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Regional Medical Programs
Report to Congress -- P.L. 91-515

INTRODUCTION AND SIPDMARY

The initial concept of Regional Medical Programs was to provide a
: e

vehicle by which scientific knowledge could be more readily transferred
to the providers of health services and, by so doing, improve the
quality of care pfovided with a strong emph&sis on heart disease,
cancer, stroke, and related diseases. The mission of Regional Medical
Programs- as originally conceived was, btoédly stated, to assist the
health professions and institutions of the.Nation in their efforts to
improve,the'quality of care and to organize and develop preventive,
diagnostic, and treatment services directed toward the control of
heart diéeaée, céncer, stroke,Aand other related diseases. This
original missioﬁ strongiy reflectéd the pfoéram's origin, namely the
President's Commission.on Heart Disease, Cancer and Stroke. In its
report, tbét Commission recommended that a ﬁajor national effort be
pounted to reduce the toll from these diseases which account for 75%
of all the deaths in Aﬁerica. .During tbe legislative process an
awareness of the need to .involve all healthvproviders and institutions
in an attack upon this problem, and a recognition of the pétential
which regionalization of service patterns ané'edﬁcation woula bring,
led to'the concept of regiqnal "ecooperative arrangements' among pro-

viders as thé principal means (or mechanism) to be employed in the

pursuit of that end.

The implementation and experience of RMP over the past six years,
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céupled with the broadening of the initial concept especially as
reflected in the most recent legislation extension (P.L. 91-515),

has clarified the operational premise on which it is based -- namely
that the providers of care in the private sector, given the opportun-
ities, have both the innate capacity and the will to provide quality

care to all Americans.

The concept and the reality of the Regional Medical Program has
-evolved and changed considerably since the enactment of the initial
authorizing legislation (P.L. 89-239) in'Oétober 1965, 1Its goals have
been broadened considerably; and there is every reason to believe that
these goals.will be expanded and altered in future years as the major

health problems and needs of the Nation change.

Tt 1s RMP's approach rather than its gbals (or mission) which is
unique. For RMP, as a mechanism, has and continﬁes’to be a funcfioning
§nd action-oriented consortium of providers responsive to~hea1th needs
aﬁa problems. It is aimed at doiﬁg things which must be done to

resolve those problems.

RMP is a framework or organization withiﬁfwﬁich éll pro&iders can
come together to meet ﬁealth ﬁéeds tﬁatvcannot be met by individual
practitioners, health professionals, ho;pitals and other institutions
, aéting alone. It also is a stfﬁcture deliberately designed to take

into account local resources, patterns of practice and referrals, and
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needs, As such it is a potentially important force for bringing
about and assisting with changes in the provision of personal health

services and care.

RMP also is a way or process in which providers work together in
a structure which offers them considerable flexibility and autonomy in -
determining what it is they will do to impro;e health care for their
communities and patienté, and how it.isvto be done. As such, it gives
the health providers of this country an opportunity to exort leadership
in addressing health problems and needs and brovides them with a means
for doing so. RMP places a great corollary responsibility upon
proyiders for the hoalth problems and needs whioh they must help meet

are of concern to and affect all the people.

Insofar as misoion is concerned, it has become clear that RMP shares
with all health groups, institﬁtions,.and programs private and public,
the broad, overall goals of (1) increasing availability of care, (2)
enhancing its quality, and (3) moderatlng its costs -- making the organ-

ization of services and delivery of care more eff1c1ent.

Among government programs RMP is unique in certain of its salient
characterlstlcs and particular ‘approaches. Specifically that (1) it
is primarily linked to and works through prov1ders, especially practic-
| ing health professionals,which means the private oector largely; (2) RMP
essentially is a voluntary approach drawinglhehvily upon existing‘health

resources; and (3) though RMP continues to have a categorical emphasis,
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to be effective that emphasis frequently must be subsumed within or

made subservient to broader and more comprehensive approaches.

RMP's more épecific mission,andfdbjectives, as outlined and -
discussed below, are .the ptoduct of the above broad, shared goals on

the one hand and its unique characteristics and approaches on the other.



II. LEGISLATIVE AND ADMINISTRATIVE BACKGROUND

In addition to extending the RMP legislative authority through
June 30, 1973, P.L. 91-515 made a number of changes in that authority.
Among them:
(1) Explicit contract as well as grant authority was provided{
(2) "Kidney disease" was specifically added as a categorical
disease concern of RMP. |
(3) The scope of the program in non—categoriéal terms was consid-
erably broadened. Specifitally fhe attention of RMP was
directed to -

(a) "“Strengthen and improve primary'care and the relationship

. between specialized and primary care."

(b) “Improve generally the quality énd enhance tﬁe capacity:
of heaith manpower and facilities available to the
nation."

(c) 'Improve health service.s for. persons residing in areas
with limited health services."

(4j-‘Requirements with respect to RegipnallAdvisory Groﬁp compo-
sition were exﬁanded, Most importéhfly, RAG membérship had
to include represenigtives of '"health planning agencies."

(5) Required areawide CHP agency £eview and comment 6n RMP appli-
cations prior to their final consideration by Regional

" Advisory Groups (which must approve all RMP operational pro-

. ' : posals) and submission to RMPS.



. (6) Expanded National Advisory Council on Regionalll\'ledical
1’1‘0grafn5 membership to 20, with specific provision made.
(a) "One person outstanding in the study or health care of
. persons suffering from kidney disease."
(b) Four public members. |
(c) The Chief ‘Medical Director of the Veterans Administration
as an ex-officio memb_ef. |
(7) The so-called Ix'hlltiprogran;. Services authority. under Section 910
was significantly broadened to allow grants to public or non-
prcfit or private agencies (including but not limited to RMPs)
to - , : o | |
. (a) "Assist in meeting the costs of special projects for
| ' janréVing or developing new means for the delivery of
health services concernéd wivth the diseases with which
this title is concerned."
' .(b) "Support. researcﬁ studies, investigations, traihing, and
demcnstrations deé_igned to maximize the.utiliza‘.c‘ion of -

manpower in the delivery of health services."

_—

The above changes have been or are in the process of being imple-

mented administratively and/'or reflected programmatically.

Iy

Kidney Disease

. _ Since the categorical scope of RMP was broadened to specifically

include kidney disease, a growing numbér of Regions have submitted pro-

£



pdsals in this disease area. Kidﬁey'disease;treatment capabilities

now are belng expanded in 20 Regions. The current annual level of

RMP grant fundlng to these RMPs for kldney disease activities is about
$2.1 million, which is roughlyldopble the level of funding prior to

the enactment of P L 91—515-'a:1ittle over'one year ago. New awards
made (or pending final actlon), during that period have equalled $.8
million. (In addition, RMPS is contlnulng to support by contract home
dialysis, transplantatien,_apd‘other demonstration and training projects

relating to kidney disease, at a current annual level of approximately

$4 million.)

_ Recogndzing ‘beforehand that tequests and.approvals very probably
~ would exceed RMPS' aﬁility to fund kidney disease activities, specifi-
cally end—etage treatment programs, the National Advisory Council early
on adopted-a policy according tqp'funding priority to those proposals

: whtch in effect build dpon and/or 1ink up with existing resources and
programs for'end-stage.treatment of kidney disease. The aim is to
expand present capacity and ser&ices thue makihg treatment available

to increased numbers-of people over 1arger areas of the country; in
short, to maximize the number of addltlonal people served and treated

within the limited funds and other resources, such as specialized

facilities and trained mahpower, presently available.

Thus, proposals funded generally have fallen into one or another
of two broad categories. Specifically, (1) those where a modest

increment has allowed the expansion in the capac1ty of ex1st1ng 1ntegrated



dialysis-transplantation prograﬁs or (2) those that would help provide'
the element(s) presently missing but needed (c.g., tissue typing lab-
oratory) in order to but together a comprehensive program for end;stage
treatment of high quality. Particular encouragement is being given to
programs of an inter-regional character, those serving or linking
several (er parts of several) Regions, so that the duplication of
expensive facilities anq services may be avoided, scarce manpower might
be better used, and the patient suffering from renal failure might

reCeive optimal treatment and care.

Scope of Program

" The categorical disease emphasis of RMP has in recent years been a
major issue; and in the 1970 legislative extension the explicit broad-
ening of the program's scope to include all "other major diseases' was

proposed.

Kithough this expanded language was not retained in the bill finally

enacted, P. L 91-515 did broaden RMP's scope 51gn1£1cant1y For as already

noted, the amended 1eglslat10n incorporated specific changes w1th respect
to strengthening primary care, improving services for those p;esently
underserved, developihg new means for the delivery of health services,
and maximizing the utilization of health manpower as part of RMP's

mandate.

Quite apart from these legislative changes, experience in recent
years and the directions increasingly pursued by‘host Regions clearly
indicates thag the categorical emphasis on heart disease, cancer, stroke,

and kidney disease is, operationally at least, viewed as an important
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. focus rather than a narrow program restraint or limitation. Though
the issue perhaps is not entirely a moct one, the following suggests

that it largely overlooks what Regions have actually been doing.

# Connectieut's continuing central thrust towards regionalization
of s‘ervices, comprehensively defined, around the conmunity
hospitals in that State. | |

* The early efforts of the California RMP in the Watts-Willowbrook
area of Los Angeles and more recently, their efforts which

‘ have been instrumental in leading to OFO funding of communlty
health networks in San Franc1sco and Los Angeles.

* New Jersey s continuing efforts to help with the health
‘problems of poor urban blacks which have entalled working

.. closely with and supporting Model Cities programs in many cities

_in, that State.

* Georgla s concern with 1mprov1ng and llnklng emergency care
services gene_‘ra_lly in an eleven-county area in the southeastern
part of ‘that Staﬁe. | |

* The technical assie;tance, feasibiiity studies, and other support
émvided by the Metro New York, Ohio Valley, and West Virginia
RMPs this pas.t year to-groups and communities interested in
developing HMOs. -, |

* The major tontributiens made by the Arkansas, Mountain States,
and Northern New England RMPe to the development of Experimental
Systems proposals funded last year.

. % Maine's efforts in promotingi and assisting with the development



















































































































































