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Foreword

The “Proceedings: Conference on Re-
gional Medical Programs' is a report
of the matters to which the 650 par-
ticipants who attended the meeting in
Washington, D. C. on January 15-17,
1967 addressed themselves at this the
first major conference on the new
program-authorized by the Congress of
the United States 15 months before.

The presentations by the speakers,
the discussions by the panelists, and
the background papers prepared by
staff and consultants are published in
full. 1t was not possible, nor would it
‘have served a useful purpose, to repro-
duce the discussions of the 25 groups
which met for two hours or more on
three separate occasions during the
Conference. Nor did it seem appropri-
ate to publish in full the more than
fifty letters received by the Director of
the Division of Regional Medical Pro-
grams from the participants who wrote
to give him their considered views on
the issues around which the Conference
was structured. In making selections of
materials for these latter sections we
tried conscientiously to reflect- the
widely divergent viewpoints expressed.
If we have failed in our effort to be
impartial, the failure is a personal one
rather than an effort to suppress views
that might be regarded as less than
helpful to ‘'the establishment.” Ac-
knowledgement is due Dr. Joye Patter-

son, Publications Director at the Uni-
versity of Missouri Medical Center, and
her colleague Mr. Normand Du Beau
for their efforts in the initial organiza-
tion and editing of this material.

We hope ‘“The Proceedings’ will be
useful to the many persons who are
now developing the more than fifty
regional medical programs that have
been initiated throughout the nation.
We believe it will become a valuable
document to those individuals who in
years to come may be interested in
tracing the views of the persons most
actively engaged in establishing a new
and different mechanism for improv-
ing health care in our country. The
volume will give a fair index of the
views widely held during the year
Regional Medical Programs were in-
augurated.

Stanley W. Oison, M.D;
Conference Chairman and Editor



Introduction

The Conference on Regional Medical

Programs was sponsored by the Divi-
sion of Regional Medical Programs of
the National Institutes of Health, to
provide a national forum in which this
new concept in health could be dis-
cussed. Its dual purpose was to en-
courage ideas from a representative
group of knowledgeable individuals that
could be used in preparation of the re-
quired Report of the Surgeon General
to the President and the Congress, and
to provide an interchange of informa-
tion on planning, activities, and goals
for the Programs among all organiza-
tions, institutions and individuals con-
cerned with the Programs, individually
and collectively.
A sincere debt of gratitude is due all
of those who attended the Conference.
The record of the papers and dis-
cussions contained in these Conference
Proceedings and the material contained
in the Report of the Surgeon General
to the President and the Congress,
much of which was drawn from the
Conference, form the historical base
and the documentation for projection
of Regional Medical Programs into the
1970's.

Medicine, or more appropriately
health, in the next decade will become
an increasingly critical national issue,
economically, because the cost of
health continues to rise more rapidly
than other costs; sociologically, be-
cause of its relationship to other
domestic issues including poverty, and
urban affairs; and politically, because
of the rising expectations of Americans,
and the promise that these expecta-
tions may be more rapidly and nearly

realized in the future than they have
been in the past. A major factor behind
these movements is the accelerated ad-
vance of scientific knowledge in medi-
cine and the need to relate this advance
to the needs of people.

It is not possible to predict with any
degree of accuracy the results of any
one piece of legislation, like Public Law
89-239 which established the Regional
Medical Programs for heart disease,
cancer, stroke, and related diseases, or
its eventual contribution to an area as
complicated as health. Yet, it is the
purpose of this report of the Proceed-
ings of our Conference to record an
attempt to evaluate and probe for
dominant trends and pervasive forces
that might be more clearly identified
during the initial implementation of
Regional Medical Programs. The accu-
rate understanding of these trends and
forces of society is an essential base
for a Report to the President and Con-
gress concerning extension of the law.
As pointed out by Henry Sigerist, a
medical historian, more than thirty
years ago: '‘The characteristic features
of the medical profession are deter-
mined to a very large extent by the
attitude of society towards the human
body, and by the valuation of health
and disease. . . . There is one lesson
that can be derived from history . . .
that the physician’s position in society
is never determined by the physician
himself, but by the society he is
serving. .. ."

Already, in retrospect, some of the
ideas, comments and conclusions of
the Conference have proved unusually

accurate while the validity of many
others are yet to be tested,

However, the Conference, like the
Programs themselves brought together
those of diverse background and in-
terest to inquire how best to relate
current resources to future potential
and how to relate advances in heart
disease, cancer, stroke, and related
diseases to the needs of people on a
regional basis.

There are a number of significant de-
velopments that have occurred during
the six-month period since the Con-
ference. )

One important development has been
the funding and initiation of the first
four operational Programs. In addition,
the number of Regions involved in
planning activities has been increased
to 48. These two facts indicate the in-
creasing rate of forward movement of
the Programs.

During this same period, the Presi-
dent submitted his Health Message and
included the following definitive refer-
ence to Regional Medical Programs to
support his request for a 1968 budget
of $85,314,000 for the Division activi-
ties: '

“In 1968 we will: . . . Begin operat-

ing the new regional medical pro-

grams which will narrow the gap
between the advanced methods used
at university hospitals and day-to-day
medical practice in the community."”
In this same connection, both the
House and Senate Appropriations Com-
mittees have heard testimony to sup-
port this appropriation. In its report,
the House Committee strongly sup-
ported the concept of the Programs,

and closed with the following two
sentences:

“, . . the committee is thoroughly
convinced of the great importance
of this innovative program to the
health and welfare of every Ameri-
can. The concept of regional medical
programs must be made to work,
and no effort should be spared to
insure that it does.”

In accordance with a request by the
Coordinators of the Regional Medical
Programs at the Conference, a meeting
of that group from both funded Regions
and those still in developmental stages
totaling some 53, was held in Bethesda
on June 16 and 17. Additional meet-
ings of this group are being planned
for the coming year.

In late June of this year, based on
the results of this Conference, the ad-
vice of the National Advisory Council,
and an Ad Hoc Committee, Surgeon
General William H. Stewart submitted
his Report to the Secretary of Health,
Education, and Welfare for transmis-
sion to the President and then to the
Congress. As required by Section 908
of Public Law 89-239 it appraises the
activities of the Regional Medical Pro-
grams and makes recommendations
concerning the extension and modifica-
tion of the law. This Report on Re-
gional Medical Programs to the Presi-
dent and the Congress (Public Health
Service Publication No. 1690) will be a
basis for future legislative action.

Robert Q. Marston, M.D.

Associate Director, National institutes
of Health, and Director

Division of Regional Medical Programs
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Remarks

| am pleased to have this opportunity
to add my voice and that of the Ameri-
can Medical Association to those who
will participate in this meeting discus-
sing Regional Medical Programs. | am
sorry that previous commitments will
not permit me to stay on with you in
the succeeding days, but my interest
will remain with you regardless of my
absence.

As everyone here knows, scientific ad-
vances have tended to divide and
stratify our profession, not only in what
we do but in our principal interests.. As
we become more specialized and diver-
sified, it should be recognized that we
become more interdependent. To coun-
teract this divisiveness we should set
ourselves to the task of formulating
plans to assemble dissimilar elements
of health service into an integrated
whole.

The problem posed in this endeavor is
a mode of accomplishment of this
task. How shall we do it? We in the
medical profession tend to favor the
retention of systems *‘that work” and
do best within our resources, to pro-
ceed in an evolutionary fashion, per-
haps more cautiously than suits the
taste of everyone. While we are not
“the last to lay the old aside”, neither
in clinical practice do we tend to be
“the first by whom the new are tried.”

Government, on the other hand, a
financing rather than a service mech-
anism, with its great resources of
money and influence, has the capacity,
and | would say inclination, to effect
rapid and major changes in patterns
and procedures. Between the cautious
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Charles L. Hudson, M.D.
President
American Medical Association

and the precipitant approaches there is
often conflict, even though the objec-
tives of both approaches be the same.
We are present in this conference not
to emphasize our differences but to
determine as best we can how the re-
sources of Government under the law
can best be directed toward the health
care system that is primarily serviced
by the private sector.

The arigins of Public Law 89-239 to my
knowledge are to be found in the Re-
port of the President’s Commission on
Heart Disease, Cancer and Stroke, from
which document certain of its recom-
mendations were selected for legisla-
tive implementation. As | understand
it, it is extremely difficult to reproduce
in the language of the law exactly what
a narrative report contains. But it
seems reasonable to assume that the
sections selected for the Bill retain
some relationship to that report from
whence they originated. And thus the
Senate Bill 596 was interpreted by the
profession as recommending areas of
service provision called ‘‘complexes”
that described not only highly special-
ized medical and surgical treatments
in a medical school center but also
diagnostic and treatment stations in
the periphery. We inferred that this, a
closed entity of indeterminate size, ex-
cluding others already practicing in the
area, was intended to demonstrate in
a disparaging way perhaps the inade-
quacies of our physicians. A quantita-
tive capability to replace these physi-
cians or a visible means of improving
their capacity to provide health care
did not appear feasible under this plan.
This we viewed not only as an unwel-

come intrusion but also something ex-
tremely confusing to the public as well.

The raison d’étre of such comp!exes,l

we learned, was the provision of serv-
ices to people who were the target of
the legislative thrust, based on the
allegation that a barrier of ignorance of
what was new impeded the flow . of
health care through current conven-
tional channels,

Believing the premises upon whic
these actions were based to be fals
and concerned that this was a revoll
tionary change in the system of heall
care not in the public interest, the AM
did not support the legislation.

Then, later, several of us from the AM
were on a mission to Washington 1
advise the Department of Health, Ed
cation, and Welfare regarding the ne



P. L. 89-97. Hearing the passage of the
legislation on - heart disease, cancer,
and stroke in the House of Representa-
tives was imminent, we reported to
President Johnson our belief that pass-
ing this, the Senate version, upon the
heels of Medicare would be repugnant
to the physicians of the country and
would adversely affect their attitude
toward any and all Federal support pro-
grams, especially Medicare.

As a consequence, a revised version of
the Senate Bill was prepared with the
assistance of the AMA. It passed the
House, prevailed in Conference Com-
mittee, and became the law.

It is the AMA’s interpretation of P. L.
89-239 and its regulations that serv-
ices will be given incident only to the
needs of education and research; that
the program, rather than a geographic
entity, is a sphere of influence, largely
educational in intent and capable of
exchanging information and personnel
between the center and the peripheral
institutions which are now called hos-
pitals.

With this understanding—rather than
with any definitive interpretation by the
National Institutes of Health I must
honestly add—! have recommended
the program to the constituent and
component parts of the AMA in coun-
ties and States, and they have re-
sponded not only as members of local
advisory groups but also by leading in
the application for approval of pro-
grams.

Our search for another mechanism in
this country for postgraduate medical
education and the adaptability of P. L.

89-239 as an excellent model for such
a purpose have led me to give public
support to the use of this legislation
for educational purposes. | feel that the
impact of P. L. 89-239, if used in this
way, on the health care of the Nation
will be infinitely greater than if im-
plemented primarily in another fashion.
The dissemination of the program'’s
influence through the physician, espe-
cially those at the periphery, will be
broader than if its substance is used
up on services to a limited number of
individuals.

To conclude on the note on which |
began, | believe the assignment of
roles in an integrated system will best
be determined by a cooperative effort
on the part of all segments of the pro-
fession rather than if it were made by
legislative edict. It is true that differ-
ences in roles will be perpetuated by
variations in breadth or depth of edu-
cation and training, by the complexity
of the skills required of us, and by the
character of the occupations we elect
to pursue.

The scarcest and probably the most
essential element of the program is the
educational and research center, where
one might anticipate the most refined
knowledge and techniques to be found.
Inherent in this recognition is the haz-
ard that judgments of high position in
a vertical scale will disparage any other
contributor to the whole scheme. Other
contributions, while less refined per-
haps, may be equally valuable. For that
reason | hope communication within
the program will be open, free, mu-
tually respectful, and multidirectional.

A New Era in Medical Care

We are meeting here today to focus on
the future structure of Regional Medi-
cal Programs. We are seeking advice
from those of you who will have to
make the programs work. We are con-
tinuing to try to improve the formula
for bringing all groups together to fuse
the contribution of science, education,
and service for the benefit of all of
our people. :

Many pressures and trends for change
contributed to the health legislation of
the 89th Congress, which was the most
health-minded Congress in our history.
More national health measures for pro-
viding the American people with the
best possible health care were enacted
in the 89th Congress than at any other
time in the past century. The Regional
Medical Program, Medicare, Medicaid,
aid to medical schools, comprehensive
health planning, grant support for train-
ing professional and allied health pro-
fessionals, and increased support for
medical research are just a few of the
developments that aim for the delivery
of comprehensive high-quality care.
Today, as never before in history, you
are being asked to help create the
basic instruments to give people the
kind of care they need, when and where
they need it.

These programs represent a major new
thrust—a new momentum in the field
of health care. A whole continuum of
the most economical and efficient
forms of health care is being devel-
oped. Medicare, for example, has
focused attention on ways to improve
medical care, and the program itselfs,
carries major incentives to provide new
and improved services. The program

Wilbur J. Cohen, Ph.D. -
Under Secretary of
Health, Education, and Welfare

has high-lighted the need for com-
munity planning of all its health and
medical care facilities and manpower
resources. Communities, many for the
first time, have had to plan for an ade-
quate number of facilities with a full
range of needed services—extended
care facilities, home health services,
and outpatient clinics. Cooperative ar-
rangements are being developed to as-
sure that community resources are
used to promote quality care with the
most efficiency and economy.

We are entering a new era in health
care—an evolutionary, almost revolu-
tionary period. Our chief concern is
the achievement of high-quality, com-
prehensive care for all Americans. We
are keenly conscious of not only ex-
panding medical services to many
groups who have been without them
in the past, but also with the provision
of a higher quality of medical services
for all of the population.

The achievement of our goal will not
be easy because there are serious
shortages in the health professions and
in health facilities. The inherent nature
of quality care rests with the health
professions, their ideals, integrity, and
vigilance. If they are going to meet the
demands for high-quality care, improve-
ments in the organization and the de-
livery of health and related services
must be made. The Government can
see to it that, in ever increasing num-
bers, professional competence is ever
present in providing patient care. We
are going to have to do a lot of re-
thinking about better ways of utilizing
the personnel we have, how ‘to train
more personnel, how to rationalize our
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services and how to create economy
and efficiency in the organization and
delivery of services.

Every community will have to reex-
amine how available personnel, institu-
tions, and equipment can serve to a
better advantage. Business, labor, and
civic leaders, under the leadership of
the medical profession, can also help
to introduce innovations and create
new and improved methods of delivery
of health care. Every member of the

community has become involved in the,

organization and delivery of medical
care in this country and shares the
responsibility for its improvement.
Effective community planning, active
cooperation between the educational
systems, health facilities and medical
and other professional organizations
are essential ingredients for implement-
ing the new health programs.

While the new programs enacted by
Congress in the past two years are
national in scope, it is up to local
groups to provide ideas and initiative
in carrying them out and making them
a success. These programs are an ex-
pression of “creative federalism.” In
discussing this concept recently before
a Congressional Committee, Secretary
Gardner pointed out:

“There is a great potential for innova-
tion in the scope and variety of the
Federal Government's partnership ar-
rangements. Through these the Federal
Government taps great sources of
strength in American life. The private
economy is the chief source of eco-
nomic growth and vitality. The uni-
versities—State, local and private—
harbor the bulk of the Nation’s intellec-
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tual resources. The professions provide
the specialized talent without which no
modern society can run. Non-profit or
voluntary associations provide a signi-
ficant means of harnessing non-govern-
mental resources toward a public pur-
pose.”

The complexities of the problems we
face in providing high-quality care re-
quire the best ideas and efforts of all
the Nation’s resources. Secretary Gard-
ner noted:

“we have a multiplicity of institutions,

public and private (universities, hospi-
tals, etc.) and we have no intention of
submerging their identity in some
rigorous master plan. The solution is to
pe found in new forms of cooperation
among institutions.”

No program better expresses this con-
cept and approach than the grants for
Regional Medical Programs. The very
first words of the Act setting up the
programs call for “‘cooperative arrange-
ments” among the interested and
affected organizations and agencies.

The main purpose of the program is to
afford, through such cooperative ar-
rangements, the medical profession
and institutions of the Nation oppor-
tunities to make available to their
patients the latest advances in the
diagnosis and treatment of heart dis-
ease, cancer, stroke, and related dis-
eases. And | would emphasize again—
as did the Congress in reporting on the
Bill and the President in signing it—
that our purpose will not be achieved
until all medical practitioners and their
patients realize the full benefits that
modern science and technology make
possible.

So now we reach the real test. After
the new legislation authorizing grants
for Regional Medical Programs was
signed, it was up to you—the health
leaders of the Nation, private, volun-
tary and public—to do something
about it.

In April 1964 when President Johnson
met for the first time with members
of his Commission on Heart Disease,
Cancer and Stroke he outlined their
task in the following words:

“{nless we do better, two-thirds of all
Americans now living will suffer or die
from cancer, heart disease or stroke.
| expect you to do something about it."”

The President was talking directly that
spring day to a small group in the
White House Garden. But, indirectly he
was setting a challenge for all persons
concerned with the Nation’s health. He
was calling upon the practicing physi-
cians who bear the heavy responsi-
bility for diagnosis and treatment—the



health workers who assist and support
the physician—the educators who train
the present and future generations—
the research scientists who are extend-
ing available knowledge and capability
—the health officers who are con-
cerned with preventing disease and
disability—the volunteers and staffs of
the private heaith agencies who are
devoted to furthering the education of
the public and the work of the profes-
sionals. To all of these, the President
was also addressing his charge:

“lexpect you to do something about it."”

Tonight we can tell the President that
a good deal has been done about it
since April 1964. But while the job has
been started well, there is still much to
be done. Tomorrow and Tuesday, |
hope you will tell us how the job can
be done better.

Regional Medical Programs were de-
signed to fit into the complete spec-
trum of needed health services and
they represent the kind of innovative
and experimental approach needed to
achieve our goal. The authorizing legis-
lation allowed three years for planning
and pilot projects to gain experience.
In order to provide an early opportunity
for review and evaluation, the Surgeon
General is required to report to the
President and the Congress next sum-
mer on what has been accomplished
and what changes are indicated.

You have been asked to come to Wash-
ington to help the Surgeon General
prepare this report to the Congress. We
need your reports on what has been
happening in your localities in plan-
ning and developing Regional Medical

Programs. We need your advice on
what more needs to be done so that we
can help you step up the time between
the discovery of medical miracles and
their availability to the people whose
lives may be saved by them.

Let us review the path we have traveled
since April 1964.

The President’s Commission, under the
Chairmanship of Dr. Michael DeBakey,
was convened on April 17, 1964 and
made its report on December 9, 1964.
The Commission contacted 60 private
and professional agencies and organ-
izations and consulted over 175 wit-
nesses. The second National Confer-
ence on Cardiovascular Disease was
rescheduled so that the Commission
could have the advantage of its find-
ings.

In looking back on the Commmission's
findings, we find eloquent testimony to
the gains that scientific progress has
made possible. But we also have docu-
mentation that the results of this prog-
ress is not being made available to the
people who could benefit from it. The
Commission Report pointed out:

“The rising tide of biomedical research
has already doubled and redoubled our
store of knowledge about heart dis-
ease, cancer and stroke. Yesterday's
hopeless case has become today's
miracle cure. We stand on the thresh-
hold of still great breakthroughs in the
laboratories and clinical centers of the
Nation. Yet for every breakthrough
there must be follow-through. Many of
our scientific triumphs have been hol-
low victories for most of the people
who could benefit from them.”

The Commission asked: “How are we
going to close the gap?”

The answer to this question was
strikingly similar to the answer found
by many others in related social fields
in recent years.

Scientific progress has outpaced
changes in human organization. As a
society, we have more knowledge than
we have know-how. As a result, the
benefits of scientific progress are not
accessible in equal portions to all the
people of the Nation.

The Commission found that many
agencies and institutions were working
on overcoming these problems. How-
ever, these efforts were often being
performed in isolation—and sometimes
at cross-purposes.

The Commission found that its concern
with the heavy price of fragmentation
was shared by many others. Spokes-
men of medical groups, medical schools
and public health, among others, testi-
fied both about the penalties and prob-

lems of separated efforts and their

willingness to explore new approaches
and remedies.

On the basis of the extensive expert
advice and its own staff studies, the
Commission did something about it. It
produced a 113-page report containing
35 major recommendations plus a ref-
erence document including over 600
pages of documentation and many sub-
sidiary recommendations. The major
recommendations covered a wide
variety of proposals. Some were con-
cerned with strictly categorical activi-
ties; others were aimed at the under-

lying problems of medical manpower
and communications, which the Com-
mission felt had to be met to effec-
tively attack the so-called “killer”
diseases.

Although the Commission’s Report had
many facets, there were two central
themes. One was that people every-
where, not only those near great medi-
cal centers, should have the benefit
of the latest medical scientific ad-
vances. The second was that this goal
could only be accomplished by a fusion
of science, education and service.

After the Report was issued, it was up
to the Department of Health, Educa-
tion, and Welfare to do something
about it. And we did two principal
things. First, the Department requested,
and the President and the Congress
approved, additional funds to begin to
implement several specific recommen-
dations of the Commission. Secondly,
the Department, under the leadership
of Dr. Edward Dempsey, Dr. Stewart,
and Dr. Shannon, developed a legisla-
tive proposal to carry out that part of
the Report which called for a joining
of the worlds of scientific research,
medical education and medical care.
In formulating the legislation, the De-
partment focused on the following
recommendation:

“The Commission recommends that a
broad flexible program of grant support
be undertaken to stimulate the forma-

‘tion of medical complexes whereby

university medical schools, hospitals
and other health care and research
agencies and institutions work in con-
cert.l!































































































































































































































































































































































