity and quantity of health programs in a defined
geographical area. The basic ingredients of re-
gionalization are involvement, identification of
needs, assessment of resources, definition of ob-
jectives, setting of priorities, implementation and
evaluation.

 

 

 


