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REGIONAL ADVIQORX GROUPS -- COMPOSITION AND METHOD OF APPOINTMENT

There are a total of 2,463 members on the 55 Regional Advisory Groups. The
Regional Advisory Groups range in size from 12 to 229, the average size being
45. 3 '

From a professional (or occupational) standpoint, nearly half (46%) of the
advisory group members are physicians. From an affiliation viewpoint, nearly
two-thirds (65%) represent a health interest, institution, or provider group.
A breakdown of Regional Advisory Group membership follows: :

Table 1: By Profession

_ Number Percent
TOTAL ' 2463 100
Physicians : 1139 46
Registered Nurses ’ 142 6
Hospital & Nursing Home Administrators 225 9
Other Health : 163 7
_ Business or Managerial 332 13
Other Non-Health Occupations 423 19
Table 2: By Affiliation
Number Percent
TOTAL ' 2463 100
Medical Schools 194 8
Affiliatéd Hospitals ; 120 5
Hospitals & Other Hospital Interests 286 12
Medical Societies 235 9
Public & Other Health Agencies 202 8
Voluntary Health Agencies 231 9
Health Practitiomers 349 14
Public or Consumer Representation 436 18
Others - 410 17

Highlights

Since their initial establishment some three to four years ago, the Regional
" Advisory Groups have been developing with a trend toward larger, more repre-
sentative membership and a trend toward the Regional Advisory Groups determin-
ing that membershp itself. To demonstrate the first point, there were 1,147
persons on Regional Advisory Groups in 1966 for an average membership of 29.
Today, there are 2,463 Regional Advisory Group members for an average of 45.
The trend toward these advisory groups determining their own membership is
illustrated by the fact that in 1966, 31 of them were appointed by the governor,
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medical school dean or the participating health institutions of the region but
now, only 13 of the advisory groups are appointed in this manner and 25 are
appointed by their members or the chairman of the advisory group.

Other highlights of Regional Advisory Groups are as follows:

* They are indeed broadly representative of the health interests, institu-
tions and groups of the region.

. Virtually all of the country's medical schools are represented,
. Most of the state medical societies are represented along with many
local societies. : ’ '
- . Most of the state chapters of the American Heart Association ‘and the
American Cancer Society have representation. o @
. ‘Virtually all state health departments are represented by either the
state health officer or his designee. _ T
. A significant number of practicing doctors, nurses and other health
professionals are members. '

% Public or consumer representation has grown slowly but steadily until it
now stands at 18% compared with 14%Z in 1966. It should be noted, more-
over, that from a professional or occupational standpoint nearly one-
third of advisory group members are not health professionals or employed
in the health field. Some of these, however, are representative of a
health interest such as lay trustees of hospitals or lay directors of
voluntary health agencies.

* In 50 of the 55 regions, the Reglonal Advisory Group is governed by formal
by-laws. In the remaining 5 regions, the group operates.under less formal
but mutually agreed upon operating procedures.

Explaqation and Comments

Many of the persons on Regional Advisory Groups can be said to be representative
of more than one sector of the health care community but each region has desig-
nated only the primary affiliation of each individual. For instance, almost all
doctors are members of medical societies even though they may work for the
American Heart Association and maintain a private practice. This kind of dupli-
cation is impossible to avoid but by specifying the primary affiliation, the
duplication is reduced to a minimum.

In reference to the method of appointing Regional Adviéory Groups, the process
in some cases is very involved and only the final appointing authority has been
considered. ' '

" Three of the categories in Table 2 deserve further explanation. The category

Hospitals and other Hospital Interests includes hospitals not affiliated with a
medical school, hospital associations and health insurance companies. Similarly,




the "Other" category includes representatives of: (1) nursing schools and
schools of public health, (2) faculty members of community colleges and
departments of a university not .associated with the medical school, (3) health
professional societies other than the medical societies and (4) government
agencies (state and local) other than the departments of health. Also, the.
category "Health Practitioner" is made up of providers of health care who are
not identified with any particular institution. The great majority of persons
in this category are practicing physicians but nurses, dentists, nutritionlsts
and other health workers are included.

~ Questionnaire Reference: II.B.4,5,&8.

Analyst: Stephen Bell
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REGIONAL ADVISORY GROUPS —- ACTIVITIES

Regional Advisory Groups are involved in a wide range of activities. The primary
functions more or less common to all, however, are overall program guidance --
that is, determination of the overall scope, nature and direction of the program
policies and overall objectives and priorities -- and the review of operational
proposals. All project applications must be reviewed and favorably recommended
by the advisory group before they can be considered by the National Advisory
Council. : :

To fulfill the function of overall program direction, the advisory groups have
established committees for program planning and administration and in mast
cases have established guidelines for program development. In addition to the
formal review of projects, most Regional Advisory Groups have established their
own guidelines for the type of projects which will be considered.

One gross index of the level of activity of Regional Advisory Groups is the
number of meetings held. More than half of the groups meet quarterly and over-
all, the average frequency of meetings has been 4 times a year. Attendance

at the 666 Regional Advisory Group meetings held over the last four years

has averaged roughly 20 members per meeting.

Highlights

* Advisory groups, in addition to being a key planning body in the regions
themselves, have been responsible for or stimulated the establishment of
831 categorical and other planning committees, task forces and subregional
advisory groups.

* They have reviewed 1,553 projects recommending 1,021 for approval.

* In most regions the advisory group also established written guidelines for
appropriate projects.

* In most regions, the Regional Advisory Group serves as a facilitator in
bringing together the health interests of the region; and it has through
the interlocking directorate phenomenon and by other means, been an important
mechanism for bringing about cooperation between the RMP and the various
CHP agencies within the region.

* There have been 666 RAG meetings over the past four years. An average of
20 persons attended each meeting for a percentage attendance of 57%.

Explanation and Comments

Virtually all of the regions indicated that even though the Regional Advisory
Group met at prescribed intervals, there was provision for the group to convene

on short notice if the needs of the region made it necessary.




The information in this analysis was derived on the one hand from a composite

of two questions on the questionnaire dealing with the number of meetings

and attendance as related to the number of RAG members and on the other hand

from an anecdotal question concerning the "major accomplishments" of the Regional
Advisory Group. Because of the type of data contained in these questions, the
thrust of this analysis is commonality rather than diversity. To explain, the
analysis deals with overall attendance and what most of the Regional Advisory
Groups are doing instead of the range of attendance and the range of activities
with which the Regional Advisory Groups concern themselves. As a result, the
information may be misleading in that it does not reveal the individual
"personalities” of the 55 Regional Advisory Groups.

_Qﬁestionnaire Referencé: I1.B.4,6,7 & 10

Analyst: Stephen Bell
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EXECUTIVE COMMITTEES

Forty-one (41) of the regions have executive committees, mostly of their
Regional Advisory Groups which because of their activity level and desig-
nated functions have substantial influence on program development.

Generally, these executive committees functlon in some or all of the f01~
_1ow1ng areas: P e foaisn wE%. e b fem o -

*

Act in the RAG's stead except on final project or policy decisions
or subject to full RAG approval. i

Develop the agenda for RAG meetings and do those things which will
expedite RAG operations.

Act as the day-to-day advisor to the program coordinator and core
staff on behalf of the RAG.

Aid in the management of personnel and fiscal details of the
program. '

Serve as appo1nt1ng/nom1nating body for RAG and/or other committee
memberships.

Make substantial input to policy and priority decisions.

Executive committee membership is not representative of the larger advisory
group; it is very heavily welghted by physicians and representatives of
medical schools.

Highlights

*

Of the 41 executive committees, 27 (68%) are appointed by the RAG;
the others by grantees, coordinators, boards of directors, medical
school deans or other specified bodies.

However, 35 of the 41 (85%) do report to the RAG. Four (4) report
to boards of directors of new corporations,one (1) to the coordi-
nator and one (1) to a committee serving in an advisory capacity
to the coordinator.

317 (75%) of the members of executive committees are also RAG
members.

284 (67%) of the committee members are ﬁhysicians. In four regions
(Alabama, Albany, Maryland and North Carolina) all members are
physicians; and in four others (Oklahoma, Metropolitan D. C.,

Georgia and Illinois) there is only one non-physician on each.




*  102(24%) of the committee members represent medical schools.
in three regions (Illinois, Maryland and North Carolina) there is
only one non-medical school member. i

% RMP core staff accounts for 20 members or 5% of total committee
membership.:

* While most of the committee action is subject to approval by the
RAG or other parent body, there are several apparent exceptions:

- In two regions (North Carolina and Rochester,) both the member-
ships of which are dominated by physicians and medical school
representatives they appear to have authority to reject project
proposals. ‘ '

- Five committees have the authority to hire and/or fire the
Coordinator. '

Representative of the kinds of activities, and indicative of the amount
of influence of executive committees, is the following quote describing
activities of the Washington/Alaska executive committee:

"The Executive Committee has provided expert advice and counsel to
the Director in internal staff and organization matters, including
the review of candidates for staff position, termination procedures,
and revision of the organization structure. The Committee has been
helpful with regard to external matters such as the sensitive and
important relations between WARMP and others in the health field.
The Executive Committee has served as a valuable review and reactor
group relative to important and complex matters to be presented

" to the RAC as a whole. This has allowed indepth consideration of
problems and when appropriate, the submission of recommendations
to the RAC.

Individually and as a group, the Executive Committee has been of
great assistance to the Director; his contacts with them are fre-
quent and valuable. On the other hand, there is good reason to
believe that the more frequent meetings with the Executive Committee
have increased their understanding of the Program and their commit-
ment to it." : .

Questionnaire Reference: TI.E.1-7.
Analyst:  Patty Mullins

Regions: 55, of which 41 Regions reported having
executive or steering committees.




Supporting Tables

Table 1: Membership Composition,.by Profession

Professional Category

Physicians -
Registered Nurses
Hospitals & Nursing Home Administrators
Other Health
Business or Managerial
Other
Total

Table 2: Membership Composition, by Affiliation
Affiliation

Medical School
Affiliated Hospitals
Other Hospital and Related Agencies
Medical Society
Public and Other Health Agencies
Voluntary Health Agencies
Health Practicioners
Public or Consumer
Other ’
Total

Number

284
16

31

25

34
33
423

Number

102
21

38

48

31

28

67

40
_48

. 423

Percent

67%
7
6
8

8

—_—

100%

Percent

247
5
8
11
8
7
16
10
11
100%




BOARD OF DIRECTORS

Boards of Directors administer new organizations or corporations which
have been formed to manage the Regional Medical Programs in seventeen
regions. The Regions report that the neutrality of these organizations
benefits the regional programs by facilitating cooperation between dif-
ferent health interests, particularly medical schools. These Boards are
active bodies, meeting an average of 18 times a year, and have responsi-
bility for administration and fiscal management of the programs as well

as varying degrees of policy-making authority. With a total of 264 members,
the Boards are composed mainly (69Z) of physicians, and there is consider-
able overlap in membership with the Regional Advisory Groups, (56% of
board members are also on the RAG's).

Highlights

Boards of Directors are active administrative and holicy shaping bodies
of the Regional Medical Programs.

The kinds of influence that go into the boards is indicated in part by
their composition.

* Most of the board members (69%) are physicians, and 197 are
non-health professionals (mostly businessmen).

* Institutional representation, though spread fairly evenly,
reflects a preponderance of medical school physicians (20%)
and medical society representative (13%).

* Board members are also members of the Regional Advisory Groups
in eleven regions. This represents 56% of the total Board
membership. In six of these regions the entire Board is on
the RAG.

* Boards range in size from 5 to 28 members with an average size
of 16 members. They have met an average of 18 times a year:
6 Boards meet monthly or more often, 4 meet bimonthly, and the
remaining 5 meet quarterly or less often,

Their activity and influence are reflected in the kinds of respbnsibilities
they have.

* Almost all Boards are responsible for administration and
financial management of the region or corporation. Some, such
as Ohio Valley's Board, are concerned solely with administrative
matters. Many Boards, such as Northeast Ohio and Western New
York, also have major authority in developing policy and direction
for the regional program.
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- * Boards of Directors also review and approve project proposals.
In a few cases the Board's approval is necessary, along with

approval of the RAG, for the project proposal to be submitted
for national approval.

The major benefit reported by the regions from forming a new corporation
or organization to administer the Regional Medical Program is its neutrality
which facilitates or enables cooperation between different health interests.

Incorporation or the formation of a new organization has resulted in the
following other benefits:

* Effective mediation by the corporations between different
medical schools in a region or between medical schools and
other health interests.

A broadened base of support gained for regional activities
by bringing more new institutions into cooperation with the
corporation or organization.

. % Autonomy of operations, resulting in increased flexibility
and increased convenience with fiscal and programmatic activities
in the same place.

Explanation and Comments

Boards of Directors are generally defined as those bodies which have
administrative authority over a corporation or organization formed to
administer a Regional Medical program. In one case (New Jersey) the
Regional Advisory Group serves such a role and has been included as the
Board since there is no other such body in that region. Another region
(Northwestern Ohio) which has been included as having a Board, has no
new corporation, but does have a Board which exercises functional
authority over the entire program.

Questionnaire Reference: 11.D.1,2,7

Analyst: Ann Stone
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SUPPORTING TABLES

Table 1:

Table 2:

Board of Director Composition by Profession

Kind _ ~ Number Percent
Physicians _ 183 69
Registered Nurses ' ' 6 3
Hospital Administrators w23 8
. Other Health * 4 1
Business or Managerial - 24 10
Other 24 9
TOTAL 264 100
Board of Director Composition by Affiliation
Kind Number  Percent
Medical School 55 20
Affiliated Hospitals 20 8
Other Hospital Interests : 28 10
Medical Society 48 18
Public and Other Health Agencies 18 7
Voluntary Health Agencies 29 11
Health Practitioners 21 8-
Public or Consumer “ 19 8
All Other : ' “ 26 10
- . TOTAL 264 100




ot

.sition follows:

January 1970

CATEGORICAL DISEASE AND OTHER PLANNING COMMITTIEES --
STRUCTURE AND MEMBERSHIP

e —

There are, in addition to the Regional Advisory'éroupé_and their executive com-

‘mittees, nearly 500 categorical disease and other planning committees within the

55 regions. These committees, which include over 5000 physicians, hospital
administrators, medical center officials and others, have major responsibilities
with respect to planning and program development, project review and in some
instances, program administration. Their breakdown, along with membership compo-

= S it s e R - - i

Type of Committee " " Number  Percent  No. of Regions

“"Categorical Disease (e.g. 224 45.5% .50
heart, stroke)
Functional (e.g. continuing 170 34.5% 48
education, prevention)
Programmatic (e.g. review, 60 127% 31
evaluation)
Administrative (e.g. nomina- _38 8% 21

tions) and Other _
492 100%

Committee Membership Composition by Profession

Professional Category Number Percent
Physicians 3,273 62%
Registered Nurses 486 9%
Hospital and Nursing Home Administrators 326 1%
Other Health 346 6%
Business or Managerial 312 6%
Other 577 10%

b . Total 5,320 100%

Committee Membership Composition by Affiliation

Affiliation Number Percent
Medical School 872 - 16%
Affiliated Hospitals _ 508 10Z
Other Hospital Interests 879 ' 17%
Medical Society 212 4%
Public and Other Health Agencies 290 5%
Voluntary Health Agencies 355 1%
. Health Practicioners 1,180 227

‘Public or Consumers 198 47
Other 826 15%

- ‘  Total 5,320 1007
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‘Highlights

Committees, as vehicles for bringing diverse interests together, have succeeded
in bringing together over 5,000 persons, mostly health professions and primarily

*

T

%

“physicians, to aid in the health planning process.

All but two regions, Kansas and Mountain States, have committee or task
force structure.

Fifty of the fifty-three regions having a committee structure have cate-
gorical disease (e.g. heart, diabetes) committees. Only Missouri,
Northlands and Northern New England have none. .

Forty-eight regions have "functional" committees dealing with such issues
as manpower and rehabilitation which cross disease boundaries. There
are none in Missouri, New Mexico, Rochester, Western New York or West
Virginia. ’

Four regions had committees on health costs, only one of which is still
functioning. Four regions have committees concerned with disadvantaged/
minority groups, and four with community health. There are two prevention
committees.

5,320 individuals serve on the 492 committees, representing a vast amount
of "volunteer" time and expertise being made available to RMP's.

Committees are physician dominated; they account for 3,273 (62%) of the
membership. Nurses represent 9% of membership, while hospital admin-
istrators, other health professions and non-health business and managerial
persons each represent 67 of membership.

There is a conspicuously low representation by Comprehensive Health
Planning agency personnel, who account for only 21 (0.3%) of all committee

~ members, and 64 members of the public, who account for less than 200

(4%Z) of membership.

There have been over 2500 meetings of committees, representing an average
of 4-5 meetings annually per committee.

Approximately 400 studies have been conducted by committees and they have,
additionally, reviewed over 1,700 project proposals and have actually
developed over 300 operational projects for consideration for funding.

While physicians as a profession seem to dominate committee membership, it
should be noted that the composition by affiliation is not dominated by any
single category and, indeed the physicians appear to represent a broad spectrum
of interests, '




Nearly all of the regions have committees on heart, cancer and stroke, most
have one or more concerned with the functional area of continuing education.
As categorical restrictions are eased, there will probably be more functional
committees springing up and there will probably be a corollary increase in
the number of members representing professionals other than physicians and
the publiCo

Explanation and Comments

For purposes of compilation, committees were classified into one of the follow-
ing categories:

- Categorical/Disease Committees include committees concerned with specific
conditions or body systems.

- Functional Committees include those concerned with issues which cross
disease lines such as continuing education, prevention, computer and
library.

- Programmatic committees include those concerned with RMP planning, data
collection, project review, and evaluation.

' -~ Administrative and other committees include those concerned with the RMP
organization itself and its administration, and those other committees
which were not otherwise classifiable.

Membership can be expressed in two ‘manners. There are 5,320 individuals serving
as committee members. These individuals, however, represent 5,624 memberships,
since some serve on more than one committee.

Two regions, Kansas and Mountain States, have no such committees, reducing the
universe to 53 regions.

Questionnaire Reference: II.F.1 & 2.

Analyst: Patty Mullins




Supporting Tables, Continued

Table 1. Number of Committees, by Type, and Number of Regions

Number of Number of Number of Number o

Type of Committee Committees Regions Type of Committee , Committees Regions
Categorical 224 . Functional ' 170
Heart - 65 . 45 Continuing Education 45 37
Cancer - 60 48 Patient Services 4 3
" Stroke 54 46 Hospital Needs & Services 8 7
- Pulmonary/Respiratory 10 10 Radiation/Nuclear Medicine 5 5
Diabetes - 6 : 6 Library : 11 12
Kidney/Renal 14 14 Communications/Information 16 16
Unspecified Related 7 7 Registeries 2 2
Pediatric Pulmonary 2. 2 Computer 4 & -
Dental 6 6 Health Costs 1 1
. Manpower 11 11
- o . Nursing 17 15
Programmatic _60 : Allied Health 8 8
- " Extended Care 2 2
Planning ’ 10 10 Prevention 2 2
Data/Demography/Statistics 11 11 ' Rehabilitation 5 5
Epidemiology 4 4 Screening 7 7
Coordinative 15 13 Disadvantaged/Minority 4 4 |
Evaluation -7 - 7 . Community Health 4 4/
Project Review 13 13 ccu - 5 3
Other Functional Committees 9 9
Administrative 27
Administrative P 11 9
Executive - 5 5
By Laws/ Nominations : 11 9
e ’ : o~ P
ther 11 &
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CATEGORICAL AND OTHER PLANNING COMMITTEES--ACTIVITIES AND ACCOMPLISHMENTS

Categorical and other planning committees report a variety of activities and
reflect several major trends. In nearly all regions (48) these committees
have a major responsibility for project development and review of projects.

In almost all regions (49) these committees also do a great deal of the
coordination and liaison work which is a necessary part of forming cooperative
arrangements. By providing a forum, these committees have effectively brought
together various interest groups, particularly for cooperative development of
projects.

Committees generally help set objectives and priorities for RMP activities in
48 regions and also collect data about needs and resources of the regions.
Many regions (34) have committees which provide technical assistance and

. consultation and some (13) which set specific standards and guidelines for
-facilities and projects. Committees in some regions (22) perform the evalu-
ation of ongoing projects and programs in terms of goals and priorities. 1In
addition, committees in at least 15 regions have conducted various studies to
~ implement planning.

Highlights

Committee functions cover a broad spectrum of activities but there are several

areas in which committees seem to have major responsibility. These areas are _

- project development and review and the establishment of categorical and broader

"objectives. The following examples are illustrative of the range and kinds of
committee activities.

* Committees have stimulated or developed over 400 projects and have
reviewed over 1700 projects in 48 regions, with 690 (57%) of those
reviewed being recommended for approval to their Regional Advisory
Groups. Related activities, for example, have included:

. The Bi-State RMP has developed a suggested protocol for project
development which encourages the involvement as early as possible
of the appropriate categorical committee in the form of an ad hoc
planning group with the individuals or institutions which express
initiative.

. .The Northlands RMP Education Committee has deﬁgloped a comprehensive
review form for projects which reflects their policy statement.




® In 44 regions committees collect data about the health needs and"
. resources of the regions as a preliminary to establlshing goals and
priorities. For example*_

. The Greater Delaware Valley RMP Data Analysis and Monitoring Commit—
tee has compiled statistics on health manpower, facilities and vital
statistics in the form of The Greater Delaware Valley RMP Fact Book.

. The Indiana RMP Regional Characteristic Committee has compiled a
health data bank for use in regional planning.

Committees have established categorical and broader objectives and
priorities in 48 regions. For example, the Illinois RMP Cancer Committee,
in addition to establishing objectives, has translated these objectives
into a system for evaluating projects by weighing the type of project and
the type of cancer according to their established priorities.

Thirteen regions have committees_which are specifically designated to
develop regional program objectives and priorities. The Nebraska-South
Dakota RMP Planning Committee, for example, has developed overall program
goals and priorities as well as determining a rating system for priority
assessment of projects.

Committees report performing coordination and liaison functions in 49
regions. Such work is often the first step in forming cooperative
arrangements and has also produced a number of other signiflcant results,
For example. .

‘.« The New Jersey RMP Urban Health Task-Force, working with the Model

. Cities Program, has an elected citizens' health panel, and has pro-
vided that each model city will _have a health planner and an elected
citizens' health panel, and has “instituted the requirement that con-
sumers be represented in policy formation and review of ambulatory
care services in three major urban ghetto hospitals.

. In Susquehanna Valley three hospitals, as a result of their involve-
ment with various committees of the RMP, went out on their own and
planned and established a community Mental Health Facility, raising

_some funds on their own and receiving funds from sources other than
RMP . - B : -

. The Greater Delaware Volley RMP Kidney Committee, through close liaison

. with the local chapter of the Kidney Foundation, has succeeded in get-
ting legislation for patient care either introduced or passed in the
Pennsylvania, Delaware, and New Jersey state legislatures.

. Many regionslreport that the largely ''neutral" and '"non-Federal' nature
of RMP committees 1s appealing, and the access to, or voice in the
disbursement of Federal dollars acts as an inducement to cooperation
with a minimal compromise of interests.




* Technical review of projects and technical consultation is provided by
committees in 32 regions. For example, the Ohio State RMP Stroke Task
Force has a consultant committee which applies current technical know-
ledge to the review of projects.

* Committees in 13 regions. have set specific standards and guidelines for
fac1lit1es, projects, .and institutlons participating in their programs.

. In the Central New York RMP the Cancer Committee and the Ad Hoc Com-~
mittee on Radiotherapy established principles for the use of cobalt
in different hospitals.’

. Categorical committees of the Greater Delaware Valley RMP have set
specific standards and guidelines for model acute care demonstration
unit of several kinds which are included in project proposals.

* Committees in 22 regions evaluate ongoing projects and programs aftor
goals and priorities have been set and operational activities are under-
way. For example: -

. The Nebraska—éouth Dakota RMP has develped a formalized rating system
to determine a project's accomplishments of goals.

_« The California RMP Coronary Care Unit Ccordinating Committee, through
contract with the Rand Corporation, has developed a uniform data
collection system which serves as the basis for ongoing evaluation of
CCU's. Their system is beginning to be used by CCU experts in other
regions. - : '

.. % Committeeghave -conducted a variety .of studles in at least 15 regions.
Many of these studies are concerned with solutions to various health and
planning problems. The Greater Delaware Valley RMP Cancer Committee,
for example, prepared studies on the diagnosis and treatment of cancer
of the cervix which have become the basis for a pilot program involving
a low-income populatlon.

Explénation and Comments

This analysis includes only those committee activities and accomplishments
which the regions mention. It is quite possible that committees perform many
functions that ‘the regions have not mentioned in their ‘answers. For this
reason, and because it is based on narrative answers, the quantification of
committee function tends to be somewhat arbitrary, and it is intended only to
give an idea of the relative extent of various committee functions.

Questionnaire Reference: II.F. 3,4.

Analyst: Ann Stone




LOCAL AND AREA ADVISORY GROUPS

Local and area advisory groups act as local interpreters of program
objectives to their communities in 27 regions with a total of 4843
members in the 335 advisory groups. These groups have the most local
input into the planning process; they assist in project development
and implementation and do much cooperative planning and coordination
of activities with CHP 314 "b" agencies. These groups seem to be
organized locally on the basis of hospitals, population or medical
trade areas rather than medical schools. With 29% hospital-affilia-
ted representatives and 15% public or consumer representation they
are community-oriented and play a major role in determining local
priorities for program activities according to the local needs.

Highlights

Local and area advisory groups handle a broad spectrum of RMP
activities at the local level from setting priorities, program and
project planning and development, coordination of community health
activities to preliminary project review. The organization and
membership of these advisory groups is indicative of their local
orientation. -

* There are 335 LAG's (or AAG's) in 27 regions with a total
membership of 4843, and an average of 8 LAG's per region
(excluding Georgia which has 129 LAG's). 21 regions have
10 or less LAG's. LAG's have an average of 21 members
and have met approximately 5 times. ..

* . LAG's are most frequently organized on the basis of popula-
tion or medical trade areas. Some are organized according
to hospital areas and to local medical societies. Very
few LAG's are organized geographically with respect to
medical schools.

* Institutional representation on LAG's indicates community
orientation with 297 hospital representation, 19%Z health
practitioners and 15% public or consumer representation.
Physicians are the largest professional grouping represented
on LAG's with 41% of the total membership.

The role of local advisory grOups is reflected by their activities
and accompllshments




The regions report that, by providing a common meeting

ground, LAG's have been an effective means for implementing

cooperation between institutions and professions for the
improvement of health care at the local level.

By assessing local needs and resources LAG's determine

local priorities for program activities.

=  In the Georgia RMP the LAG's from five hospitals
in the Augusta area have agreed upon establish-
ing an independently-operated cancer facility té
serve all hospitals in the area. The LAG's have
decided upon this facility as the best means of
meeting the needs for cancer care in the area.

LAG's assist in planning and developing project proposals
and with the preliminary review of locally-initiated
proposals. They also assist in implementing projects or
components of projects at the local level.

- In the Colorado-Wyoming RMP the Pueblo Action Group
has worked with the community to design a project
proposal aimed at improving the delivery of health
care services to disadvantaged Chicanos. This

project has taken the form of a health care delivery

system utilizing "home care" as the basic structural
unit.

LAG's do a great deal of cooperative planning and coordi-
nation with CHP 314 "b" agencies. In many cases the LAG
and the CHP areawide health planning group are the same
body, and the relationship with the 314 "b" agencies
almost always includes overlapping mémbership and sharing
of health information and data.

- Three LAG's in the Western New York RMP have organi-
zed themselves in such a manner to allow them to
serve as a planning and review committee for both
the RMP and the CHP group in the region.

- In the Oklahoma RMP the Ada LAG and the CHP group
(in the Southern Oklahoma Development area) are
jointly engaged in a Community Stroke Planning
Program where the community involved includes six
hospitals in five counties. 3

Local advisory groups are often the site for coordination
of efforts between regions where they intersect locally.
- An Intermountain RMP LAG planned a workshop held
in Reno, Nevada which was directed toward improving
coordination between the Intermountain, Mountain
States and California RMP's in the Reno area.




Explanation and Comments

The distinction between local and area advisory groups is very hazy
and the functions of the two groups seem very similar, if not identi-
cal. For this reason and because the reported incidence of the "area"
groups is limited to a very few (6) regions, the two groups have been
treated here as the same and for the most part can be considered to

be local advisory groups.

There also seemed to be some confusion between local advisory groups
and subregions. Although most .(80%) of the regions consider LAG's
to be the group concerned with the subregional geographic area,
there seemed to be another distinction in that LAG's work through
voluntary participation and the subregions have core staff field
offices.

The most iﬁteresting thing about the LAG structural data is the vast

range in the numbers and sizes of groups and their organizational bases.

The question concerning the percentage of the population encompassed

‘by the local groups was apparently misinterpreted by a number of

regions and thus is probably inconclusive.

Questionnaire Reference: II.C.1-9 and II.G.1-9

Analyst: Ann Stone
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Supporting Tables

Table 1: Local Advisory Group Composition by Profession

Kind Number
Physicians "~ 2000
Registered Nurses ' ‘ - 445
Hospital Administrators 672
Other Health . 227
Business or Managerial : 522
Other . 996

: Total 4843

Table 2: Local Advisory Group Composition by Affiliation

Kind Number
Medical Schools 75
Affiliated Hospitals = 452
Other Hospital Interests _ 954
Medical Society 401
Public and Other Health Agencies 500
Voluntary Health Agencies 349
Health Practitioners 904
Public or Consumer ' 723
All Other : 485

: Total 4843

Percent

41%
9%
14%
5%
11%
20%
100%

Percent

2%
9%
20%
8%
10%
1%
19%
15%
10%
100%
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Table 3: Organizational or Geographic Base of Local Advisory Groups

Organizational or Geographic Base Number of Regions 1/

Population or Medical Trade Areas 18
Hospitals 5
Local Medical Societies
Medical Schools

Other

~ W o

1/

Some regions have more than one basis for organizing LAG's;
thus the number of regions does not add to 27.

Table 4: Distribution of Number of Local Advisory Groups per Region

Number of LAG's Number of Regions
1-5 : ' = 11
6 - 10 - 10
11 - 15 1l
16 - 20 1]
21 - 25 1l
Over 25 - 2%

* Alabama has 45 LAG's and Georgia has 129 LAG's
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CORE STAFF ORCANIZATIDN, SIZE AND COMPOSITION

The diversified organizational structure, composition and size of the 55 Core
staffs are reflective of the varying Regional approaches to dealing with local
needs and problems. Some of the 1400 full-time equivalent Core staff members

_ are organized primarily around the categorical diseases (e.g., Adsociate

Directors for Heart, Cancer and Stroke), while others are organized along
functional lines (e.g., Associate Directors for Community and/or Hospital
Relations, Manpower Development, etc.). In addition to the central staff,
several Regions have established subregional and/or institutional staffs (the
latter usually located at medical schools) to facilitate and augment the efforts
of local communities and RMP affiliated institutions in the planning and develop-
ment of Regional Medical Programs. Core staffs range considerably in size from
the smallest which are 2 and 12, to 135, the largest (California).

Profession Nos. FTEs Percent of Totai
Physicians ) ; 218 16
Registered Nurses 66 5
Allied Health/Hospital Administration 50 3
Other Health Related ) _ 61 5
Education Specialists S 42 3
Administrative/Fiscal 131 s 0
- Other Professiopal{Technical 277 20
Secretarial/Clerical - 518 38

TOTAL 1,363 - . 100

Highlights

Core staffs have grown from about 100 staff members in December 1966 to over
1600 in June 1969. These 1600 people comprise the 1363 FTEs noted above. Of

. particular interest are the following:

* The average Core staff has 23 FTEs (27 people). About one-third of the
Regions have less than 20 people for the Core, while another ome-fifth
have over 40 people. About 70% of the staff are full-time and 307 are
_part-time. ' '

* All but one Region'(SusQuehanﬂé Valley) has a physician on its Core staff.-
?ostiphyiicians serve on a part-time basis, while most of the other pro-
essionals -- nurses, hospital administrators, education speciali
serve on a full-time basis. ’ ' d B has
*

About 13 Regions have no RNs, 30 have no hospital administrators, 24 have
no education specialists, and 34 have no allied health person.




















































































































































