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for the prevention and treatment of aleoholism or naveotic addiction, the pur-

poses for which the portion of the grant under this part which relates o sieh
I faeilities may be made, the pereenfage of the cost to be mel by such, ptnrtiony of

the graX, and the duration of suel portion of the grant shall, subjeit. to Hmita-

fions inMr(‘:vulatimn be determined as though the grant i\,.,«l‘ivin'f made [pr

operation, stating, and maintenance of facilities nunder p. “(3, in the case ‘»f
\\l'nxhth for 1)10\@11!11»11 and treatment of aleoholism, op *hart D, m the cn*;(!
\nf facilities for the pm.\wmmn and treatment of n.nr}pf'(- addietion.”

P

USE OF .\],l,‘h’“\ll'}N'l'S FOR COST OF Alb’,\f‘l.‘{lS'l‘lh\'l'I()N

{
1 Y #
{ REe, 305, Seetion {103 of thasMental Retardation Facilities and Communify
‘Ivm 11 IHealth Centers Construe ﬁon Aot of 1963 (12 THLS.CL20693) is amended h'
thn al the end thereof the following new subseetion :
Uovey (1) AL the request of any \l.nl"n,‘ qa portion of any allotment or allotments
M' sueh Stiate under part. A of fitle T \liull he availabie 4o pay one-half (or such
Lm‘ll!m share as the State may Lt‘qlu'sl)‘-(yl the expenditures found nvoo\s.n'v
by the Seeretary Tor the proper.and eflicient “administration during such year of
he State paln approved undersuch part; (\\u-p{‘Lh . not. more than 2 per centumn:
i the total of the allolmens of suelt Sale for a X' ar, or $50,000, whichever-is
exs, shall be available for such purpose for such ysgr. 1,vnu~nl\ of amounts
Ine under this paragraph may be made in advance or hygway of reimbursement,
i in such installiments, as the Sceretary may determine,
*(2) Any amonnt paid under paragraph (1) to any Stat¢for any fiscal year
shall be paid on“condition that there shall he expended from State sources
for such year, Lor administration of the Stale plan approved under such part .
not less than tllo total amount o\pcmlod for such purpeses from such sourceg
pring th?'fm"ll year ending June 30, 1968,

DEPARTMENT oF HIEALTIL, JXDUCATION, AND WELFARE,
Washington, D.C., March 18, 1968.
Hon. IHIARLEY (. STAGGERS,
Chairman, Conmmitice on Interstate and Forcign Commecerce,
House of Representatives, Washington, D.C.

Dear Mr. CirarrMman @ This letter is in response to your request of March G,
1968, for a report on HLR. 15738, a bill “To amend the TPublic Health Service
Act s0 as to extend and improve the provisions relating to regional medical
programs, 1o extend the authorization of grants for health of migratory agri-
cultural workers, to provide for speeinlized facilitios for alcoholics and narcotie
addicts, and for other purposges.”

This bill embodies the legislative proposal contained in a draft bill submitted
by {his Department to the Congress on March 4, 1068, to implement the recom-
menditions on extension and bmprovement of regional medicnl programs con-
tained in the President’s Marceh 4, 1968 Message on Iealth, The bill nlso includes
the Jegislative proposal contained in that dealt bill velating to tenmiporary exten-
sion of the program of grauts for health serviees for migratory agricultural
workers, T addition, ILR, 15758 embodies the legislative proposal contained in
the draft hill submitted by this Department to (he Congress on Pebruary 8,
1968, to implenient the recommendations on prevention and treatment of aleo-
holism and narveotic addiction contained in the President’s ¥ebruarvy 7, 1068
Message on insuring the publie safely amd meeling the challenge of erime in
our society, ("Thig last mentioned proposal was also ineluded in ILR. 16281, on
which we reported to your Commiitee on Iebrnary 26, 1968.)

We urge early ennctment of this proposed legistation.

Plie Bureau of the Budget advises that enaciment of this proposed legislation
would be in aceord with the program of the President,

Sincerely,
Witnur J. ColEN,
Acting Scerctary.
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REGIONAL MEDICAL PROGRAMS; ALCOHOLICS AND
NARCOTICS ADDICTS FACILITIES; HEALTH SERV-
ICES FOR DOMESTIC AGRICULTURAL MIGRATORY:
WORKERS

TUESDAY, MARCH 26, 1968

Housk or REPRESENTATLVES,
Suscommrrres oN Pusric Heavri ANp WELFARE,
Commrrree oN INtERsTATE AND FoREIGN COMMERCE,
" Washington, D.C.

The subcommittee met at 10 a.un., pursuant to notice, in room 2322,
Rayburn House Office Building, ITon. Paul G. Rogers presiding (Hon.
John Jarman, chairman).

Mr. Kyros (presiding). The subcommittee will please be in order.

The hearings today are on IH.R. 15758, introduced by Chairman
Staggers at the request of the administration.

This bill would extend and expand the existing authorizations for
regional medical programs, would extend the program of health serv-
ices for domestic agricultural migratory workers, and would provide
matching grants for construction and staffing of facilities for preven-
tion of alcoholism addiction and for treatment of alcoholics and nar-
cotic addicts.

‘REGIONAL MEDICAL PROGRAMS

In 1965, the Congress considered legislation proposing the establish-

‘ment of regional medical programs designed to improve the health

caro of the American peoplo in the fields of heart disease, cancer, stroke
and related diseases. The Congress made substantial revisions in the
proposed program, providing in general for a maximum of decen-
tralization of the decisionmaking process and encouraging the maxi-
mum feasible cooperation between public and private groups interested
in the health of the American people.

It is impossible to give a simple description of a regional medical
program since every program established is different, with each pro-
gram tailored specifically to the needs of the region served.

Over 90 percent, of the population of the United States is or will be
covered by regional medieal programs established on the local level
either on un operational basis today or through programs currently
in the planning stage. Iiventually, 100 percent of our population will
be covered by theso programs.

Many fears and reservations were expressed at the time the Con-
gress was considering the initial legislation. It is my understanding,
however, that many of the groups which had reservations about the
initial proposals have since modified their positions, in large measure

1)




2

hecansa of the modifications that were made in the program by the
Congress and the manner in which the program has been adininistered
to dafe,

As T understand the bill presented to us, no major changes are pro-
posed. The prineipal purpose of the legislation is to extend the pro-
grani beyond its scheduled expiration date of June 30 this year, with
minor improvements that experience has shown to be necessary or de-
sirable.

In regard to the section on domestic agricultural migratory workers,
the hill also proposes to extend for two additional years the existing
program of Iederal grants for health services to domestic agricultural
nmigratory workers,

" The existing program is also schednled to expive June 30 this year,
so extension is essential at this time if these workers, who are among
tho neediest today, are to continue to receive the services they need.

ALCOITOLTIC: AND NARCOTICS ADDICTS

Title IT of this bill would establish a program designed to provide
assistanco in tho treatment and rehabilitation of aleoholic and narveotic
addicts. The program proposed 1is an extension of the principles al-
ready embodied n the community mental health centers and mental
retardation facilities acts approved by this committee in 1963, The bill
provides matching grants for construction and operation of facilities
which are part of a complex providing essential elements of compre-
hensive mental health services in order to provide services for the pre-
vention and treatment of alcoholism.

Grants arve also authorized for construction and operation of special
residential and other facilities for treatment of homeless aleoholics:
grants for construction and operation of facilities for prevention and
treatment of narcotic addiction; and grants for training and evalua-
tion relating to the prevention and treatment of narcotic addiction.

There are o substantinl number of witnesses who have requested the
opportunity to be heard on this legislation, which is indieative of the
broad public response to the needs which will be served by the enact-
ment of this bill,

Wo hope to be able to expedite these hearings in order that the legis-
Tation may reach the President’s desk at the cavliest. possible date in
view of the relatively Iief time remaining before two of the programs
contained in the bill are schednled to expirve.

Tho bill under consideration, aud agency reports on the bill, will be
included in the record at this point,

('The bill, FL.R. 15758, and departinental reports thereon, follow ;)

[ILR. 15758, 00th Cong., second sess. ]

A DILT To amend the Publie ITealth Service Act 50 as to extend and improve the provisions
relating to reglonal medienl programs, to extend the authorization of grants for health
of migratory agricultural workers, to provide for specialized facllities for alcoholles and
nareotlc addicts, and for other purposes

Be it cnacted by the Schuate and Housc of Representatives of the United
States of America in Congress assembled,

TITLE I—REGIONAL MEDICAL PROGRAMS

EXTENSION OF REGIONAL MEDICAL PROGRAMS

Sec. 101. Section 901(a) of the Public Health Service Act (42 U.S.C. 299a)
is amended by striking out “and” before ‘“$200,000,000” and by inserting after
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“June 30, 1968, the following: “$65,000,000 for the fiseal year ending Junv
30, 1969, and such sums as may be necessary for the next four fiseal years,

EVALUATION OF REGIONAL MEMCAL TPROGRAMH

Sk 102, Seetion 901 (a) of the T*ublic Health Serviee Act is further amended
by inserting at the end thereof the following new xentence: “For any fiscal year
ending afier June 30, 1969, such portion of the appropriations pursuant to this
seclion as the Seeretary mny determine, but not exceeding 1 per centum thercof,
shall be available to the Secretary for evaluation (direetly or by grants or
contracts) of the program authorized by this titie.”

INCLUSBION OF TERRITORIES

See. 103, Section 902(a) (1) of the Publie Iealth Serviee Aet (42 U.S.C
200b) iv amended hy iuserting after “States” the following: *(which for pur
poses of this title includes the District of Columbia, the Commonwealth of
Puerto Rico, the Virgin Islunds, Guam, Awmerican Samoa, and the Trust Ter-
ritory of the I'acifie Islands)".

COMBINATIONS OF REGIONAL MEDICAL PROGRAM AGENCIES

SEc. 104 Sceetion 903(n) and section Y01(a) of the IPublic Health Serviee
Act (42 U.8.C. 299¢, 2099d) are each amended by inserting after “other public
or nonprofit private agencies and institutions” the following: “, and combina-
tions thereof,”.

* ADVISORY COUNCII. MEMBERS

Sre. 105. (a) Section 905(a) of the IPublic ¥ealth Service Act (42 U.8.C.
299¢) is amended by striking out “twelve” and inserting in lieu thercof
“sixteen”.

(b) Scction 903(b) of such Act is amended by striking out “and four
at the end of the third year” and inserting in lieu thereof “four at the end
of the third year, and four at the end of the fourth year”.

MULTIPROGRAM BERVICES

Sre, 106, Title IX of the Iublic Ilealth Service Act is further amended
by adding at the end thercof the following new seetion:

SPROJECT GRANTH FOR MULTIPROGRAM BERVICER

“SEce 90100 I'unds approprinted under this title shall also be availubie for
reants to any public or nonprofit. privale ageney or institution for services
needed by or which will be of substantinl use to, any twe or more regionnl medi-
eal progriams.”’

SLARIFYING OR TEOCHNICAL AMENDMENTS

Sk, 107, (@) Seelion 901 (¢) of the Public Health Service Act is amended by
inserting before the period at the end thereof “or, where appropriate, a prace-
ticing dentist”.

(b) Section 901 of such Act is further amended by adding at the end thercof
the following new subsection:

“(d) Grants under this title to any ageucy or institution for a regional
medical program may bo used by it to assist in meeting the cost of participa-
tion in such program by any Federal hospital.”
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Mr. Kyros. T understand our (irst witness this morning will be Dr.
Philip R. Lee, Assistant Secretary for ITealth and Scientific Affairs
in the Department of ITealth, Iducation, and Welfare. Dr. Lee.

STATEMENT OF DR. PHILIP R. LEE, ASSISTANT SECRETARY FOR
HEALTH AND SCIENTIFIC AFFAIRS, DEPARTMENT OF HEALTH,
EDUCATION, AND WELFARE; ACCOMPANIED BY RALPH K. HUITT,
ASSISTANT SECRETARY FOR LEGISLATION; DR. RALPH Q. MAR-
STON, DIRECTOR, DIVISION OF REGIONAL MEDICAL PROGRAMS;
DR. STANLEY F. YOLLES, DIRECTOR, NATIONAL INSTITUTE OF
MENTAL HEALTH; AND HELEN JOHNSTON, CHIEF, MIGRANT
HEALTH BRANCH, BUREAU OF HEALTH SERVICES

Du, Lre. Thank you, Mr. Chairman.

Mr. Rogers (presiding). I might say that the committee is pleased
to have you with us, and particularly since your new duties have been
stated by the Secretary to be coordinator for health, and “Mr. Health”
for the Government. :

We are delighted to have you with us in this capacity today, and
we are pleased to have your associates. We will be glad to hear your
statement.

Dr. Lre. Thank you, sir.

Accompanying me are Miss Johnston, Dr. Marston, and Dr. Yolles.
Mr. Ralph Huitt is with us this morning also.

Mr. Rocers. We are glad to see Mr. Huitt here.

Dr. Lk, Mr. Chairman and members of the Subcommittee on
Health and Welfare, it gives me great pleasure to appear before you
today in sapport of the Health Services Act of 1968, which contains
an extension and improvements to the Ifeart, Cancer, and Stroke
Amendments of 1965, an extension of the Migrant Health Act of 1962,
as amended in 1965, the transfer of authorities now in section 402 of
the Narcotic Addict Rehabilitation Act of 1966 to the Community
Mental Health Centers Act, and the establishment, of a program to
assist communities to improve treatment scrvices to alcoholics, the
latter two programs to be known as the Alcoholic and Narcotic Addict
Rehabilitation Amendments of 1968,

These programs are all designed to carry forward our commitment
to make the best health services available to all Americans. In his
special message to Congress on health in 1965, President Johnson
stated:

Our first concern must be to assure that the advance of medical knowledge
leaves none behind. We can—and must—strive now to assure the availability
and acecessibility of the best health care for all Americans, regardless of age or
geography or economic status.

Although much has been accomplished in the last 3 years, much
remains to be done. We must remove the barriers of discrimination
that have so long barred the alcoholic and the narcotic addict from
receiving truly comprehensive care—a discrimination based on diag-
nosis, whieh is just as intolerable as discrimination based on race.

The migrant worker suffers from not only the disadvantages of
language, poverty, and geography, but often the even more difficult
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problems of ignorance and inexperience in the use of modern medi-
cal services, '

The removal of a different kind of barrier—the time lag between
discovery and effective application of new knowledge—is a goal of the
regional medieal program. In his health message this year, President
Johnson stated:

Its purpose is to translate rescareh into action, so that all of the people

ef our uation ¢nn benefit as rapidly as possible from the achievement of modern
mediecine,

Title I of IT.R. 15758 extends the regional medical program through
fiseal year 1973 and clarifies and improves certain aspects of the
program.

You will recall from your consideration of this legislation in the
summer of 1965 that it was introduced as a result of the findings of
the President’s Commission on ITeart Disease, Cancer, and Strole.
The Commission found that medical science hins ereated the poten-
tinl {0 reduce the heavy tolls of these diseases but that this potential
was ot being readized for many of our eitizens,

The Interstate and Foreign Commerce Committee played a major
vole in clarifying both the nature of the program and the direc-
tion in which it was to go.

The basic objective of this program is to assure that the people of
this Nation, wherever they may be, will benefit from the advances of
medical science against the threats of heart disease, cancer, stroke,
and related diseases.

Asanadditional dividend, this program will have an impact extend-
ing far beyond the control of specific diseases. The physicians and other
health workers involved in the regional medical programs will be
applying their new knowledge and new techniques to patients being
treated under the medicaid, medicare, and other health programs.
The Jessons learned in the regional medical programs cannot help but
enhance the quality and efliciency of these other activities.

The progress already made has justified our expectation that this
program would significantly improve the effectiveness and quality
of medieal cave for (hose who suffer from the major killer diseases.

The program is already bringing together diverse groups in the
health ficld in an wnprecedented Tashion and in a manner that re-
sults in o considoration of the uniilled health needs of the region,
rather than those of the individual institutions. Despite the present
shortage of manpower, the program lhas been suceessful in recruiting
throughont the Nation talented persons willing to make firm career
commitments to achieving the goals of the program.

The programs have eurned the support of the major health re-
sources, professional and voluntary, at the national and regional levels,
They have helped overcome hostilittes and divisions which have existed
insome eases for generations,

Indeed, there has been o positive response to this committee’s man-
date in the original legislation that this program would be community
based—that the responsibility for planning and organizing the opera-
tion of the program would belong to the region, not to the Federal
Government.

As evidence of this response almost 1,000 medical institutions are
participating in the regional medical programs, including every med-
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ieal sehool and hundreds of hospitals. This involvement. of medical
schools and other feaching and rescarch institutions helps develop
close and continuous contact between medical advances and their ap-
plication in the community.

Almost 800 health organizations are participating, including every
State medical society, State health department, State heart assSocia-
tion, and State cancer sociely.

Over 7,000 non-Federal-connected individuals are now actively
engaged in the programs, inchiding 1,800 employed cither full- or
part-time by the regional programs, over 1,900 members of the
regional advisory groups required by the Jaw who must advise on the
development of the programs and approve all operational activities
before they can be funded, and members of various subcommittees,
task forces, and local action groups, who are contributing their time.

This represents an involvement not only of the experts 1 the region
but also the health personnel at the grassroots level, and this is illus-
trated in table I (p. 33) which is submitted with the testimony.

Theso people, institutions, and organizations are the forces which,
with your support, will carry to fulfillment the high expectations
for this program.

The scope of the program is enabling the regional groups to assess
thoroughly the needs and opportunities within their region and to
implement {he steps that can ba realistically undertaken to improve
the dingnosis and treatment of the major diseases, By coping with
these problems on o regional seale, the groups are able fo plan for
the most cflicient use of specinlized resources for service or training
from the largest medieal center to the isolated rural physician.

The regions have found that many diflerent. types of activities can
contribute 1o objectives such as demonstrations of advanced diagnos-
tic and patient-care techniques, training and continuing education of
health personnel, development of communication and patient data
networks, application of computer and other modern technology to
health care, and research into better means for organizing and deliver-
ing improvements in health care.

The first planning grant was awarded less than 2 years ago. Today
there are 53 regions which have received planning grants and include
the entire population, except Puerto Rico, and an application from
that Commonwealth is now being reviewed.

Eleven regions have received grants to support initial operational
activities, and 13 other regions have submitted applications to begin
the operational phase of their prograuns, To finance these activities
thera has been o rapid inerease in the obligation of funds, and this is
iHustrated on table LI, which is attached,

The involvement in the regional medieal programs by local insti-
tutions and individuals has been enthusiastie, Within the next year
Wl of the progrums expeet. to enter the operational phase of their
progean. They are enger to continuo the work they have begun.

In addition to extonding the basic authorities of the regional med-
ical program, the bill before you contains amendments to those au-
thorities that would help the regions accomplish their goals moro
eflectively. It contains a provision that would assure proper evalua-
tion of the accomplishments of the program by pmvi£ng that up to

08403 0—68—2
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1 percent of the appropriation for any fiscal year beginning with 1970
may be used by the Seerotary for the evaluation.

The bill makes clear that regional medical grants can be awarded
to a combination of regional medical program agencies for carrying
on & regional medical program. )

Also, a new authority is added which would permit the awarding
of grants to any public or private nonprofit agency or institution for
sorvices which will be of substantial value and use to any two or more
regional medical programs. Such services might include producing
education nmtex'iais, developing evaluation techniques, creating uni-
form data-gathering systems, and other types of activities which
cannot always be developed most cfficiently on the basis of the needs
of a single region.

The act is also amended to authorize the use of regional medical

" program grant funds to permit the full participation of Federal
hospitals in regional medical programs as tlho important community
resources which they in fact are.

Another amendment clarifies that a practicing dentist as well as
a physician may refer a patient to a facility carrying out research,
trainmg, or demonstration activities which are supported by regional
medical program funds. Dentists can play an important role in such
aveas as the carly identification of oral cancer, and the amendment
corrects an unforeseen limitation in the original wet which does not
permit such referrals,

An increaso in the Advisory Council membership, from 12 mem-
bers to 16, is provided in the bill, an expansion made necessary by
the increasing workload of the Council in reviewing applications and
the desirability of having members who reflect « broad diversity of
interests.

The bill also extends the provisions of the programs to Guam,
American Samoa, and the Trust Territory of the Pacific Islands. The
Hawalii regional medical program has indicated that it would be inter-
ested in including these areas in its program.

These provisions will strengthen regional medical programs and
will provide the flexibility that will aid in making the most efficient
use of all the health elements of the community in the program.

The committes has received copies of the Surgeon General’s report
on regional medical programs, which describes in detail the initial
progress. I would like to submit for the record material which adds
to that report and which will bring you up to date on the accomplish-
ments of the regional medical programs, ‘

May I submit that for the record, Mr. Chairman?

Mr. Roaers. Without objection, it will be received.

(The document referred to follows:)
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53 "7Regional Medical Programs have been awarded .
’ % planning grants®. . .
! ”5\ ® to develop operational proposals through . . .
® surveys of needs and resources
® feasibility studies ‘ é
® organization and stafling

1 . Regional Medical Program is currently under
development *




Regional Medical Programs have received opera-
tional grants®. ..
® to improve patient care through research, con-
tinuing education, training, and demonstration
projeets
@ (0 develop better methods for the exchange of
information among medical schools, medical
centers, community hospitals, practicing phy-
sicians, and other health institutions, organi-
zations, and personnel
® to continue to develop new and expanded
plans for further improvement of patient care

*As of February 29, 1968
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REGIONS AND PROGRAM COORDINATORS
OR DIRECTORS

1 ALABAMA

B. B, Wells, M.D.

U. of Ala. Med. Cir.
1919 7th Ave, S.
Birmingham, Ala. 35233

2 ALBANY, N.Y.

F. M. Woolsey, Jr., M.D.
Assoc. Dean

Albany Med, Coll.

47 New Scotland Ave.
Albany, N.Y. 12208

3 ARIZONA

M. K. DuVal, M.D,
Dean, Coll. of Med.
U. of Arizona
Tucson, Ariz. 85721

4 ARKANSAS

W. K. Shorey, M.D.
Dean, Sch. of Med.

U. of Arkansas

4301 W, Markham St.
Little Rock, Ark. 72201

5 BISTATE .

W. H. Danforth, M.D..
V. Chan. for Med. Affairs
Washington U. .
660 S. Euclid Ave.

St. Louis, Mo. 63110

6 CALIFORNIA

Paul D. Ward

655 Sutter St. #302

San Francisco, Calif. 94102

7 CENTRAL
NEW YORK

K. H, Lyons, M.D.

State U. of N.Y.

750 E. Adams St.

Syracuse, N.Y. 13210

8 COLORADO-
WYOMING

P. R. Hildebrand, M.D.

U. of Col. Med. Ctr,

4200 E. 9th Ave,

Denver, Col. 80220

9 CONNECTICUT
H. T. Clark, Jr., M.D.
272 George St.

New Haven, Conn, 06510

10 FLORIDA

S. . Martin, M.D.
Provost, . Hillis
Miller Med. Ctr.

U. of Florida
Gainesville, Fla. 32601

11 GEORGIA

J. G. Barrow, M.D.
Med. Assoc. of Ga,
938 Pcachtree St. N.E,
Atlanta, Ga. 30309

12 GREATER
DELAWARE
VALLEY

W. C. Spring, Jr., \.D.

Wynnewood House

300 E. Lancaster Ave.

Wynnewood, Pa. 19096

13 HAWAII

W. C. Cutting, M.D.
Dean, Sch. of Med.
U. of Hawaii

2538 The Mall
Honolulu, Ha. 96822

14 ILLINOIS

Wright Adams, M.D.
112 S. Michigan Ave.
Chicago, Iil. 60603

15 INDIANA

G. T. Lukemeyer, M.D.
Assoc, Dean

Indiana U. Sch. of Med.
1100 W. Michigan 5t
Indianapolis, Ind. 46207

16 INTERMOUNTAIN
C. H. Castle, M.D.

Assoc. Dean
U. of Utah
Salt Lake City, Ut. 84112

17 IOWA
W. A. Krehl, M.D,, Ph.D.

" 308 Melrosc Ave,

U. of lowa
Towa City, Ia. 52240

18 KANSAS

C. E. Lewis, M.D.
Chairman

Dept. of Preventive Med.

U. of Kansas
Kansas City, Kan. 66103

19 LOUISIANA

J. A, Sabaticr, M.D.
Claiborne Towers Roof
119 S. Claiborne Ave.
New Orleans, La. 70112

20 MAINE

M. Chatterjee, M.D.
295 Water St.
Augusta, Me. 04332

21 MARYLAND

W. 8. Spicer, Jr., M.D,
550 N. Broadway
Baltimore, Md. 21205

22 MEMPHIS
MEDICAL
REGION

J. W. Culbertson, M.D.

Coll. of Mcd.

U. of Tennessee

858 Madison Ave.

Memphis, Tenn. 38103

23 METROPOQLITAN
WASHINGTON, D.C.

T. W. Mattingly, M.D.

D.C. Medical Society

2007 Eye St. N.W,

Washington, D.C. 20006

24 MICHIGAN

A. E. Heustis, M.D.
1111 Michigan Ave.
East Lansing, Mich. 48823

25 MISSISSIPPI
G. D. Campbell, M.D,
U, of Miss. Med. Ctr.
2500 N. State Ct.
Juckson, Miss, 39216

26 MISSOURI

Y. E. Wilson, M.D.
Executive Director
for Health Affairs
U. of Missouri
Columbia, Mo. 65201

27 MOUNTAIN STATES
K. P. Bunnell, Ed.D,
Assoc. Dircctor
Western Interstate

Comm. for Higher Ed.

Univ. E. Campus
Boulder, Col. 80302




28 NEBRASKA-
SOUTH DAKOTA

H. Morgan, M.D.

1408 Sharp Bldg.

Lincoln, Neb. 68508

29 NEW JERSLEY
A. A. Florin, M.D.

N. I. State Dept. of Hith,
88 Ross St.

E. Orange, N.J. 07018

30 NEW MEXICO
Reginald Fitz, M.D.
Dean, Sch. of Med.

U. of New Mexico
Albuquerque, N.M. 87106

31 NEW YORK
METR. AREA

V. del’. Larkin, M.D.

N.Y. Academy of Med.

2 E. 103d St.

New York, N.Y. 10029

32 NORTH CAROLINA
M. J. Musser, M.D.

Teer House

4019 N. Roxboro Rd.
Durham, N. C. 27704

33 NORTH DAKOTA

T. H. Harwood, M.D.
Dean, Sch, of Med.

U. of North Dakota
Crand Forks, N.D. 58202

34 NORTHEASTERN
oo

F. C. Robbins, M.D.

Decan, Sch. of Med.

Western Reserve Ul

2107 Adelhert Rd.

Cleveland, Ohio 44106

35 NORTHERN
NEW ENGLAND
1. E. Wennberg, M.D.
U. of V1. Coll. of Med.
25 Colchester Ave.
Burlington, Vt. 05401

36 NORTILANDS
J. M. Stickney, M.D.
Minn. State Med. Assoc.
200 1st St. S.W.
Rochester, Minn. 55901
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37 NORTHWESTERN
o110
C. R. Tiule, Jr.,, M.D,
Medical College of Ohio
at Toledo

38 OHIO STATE
R. L. Mciling, M.D.
Dean, Coll. of Med.
Ohio State Ul

410 W. 10th Ave.
Columbus, Ohio 43210

39 OHIO VALLEY
W, I, McBeath, M.D.
1718 Alexandria Dr.
Lexington, Ky. 40504

40 OKLAIIOMA

K. M. West, MLD.

U. of Ok. Med. Cir.

800 N.E. 13th 5t
Oklahoma City, Ok. 73104

41 OREGON '

M. R. Grover, M.D.
Director, Cont. Med. Ed.
Sch. of Med.

U. of Orcgon

3181 S.W. Sam Jackson
Portland, Ore. 97201

42 PUERTO RICO
A. Nigaglioni, M.D.
Chancellor, Sch. of Med.
U. of Puerto Rico

San Juan, P.R. 00905

43 ROCHESTER, N.Y.
R. C. Parker, Jr., M.D.
Sch. of Med. and Dent.

U. of Rochester

Rochester, N.Y, 14620

44 SOUTH CAROLINA
C. P. Summerall, 111, MD
Dept. of Med.

Med. Coil. Hospital

55 Doughty St.

Charleston, S.C. 29403

45 SUSQUEHANNA
VALLEY

R. B. McKenzie
3608 Market St.

P.0. Box 451 |
Camp Hill, Pa.'17011

R S Ry AR o ST AL SO

46 TENNESSEE
MID-SOUTH

S, W. Olson, M.D.

110 Baker Bldg.

110 215t Ave. S.

Nashville, Tenn, 37203

47 TEXAS

*S. G, Thompson, M.D.
Suite 724

Scaly-Smith Prof, Bldg.
Galveston, Tex. 77550

48 TRI-STATE

N. Stearns, M.D.
22 The Fenway
Boston, Mass. 02115

49 VIRGINIA

E. R. Perez, M.D.
Richmond Acad. of Med.
1200 E. Clay St.
Richmond, Va. 23219

50 WASHINGTON-
ALASKA

D. R. Sparkman, M.D.
Sch., of Med.

U. of Washington
Seattle, Wash, 98105

51 WEST VIRGINIA

C. L. Wilbhar, Jr., M.D.
W. Va. Univ. Med. Cir.
Morgantown, W. Va. 26506

52 WESTERN

NEW YORK
J. It, F. Ingall, M.D.
Sch, of Med.
State U. of N.Y. ot Buffalo
Buffalo, N.Y. 14214

53 WESTERN
PENNSYLVANIA

F. S. Cheever, M.D.

Dean, Sch, of Med.

U. of Pitisburgh

3530 Forbes Ave.

Pittsburgh, Pa. 15213

54 WISCONSIN

1. S. Hirschboceck, M.D.
Wisconsin RMP, Inc.

110 E. Wisconsin Ave.
Milwaukee, Wisc. 53202

* Associate Coordinator
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other factors which occurred in 1964 and 1965.

One of these factors was the creation of a national biomedical
research effort unprecedented in history and unequalled anywhere
else in the world. The effect of this activity was and continues to be
intensified by the swiftness of its creation and expansion: at the
beginning of World War 1 the national expenditure for medical re-
search totaled $45 million; by 1917 it was $87 million; and in 1967
the total was $2.257 billion—a 5,000 percent increase in 27 years.
The most significant characteristic of this research effort is the tre-
mendous rate at which it is producing new knowledge in the medical
sciences, an outpouring which only recently began and which shows
no signs of decline. As a result, changes in health care have been
dramatic. Today, there are cures where none existed before, a
number of diseases have all but disappeared with the application of
new vaccines, and patient care generally is far more effective than
even a decade ago. It has become apparent in the last few years,
however, (despite substantial achievements), that new and better
means must also be found to convey the ever-increasing volume of
research results to the practicing physician and to meet growing
complexities in medical and hospital care, including specialization,
increasingly intricate and expensive types of diagnosis and treat.
ment, and the distribution of scarce manpower, facilities, and other
resources. The degree of urgency attached to the need to cope with
these issues is heightened by an increasing public demand that the

latest and best health care be made available to everyone. This

public demand, in turn, is largely an expression of expectations
aroused by awareness of the results and promise of biomedical
research.

In a sense, the national commitment to biomedical investigation
is one manifestation of the third factor which contributed to the
creation of Regional Medical Programs: the changing needs of
society—in this case, health nceds. The decisions by various private
and public institutions to support hiomedical research were responses
to this societal need perceived and interpreted by these institutions.
In addition to the support of rescarch, the same interpretive process
led the Federal Government to develop a broad range of other pro-
grams to improve the quality and availability of health care in the
Nation. The Hill-Burton Program which began with the passage of
the previously mentioned Hospital Survey and Construction Act of
1946, together with the National Mental Health Act of 1946, was the
first in a series of post-World War II legislative actions having
major impact on health affairs. When the 89th Congress adjourned
in 1966, 25 health-related bills had been enacted into law. Among
these were Medicare and Medicaid to pay for hospital and physician
services for the Nation’s aged and poor; the Comprehensive Health
Planning Act to provide funds to each state for non-categorical health
planning and to support services rendered through state and other
health activities; and Public Law 89-239 authorizing Regional Medi-
cal Programs.
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The report of the President’s Commission on Heart Disease,
Cancer, and Stroke, issued in December 1964, focused attention on
societal needs and led directly to introduction of the legislation au-
thorizing Regional Medical Programs. Many of the Commission’s
recommendations were significantly altered by the Congress in the
legislative process but The Act was clearly passed to meet needs
and problems identified and given national recognition in the Com-
mission’s report and in the Congressional hearings preceding pas- .
sage in The Act. Some of these needs and problems were expressed
as follows:

® A program is needed to focus the Nation’s health resources for
research, teaching and patient care on heart disease, cancer,
stroke and related diseases, because together they cause 70 per-
cent of the deaths in the United States.

© A significant number of Americans with these diseases die or are
disabled because the benefits of present knowledge in the medical
sciences are not uniformly available throughout the country.

@ There is not enough trained manpower to meet the health needs of
the American people within the present system for the delivery of
health services.

@ Pressures threatening the Nation’s health resources’are building
because demands for health services are rapidly increasing at
a time when increasing costs are posing obstacles for many who
require these preventive, diagnostic, therapeutic and rehabilitative
services.

@ A creative partnership must be forged among the Nation’s medi-
cal scientists, practicing physicians, and all of the Nation's other
health resources so that new knowledge can be translated more
rapidly into better patient care. This partnership should make it
possible for every community's practicing physicians to share
in the dingnostic, therapeutic and consultative resources of major
medical institutions. They should similarly be provided the op- .
portunity o participate in the academic environment of research,
teaching and patient care which stimulates and supports medical
practice of the highest quality.
® Institutions with high quality research programs in heart disease,
cancer, stroke, and related diseases are too few, given the magni- 3
tude of the problems, and are not uniformly distributed through- .
out the country.

@ There is a need to educate the public regarding health affairs.
Education in many cases will permit people to extend their own
lives by changing personal habits to prevent heart disease, cancer,
stroke and related diseases. Such education will enable indi-
viduals to recognize the need for diagnostic, therapeutic or re-
habilitative services, and to know where to find these services,
and it will motivate them to seek such services when needed.




During the Congressional hearings on this bill, representatives of
major groups and institutions with an interest in the American health
system were heard, particularly spokesmen for practicing physicians
and community hespitals of the Nation. The Act which emerged
turned away from the idea of a detailed Federal blueprint for action.
Specifically, the network of “regional centers” recommended earlier
by the President’s Commission was replaced by a concept of “regional
cooperative arrangements” among existing health resources. The
Act establishes a system of grants to enable representatives of health
resources to exercise initiative to identify and meet local needs
within the area of the categorical diseases through a broadly defined
process. Recognition of geographical and societal diversities within
the United States was the main reason for this approach, and spokes-
men for the Nation’s health resources who testified during the
hearings strengthened the case for local initiative. Thus the degree
to which the various Regional Medical Programs meet the objectives
of The Act will provide a measure of how well local health resources
can take the initiative and work together to improve patient care for
heart disease, cancer, stroke and related diseases at the local level.

The Act is intended to provide the means for conveying to the
medical institutions and professions of the Nation the latest advances
in medical science for diagnosis, treatment, and rehabilitation of
patients afflicted wvith heart disease, cancer, stroke, or related di-
seases—and to prevent these discases. The grants authorized by The
Act are to encourage and assist in the establishment of regional
cooperative arrangements among medical schools, research institu-
tions, hospitals, and other medical institutions and agencies to
achieve these ends by research, education, and demonstrations of
patient care. Through these means, the programs authorized by The
Act are also intended to improve generally the health manpower and
facilities of the Nation.

In the two years since the President signed The Act, broadly
representative groups have organized themselves to conduct Regional
Medical Programs in more than 50 Regions which they themselves
have defined. These Regions encompass the Nation’s population.
They have been formed by the organizing groups using functional as
well as geographic criteria. These Regions include combinations of
entire states (e.g. the Washington-Alaska Region), portions of sev-
eral states (e.g. the Intermountain Region includes Utah and sec-
tions of Colorado, Idaho, Montana, Nevada and Wyoming), single
states (e.g. Georgia), and portions of states around a metropolitan
center (e.g. the Rochester Region which includes the city and 11
surrounding counties). Within these Regional Programs, a wide
variety of organization structures have been developed, including
executive and planning committees, categorical disease task forces,
and community and other types of sub-regional advisory committees.

Regions first may receive planning grants from the Division of
Regional Medical Programs, and then may be awarded operational
grants to fund activities planned with initial and subsequent planning
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grants. These operational programs are the divect means for Re-
gional Medical Programs to accomplish their objectives. Planning
moves a Region toward operational activity and is a continuing
means for assuring the relevancy and appropriateness of operational
activity, It is the effects of the operational activities, however, which
will produce results by which Regional Medical Programs will be
judged.

On November 9, 1967, the President sent the Congress the Report
on Regional Medical Programs prepared by the Surgeon General of
the Public Health Service, and submitted to the President through the
Secretary of Health, Education, and Welfare, in compliance with The
Act. The Report details the progress of Regional Medical Programs
and recommends continuation of the Programs beyond the June 30,
1968, limit set forth in The Act. The President’s letter transmitting
the Report to the Congress was at once encouraging and exhortative
when it said, in part: “Because the law and the idea behind it are
new, and the problem is so vast, the program is just emerging from
the planning state. But this report gives encouraging evidence of
progress—and it promises great advances in speeding research
knowledge to the patient’s bedside.” Thus in the final seven words
of the President’s message, the objective of Regional Medical Pro-
grams is clearly emphasized.

THE NATURE AND POTENTIAL OF REGIONAL
MEDICAL PROGRAMS

GOAL—IMPROVED PATIENT CARE

The Goal is described in the Surgeon General's Report as
. . . clear and unequivocal. The focus is on the patient. The object
is to influence the present arrangements for health services in a
manner that will permit the best in modern medical care for heart
disease, cancer, stroke, and related diseases to be available to all.”

4

MEANS—THE PROCESS OF REGIONALIZATION

Note: Regionalization can connote more than a regional cooperative arrange-
ment, but for the purpose of this publication, the two terms will be used
* interchangeably. The Act uses “regional cooperative arrangement,” but
“regionalization” has become a more convenient synonym.

A regional cooperative arrangement among the full array of
available health resources is a necessary step in bringing the benefits
of scientific advances in medicine to people wherever they live in
a Region they themselves have defined. It enables patients to benefit
from the inevitable specialization and division of labor which ac-
company the expansion of medical knowledge because it provides a
system of working relationships among health personnel and the
institutions and organizations in which they work. This requires
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a commitment of individual and institutional spirit and resources

which must be worked out by each Regional Medical Program. It

is facilitated by voluntary agreements to serve, systematically, the
needs of the public as regards the categorical diseases on a regional
rather than some more narrow hasis,

Regionalization, or a regional cooperative arrangement, within
the context of Regional Medical Programs has several other impor-
tant facets:
© It is both functional and geographic in character. Functionally,

regionalization is the mechanism for linking patient care with
health research and educationi within the entire region to provide
a mutually beneficial interaction. This interaction should occur
within the operational activities as well as in the total program.
The geographic boundaries of a region serve to define the popula.
tion for which each Regional Program will be concerned and
responsible. This concern and responsibility should be matched
by responsiveness, which is effected by providing the population
with a significant voice in the Regional Program’s decision-
making process. !

® It provides a means for sharing limited health manpower and
facilities to maximize the quality and quantity of care and service
available to the Region’s population, and to do this as eco-
nomicaily as possible. In some instances, this may require inter-
regional cooperation between two or among several Regional
Programs.

@ Finally, it also constitutes a mechanism for coordinating its
categorical program with other health programs in the Region
so that their combined effect may be increased and so that they
contribute to the creation and maintenance of a system of
comprehensive health care within the entire Region.

Because the advance of knowledge changes the nature of medical
care, regionalization can best be viewed as a continuous process
rather than a plan which it totally developed and then implemented.
This process of regionalization, or cooperative arrangements, con-
sists of at least the following elemenls: involvement, identification of
needs and opportunities, assessment of resources, definition of ob-
jectives, setting of priorities, implementation, and cvaluation, While
these seven elements in the process will be described and discussed
separately, in practice they are interrelated, continuous and often
occur simultaneously.

Involvement—The involvement and commitment of individuals,
organizations and institutions which will engage in the activity of
a Regional Medical Program, as well as those which will be affected
by this activity, underlie a Regional Program. By involving in the
steps of study and decision all those in a region who are essential
to implementation and ultimate success, better solutions may be
found, the opportunity for wider acceptance of decisions is improved,
and implementation of decisions is achieved more rapidly. Other
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attempts to organize health resources on a regional basis have ex-
perienced difliculty or have been diverted from their objectives
because there was not this voluntary involvement and commitment
by the necessary individuals, institutions and organizations. The Act
is quite specific to assure this necessary involvement in Regional
Medical Programs: it defines, for example, the minimum composi-
tion of Regional Advisory Groups,

The Act states these Regional Advisory Groups must include
“practicing physicians, medical eenter oflicials, hospital administra-
tors, representatives from appropriate medical societies, voluntary
health agencics, and representatives of other organizalions, institu.
tions and agencies concerned with activities of the kind to be carried
on under the program and members of the public familiar with the
need for the services provided under the program.” To cnsure a
maximum oppertunity for success, the composition of the Regional
Advisory Group also should be reflective of the total spectrum of
health interests and resources of the entire Region. And it should
be broadly representative of the geographic areas and all of the
sociocconomic groups which will be served by the Regional Program.

The Regional Advisory Group does not have direct administrative
responsibility for the Regional Program, but the clear intent of the
Congress was that the Advisory Group would ensure that the Regional
Medical Program is planned and developed with the continuing
advice and assistance of a group which is broadly representative of
the health interests of the Region. The Advisory Group must approve
all proposals for operational activities within the Regional Program,
and it prepares an annual statement giving its evaluation of the
effectiveness of the regional cooperative arrangements established
under the Regional Medical Program.

Identification of Needs and Opportunities—A Regional Medical
Program identifies the needs as regards heart disease, cancer, stroke
and related diseases within the entire Region. These needs are
stated in terms which offer opportunities for solution.

This process of identification of needs and opportunities for solu-
tion requires a continuing analysis of the problems in delivering the
best medical care for the target diseases on a regional basis, and
it goes beyond a generalized statement to definitions which can be
translated into operational activity. Particular opportunities may be
defined by: ideas and approaches generated within the Region, ex-
tension of activities already present within the Region, and ap-
proaches and activities developed elsewhere which might be applied
within the Region.

Among various identified needs there also are often relationships
which, when perceived, offer even greater opportunities for solutions.

In examining the problem of coronary care units throughout its
Region, for example, a Regional Program may recognize that the
more effective approach would be to consider the total problem of
the treatment of myocardial infarction patients within the Region.
This broadened approach on a regional basis enables the Regional
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Program to consider the total array of resources within its Region in
relationship to a comprehensive program for the care of the myo-
cardial infarction patient. Thus, what was a concern of individual
hospitals about how to introduce coronary care units has been trans-
formed into a project or group of related projects with much greater
potential for eflective and cflicient wtilization of the Region’s re-
sources Lo improve patient care,

Assessment of Resources—As part of the process of regionalization,
a Region continuously updates its inventory of exisling resources
and capabilitics in terms of function, size, number and quality.
Fvery effort is made to identify and use existing inventories, filling
in the gaps as needed, rather than setting out on a long, expensive
process of creating an entirely new inventory. Information sources
include state Hill-Burton agencies, hospital and medical associations,
and voluntary agencies. The inventory provides a basis for informed
judgments and priority setting on aclivities proposed for develop-
ment under the Regional Program. It can nlso be used to identify
missing resources—voids requiring new investment—and to develop
new configurations of resources to meet needs.

Definition of Objectives—A Regional Program is continuously
involved in the process of setting operational objectives to meet
identified needs and opportunities. Objectives are interim steps
toward the Goal defined at the beginning of this section, and achieve-
ment of these objectives should have an effect in the Region felt
far beyond the focal points of the individual activities. This can be
one of the greatest contributions of Regional Medical Programs.
The completion of a new project to train nurses to care for cancer
patients undergoing new combinations of drug and radiation therapy,
for example, should benefit cancer patients and should provide
additional trained manpower for many hospitals in the Region. But
the project also should have challenged the Region’s nursing and
hospital communities to improve generally the continuing and in-
service education opportunities for nurses within the Region.

Setting of Prioritics—Because of limited manpower, facilities,
financing and other resources, a Region assigns some order of
priority to its objectives and to the steps to achicve them. Besides
the limitations on resources, factors include: 1) balance between
what should be done first to meet the Region’s needs, in absolute
terms, and what can be done using existing resources and compe-
tence; 2) the potentials for rapid and/or substantial progress toward
the Goal of Regional Medical Programs and progress toward re-
gionalization of health resources and services; and 3) Program
balance in terms of disease categories and in terms of emphasis on
patient care, education and research.

Implementation—The purpose of the preceding steps is to provide
a base and imperative for action. In the creation of an initial op-
erational program, no Region can attempt to determine all of the
program objectives possible, design appropriate projects to meet all
the objectives and then assign priorities before secking a grant to
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implement an operational program which encompasses all or even
most of the projects. Implementation can occur with an initjal
operational program encompassing even a small aumber of well-
designed projects which will move the Region toward the attainment
of valid program ohjectives. Because regionalization is a continuous » boo
process, a Region is expected to continue to submit supplemental and
additional operational proposals as they are developed.
Evaluation—FEach planning and operational activily of a Region,
as well as the overall Regional Program, reccives continuous, quan- ’
titative and qualitative evaluation wherever possible. Evaluation is
in lerms of attainment of interim objectives, the process of regionali-
zation, and the Goal of Regional Medical Programs,
Objective evaluation is simply a reasonable basis upon which to
determine whether an activity should be continued or altered, and,
ultimately, whether it achieved its purposes. Also, the evaluation of
one activity may suggest modifications of another activity which
would increase its effectiveness.
Any atiempt at evaluation implies doing whatever is feasible within
the state of the art and appropriate for the activity being evaluated.
Thus, evaluation can range in complexity from simply counting num-
bers of people at meetings to the most involved determination of
behavioral changes in patient management.
As a first step, however, evaluation entails a realistic attempt to
design activities so that, as they arc implemented and finally con-
cluded, some data will result which will be useful in determining the
degree of success attained by the activity.

REVIEW COMMITTEE

K. P. BUNNELL, Ed.D. G. E. MILLER, M.D. D. E. ROGERS, M.D.
Assoc. Dircctor Director, Off. of Research Prof. and Chairman
Western Interstate Comm. in Med. Eduec. Dept. of Med.
for Higher Ed. Coll. of Med., U. of L School of Med.
Boulder, Colo. Chicago, 111 Xun]dcrlbil!’lgl.
ashville, Tenn.
G. JAMES, M.D. P. M. MORSE, Ph.D. !
(Chairman) Director, Operations C. Il W. RUHE, M.D.
Dean, Mount Sinai Rescarch Cir. Assistant Secretary
Sehool of Med, Mass, Inst. of Tech, Council on Med. Ed.
New York, N, Y. Cambridge, Mass, A‘n!l:ricun]{\l/[cd. Assoc,
I1. W. KENNEY, M.D. A. PASCASIO, Ph.D. Chicago, 11l
Medical Director Assoe, Research Prof, R. J. SLATER, M.D.
Johm A, Andrew Memerial — Nursing School, U, of Fxeeutive Direetor
Hosp, Pittsburgh The Assoc. for the Aid of
:;:usk('p,l'c Institute Pittshurgh, Pa, N Cri|Y)pl(l~,‘d Iflllgldrcn
SKCEee . > or e
uskegee, Ala S. 11 PROGER, M.D, ow Tor
E.J. KOWALEWSKIL, M.D.  Prof. and Chairman J. D THOMPSON
Chatrman, Dept, of Med. and Irof. of Puldlic Hlth,
Committee of Environ. Med,  Physician-in-Chief School of Public Hith,
Acud. of Gen. Practice Tufts N.E. Mced. Cir, Yale U,
Akron, Pa. Pres., Bingham Assoc. Fund New Haven, Conn,

Boston, Mass,




o X i e A e

i

R T

27

B

RN IO G

1964 DECEMBER

FVENTS

s QR 5 R S By e

B Report of the President’s
B Commission on i{eart Discase,
| Cancer, and Stroke

R EA S RN e

1965 FEBRUARY
TO

JULY
OCTORBER

DECEMBER é

Congressional hearings

Enactment of P.L. 89.239
Nationa} Advisory Council meeting § Initial policies and pre.
liminary Guidelines
reviewed

1966 FEBRUARY §

B Publication of preliminary
B Guidelines

B National Advisory Council meeting | Policy for review proc-

APRIL

JUNE

JULY

AUGUST

SEPTEMDER}
# Committee for Report to the discussed
¥ President and Congress

OCTOBFER
NOVEMBER

AR
1967 JANUARY

FEBRUARY Z National Advisory Council meeting § 10 planning and 4 opera-

APRIL
MAY

JUNE
JULY
AUGUST

OCTOBER

NOVEMBER §
: Conference-Workshop

1968 JANUARY

03-453 O——08——-3

Review Committee meeting
National Advisory Council meeting § 7 planning grants

Review Comunittee mecting
L National Advisory Council meeting § 3 planning grants

H Publication of Guidclines
[ Review Committee meeting ;
B National Advisery Council mecting § 8 planning grants

i National Conference

B Review Committee mecting

B Report to the President & Congress
R Review Committee meeting
l National Advisory Council i 2 planning grants

Establishment of Division i

ess and Division
activities set

awarded

awarded

g awsrded
First of 5 meetings of Ad Hoc  § Report material

| Review Committee meeting

H National Advisory Council meeting v' 16 planning grants
awarded

Review Commiltee mecting

National views on
Programs & information
for Report provided

tional grants awarded

National Advisory Council meeting | 5 planning and 1 o]
tional grant awarded

awal

l§ Review Committee meeting

National Advisory Council meeting @ 2 planning and 3 opera.
tional grants awarded
Regional activities and
ideas presented

T e

et e

S AT e e

e —




28

PUBLIC LAW 89-239

Through grants, to afford to the medical profession and the medical institu-
tions of the Nation the opportunity of planning and implementing programs
to make available to the American people the latest advances in the diagnosis
and treatment of heart disease, cancer, stroke, and related discases by estab-
lishing voluntary regional cooperative arrangements among . . .

® Physicians ® Voluntary Health Agencies
® Hospitals ® Federal, State, and Local
® Medical Schools Health Agencies

® Research Institutions ® Civic Organizations

REGIONAL ADVISORY
COUNCILS

The activities of Regional Medical Programs are directed by fulltime Co-
ordinators working together with Regional Advisory Groups which are
broadly representative of the medical and health resources o the Regions.
Membership on these groups nationally is:

Hospital Administrators

Pract.ic.ing
Public Health Physicians
Officials

Other
Health
Workers »

Medical Center-

Voluntary
School Officials .

Health Agencies

Members
of the Public
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ational rehabilitation counselor, a community organizer,
od ex-addicts, and five other persons, such as nurses opfSocial
workexg.

An eNduation and epidemiologic unit to study thgAxtent and
characterhtics of that community’s addiction propttm might be
another comyonent.

Mr. Chairan, the proposed amendments Ao the Community
Mental Health enters Act are intended to sptfike at the roots of an
intensely tragic Ntuation. In most Amgpfcan communities, alco-
holies and nareotic Ndicts—and their famifies who suffer with them—
have few places to turdfor professionalMelp. Yet many of these people
could be restored to prodyctive livigg”if such help were within reach.

Community mentall hiea % will be operating in cities with a
high incidence of alcoholisiNgdd narcotic addiction. However, the
Community Mental Health ¢ s Act now offers no special induce-
ment to centers wishing tosftack these critical and difficult problems.
The proposed grant pre@ram is inftwded to provide the necessary
stimulus and the capaplity to do the job.

In addition, the phiendments before this &
as a model forthe States in developing and™yodifying their own
community éhtal health, alcoholism, and addict legislation.

This copittee, by recognizing the importance oINgeorporating
facilitigs#Tor the prevention and treatment of alcoholism narcotic
igtfon into the community mental health center complex, wi

{al contribution toward achicving prevention and control of thes
. 1.1° 1 1.1 1.1 .

imittee today- will serve

1 would Jike to insert in the record two tables, showing participation
in the regional medical program, and total obligation of funds.
(‘The documents referred to follow :)

TasLe L—Participation in regional medical programs by individuals and

organizations
INAIVIAUAIS o o e m e —————————————— 7, 200
Staffs of 54 Programs._ o ————————— 1, 800
Members of reglonal advisory groupse o vecacnn —————————— 1,000
Subcommittee MembDerSa oo e ————————— 2, 500
Local action group membErS. ..o ceeem 1,000
Institutions - e cccceac e mcecm—ca e ———— 034
HHOSPHATR e et e e —————————— 806
Medicnl SCRO0IH v ceccmmm e e - 1103
Dental SCH00ISam v e e mcmc e e m————— 18
Seliools of public Dol oo e 13
OTENMIZALIONS e e e e e e e e 9
State mediefl SOCIOtIES o mmc e e e —ee —————— 152
Connty medieal cocleties oot ————— 90
State health departmentSa. oo ————— 152
S{ate cancer S0CIetIeS. oo e —————————— 51
State heart assoCiation_ ove e oo ;e e e m e 152
State hospital association.....o oo __. 40
Arenwide health facility planning agencies .o ccmmmmeeean 30
State dental association- —— : 29
Other professional societies, local voluntary agencies, efCocevuc... 383

1100 percent participation.
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TAnrE II.—Regional medical programs, total obligation of funds

Fiscal year:

L0000 e e e e o e e e e e £2, 500, 000
0T e e e i e e e 28, 900, 600
B0 e e e e e 153, 800, 000
L0 e e e e e e e e e e ot et e e e 209, 800, 000

1 Projected.
3 Prestdent’s budget.

Dr. L. Thank you, Mr. Chairman, for this opportunity to explain
to this subcommittee our views on ILR. 15758. Mr. ITuitt, Dr, Marston,
Dr. Yolles, and Miss Johnston will be happy to answer any questions
you may have.

Mr. Rocers. Thank you very much, Dr. Lee, for your statement
covering the proposed legislation. I think we will start our questions
by Mr. Kyros.

Mr. Kyros. Thank you, Mr. Chairman.

1 want to commend you, Dr. Lee, on a very excellent statement and
to welcome you here. I would like to start with the last thing you said
on page 18 of your statement.

How will community mental health center ‘completions, where
you will have facilities for treatment of alcoholism and narcotic addic-
tion, make a vital contribution toward preservation of such problems?

Dr. Lee. T would like to ask Dr. Yolles to comment on that, and then
T will comment also.

Dr. Yorres, The prevention referred to in terms of these programs,
wlieh are primarily pointed to treatment of alcoholics and addicets, re-
fers to secondary provention. The secondary prevention approach is,
in effect, early intervention to prevent further pathology from occur-
ring.

We would hope that the preventive aspects—education, consulta-
tion with other agencies, would be handled under other legislation,
Public Law 89-749, the Partnership for TTealth Act, which also will
deal with these problems.

Mr. Kyros. Will these centers be similar to some of the mental health
centers in Massachusetts? Will they treat people as outpatients?

Dr. Yortes. Depending on the type of case, you may have a varia-
tion in types of treatment. If someone came in in an acute state, he
would be hospitalized, generally in a general hospital, and then go
on to perhaps transitional day care or night care and then outpatient
care, and followup thereafter.

Mr. Kyros. Let me ask a question generally about the regional medi-
cal program, ,

As I"undcrstand it, it has been in operation nearly 2 years, is that
right?

Dr. Lie, That is correct.

Mr. Kyros. ITave you been able to make qualitative analysis on
whether this program has made knowledge of medical science avail-
able to practitioners in rural areas?

Dr. Lix. Yes; I think we can cite examples. T would like to emphasize
that the efforts until now, of course, have been primarily bringing the
various groups together, i)uilding the foundation on which the opera-
tional programs will be moving forward rapidly.
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Dr. Marston?

Dr. Marsron. This is not an easy question to answer at this early
stage in the program. We do have operational grants awarded which
include more than 100 projects that are underway in the regions.

Perhaps the best way I could answer this might be to take the ex-
ample of one region and how it has moved in the area of heart disease,
cancer and stroke.

I would Jike to use, from time to time, some of the words of the ap-
plicant, because this i1s a program that is occurring in the region.

The North Carolina regional medical program decided in the late
summer of 1967, about a year after it received its planning grant, that
it had attained readiness for operational status. Conceptual strategy
to achieve the goals of the regional medical program had been de-
veloped. A unified, representative leadership of the region, the prin-
cipal health interests in the region, had been organized for the stimu-
lation of productive, cooperative effort for guidance and coordination
of program development, and an organization structured for effective
decisionmaking based on needs in the region had been developed and
adequately tested.

During 1966 and 1967, North Carolina had had a small project in
the area of heart disease. This development was described in the re-
gion’s progress report as follows: Since cooperative arrangements in-
volving such a wide assortment of people and institutions in one proj-
cct was a novel departure for us, the experience has been invaluable.
We quickly learned that the original project contained seriously inade-
quate provisions for manpower. Thus, in our operational grant appli-
-ation submitted in October 1967, an expansion of the project was
proposed, and as time passes, further modification is anticipated. Con-
ferences with stafls of small community hospitals and observations of
patients with acute myocardial infarets being treated therein convinced
us that an effort. had to be made to determine the feasibility of an ap-
propriately designed coronary carve unit for these small hospitals.

The region’s report goes on later to describe the availability of cor-

onary care units, and particularly the ability in these units to do some- -

thing as far as the rhythm or the electrical disturbances in the heart
is concerned, which is not possible without the specialized equipment
and trained people in these units.

The growing interest and availability of coronary care units in this
region also has generated the need to provide a cardiopulmonary and
resuscitation training program to expand on an earlier, limited pro-

am of the North Carolina Heart Association.

Additional projects in the heart area, which are in various stages
of implementation or planning, include the diagnosis and treatment
of hypertension, the use of specially equipped ambulances, pediatric
cardiological screening, and so forth.

In the cancer area, the North Carolina program worked with exist-
ing groups who have worked in the cancer field before, and they state
an increasing nuniber of community hospitals and their staffs are at-
tempting to meet. the standard of the American College of Surgeons
for the approval of their eancer programs. In this region there are
only seven hospital programs that currently are approved, and they
would hope to increase this through the regional medical programs.

eyt st AT e At s T el
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The North Carolina regional medical program now enjoys, accord-
ing to a report of progress, an unusually active cooperative arrange-
ment with all of the major groups concerned with planning and
implementing cancer activities.

The cancer subcommittee of the regional advisory group provides
a mechanism whereby efforts can be better coordinated and tasks more
rapidly and effectively accomplished. They are about to initiate a
central cancer registry and a central cancer information service. Their
goal is to establish a well-coordinated, comprehensive cancer program
with full participation of State agencies, academic agencies, com-
munity hospitals, and professional and voluntary organizations. This
group of cooperating groups also includes a special eancer commission
established by the Governor some years ago, before the advent of the
regional medical program.

The North Carolina program reports that much less has been ac-
complished in the area of stroke than in the other disease categories,
but there is an emphasis in this statement that there is an intent to
bring the program into balance.

Knowledge sufficient to launch and maintain a meaningful stroke
program in both urban and rural North Carolina communities is avail-
able, and they have an application before us for development of a
community stroke program.

T would like to just mention one other thing, not in a categorical
area, about a particular problem that this region has identified
through its associate director for hospitals. In the western part of the
State thero are seven hospitals in as many communities that are facing
manpower problems—that are facing the problem of keeping up.

Dr. Amos Jolnson, who is a past president of the American Acad-
emy of General Practice, told the 1968 Washington conference work-
shop on regional medical programs that theso seven hospitals will
bo brought together in a coordinated program by the people in the
region, These hospitals are prepared to go so far as to apply as a group
for a single accreditation under the Joint Commission on Accredita-
tion of Hospitals.

Thus, North Carolina is in the midst of testing the concept of a
unique regional hospital organization where no one hospital is able
to provide the full range of necessary capabilities.

M7y, Kyros. Thank you.

Dr. Ler There has been in the last 3 years—and we want to make it
clear we do not take eredit for this with respect to the regional medical
programs—a significant decline in deaths from high blood pressure,
Tt is about a 20-percent decline over the past 3 years. I think there is
no question that as the regional health programs develop activity and
the knowledge of early deteetion of hypertension, and early treatment
becomes more availabie, we will see an aceeleration of this very signifi-
cant decline, which, of course, will affect particularly the stroke prob-
lem and, to a lesser extent, the deaths from coronary disease.

Mr. Kyros. Dr Lee, pursuing the question of the effectiveness of the
program, let’s think for a moment about costs.

AsT understand it from your table IT, “Regional Medical Programs,”
a total obligation of funds for the fiscal years 1966 through 1968, you
show approximately $85 million, either in planning or operational
grant obligations, *
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Now, as measured against that $85 million, have you made any kind
of an analysis or evaluation which shows that, for that kind of money,
we have achieved some significant advance through the regional medical
program? )

Dr. Lee. The program to date primarily has been one of planning and
developing the mechanisms which then can be evaluated. For example,
we were developing the data base which in many areas is serlously
Jacking.

After we develop such a data base in the regions, we will carry
forward the evaluations for which we are asking specific earmarked
funds.

I think it is really too early to be able to state with any degree of
certainty a cost-to-benefit effect. <

I think that we should also recognize what I think is going to be one
of the most significant contributions of the program. That is the spin
off of benefits, well beyond the program itself, not only in terms of
people whose care is paid for through medicare or medicaid. For
example, as improvement takes place in community hospitals the way
Dr. Marston described it, as physicians are able to participate in
these programs in ecommunity hospitals, the program is bound to have
a significant impact on improving quality.

I think the best buy in medieal cave 15 good care, high-quality, and
this, to me, is going to be one of The most important long-term con-
tributions of the program. And I think this is one of the reasons that
we sco the kind of enthusiastic support nmong practicing physicians
in many parts of the country who were at first really very suspicious
of the program.

As they have seen it develop, as they have participated, they have
Lecome inereasingly enthusiastic. We will be developing for this spin-
off some techniques for measurement so that we can determine the
additional conditions of the program. ‘

Mr. Kyros. Dr. Lee, in this bill as it is proposed, I understand that
$65 million is sought for the fiscal year ending June 30, 1969.

Dr. L. That is correct.

Mr. Kyros. What carryover of funds will we'have for this program ?

Dr. Leg. The carryover is $30 million.

Mr. Kyros. So of the approximately $95 million we are talking
about, you have $30 million unobligated as yet.

Dr. Lz, Yes. That is held in reserve, actually, by the Bureau of the
Budget. :

Mr. Kyros. My next question is a general one about your program.
Has the American Medical Association now endorsed this program
as it is being carried out.?

Dr. Marston. I think the best answer to that is a paper that Dr.
Dwight Wilbur gave at a conference workshop—which has been pub-
lished in the current issue of JAMA. It is very supportive of the
program.

Mr. Kyros. What does this program do for o general practitioner,
say, in a rural area like in my own State of Maine?

Dr. Luz. T might add one thing. If the AMA has endorsed it, these
are actions that would have to be taken by the house of delegates.
They would have to vote on a resolution saying they endorse it, and
I am not sure that action has been taken.
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Mr. Kyros. But the President has put in a statement that he supports
it. '

Can you tell us speetlically how a general practitioner in s rural
area gets involved in a program? Say there is a regional program in
the aren in which he practices, but he is in a small town that doesn’t
have o hospital.

Dr, Marsrox, A number of examples come (o mind. There was a
problem—again in North Carolina, to take u{) where T left off—
of a community that was about to be without a physician, and the peo-
ple in the community turned to the regional medical program for
assistance.

The regional program was able to examine what the problems were
in attracting plysicians to that community and growing out of that,
there has developed a rather major study for that region in the prob-
lems of the rural area.

The principal example, I think, is an casy one: The tradition of the
Birmingham Associates which, as you will recall from testimony lead-
ing to passage of this legislation, was held up as a model of how various
health institutions and resources can have a relationship through an
organization such as the associates. The activitics of the Birmingham
Associates are being expanded and carried further by the regional
medical programs,

Thero are n variety of other things being done to assist the physician
in rural areas where no hospital exists. There are opportunities for
physicians from one part of Washington State to come into and
actually spend time in larger hospitals. This includes an exchange so
that someone arranges to take over their practice for a period of time.
There are the usual continuing edneation programs, but I think with a
different emphasis—with the emphasis on doing those things that meet
tho needs of the physician rather than offering a course that is pre-
selected for him.

The difference has been that the physician is involved in decisions
and in planning in terms of his needs rather than coming in at a later
stage.

There are also other facilities or services in a number of the regions
that are planned and will be implemented for the physician.

Dr. Lzee. I would just add another comment on that, and this relates
to a personal experience I had visiting Vinel Haven Island, where there
is one physician in general practice. He has been able to attract occa-
sionally third- and fourth-year medical students to come and spend
part of the summer with him, and this has been a tremendous stimulus
to him. It has provided him the best possible opportunity to keep up.

Tt has also been a unique educational experience for the students, be-
ause people have lived there for many, many generations, and eertain
diseaso patterns there are somewhat unique. Te has developed relation-
ships with, for example, diabetic experts at. ITarvard, who have been
interested in diabetes in this partieular population group.

1Te has been able to keep up far morve effectively than the avernge
practitioner, and one of the things that is being exploved in the pro-
gram is the participation of third- and fourth-year medical students
n these community hospital teaching programs,

The development. of tenching programs in community hospitals, tho
extension of teaching programs, will attract young physicians to areas
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that, would otherwise not have been attractive to them. They have been
used to aetive teaching programs in the university centers, and they
have tended not to want to go too far from these.

But T think the opportunity to keep up professionally, to interact
with other people and with students on a continuing basis, will be a
added benefit. ’

Maine is a very good example of the needs of the country to attract
physicians to areas other than these urban areas where most of them
have scttled, or the suburban areas.

1 think that the regional medical programs are making and can con-
tinue to make a significant contribution to this.

Mr. Kyros. I have one last question, Mr. Chairman. That is this:
You have scen the program in operation for a couple of years now.

What can you say about the fact that this is Federal money, that
there is a possibility, always, when using Federal funds, that the Fed-
eral Government gets some kind of control over the medicine and medi-
cal practice. You know, we hear this all the time, and we are concerned
about it, and T wouldn’t want to sce Federal control over medicine.

How can you say, sir, as administrator of this program, that Federal
control is not an encroachment on medical practice through this
program?

Dr. Marstox. T think this committee took a very important step
when it gave essentially veto power to the regional advisory groups.
This means that we cannot establish on the national level any regional
operational activity that has not had prior approval of the appropriate
Regional Advisory Group. And this is perhaps the strongest point.

The other point is that, again, the Surgeon General is limited by the
fact that every application must be recommended for approval by the
non-Federal, National Advisory Council on regional medical pro-
grams. I think basically these aro the two sharpest assurances that the
control will remain at the regional level.

A third assurance is that the programs are working with the control
remaining at the regional level. This is recognized, I think, at the
Federal level as well as throughout the country.

Mr. Kvros. You have had no feedback of any problems concerning
complaints of Iederal control like we have had in programs, such as
OO and others?

Dr. Lk, T think there was a great deal of speculation that this would
bo the case. The fact that it has not been the ense, the fact that there
has been inereasing participation by practicing physicians in the
planning of the programs and as the operational programs develop,
tho extent of participation, the fact. that there are 800 hospitals with
their stails participating are indications {hat this, in the planning and
carly operation stage, really has grassrootssupport.

1 wonld add one other thing to what Dr. Marston said. I think the
actions of this committee and the periodic oversight of the program
by the Congress is another assurance to physicians, with the law as
it is written, that there will not be Federal control.

Clertainly, the way in which the program has been administered has
been just in the opposite direction, to stimulate to the maximum extent
possible, local initiative. Those who participate have to solve their
local differences, which have been considerable in some of the regions.
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Somo people have felt that the program was moving too slowly, but
it takes timo to work out differences which have long existed,

But as we view it, the way we are proceeding gives the best. possible
fonndation for the program, becaunse it is stimulating loeal initiative
all over the conntry. )

My, Kyros. I am delighted to hear you say that, Dr, Lee. T know
frouy my experience from talking with doctors in the State of Maine,
that they think the progream is an ontstanding one, that it doesn’t
encroach on theny and 1 think this is w eredit fo your administration,

You ave the people who have to do a hard job, and I want to com-
mend you highly on administering a program like this, which is com-
plicated—and particularly because of the important relationship be-
tween docfors and patients.

You have done an outstanding job, and I am proud of you.

Mr. Rocers. Mr, Carter?

Mr. Carrer. I notice that the new bill will include an nuthorization
for funds for treatment of alcoholics, and it will also include funds
for treatment of addicts, too.

Dr. Lz Yes,sir.

Mr. Carter. How much will that be this year and next year, your
additional authorization ?

Dr. Lee. The amount that we have requested is, for the alcoholics,
$7 million, and for the narcotic addict rehabilitation, $8 million, and
in fiscal 1970, $15 million for the alcoholics and $10 million for the
addicts.

Most of that money will be for the development of services rather
than construction. Tt is about 30 percent for construction or renova-
tion of facilities.

Mr. Carrer. Will these treatment. centers for aleoholies and narcotic
addicts be an integral part of the mental health centers, or will they
be separate?

Dr. Lee. T would like to ask Dr. Yolles to further claborate on that.

Dr. Yorres. These treatment facilities, Dr. Carter, would be built
into the community health center and would be an integral part of it.

We would even relate the special facilities for homeless aleoholies to
this continuum of services. This is the key point in the legislation to
relate these services for treatment of aleoholies and narcotic addicts to
the total panoply of services in the community health center.

They may be physically separated, but there would be adequate
transfer of patients and records between the services, just as in the
basic program. .

Mr. Carrer. I think that it is good that it is so. It will be less dif-
fieult, as Iseeit. )

T notice that in your regional health development, 11 regions have
been funded. Is that right ?

Dr. Lk, Yes, 11 operational grants have been funded, and 53 plan-
ning grants.

Mr. Carren. This is in its infancy at the present time?

Dr. Lex. That is correct, sir.

Mr. Carrir, OF course, there has been a decrease in the number of
strokes in the past 3 years, but you really wouldn’t attribute all that
deeroase to the establishment of these 11 regions?

Dr. k. No, not at all, Dr. Carter.
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T think we would not want to imply that either these programs or
some of the other programs that have been initiated in the last 3 years
that have been making good progress would in any way have done so.
They may have contributed, but certainly, as far as the national figure
is concerned, it would be a slight contribuiion to date.

Mr. Canrer. Actually, there are improved methods of treatment,
really, different medicines used in treatment of strokes that have been
mainly responsible for this.

Dr. Lz, Yes, sir. I think the hmproved drogs and the earlier
diagnosis of the hypertensive association that they get under treatment
at an earlier stage of the disease have contributed to this.

Mr. Caxrer. I would like to know how the specific organization of
a region is. Could you give us a plan, who is head of it, and how it
branches down?

Dr. Marston. I think what one needs, Dr. Carter, is the organization
of more than one region to achieve what you want.

The one thing that has to be established in each region is a broadly
representative regional advisory group. It is a requirement of the law
that thisbe established.

Tn every region, so far as I can remember, there are task forces in
tho areas of heart disease, cancer, and stroke, which include people
with special knowledge in these areas.

In each region there is also a core administrative unit, a staff that
yaries in size. But on the average in the regions funded for planning
only, it is about, 20 to 26 people, and in the operational regions, the
stafl that is nctually paid on an average number about 90.

Operation of the program is set. up differently in different regions.
In Conneeticut there are 10 subregions, In Kansas there are 10 sub-
regions. Tn Georgia, there is veally o subregion for each county, with
representatives from every hospital in the State, and with representa-
tives from every county medieal society. These local-level groups are
active in determining their local needs. In some instances these units
are called local advisory groups.

Now, to come to a specific region, in Kansas these local action groups

" may either respond to information that has come from studies carried

out by the regional staff or, indeed, other groups in the State. Or
the Jocal action groups may propose projects that they themselves
identify as being particularly needed in that area. In designing these
projects, the local action groups ean work with the staff of the regional
medical program, calling on experts from outside of the region, if
necessary.

Kansas has a substantive review committee, that is, a committee that
reviews, on the basis of scientific and professional merit, the proposals.

Finally, with the results of this review available, the application,
which may have been stimulated cither at the local level or may have
been stimulated as the result of data that has been gathered eisewhere,
comes before the regional advisory group, which must approve all
operational project proposals.

A recent example of this process in Kansas resulted in about half
of the proposals that came to the regional advisory group being
returned to the originators for one reason or another for additional
work before final approval at the regional level. After regional ad-
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visory group approval is gained, a grant proposal for funding pro-
graut activities conies to the Division of Regional Medieal Programs.
At this poeint, we have the opportunity to have special site visits as
wo did m the case of the Washington—Alaska Region’s operational
application. In this easo we actually visited the locations where proj- .
ects were proposed, and made a report to our review committee and,
finally, to our National Advisory Couneil.
Doces this help? : S
Mr. Carrer. Yes, siv; that is helpful.
What procedures do you have for continuing education to get to the
eeneral practitioner and communities your advances in research?
Dr. Marsrox. Again, this has varied. There have heen some in-
stances in which a community took the lead. Great Bend, Kans., for
example, has established an educational subcenter, if you want, for
the area immediately surrounding Great Bend.
The purpose here is to try to focus education and fo focus care as
closo to the patient’s home as possible. And in the instance of Kansas,
you find this focus has been moved out away from the university to

i ce st aiasRiss

i, I other areas, preexisting programs and facilities have been uti-
‘Hzod———x\llmny, N.Y., for example, has a two-way radio system which
provides in-hospital edneation throughout much of the New England
area. This has been augmented by the Albany regional medieal
program.

I would say continuing education related to the physician and the
patient’s needs, as opposed to continuing education that somehow has
drifted away from the caro of patients, is o very major focus of the
program, )

Mr. Carrir. Do you have regional seminars on newer concepts mn
medicine atiended by practitioners from the subregions?

Dr. Marsron. There was a major one in Oregon that a member of
my stafl attended not long ago.

Mr. Carrer. The purpose of this bill is to diminish deaths from
heart disease, cancer, and stroke.

Do you have available to the practitioners in the subregions close
liaison with specialists in the regional areas so that they can get in-
formation quickly, or advice, or help in treatment?

Dr. Marston. There is an example in Wisconsin of a 24-hour-a-day
telephone service to physicians in the area. There is a specialty team
in Towa that has been activated to actually go out to the scenc and .
provido consultation to the local physician and his stroke patients.

Mr. Carrer. That is part of your regional system at the present
timo?

Dr. Mansron. Yes. ' .

Mr. Carren. T want to congratulate you on that. T think that is very
good, T cortainly feel that these ideas, or these questions which T have
asked you should bo Turther implemented, if possible.

"Thank you, Mr. Chairman,

Mr. Rocens, Mr, Skubitz?

My, Swcunrrz, Thank you, Mr, Chairman,

Doctor, T mn & new member on this committee, and T am from the
great State of Kansas that you have been praising so highly.

Doctor, I am interested in o number of things.
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First, T want to say T appreciate the fact that you are interested
in Kansas. T hope we can get some money {o keep this show on the
road.

TTow mueh money was authorized, Doctor, for these regional medieal
programs in 19667

Dr. Marston. The authorization was $50 mitlion,

Mr. Skunirz. How much was appropriated ?

Dr. Marsron, $25 million, including $24 million for grants—$25
million total,

Mr. Susirz. In 1967, how much was authorized?

Dr. Marsrox. The authorization was $90 million. The appropria-
tion was $43 million for grants and $2 million for direct operations.

Mr. Skunrrz. You have a total of how much ?

Dr. Mansron. $45 million was appropriated for 1967, $25 million
appropriated for 1966, so that would be a total of $70 million.

Mr. Sxustrz. In 1968, how much was authorized ?

Dr. Marsron. $200 million. We have received $53.9 million in ap-
propriations for grants and $4,900,000 for direct operations, for a
total of $58.8 million.

Mr. Sxusirz. Out of this total amount of appropriations, how much
do you have available to younow?

Dr. Marstox. $53.8 million—including $4.9 million for direct opera-
tions. This total is comprised of $27.9 million of our 1968 appropria-
tion—$30.9 million was put in reserve—plus $25.9 million in earry-
over funds. '

Mr. Sxunrrz. The thing that bothers me, Doctor, is that you come
here with an excellent program. It looks fine on paper. But, unless
this Congress gives you money we accomplish nothing. So far as T am
concerned, T want to be as helpful as T can to assist you in this impor-
tant work.

Thank yon, Mr. Chairman,

Dr. L. T would like to make an additional comment on that, Mr.
Chairman. :

As the program has developed, of course, with the evolution of the
planning, the authorizations were well above those required, and as
we move into the operational phase, we feel that, of course, sig-
nificantly more funds will be required with the operating programs.
Planning is one thing, but operating programs is quite another.

Mr. Carrer. Mr, Chairman, would the gentleman yield ?

Just how has this money been spent, Doctor, most of it?

Dr. Lee. The money, primarily, goes, of course, for the hiring of
stafl and for the activities of the stall, in some cases for the purchase
of equipment, the development. of coronary care wuit, or for long-
distance transmission of eardiograms, which is being tested on an
experimental basis.

This kind of thing, stafi and equipment, which would be related
fo 1 edueational efforts—

Mr. Carrik, Do you have o central place in each region, to which
place cardiograms may be transmitted hy phone?

Dr. L. Not in each vegion, I think that the experimental pro-
gram is going on in Missouri. ‘

03-463 O—08——4
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Dr. Mansrox. That is a major one, which has been supported by
the National Center for Chronie Disease Control over the last 5 years.
It isbeing field tested in Missouri at the present.

M, Cawrer. In one region you have such—

Dr. Marsron, Yes.

Mr. Carrer. Do you envision in the future the use of such cen-
tealized dingnostic aids?

Dr. Lee. 1f we find the experiment in Missouri is successful, and
it is demonstrated that you ean improve patient care, and that it is
feasible from a cost standpoint, that other regions will then want
to develop similar programs. 1t may be that a computer would serve
perhaps more than one region. These are expensive, depending on
the kinds of programs that are developed, such as automated multi-
phisic screening.

Mr. Sxusriz. For example, to detect some of the diseases early,
cancer and cardiovaseular diseases particularly, the development of
the automated long-distance cardiograms—as other advances take
place, say, in the area of radiology, it may be that those would also
be applied on a regional basis. ‘

I think it is wise to test them out first in a single area, as is now
being done in Missouri, to find out how feasible it is at the level of
the community hospital, and in the communities where the patients
are and the physicians are in practice, to see if it is practical.

Mr. Carrrr. Many of our community hospitals have lines to these
places to interpret their cardiograms in that way.

Dr. Marsron. Dr. Carter, this goes a bit beyond that. The reason
they wanted to try this advanced system is that, in addition to the
usual telephone lines for the transmission of I8K(G, this new system
doesn’t take the place of interpretation by the physician, but does save
time in supplying the attending physician with an analysis of the
clectrocardiogram done by a centrally situated computer.

What, this project is facing is the fact that we are not going to have
enongh trained manpower over time to do JNKG analyses, and we have
to develop some system to augment the highly skilled manpower
required in this area. So this system is more than a telephone line.

Mr. Skusrrz, Mr, Chairman, may I ask one more question?

Mr. Rocers. Yes.

Mr. Skusrrz. Did you say $200 million was anthorized in 19687

Dr. Marston. Yes, sir.

Mr. Skunrrz. How much did Congress appropriate?

Dr. Marston. $53,900,000 for grants, and $4,014,000 for direct
operations.

Mr. Sxusirz. Thank you.

Mr. Rocers. What do you think of combining the comprehensive
health planning program and the regional program? What would you
think of combining these two programs?

Dr. Tee. The two programs have a different purpose. As we move
down the path and as these programs develop, they will be obviously
elosely coordinated and integrated. But I don’t believe they should be
combmed into a single program,

Mr. Roarrs. You don’t feel that o comprehensive health plan for a
State should include what we are doing in this regional program?
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Dr. L. Yes, T think as we develop our capabilitics at the State
lovel for planning and a eapability in the areawide planuing, it will
encompuss concerns with migrants, with other kinds of disndvantaged
groups, and it will also include considerations of regional medical
progrants.

Mr. Rocirs. In the comprehensive plan, don’t we give money for
treatment of heart disease toa city ?

Dr. Lk, In the partnership for healthy a formula grant goes to the
State, and project grants for the development of comprehensive health
services, and these may include services for people who have heart
disease or other diseases.

The focus of the regional medieal programs, and I think this is
fundamental to an understanding of the program, is that they have
developed a foundation for cooperative arrangements that simply
didn’t exist before. We did not have this—in some areas, there were
programs of coutinuation of education, such as in Kansas, or we had
the Bingham Associates in New England, but we had not seen the kind
of grassroots participation focusing on improving patient care.

The comprehensive health plan has to encompass manpower, en-
vironmental health problems—the full spectram—and the project
orants can relate to a variety of these things.

Mr. Roarrs. T realize we are getting this program started now, and
it is in a beginning stage, but T would think your planners should be
giving thought to combining these programs where there will not be
an overlap, because T would think that there would be some areas where
there wonld be rather considerable overlap within a State plan, partie-
ularly for heart, cancer, and stroke.

. Ta. We are concerned not only about the relationship of the
regional programs with the partnership for health, but also the
botter and more ellicient use of all of the programs, such as QRO
programs, and we have seen in the Watts area an excellent example
of elose cooperation between a regional medieal program, the develop-
ment of a community hospital, and the neighborhood health center
program funded by OEQO.

We are concerned at the national level with stimulating at the
State and loeal level the close integration of these programs so that we
»an make most efficient use of manpower, which is our scarcest resource,
but also the funds available.

Mur. Roarrs. Yes. T hope to see some of these OEQ programs under
your department. T feel strongly on this. I realize this was an innova-
tive approach, but T think it should be tied in more closely.

Tt mo ask a few questions that you may want to give answers for
the record, that yon may not. have with you.

How many regions ave actnally operating nsof January 19684

D, Mansron, There are now 12 with funded operational programs,

M, Rourns. [ know Tunds, am talking abont operating,

Ave they really opertting now?
~Drc Manston. Yes, sivs they nre haginning, This will vary from one
[ signed yoesterday, which is obviously not. doing much, to ones that
have been operating n year,

Mr. Rocens. Would you just give us for the record a vandown of each
of these 12, the personnel, how they are involved, how much money
they are getting, and I would like to know where that money is being
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spent, how much on television tie-ins, and how many hospitals are tied
in, what improvements are made in hospitals,

In other words, when we passed this bill, the idea of the thrust of
this program was to make suve the new methods of treatment were
woing to get to the people.

Now, I realize it is very early and too soon for us to make a critical
judgment, probably, but 1 get the feeling that this may be stopping
in the dean’s office at the medical colleges.

Well, T just want to find this out.

[Laughter.]

Dr. Like. It had hetter not be.

(The following information was received by the committee ;)

DePARTMENT OF HEALTH, IEDUCATION, AND WELFARE (PURLIC IIEALTH SERVICE)
RerorT oN 12 OPERATING REGIONAL MEDICAL IPROGRAMS

ALBANY REGIONAL MEDICAT, PROGRAM

The Albany Regional Medical Program was one of the first regions to receive
an operational award on April 1, 1967. Currently funded with $755,605, the
region ling approximately 43 operational staff members, including approximately
14 physicians, 17 nurses, I other allied health personnel, and 6 general support
persounel, Over two-thirds of the staff are frowm the community hospitals, and
they are working closely with the loeal medical center and RMI staff to increase
the eapabilities for quality care at the local hospitals.

Approximately G0 hospitals from the Albany Region are participating in the
program. Approximately 30 of these hospitals are divectly participating in the
operational projeets outlined below. Two hospitals arve represented on the Ad-
visory Committee, and the remaining are involved in on-going planning activities.

Operational Projects

1. Two-way radio communication system, dircct cost—§144,100

This project will expand an existing two-way radio network to include 57
hospitals and 24 high schools, It will provide continuing education for physicians
and allied medical personnel. It will also provide information and education pro-
grams for administrators, members of boards of trustees, voluntary health agen-
cies, adult education classes, and selected civie groups.

2. Connmunity information coordinators, dircct cost—3$73,800

Former pharmaceutieal representatives will be used to contact loenl physi-
cians to tell them abont Regional Medical Programs and to evaluate their atti-
fudes towards M, )
A, Postgraduale Ingtruetion. Development Panel, divect cost——$ 102,600

This program proposes to have experimental and condrol groups of doctors to
determine thelr eduentionnl needs, These doctors will then partielpato in in-
strucetional programs, Arterwards they will be tested to determine the effective:
ness of the instrocetion,
b Community hospital learning centers, direct cost—--$75 800

i [/

Phis project will establish learning centers at community hospitals using “Self

Instraetion Units” and audio-visual equipmend, for rapid dissemination of new

medienl knowledge, Eventually, the directory of {his projeet hope fo evaluite
physician progress, Initinlly, 8 hospitals witl be involved.

&5, Athany Medical Center coronary care training and demonstration programs,
dircet coxt—$§125200

A corouary care unit will be established at Albany Medicad College to serve

as 1 model and training wnit for training physiciang and nurses who will then

be able to establish similar units at community hospitals, T'his project will aug-

ment the existing Coronary Intensive Care Unit at the Albany Medical Center.
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GA and GR. Community hospital coronary care fraining and demonstration pro-
gram, dircet rost—3$55.400
Thix will complement projeet #5 by establishing coronary care units of three
heds each ot three community hospitads: Pittsficld General, St Lukes, and Vassar
Brothers. These will serve as demonstration and educational projects for other
hospitals in the region. A continuing educational program will serve the perma-
nent Unit Staff and staffs from smaller hospitals.

Y. Training and demonstration projcct, intensive cerdiac carc unit Herkimer
Mcemaorial IHospital, dircct cost—$3,500
The initial phase of thix preject is to train 6 or 8 nurses froin small community
hospitals in cardiace anatomy and physiology, coronary disease, the principals and
stafling of a cardine intensive care unit, and in handling the complex equipment.
These nurses will also be sent to Albany Medical Center for active training with
specialized equipment.

INTERMOUNTAIN REGIONAT, MEDICAT PROGRAM

The Intermountain Regional Medical Irogram received its first operational
grant award on April 1, 1967 and its eurrent operational award totals $1,832,800.
Approximately 80 staff members are serving in the operational projects, about
one-third of whom are from community hospitals working together with the Re-
sional Medieal Program staff from the medieal center, they are bringing to local
heatth practitioners and hospitals thronghout the region modern technigues for
{reating patients with the eategorical diseases, )

Approximately thirty hospitals are enrrently participating in the Program.
Three hospitals are represented on the Regional Advisory Group, and almost every
mijor hospital in the region has established a loeal planning group to study local
needs and fo serve as lisison with the Central 1RMP staff. Seventeen hospitals
are purticipating in the operational projects outlined below, and ad the program
continues to grow, it is anticipated that additional hospitals will become involved.

Operational Projects

1. Regional faculty and corc-staff seminar, dircct cost—$12,600

The University of Utah Medical School will hold a series of quarterly seminars
on comprehensive health care, continuing education, contemporary learning the-
ory, behavioral science principles, and measurement technology. The faculty, ex-
perts from across the country, will address an audience of health professionals in-
volved in IRMP.

2. Network for continuing cducalion in heart discase, cancer, stroke, and related
discascs, dircet cost—§$243,000

The objectives of this progrum are to develop a communieations network be-
tween prticnf-cire and revearch institntions to enconrage linison between health
care personnel in {he aren, The carrently existing 2-way radio system, including
11 hoxpitaly in 7T communitios in or newe Salt Lake City, will be extended to re-
mole hospitals to serve ns one link, Closed circuit TV and use of KVED (Uni-
versity of Utah edueation TV) i alvo planned. Thisx may establish the community
hospital as the Joens of continuing education,

3. Information and communications cxchange service, dircet cost—340,000

The CIIS is a region-wide clearing house for information about IRMI. Staff
will be put in local communities to net as publie relations representatives and
alxo to distribute informaiion to medienl personnel and the publie, The community
stalf will also gather information on community needs and resources and re-
sources and serve as a station for collecting econonie, social, and medienl datn,
4. Cardiopulmonary resuscitation training program, dircet cost—3$63,,00

The University of Utah will give a 3-day course in resuscitative techniques to
selected physicians from small communities. Kach physician will then be responsi.
ble for teaching the techniques to health personnel in his community. This
“resuseitation consultant” will also colleet data about the number of times
resuscitation is employed and the results,
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5. A4 training program in intensive cardiac care, direct cost—3$118,600

A core Taculty of experts in using Cardine Care Units and diagnosing and treat-
ing heart disease will teach short courses in their subjeets. The students will be
interested physicians and nurses from community hospitals building coronary
care units,

6. Training for nurses in cardiae carc and cardiopulmonary resuscitation, dircct
cost—$34,000

This is an integral part of both the cardiace care and cardiopulmonary resus-
citution programs for physicians (#4. #5). Nurses trained in Salt Lake City
will return to their communities {o serve as a core facnlty for renching the
techniques at the loecal level. The nurses will work closely with the similarly
trained physicians.
7. Clinical traince program in cardiology, direct coxt—3$65,700

This program has two emphases-—

{1) To provide general practitioners, internists and cardiologists with
training programs in heart disease techuigues tailor made to their individ-
ual situations,

(2} To increase the number of formully trained clinieal cardiologisty
thirough o training period (3 months to one year) at the existing cardiology
school at the university of Utah.

8. Visiting consultants and teacher program for small community hospitals, direct
cost—$14,800
Small communities will be given the option of requesting onc or two-day
clinies, A minimum number of four cardinc patients will be required. These
clinies will upgrade the level of care to victims of heart disease living in remote
areas, Visiting physicians will assist the local physician in a precise diagnosis in
a precise diagnosis of his patients.

9. A regional computcr-based system for monitoring physiologic data on-linc
from remote hospitals in the regional medical program, direct cost—3$637,100

This project’s purpose is to test the feasibility of using a central computer to
process a variety of physiological signals generated by patients in remote hos-
pitals, feeding the results of caleulations from these signals back to stations
within the hospitals, and using the information for diagnosis.

10. Cancer teaching project, direct cost—3$94,300

This project attempts to upgrade the level of care available to local communi-
ties. The coordinator will direct a program of physician education to create
trained cancer specialists who in turn, will become centers of cancer information
in their local communities. The physicians will receive a small stipend for teaching
and obtaining information. A region-wide tumor registry will be started, as will a
training program in new techniques for pathologists.

11. Strokc and related ncurological discascs, direet cost—3g98,700

Thix project will establish clinies to bring expert consultation service in stroke
and related neurologienl diseases to local communities; will provide continuing
edueation to loenl physicians and Nurses; will colleet data about stroke patients
seen and the problens they present to the practitioner, A 24-hour telephone con-
sultation service and information libeary service will be maintained at the Utah
Medieal Center to provide community phyxiclans with immedinte adviee, In addi-
tion, practicing physicinns will be teained at the medleal eenter In the latest
dingnostic and treatment techniques, The courses will last from 4 weeks to one
year,

12. Bducational program in respiratory therapy for physictuns and nurses, direct
Cost—325,500 -

To train physicians and nurses to utilize the special techniques and equip-
went in respiratory therapy. Five day seminars and follow-up 2 day refresher
courses will train participants to administer therapy and to teach others.

13. Regional endocrine metabolic laboratory, dircct cost—§237,900

To provide service facilities where practicing physicians can obtain laboratory
data essential to the diagnosis and treatment; to create awareness among physi-
cians of the possible presence of metabolic and endocrine abnermalities; to
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dorive statistical information. hree Iaboratories will be « s{ablished ; an Immuno-
assiny laboratory, a chemieal lnboratory to measure steroid hormones, and 8
developmental laboratory to refine teehniques. Seminars will be held both inside
and outside of the laberatories. Abnormal findings will be reported to the refer-
ring physician by telephone by a physician who is competent to offer consultation.

KANSAS REGIONAL MEDICAL PROGRAM

The operational aectivities of the Kansas Regional Medical Program began
on June 1, 1967, and are currently funded at the level of $699,852. Approximately
S0 individuals with varied backgrounds, comprise the current staff, of which about
one-sixth are physicinns, one-ifth are nurses, and an additional one-fifth are
othier types of allied health personncl. The remaining staff includes related health
personnel, such as communications specialists and social scientists, and general
support, personnel. About half the staff are from the nedical center and the
other half are from community hospitals. Together they are working on prograns
to improve community -apabilities for treating the categorical discases,

Approximately 20 community hospitals are currently involved in the Kansas
Program, and it is anticipated that ndditional hospitals will become involved
as expansion takes place during the nexg few years. Ten of these hospitals are
directly involved in operational projects, two are represented on the Advisory
Committee, and eight are involved in on-going planning activities.

Operational Projects .

1. Educational programs—Great Bead, Kang.— $261,000 (direct cost)

o develop a model educational program in this small community a full-time
faculty, which will be aflilinted with the Kansas Medical Center, will be in
residence. Included in this comprehensive program are plans for continuing phy-
sicinn and nurse edueation and elinieal traineeships for heath-related personnel.
Studies will be made of community needs, resources, etc

2. Health Sciences Conmununication and Information Center—3$77,900 (direct
cost)

This project is engaged in conducting studies to determine the feasibility of
establishing communication linkages vital to education, service, and research
programs. Specific studies to be undertaken are a physician communication sys-
tem, TV teaching, electronic linkages, and Medlars search capacity.

8. Study of the quality and availability of medical carc—3§149,000 (direct cost)

o determine unmet needs of patients, locations, professional education, and
-working arrangements of physicians and those in the health related disciplines.

4. Hospital information systcm und data facilitics-—3$67,600 (direct cost)

Py condnet studies within the vegion concernlng various aspects of community
resources and needs, epidemiologic data and participution of health care per-
sonnel in continuing educational programs. A computer system will be used,
5. Cardiovascular nurse training—3$98,500 (dircct cost)

To develop an in-serviee training program to prepare nurses, who are the main-
stay of covonary care units in community hospitals, with baste physiological
knowledge of coronary care, ability to use instruments and equipment in coronary
eare units, experience in home enre, and familiarity with social agencies that
enn add I the rehabilitation of patients,

6. Caneer detection program—DProvidenco Hospital-—§25,000 (dircet cosat)

o ovalunte the strengths and weaknesses of the Cancer Detection Center now
operating a8 an aren veferral center in Providence Iospital in Kansas City,
Kausas, The records of putients will be studied to show effectiveness and yield
of test results, type of personnel who have used the elinic and thelfr source of
referral, and effectiveness of foilow-up.

7. Cardiovescular work cvaluation—3$21,100 (direct cost)

This project will demonstrate the Cardiac Work Evaluation Unit and show itd
usefulness for the evaluation and rehabilitation of the patient. It is developing
an effective technique for showing physicians and the community at large the
u.E:Q of patients to return to work after receiving the appropriate rehabilita-
tion.
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METROPOLITAN DISTRICT OF COLUMBIA REGIONATL MEDICAL PROGRAM

This region began its operational activities on March 1, 1908, with an award of
$418.318. A staff of 47, including about 11 physicians, two nurses, seven other
allied health personnel, and 27 other types of supportive personnel such as
compitter programmers, coding clerks and seerctaries will work together to
improve loeal medical eapablities and resources, About half of the staff is from
the medieal center and the other hmlf is from community hospitals and other
loeal health agencies, This combination of medical center-community personnel
helps assure o quality, commuanity oriented program,

Seven Dospitals are eurrently participating, and (his number will incrense
as the program expands over the next few years to reach out to the entire
region, Phree of {hese hospitals are divecetly participating in the projects outlined
below, two additional hospitals are on the Regional Advisory Group, and two are
serving on planning subcommittees. Tlowever, several additional hospitals will
benefit from these programs as they send their personnel to be trained in the
programs outlined below.

Operational P’rojects

1. Freedman's Ilospital Stroke Station for the Diagnosis, Trcatment, and In-
vestigation of Cercbral Vaseular Discase, dircet cost—3181,88%

This project is a comprehensive approach to stroke, from diagnosis and treat-
ment to home care and rehabilitation in an urban Negro area. Based in the
Freedman’s Hospital, a community hospital in the region, the stroke station
will serve as a teaching component for physicians and medical students. Related
epidemiological and socio-economic studies will be undertaken,

2. The Washington, D.C. Regional Cercbrovascular Disecasc Followup and Sur-
veillance System, direct cost—3$94,200

Under the sponsorship of Georgetown University, this project is attempting
to establish a uniform system for measuring and evaluating medical care given
to stroke patients in the aren, in order to facilitate nursing and follow-up
serviees, It will provide information helpful in determining community mediceal
facilities requirements, and in earrying ont epidemiological or demographic
studies. Patients entering the system through the various community hospitals
in the region will receive follow-up attention and therefore greater continulty of
enre.

3. A training program for cardiovascular techunicians, dircet cost—§74,707

Qualified students are being trained at the Washington Ilospital Center in
Washington, D.C. in specific areas of mediecal observation and proeedures to com-
plement nurses’ activities, In addition to training personnel for work in hos-
pitals throughout the region, this project hopes to prodace a manual for training
these technicians in the other regional hospitals,

MISSOURL REGIONAT. MEDCAL I'ROGRAM

Operational aclivities began in Missouri on April 1, 1967, and current opera-
tional funds amount to $2,619,000, An estimated 160 operational stafl people,
with diverse backgrounds, are serviug on the Program, ineluding approximately
15 physicians, four nurses, 16 allied health personnel, three social seientists,
and approximately 60 computer specialists and their supporting personnel. The
remaining staff provide overall support, such ax research and staff assistants
and administrative and clerical personnel,

The developmental approach being employed by this region and outlined in
project descriptions below suggests that hospital involvement will increase
rapidly over the next two years. Currently, nine hospitals are involved in the
program, including two hospitals which are represented on the Regional Ad-
visory Committee,

Operational Projects

1. Smithville community health scrvice program—dircet cost $200,957

The purpose of this project is to establish n model community health service
program including continuing educntion and training programs and health
education for the public; emergency intensive and restorative eare facilitios;
home care programs; public health, preventive medicine, and sehool health; co-
ordinated with voluntary health ageneies, Program centered around Smithville
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and to include about 50,000 persons in county (Clay). Activities are centered
¢ around Smithville Conununity Hospital and the group practice clinic as a
i nueleus.
o, Multiphasic testing of an ambulunt population—dircet cost $424,471

This project is designed to establish centers for performing series of diagnostic
Iboratory tests {o identify the wmost useful tests feasible for sereening large
rural population groups; determine the different patierns for il and healthy
populations ay an sid in detection of heart discise, enncer and stroke in pre-
elinienl stages, Model test eenters will he ostablished at the Unlversity Medical
Conter, Columbin, Missouri, and the State Mental Hospleal in Missourl, A third
iy planned for the Smithville complex.

3. Computer fact bunk-—dircet cost $279,365

Phis project is designed to develop and apply techniques for delivering latest
information on dingnosis and eave of patients with stroke and allicd diseases
to the local physicians, Klectronie datun information storage and retrieval system
will be developed at the University Medical Center (Columbia, Missouri) and
Jater extend to include Smithville and other communities in the region.

{ }. Mass screcning-radiology—dircct cost $54,81) )

This project will help improve the aceuracy of radiologic diagnosis of heart
disease, cancer and stroke through eleetronic communieations media. Three small
rural hospitals will be hooked into the University of Missouri computer and
Department of Radiology to evaluate diagnostic efficiency and determine applic-
“ ability of ultra-sound and thermography in diagnosis and therapy.

5. Comprehensive cardiovascular care units—Springficld, Mo., direct cost $69,347

A comprehensive care unit for grouping patients with heart disease or other
circulatory system illness or who have been admitted for other purposes but
require close cardiae observation is being developed. The projeet is to be under-
taken at hospitals without a house staff, where it is hoped that grouping of
patients will relieve the workload for nurses on general medical and surgical
wards. St. John's Hospital medical staff and Greene County Medical Society are
coordinating activities with 3 local hospitals in Springfield.

6. Communication rescarch unit—dircet cost $61,743

Supporting research unit for program to identify publie attitudes and knowl.
odge nbout heart disease, cancer, and stroke; to understand motivations for seek-
ing health eare and to determine and develop effective methods for communicat-
ing with public and lead them to seek medicad care.
7. Data evaluation, computer simulation and systems design—idireet cost $329,712

This program will help to determine data needed from the public and physiclans
for early detection of heart disense, cancer snd stroke through studies on the
form of data, mechanisms for classifying, storing and retrieving data most
effectively.
8. Bioengincering project—$229,129

The aim of this activity is wider distribution in raral areas of sensor trans-
ducers, for carly detection of heart disease, eancer and stroke and to generate more
e information on physiological patterns of these disenses,
9. Program craluation cenier—direct cost $103,899

Through a multidisciplinary rescarch approach accumulate data in two sep-
arate communities about health care, needs and attitudes as a base for developing
instruments for measuring quality of care and levels of health in terms of an
individual’s function in his community.

10, Awtomatced paticnt history—dircet cost $77,561

This project is testing the feasibility of an automnted system for obtaining
patient history and analyze complaints prior to examination by physicians, as
an ald in early disense deteetion,
1., Antomuated eleetrocardiography in a ruval area—direct cost $369,000

To provide bospitals and physiclnns in raval aveas with automated facllition
fur transmitiing eleel roenrdiograms and an antomuled systeni for analyses of
GG to demonstrnde the feastbility of such systems where thin service IN
limited or now-existent, and to develop, test and lmplement the use of bloengi-
neering signals as aid In diagnosis,
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12, Operations researeh and systems design-—divect cost 339,055

This activity will help develop systems concerned with testing “early detec-
tion™ hypothesis-develop operationnl methods of enrly detection tests for a large
rural population,

13, Population studp group survey—direet cost $635,200
Using National Health Survey questionnnire study factors contributing to use

of health services in small towns, with emphasis on the influence of availability
of care.

14, Automaled hospital record system——direct coxt 352,100
This activity is testing the antomation of hospital record data through use of

computer systems to organize a ready reference service and easy access to hos-
pital data as a base for measuring effectiveness of changes.

15. Computer Asscmdled On-Going Manual of Medical and Paramedical Nere-
ices—direct cost $26,842

16. Central core administration, planning and coordination—direct cosal $238,805

(University of Missouri Medical Center, Columbia, Missouri) Missouri Re-
gional Medical Program.

MOUNTAIN-STATES REGIONAL MEDICAI PROORAM

This four-state region (Idaho, Montana, Wyoming and Nevadn) lLegan its
operational activities on March 1, 1968 with an operational award of $206,913
to include one activity in coronary care. An operational staff of approximately
cleven will serve in the project, and includes five physicians and six nurses, The
hospitals involved will include the community hospital in which the activity is
taking place as well as those hospitals wheo will send their staff to the unit for
training. The Regional Advisory Group also includes two hospital representatives,

Operational Projects

1. Intensive coronary carc in small hospitals in the region—direct cost $3206,913

Hospitals in the Region will send Registered Nurses into 8t. IPatrick’s Iospital,
Misxoula, Montana for coronary eare training, This 3 weck course will be offered
three times a year for 21 nurses, and there will he follow-ups at the home hospi-
tals four times a year. In addition, o 4-day training program especinily designed
for small town physieciang will bo held at the University of Montana four thnes
a year,

NORTIL CAROLINA KEGIONAL MEDICAL PROGRAM

On March 1, 1968, the North Carolina Regional Medieal Program received a
combined planning and operational award totalling $1,483,341. The operationa)
component of this award totalled $753,759 in direct costyg only. The operational
staff includes approximately forty individuals, including twenty-eight physicians,
one nurse, six other allicd health personnel, and five general support personuel,

North Carolina has already involved twenty-seven of its hospitals in the Pro-
granm, The Advisory Group includes four hospital representatives and planning
subcommittees include an additional ten hospitals, Approximately twenty-one
hospitals are participating in the operational projects outlined helow :

Operational Projoects

1. Fdueation and rescarch in comnunily modicat care, diveet eost--$209,200

To develop resources for training more medieal and atlled medieal students;
Lo provide new [ypes of edueatiomnl experiences which will make family practice
more attractive; to have o post-gradunte education program ad the moedienl
sehool ) Lo stvengthen ties between the ediend sehool faeulty and practicing phy-
siehinsg and Lo have the medieal sehool become involved In communily planning
for fmproving (he quality and availability of medienl enve, Affected by this proj-
et are the following groups: the University Community; the Cnswell County
Rural Iealth Secvices Project; the Regiounl Iealth Councll of Kastern Appa-
lachin, Ine; the State of Franklin Health Couneil, Ine.; the Charlotte Memorial
Hospital; the Moses Cone Memorial I{ospital, Greensboro ; and the Dorothea Iix
Neuromedical Service.

*




i s e i o et

53

2, Coronary care training and development, direct cost—3§$56,938

To use the project as a medium for developing cooperative arrangements
among the various elements in the health care community. Initinl and continuing
cdueation will be provided to nurses and physicinns in community hospitals, con-
sultation will be available to hospitals in establishing CCU’s, and & computer-
based system of medical record keeping will be developed. This project has led to
new working arrangements: (1) between the university medical centers; (2) be-
tween medical and nurse educators; (3) between docetors and nurses in commu-
nity hospitals; (4) between university medical centers and community hospitals

3. Diabetio consultation and cducational scrvices, direct cost—3132,081

To establish threo medieal teams to deliver scrvices throughput the state; to
assist in expansion of diabetic consultations and teaching clinics; to provide
seminars for physicians and teaching wessions for nurses and patients to
assist in organization of n State Diabetes Associntion and local chapters; to test
techniques of data collection, Many people of different diseiplines in many comn-
munities are involved in thid project.

4. Development of @ central cancer registry, dircet cost—3$66,615

To devise a uniform region-wide cancer reporting system, integrated with the
PAS, the computer-stored data from which can be retrieved to serve a broad
range of educational, research, statistical, and other purposes. The following
hospitals are participating in the first year of the project: Duke University Med-
ical Center, North Carolina Memorial ospital, North Carolina Bajptist Hospital,
Charlotte Memorial Hospital, Veterans Administration Hospital, Watts Hospital,
Hanover Memorinl Iospital, Southeastern General Hospital, Craven County
Hospital. In subsequent years the registry will be expanded to include all hos-
pitals and physiciang in the region.

5. Mecdical library crtension scrvice, dircct cost—325,839

To bring medical library facilities of the three medical schools into the daily
work of those engaged in medical practice, T.ocal hospital personnel will be
trained to assist medical staff; libraries will be organized into a functional unit
for responding to requests for services, Bibliographie request service will be
established.

6. Cancer Information Center, direct cost—3$41,716

To provide practicing physicians with immediate consultation by telephone and
follow-up literature. lach of the three medical schools will be responsible for
providing service in its geographic locale. The nims of this project are two-fold:
(1) to assist physicians in providing optimum care of patients with eancer; and
{2) to continue the edueation of the physicinng by giving new information in a
patient-centered expericnee.

N, Continuing cducation in internal medicine, direct cost—3$33,313

o bring practicing internists from all over the state to the Medieal Center for
2 month of up-to-date training in their subspecialities, They will share responsi-
bilities with attending physicians and make ward rounds with students, staff,
and together. This experience should enhance the nppreciation in the University,
both at faculty and student levels, for the expanding role of the medical center
for the quality of carce in the conununity.

8. Continuing cducation in dentistry, dircct cost—3$67,500

To provide physicians and dentists with the knowledge of mutunl concern
which will enable them to be more effeetive members of the health team, Courses
will be given at the University of North Carolinn and in eommunities. Studies
will be made of facilities needed to provide dental eare In hospitals, The purpose
of this project is to insure that ax many putients as possible who suffer from
henrt disense, caneer, stroke, or a related disense reecive appropriate dental care
as a part of their comprehensive treatient,
9. Continnation cducation for physical therapists, dircet cost—3§27,838

To develop aud establish regioual continuing education programs for physical
therapists in order to strengthen physical therapy services for patients in all
parts of the state. Subregions will be delineated where needs and interests will
be identified and committees will be organized to arrange local activities.
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0. The establishment of « netiwark of coronary care units in small community
hospitals in Appalachia, North Caroling

This ix a2 proposal to develop coronary care units in seven hospituls in this rural,
nonntainous area, RMI will supply the monitoring equipment ({he hospital pro-
vides suitable space) when adequately teained physicinns ad nuarses are avail-
able. Aninfensive trajning course for physicians will be condueted in the £00-
graphie region, and continuing eduention programs will ‘be condueted when
necessary,

ROCHESTER REGIONAL MEDICAL PROGRAM

On Mareh 1, 1968 the Rochester Progriom began its operational activities with a
modest operational granl award of $255487. Approximately 15 people are cur-
rently serving on the staflt whieh will expand with additional recruitment, The
current staff includes 13 physiciang, and two allied heatih personnel, A majority
of the staff are from connnunity hospitals, aud are working closely with medienl
center and RMP staff to improve the quality of local pationt care.

Approxinugitely eleven hospitals from the region are now participating in the
program, and this will expand as the program moves forward over the next few
years, Four hospitals are initially participating in the operational projects. Three
of these four are represented on the Regional Advisory Committee. Seven addi-
tional hospitals are serving on the Advisory Committee and planning subconi-
mittees.

Operational Projects

1. Renovation and equipping of faeilitics for a lcarning ‘center for projected
Iraining programs related to heart discase, cancer, and stroke, direct cost—
826,400

The awarded funds are for the purpose of altering and renovating space in

Helen Wood Hall, which houses the Departments of Nursing at the University of

Rochester. It is planued to convert five rooms into two rooms for self-instructional

learning. These facilities initially will be used for four 4-week coronary care

training courses for nurses and physicians in the region. New techniques that are
disseminaied by means of these courses will then be earied to the various com-
munity hospitals and rural aveas in the region by the training course participants.

2. Postgraduate training program for the physicians in the Rochester 10-county
region, direet cosl-——383,900

The objectives of this projeet are centered around the further development. of a
postgraduale program in enrdiology. Learning opportunitios will be mnde avail-
able for general practitioners awd nfernists, as well ax carvdiologlsts practicing
in the region, Several different progratus ave plunned and vary in length from
one-hinlf day 1o two weeks, It iR anticipated that o namber of the participating
physicinns will represent conununity hospitals in raral nrens,

A0 Registry of pationts with acule wyocardial infarction in the Rochester re-
gional hoxpitals, direet cost--$24,:200

One objective of this reglsiry is to provide w uniforim data collection system
from which both periodie information as well as longitudinal analyses may be
extracted, Approprinte information as to prognosis and treatmoent will be dissemi-
nitted Lo purticipating hospitals and cooperating physicinns in the region. Strong
Memorinl Hospital in Elmira, New York is alveady participating in this project,
and it is anticipated that several other community hospitals, espeeially those
in rural areas, will soon also be participating,

4. Proposzal for cstablishment and support of « regional laboratory for the educa-
cation and training in the care of patients awith thrombotic and hemor-
rhagic disorders, direct cost—369,500

At the present time no single, central facility concerned with the diagnosis and
therapy of patients with thrombotic or hemorrhagic disease exists in the Ro-
chester region, Iaboratory techniciang from the regional hospitals will be invited
to spend three or four days in the new facility, In addition, the physicians direct-
ing this project will visit the participating communities so that a continuing edu-
eational program for practicing physicians in the care of patients with thrombotie
diseases will be maintained.

TENNESSEN MID-SOUTIT REUIONAL MEDLICAL PROGRAM

On February 1, 1908, the Tennessee Mid-South Regionnl Medieal Program
began Hs operational activities with a dlverse arrny of programs designed to
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provide local health practilioners and hospitals with advanced teehniques and
fneilities necessary for quality health eare. Over (ifty people are currently serv-
ing on the stafl of the operationnl program, including approximately thirty-five
physicians, five nurses, five other allied health personnel, and nine general support
personnel. About one-fourth of the staff are from community hospitals and the
remaining are medical center stalf who are working on the community oriented
projects discussed below.

Seventeen hospitals are currently participating in the operational projects,
representing broad geographic spread throughout the region. Ten of these hos-
pitals are also represented on the Regional Advisory Group.

Operational Projects

1. Continuing mcdical cducation-—Mcharry, dircct cost—344,800

Meharry Medieal College is informing Negro physicians in the region about
more effective teehniques for treating hieart disease, eancer, and stroke. T'eams
of physicians witl teach two-week courses in the three areas at the Medleal Cen-
ter, using various audio-visual aids and, where feasible, programmed instruction,
One of this plan’s interesting provistons is sending a senior resident from Meharry
to care for the physician’s praclice while he is attending the course.

2. Continuing cducation—Vandcerbilt, dircct cost—§141,600

Vanderbilt proposes to establish continuning education centers at community
hospitals linked to a proposed Department of Continuing Iducation at Vander-
bilt. Libraries and information centers at the loeal hospitals will bring Vander-
bilt’s information resources to the local physician, The program, though planned
and coordinated by Vanderbilt, will function through the local centers and em-
phasize bringing information to the physician at the times he needs it.

S. and 4. Hopkinsville Education Center and Chattanooga Education Center,
dircet cost—373,700

These are the first of the loecal continuing education centers specified in the
Vanderbilt plan. At each hospital, a full-time Director with an appointment at
Vanderbilt and an assistant director will supervise resident and physician edu-
cation in their area. Their services will be available to physicians at smaller
community hospitals in each area, as will the enlarged hospital library facilities.
The Chattanooga and Hopkinsville locations provide the basis for looking at
vroblems in continuing education in urban and rural settings.
5. Special training for practicing radiclogists—Vanderdilt, dircet cost—350,400

This plan focuscs on developing practicing radiologists’ skills in vascular
radiology, but might later be broadened to include all aspects of diagnosis and
therapeutic radiology. Two post-graduate educational methods will be used.
One to three month courses for technologists will be offered. In addition, emi-
nent. rudiologists will preslde at two-hour monthly seminars to which all
radiotogists in the region will be invited,

6. Cuardiec nursc lraining program—AMid-Statc Baptist Hospital-Nashville,
dircet coxt—3$49,600
The key factor in reducing mortality from eardine arrest is the hmmediate
availability of a knowledgeable person to initinte resuscitntion. Mid-South
Baptist proposes to instrocet eardine nurses in new resuscitation techniques by
holding three four-week courses, These nurses will then be available to hospitals
throughout the reglon,

9. School of X-ray and tcchnology—»Mcharry, dircot cost—$19,500
Meharry plans to establlsh a two-yenr program for training at least ten X-ray
technologists per year, The faculty will be Meharry's Radiology staff, Teasibility
studies for establishing nuclear medicine and radiotherapy programs will be
conducted, .
8. Rudiology tcchnologist training program—Vanderbilt, dircet costs—3$30,300
YVanderbilt proposes to increase the number of X-ray technologists, improve the
quality of their training, and increase their opportunities for continuing eduea-
tion, Three small hospital training programs in the area will be discontinued
as separate entities and subsumed by a new schoo} of X-ray technology at
Vanderbilt. Iractical clinical experience will be both at Vanderbilt and the
smialler hospitals. )
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8. Nuelear medicine training program—-Vanderbilt, dircet cost—$25300

A new series of courses tnught. by paramedical and ‘medical personnel will he
made available to physicinns and (echnologists to inerease their skilt in nnelear
medical fechniques, When possible the physician and his technologist will spend
some {raining time together to work out procedures suited to their situation,
Trainces will be aceepted from smaller community hospitals planning to establish
or improve nuclear medicine services.

10. Erpansion of School of Mcdical Teclhnology—DBaroncss Krlanger Hospital——
Chattanooga, dircct cost—$35,400
To augment medieal technology capabilities in the area, this plan mukes two
proposals: (1) Kxpuand the Baroness Erlanger program for medical technologists;
and (2) establish a school for certified 1ab assistants who could free technologists
from more routine work for more complex procedures,

11. Vanderbilt Coronary Carc Unit, dircct cost—3$51,600

This project’s purpose is to establish & network of coronary care units
with adequate equipment, staffed by well trained personnel. Vanderbilt will be
the training and information center for the region; a demonstration unit there
will provide a focal point for continuing cducation. In addition, communication
systems will be set up to facilitate the flow of information from Vanderbilt to
the community hospitals. Studies are being made to sce if the small hospitals
connected with Vanderbilt ean become, in turn, centers for local networks of
coronary care facilities in still smaller hospitals,

12, Franklin Coronary Carec Unit—Williamson County Hospital—Franklin, dircct
co3t-—331,400
Thiy is one of the subsidiary units mentioned in the Vanderbilt proposnl, This
is primarily a pilot project to study the fensibility and usefulness of establishing
acenterin a small communlty hospital,

13, Hopkinsville Coronary Carce Unit—Jceanic Stuart Memorial Hospital—Hop-
kinsville, Ky., dircet cost—349,500
This plan is simbBar fo the Frankiin plan, exeept that it mentlons establishing
links to smaller community hospitals by helping set up smaller eare units in them,
thus providing for the grouping of rural community hospitals for more efliclent
wse of existing reNonrees,

14. Clarksville Coronary Carc Unit—Olarksville Memortal Hospital, direct coat—
319,000
As the Franklin program, this project is a subsidiary of the Vanderbilt pro-
posal, Since this hospital has been operating a unit, the plan ealls for its expan-
sion, continuing education anda phone hook-up to Vanderbilt.

15. Nashwville Gencral Coronary Care Unit——Nashville Mctropolitan General Hos-
pital, dircet cost—§42,100
Again, this is like the Franklin plan. Nurses here will be included in the in-
service training programs initiated throughout the participating hospitals,

16. Mcherry Medical College Coronary Carc Unit, dircct cost—3§35,800
Meharry intends fo establish a demonstration unit of coronary care Tacilities
which will serve as a continuing cdneation center for smaller hospitals in its
region,
17. Murray Coronary Care Unit—Murray-—Calloway (Ky.) County Hospltal,
direet cost——338,800
Mureay-Caltowny County Hospiial, the tratning conter for Murtay State Unid-
versity Sehool of Nuesing, will serve ns a0 demonstration center for the sub-
reion, Direel phona communiention will e established with Vanderbilt, which
will sewd consulfms from its sehool of continulng eduention, This projeet has the
dunl ohjective of relating the Murray State Nursing program to an established
medical conter and providing reglonal training resouree to o remote urea.

18. Chatlanooge Coronary Carce Unit—Baroncsa Brianger IHospital, dircet cogt—
$14,400
Baroness Erlanger plans to establish o coronnry care unit in a program of ¢o-
operation with Yanderbill, Both telephone communieations and electronic maln-
tenanee systems connecled with Vanderbllt will be installed. This unit will serve
as aeeuter for the smaller hospitaly in Chattanooga,
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19. Baptist Hospital Coronary Carc Unit—>3{id-Statc Baptist Hospital, Nash-
rille, direct cost—$51,000
Thisx plan is similar to the others included In the Vanderbilt plan. Daptist
llospital will expand its present facilities and aid establishment of smaller cen-
ters at Tulluhoma and Crossville, Tenunessee. Direct telephone lines will be estab-
lished for consultations. The unit director will have a clinical faculty appoint-
ment at Vanderbilt. He will devote approximately 259% of his time to the unit.

20. Crossville Coronary Care Unit—Uplands Cumbcerland Medical Center, Cross
ville, direct cost—$28,300
This project has two purposes: (1) to establish a two-bed coronary care unit
in the hospital; and (2) to determine the feasibility of operating acute coronary
care units in rural areas. The hospital will cooperate with Mid-State Baptist

THospital and Vanderbilt.

21, Tullahoma Coronary Carc Unit—Harton Mcemorial Hospital, Tullahomae,
Tenn., dircet cost—3$28,800

See Baptist Hospital Program.
22, Mcharry supervoltage therapy program, direct cost—$58,300

This project is aimed specifieally nt improving cancer therapy for a large in-
digent popalation, Meharry will use its funds to obtain a cobalt 60 High Jnergy

Source for therapy and a computer hook-up with Vanderbilt. These facilities will

also be used to hnprove undergraduate and graduate radiology training programs

at Meharry.

23. Project to improve patient care in a remote mountain comniunity by recruit.
ing and training health aides for @ new cxtended care facilily—~Seott County
Hospital—Oncida, Tenn., dircet cost—3$10,300

Manpower shortage in this isolated mountain hospital is critical, Personnel to
man an extended care faeility now under construction will be obtained by two
methods: (1) In-service training for hospital personnel; (2) an educational
director (an RN) to serve as a liaison to the high schools to encourage young

people to enter the medical field and come back home to practice. In addition a

training program leading to the LPN would be initiated. Clinical training will be

supervised by the Educational Director while local high schools provide basic
training.

24, Health cvaluation siudies on a defined population group—muliiphasic screen-
ing—2Meharry Mcdical College, dircet cost—$436,000

Meharry will determine the effectiveness of a comprehensive health program
and multiphasic screening examinations in early diagnosis of heart disease, can-
cer, stroke and their precursors. To run this experiment, a neighborhood medical
center supported by OO will serve a sclected population of 18,000. The test
population and a eontrol population will be evaluated with reference to morbid-
ity, changes in health attitudes and utilization patterns, effectiveness of the
sereening procedure and the cost per patient diagnosed or treated.

25. Beperiment to test and implement a modcl of paticnt carc—Vandcrbilt Uni-

versity Hospilal, dircet cost—$110,400
This Is an attempt to define a new structure for patient cave. New personnel
called stewardesses will be trained to take over the nurses' non-clinical duties,

Nurses would then be free to spend more time with the patient and to keep up

their specinlized skills, After the model is refined at Vanderbilt, it will be tested

in community hospitals—speciflcally Baptist and St. Thomas.

26. A medical surgical nurse specialist graduate program to improve nursing carc
of paticnts with heart discase, cancer, and stroke—Vanderdilt University
Nehool of Medicine, dircct cost—3$23,600

Vanderhilt is developing a program to train medieal surgical nurse specialists
to improve nursing care of heart, cancer, and stroke patients. It will be 2 master's
degree program staffed by physicians and clinical nurses (1 calendar year) plus
one year of elinical experience half at Vanderbiit and half at the community
hospital. Stipends will be provided during the first year only.

WASHINGTON-ALASKA REGIONAIL MEDICAL PROGRAM

With an operational grant award of $1,032,003 on February 1, 1968, this two-
state region began its efforts to bring quality care to the dispersed populations
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of this arca. About forty operational staff members are currently serving on the
program, including about seventeen physicinns, three mnrses, six other allied
health personnel, and fouricen related health and geneeal support personnel,
About one-thivd of the safl is Crom (he medienl center, anothier thivd is from come
niunity hospitals and the last third s from other health and wmedleal organiza-
tions. The entire staff is working in concert to bring up-to-date medieal tech-
niques to communities throughout the region,

Ntrong hospital involvement in the Washington-Alaska program is evident in
the project descriptions below. Approximately 36 hospitals are currently partici-
peiting in the program, almost 20 of which are directly involved in operational
activities, 8ix of these hospitals are represented on the Regional Advisory
Groups, and an additional four of these are on planning subcommittees, The re-
maining participating hospitals are involved in current planning activities, It
is likely that these, and the many other hospitals in the region, will become in-
creasingly involved in operational activities.

Operational Projects

1. Ceniral Washingion—Communication system for continuing education for
physicians—§18,181 (dircct cost)

This project is designed to bring the medical resources of the University of
Washington to physicians and community hospitals in Yakima, who in turn will
act as consultants to surrounding smaller communities through seminars and
conferences, educational TV, other andio-visual instruction; and exchange of
teachers and practitioners. It will nlso conneet internists in Central Washing-
ton to Yakima cardiologists via EKG telephone hot-line, to permit quick analysis
{starting with B community hospitals), Three general hospitals in Yakima in-
volved are: St. Elizabeth'’s, Yakima Valley Memorial, and New Valley Ostco-
pathie. Nine otlier community lospitals to be renched initially ave located in
Ellensburgh, Moses Lake, Othello, Toppenish, Prosser and Cynnyside.

2, Southcastern Alaska—DPostgraduante cducation—$27,062 (direct cost)

This program will help improve communieation hetween Seattle Medieal Come
munity and University to alleviate problems of the isolated physicians in south-
enst Alaska eities and ecommunities: Juneau, Sitka, Ketchikan (3 largest). As in
Central Washington several methods will be used such as telelectures, consul-
tant services, seminars and the TKG hot lne to hospitals in Juneau, Sitka, and
PHS Native Hospital at Mt. BEdgeenmbe and Xetehikan community hospital.

3. Postpraduale preceptorship for physicians—~OQoronary carc—$17,610 (dircel
cost)

A pilot project to provide opportunity for practitioners from isolated com-
munities to spend @ week or more under a preceptor at major medical centers to
study advances in care of coronary heart disease. The 4 major medical centers
in Seattle are I'rovidence Ilospital, Swedish Hospital, Virginia Mason Hospitals
and Medieal Center, and University Hospital and Medical Center ; two in Spokane
are Deaconess Hospital and Sacred Heart Hospital.

4. Coronary carc unit coordination—$70,255 (direct cost)

This activity will serve as coordinating unit for CCU related projects—their
development, improvement of operations, and training activities. A mock-up
coronary care unit will be used in the educational programs for nurses and physi-
cians ; audio-visual self-instruction materinls will he produced and evaluated.

A Cardice pulmonary technician training—$41,554 (dircct cost)

Thin program will help develop a formal program for training cardio-pulno-
nnry technicians to perform non-critieal funetions in coronnry care units and free
physicians for other dutles. Four Inrger general hosplitals In Spokane will parti-

cipnle with Spokane Communily College. The 4 hospitals are Denconess, IHoly
Family, Sacred Heart and St. Take's Hospital,

G. Information and cducalion resource support unit—$522.804 (dircot cost)

Doty

This program will help provide medienl conununities with the skilled assist-
anes whiel will help identify thelr edueational needs and serve ns o support
utlt in developing programs to meet {hem; to cstablish n central production

utit, to coordinate audio-visunl projects and the distribution of materials, to
penetrato the entire region.
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v Two-cay radio conference and slide presentation-—-$8,445 (direet cost)

Rix pilot programs on heart, ennceer and stroke toples Lo bo transmitted via
two-way radio-telephone slide conferences, 1o physiciang and bosplinl siails on
topics seteeted By o panel of physicinns, sturiing with 20 hogpitals in Washinglon
are underway, 16 will explove polentint for conthnulng nelwork serles with local
and remote regions,

8. Continuing cduecation and on-the-job training of tuboratory personncl—3853,446
(tircet cost)

Primary purpose of {(his actlvity is to frain technleal personnel in newer
elinien! laboratory proecdures, and shorten gap belween availability of advance
in technigaes and aclual use, First phase iq to be directed at 5 loenl designated
training centers in Washington (cities of Seattle, Tacomn, Spokune, Yukima
and Vincouver) and Anchorage, Alaska. Universily of Washington will select
from o list of available lab procedures, arrange training courses for technicians
in specific ones at designated facilitics and cstablish quality control criteria ;
they will follow through with education of physicians in newer and practical
tests for better diagnosis and treatment,

9. Alaska medical library facilities—321,754 (direct cost)

This activity will help develop a community medical library located at the
PIHS Alaska Native Medical Center, Anchorage, for Alaska physicians and
health related staffs and agencies. It will have close ties with community col-
leges, Arctic Ilealth Research, University at Iairbanks and to supplement con-
tinning education projects for Southeast Alaskn and the Anchorage cancer
project.

10. Auchorage cancer program—©$51,)50 (dircet cost)

This project will aid in providing a supervoltage therapy unit for cancer
patients to be located in an addition to Providence lospital in Anchorage. It
involves training of radiologist and techuieal staffs, cousultant clinical confer-
ences and necumulntion and ananlysis of dinnogstic datn, Presbyterian Com-
munity Hospital in Anchorage will be participating.

11, Care of children with cancer (study)-—-$28,030 (dircet cost)

Thig is an epidemiological stndy to determine the impact of different methods
of eare for children with eancer, focusing on differences among children treated
in loeal communitios and at major centers; to be conducted by the staff of
Children’s Orthopedie Ilospital and Medical Center, Seattle.

12, Radiation physicist consultation program for radlologists in Washington
and Alaska—356,393 (dircel cost)

This project will provide eonsuliation services of a radiologist-physicist for
smaller hospitals, in doshimetry and other problems of radiotherapy. To enhance
postgraduate edueation for radiology residents and paramedleal trainees outside
of the University system.

13. Computcer-aided instruction in heart diseasc, cancer, and stroke and rclated
discases—$53,390 (direct cost)

To develop and evaluate the effectiveness of computer-aided instruction for

teaching medical techniques. Participants will be instructed in the use of com-
puter terminals,

WESTERN NEW YORK REGIONAL MEDICAL PROGRAM

With an award of $357,761, the Western New York Regional Medieal I'ro-
gram began its operational program on March 1, 1968, The current operational
staff of seven physielans, one nurse, and two seeretaries wlil be expanded to
over 20 during the next several months, Over forty hospltals are currently in-
volved iu this program, nlmost all of which nre slated to be part of the devel-
oping veglonal two-way 1I'V network for continuing eduention, Ileven hospitals
are representod on the Rtegional Advisory Group, and an additional two hos-
pitals are serving on planning subcommittees.

Operationnl I'rojects

1. Two-way communications nctwork, dircet cost—§170,519

A two-way communication network will link hospitals of Western New
York and Erie County, Pennsylvania to the Continuing Bducation Departments
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of the State University of New York at Buffale and the Roswell Park Memorial
Institute, The network will serve several purposes, such as eontinuing educa-
tion for physicians and the health-related professions, public cducation, ad-
ministrative communication, cousultation with experty, and contacty among
blood banks. It will assist both the physician and community hospital in either
the rural or urban envivonment in baving at their fingertips the latest advances
in the dingnosis and trentmoent of heart disease, stroke, and cancer, Particular
emphaxis will be placed upon involving rural hospitals in this program there-
by hmproving both their didactic aud restorative function,

2. Coranary care information coordinators, dircet cost—3I127,544

This project will test a training fechnique for providing qualified nurses who
will be required to staff developing coronary care unity in the Region. Approxi-
mately S0 nurses will be seleeted from all parts of the Region for a combined
academic and eclinical course, 1t is planned that the nurses receiving this train-
ing will return to both rural and urban hospitals for the purpose of provid-
ing & diagnostic and didactic function. While the program will be housed at
the medical eenter, the community hospitals of this region will be the bene-
factors of the project. Since there are few nurses trained to work in coronary
care units, particnlarly in the rural environment, speeial attention will be paid
to attracting nurses who will return to the community hospital.

WISCONSIN REGIONAL MEDICAL PROGRAM

"he Wisconsin Program began its operational activitles on September 1,
1907 when it beeame the first Regional Medical Program to be awarded a
combined planning aud operational grant, Currently funded with $630,147,
about. one third of which is Tor operniional activities, the operational staff num-
hers 20. About onc-third of the stall are physicians, another third are allled
health personnel, and the last one third are supportive und other type of per-
gonnel,

Approximately 20 hospitals are involved in the current phase of the Pro-
gram, lleven of these hospitals ave diveelly involved in the operational projects.
Tive are represented in the Regionnl Advisory Group and the remsining ave
represented I planning subcommiltees. As the progrim develops additional
activities during the next few years, it is antleipated that many additional
hospitals will be involved.

1. Rtudy program for utcrine cancer therapy and cvalualbion, dircct cost—$ 0,100

This pilot projeet is designed to review and evalugie current radiotherapy for
patients with nferine cuneer. In its first phase it will involve information ex-
change and dosimetry standardization. ITospitals at Marquette and the Uni-
versity of Wisconsin will be connected to o central, computerized data bank
in Milwaukee which will compute radiation elasses. When the necessary computer
techniques are developed, it is projected that the central faeility will be linked
to other hospitals outside the Milwaukee and Madison areas with similar
treatment programs, and the long-term result will be to improve local medical
capabilities for the treatment of all uterine cancer patients in the Region.

2. A pilot demonstration progrem for pulmonary thromboembolism, dircct cost—
$84,600

In this project a center is heing established at Marshficld Iospital in Marsh-
fleld, Wisconsin, for demonsirating dingnostic techniques aud the available
therapy for pulmonary thromboembolism, The project has a continuing educa-
tion component which will reach physiclans from many hospilads in the Region.
Thix will involve a 24-houar consulintion service, the prepavation of a movle
on the topie, and special training sessions Tor groups of physlelnns,

The projeet will demonstradie o comprehensive program which will encompnss
dingnostie, preventive, thernpeatie, and rehabilfation procedures for patients,
postgradunte education, a rapid trausporiation system for patlents from Northern
seetions of the state, and cooperation between the clinie and other hospitaly
and medienl schools in the State,

Q. Pelephone dial aecess tape recording Eheary tn the areas of heart discase, can-
cor, stroke, and related discases, direct cost—3$ 18,950
This feasihility study will be enrrled out by the Univercity of Wisconsin

whivl) will record and store short, 4-6 minute, tapes on various aspects of
treating patfents with the three disences, Any physiclan anywhere in tho
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Region can dial the library at any time and request a tape relevant to a problem
in which he is interested.
4. Nursing telephone dial access lupe recording li?:)'(n'ﬂ in the (M:C(I-‘f of heart
discase, cancer, slroke, and related discases, direet cost—$18,600

Phis feasibility study, similar to the one above, will establishi i centrnl tape
library with information recorded on nursing cuve in emergeucies, new pro-
cedures and aquipinent, and recent developments in nursing. Nurses from any
hospital in the region will be able to eall af any time to have a tape played to
them,

5. Development of medical and henlth related single concept fitm program in
conununily hospitals, dircet cost—3$33,250

This education feasibility project involves ten commrmi(:y_ hnspit:}ls in its
first, phiase, Fifteen films on procedures aud techniques ua:cd in @re:tmn;; heart,
cancer, and stroke, will be developed. Projectors and the films will be ln§tulh'd
in the hospitals for use by physicians aud other health 1)e1'.~:'0nne1 at their con-
venience 4s 4 continning education device. After four to six months the ma-
terials will he relocated in ten additional hospitals,

TELEVISION, IADIO AND 'TELEPHONE NEFWORKS ror CONTINUING EDUCATION
OPERATIONAL PROJECTS

I. Albany Regional Medical Program

Two-way redio communication system—Dircet cost, §144,160

This project will expand an existing two-way radio network to include 57
hospitals and 24 high schools, It will provide continuing edueation for physicians
and allied medieal personnel. It will also provide information and education
progriuny for administrators, members of hoards of trustees, voluntary health
agoncies, adult education classes, and selected civie groups.

I1. Intermountain Regional Medieal Program

Network for continuing cducation in heart discese, cuncer, slroke, and re-
ted discases—Direct cost, $3243,000

The objectives of this program are {o develop a communieations network
between patient-carve and research dnstituliony to encourage ‘linison between
health eare personnel in the area, The currently existing two-way radio sysiem,
including 11 hospitals in 7 communitics in or near Salt Imke City has been
expunded to 10 additional remote hospilnls fo serve as one link, This system
will be expanded to additional hospltals In response to pbysielan requests.
Closed elrcuit TV and use of KVID (University of Utah education 1'V) is also
plunned, This may establish the commmnity hospital as the focus of continuing
education,

#

I1I. Kansas Regionnl Medieal Program

Health sciences communication and information conler——Dircet cost, §77,900

Thiyg project 18 engaged in conducting studies to determine the feasibility of
establishing communication linkages vital to education, service and research
prograuns, Specifie studies to he undertaken are a physician communication sys-
tem, TV teaching, electronie linkages, and Mediars seareh eapacity. Linkages will
be established at hospitals in Great Bend, P'ittsburg and Kansas City.

IV. Washington-Alnska Regionnl Medieal Program

Central Washington—Communication system for continuing cducation for physi-
cians—Direct cost, $18,181

This projeet I« designed to bring the medieal vesourees of the University of
Washington to physicinny nnd - community hospitals In Vakina, who in furn will
ael as consultants to survounding smaoller communitios {hrough seminars and
conferences, edueationnl "'V, other andio-visunl Insteneflon; and exchangoe of
tenehers and peactitioners, TE will also connect fnfernists In Central Washington
to Yakinwe envdlologhsis vin KRG telephone hot-Tine, to permdt quick analysis
(starting with § community hospitaln), hree geneen] hoglitals in Yakima fne
volved arve: St INlizabeth's, Yakimn Valiey Memorinl, and New Valley Osteo-
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pathic. Nine other community hospitals to be reached initially are located in
Ellensburgh, Moses Lake, Othello, Poppenish, Prosser and Suuuyside.
Southeastern Alusha—=ostgraduate education—Direct cost, $27,062

Tlgjs program will help improve communication bhetween Seatile Medieal Com-
munity and U_m‘vcrmty to alleviate problems of the isolated physicians in south-
cast Alaska gltxe:s and communities: Juneau, Sitkn, Ketchikan (3 largest). As
in Central ‘\‘V ashington several methods will he used such as telelectures, con-
sultant services, seminars and the EKG hot line to hospitals in Juneau, Sitka,
and PHS Native Hospital at Mt. Edgecumbe and Ketchikan community hospital.

Two-way radio conference and slide presentation—Dircct cost, $8,}45

Six pilot programs on heart, cancer and stroke topics to Le transmitted via
two-way radio-telephone slide conferences, to physiciany and hospital staffs on
topics sclected by a panel of physicians, starting with 20 hospitals in Washing-
ton are underway. It will explore potential for continuing network series with
local and remote regions.

V. Western New York Regiounal Medical Program

Meg-eay communicalions network—Dircet cost, $170,519

A two-way telephone communication network will link over 40 hospitals of
Waestern New York and Erie County, Pennsylvania to the Continuing Education
Departinents of the State University of New York at Buffalo and the Roswell
Park Memorial Institute. The network will serve several purposes, such as con-
tinuing education for physicians and the health-related professions, public ed-
ueation, administrative communication, cousultation with experts, and contacts
among blood banks,

Mr. Rourxs. T notice you said in the North Carolina program there -

weroe some coronary care units. ITow many coronary care units? I
want to know what 1s happening to the hospitals. )

Now, how many hospital administrators or people involved in the
actual administration of hospitals where services are delivered? ITow
many are on your national council ¢

Dr. Marston. One, Dr. J. T. Howell, of the Ilenry Ford Iospital.
The exceutive director of the American ITospital Association, Dr.
Todwin Crosby, is also a member, so this is 2 out of 12 directly repre-
senting the viewpoint of hospital administration.

(Tho following information was received by the committes:)

DEPARTMENT OF YIMALTIL, IDUOATION, AND WELFARK STATEMENT ON ITOSPITAL
ADMINISTRATORS PARTICIPATING IN REGIONAL MEDIOAL DPROORAMS

Number of hospital # Porcant of fotal
dntinistrators barship

TOMA)e e eevcmmmcnnereneaso o emacmancoccteanntn e mananna 338 10
Rogional advisory RIOUPS. cc.ovnveemeeovinmnemscnnmensmsamcrcaeoncnnnn 222 12
Subtommillees. .o.veanae 83 7
Boards of directors ! 33 19

1 Boards of directors of the 14 new organizations formed as the coordinating agencies for their programs,
JIOSPITAL ADMINISTRATORS ON REGIONAL MEDICAL PROGRAM STAFFS

Approximately 40¢ of the regions have established a Division of Hospital and
TFacilities Planning. These are, as a rule under the direction of a hospital
administrator.

EXAMPLES OF HOSPITAL ADMINISTRATOR PARTICIPATION IN RMP

GFeorpia
In Georgia, cach hospital in the region was encouraged by the Georgia RMP to
appoint a local advisory group to work with the Program to advise on local needs
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and problems and to serve as the linison group between the Georgin Central
Ttegional Medleal Program office and the local community. To date, 121 hogpitals
have appointed loeal advisory groups out of the total 178 hospitals in the region.
These represent 90% of the general and limited services hospital beds in the
region. These groups consist of a physician, a hospital administrator, a nurse,
and at least one interested member of the public,

Connecticut

In Connecticuf, four Advisory Conferences have been established to aid the
Advisory Board in its work. These four conferences consist of ¢ (a) the Presidents
of the Llonrds of Trustees of the hospitals of Connecticut; (b) the Chiefs of Staft
of these lospitals; (¢) the Administrators of these hospitals; and (d) rep-
resentatives of over 5O “health” agencies of Connecticut. Directors of Medical
13lucation from Connecticut hospitals have also been invited to mectings of the
Advizory Conferences.

Albany

Part of the Albany operational program is concerned with the equipping ot
hospitals with two-way radio equipment. The Regional Medical Program person-
nel have visited the non-participating hospitals and discussed with the adminis-
trators and members of the staffs the advantages of joining the radio network,
The number of hospitals involved in this network increased by 50% in the first
year, bringing to 36 the number of participating hospitals.

Maryland ,

In Maryland, the RMP staff has devoted considerable effort to developing con-
tacts with the community hospitals, At least 21 of the 38 hospitals in the region
have been visited by the Regional Medical Program staff.

In November 1067 a three-day planning workshop was held by the Maryland
RMP. Invitations were extended to all the hospiinls in the region and over halt
of the short-term, non-federal hospitals sent one or more representatives, Those
who attended expressed a genuine desire to cooperate in the planning process.

OTIIER DEVELOPMENTSH

Comnunity planning committees have been organized in several other regions
ineluding South Carolina, Intermountain, and Greater Delaware Valley. Theso
local planning comnittees all include hospital administrators in their mem-
bership.

HOSPITAL ADMINISTRATORS ON TIIE NATIONATL ADVISORY COUNCIL AND ON THE REVIEW
COMMITTEE

Council :

(1) Edwin L. Crosby, M.D., Director, American Hospital Association,
Chiecago, I11.

(2) James T. Howell, M.D., Executive Director, Henry Ford Hospital,
Detroit, Mich.
Committee: (1) Mr. John D. Thompson, Director, Prograin in Hospital Admin-
istration, School of Public Health, Yale University, New Haven, Conn.
Formers Members:

(1) Mark DBerke, Director, Mount Zion IHospital and Medical Center,
San Francisco, Calif,
(2) Howard W, Kenney, M.D., Medieal Dircctor, John A. Andrew Memo-
rinl Hospital, Tuskegee, Ala.
Mr., Roarss, It seems to me the thrust of this program has got to get
down to that,
How about in yonr vegional mediceal councils, the Toeal ones?
Dr, Marsron. Ten percent of those represent hospitals,
Mr. Rocers. Should there be more?
Dr. Marsron. T don’t know the answer to that, Mr. Chairman.
Mr. Rocurs, Give us your thinking on that. I am concerned that
we are not getting enough of the people involved who are meeting
the patient and getting care to him.
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Dr. Mansron. The American Hospital Association is having a con-
forence af our vequest in June to focus on just the problem you are
bringing up.

Mr. Roarns. I would be interested in following the results of that
con ference and your actions on it

Now, what ofher professions are involved in these regional medical
programs, and in the field? Could you give me a rundown on that?

I1f you will let us have this it would he helpful,

Ave you really tying them in—nurses, dentists, and so forth—as
well as educators?

(The following information was received by the committee:)

DEevArRTMENT OF HEALTII, ILDUCATION, AND WELFARE STATEMENT ON PROFESSIONAL
INVOLVEMENT IN REGIONAL MEDICAL PROGRAMS

The scope of professional jnvolvement in Regional Medical Programs is both
broad and balanced, and is cvident in all facets of the programs across the
country. Broad professional involvement is seen in the composition of Regional
Advisory Groups, planning committees, program staffs and operational activities.
Such involvement reflects the essentinl cooperative nature of Regional Medical
Programs as they work toward harnessing the multiple health and medical
resources in loeal arens inorder to help provide high quality care in heart, cancer,
stroke and related disenses,

he membership of the Regional Advisory Groups, which currently totals ap-
proximately 1900 individualy, inchudos 21,00 practicing phyleinng; 15.6% medie
el center oflicinls; 13.1% hosphial administrators; 11.7% voluutary health
agencies; T% public health oflicinds: 8.1 allied health workers; 105.8% men-
ber of the publie and 7% others, Phnuning commibiees, which currently include
about 2500 individunls, also demaonstrade hroad involvement. The membership
ineludes @ 189, practicing physicinns; 1% medieal ceuter oflieinls; 13% hospital
administrators: 6% voluntary health agencies; 6.5% publie health officials;
109 allied heulith workers; 5% members of the publie, and 6% others,

In terms of participnting organizntions, it is estimated that over 1700 orga-
nizations ave now involved in Regionnl Medieal Progriums, These include all of
the medieal schools, state medieal gocieties, state heart, and eanecer societley, and
state health departments. Almost 60% of the stale nursing and dental associations
are involved; aboutf 80% of ithe schools of public health and state hospital
associations are involved ; and about 43% of the schooly of denistry. In addition,
many schools of mrsing and other allied health profesdions are involved as well
as a broad array of other professional organizations and institutions.

CORE PLANNING AND ADMINISTRATIVE STAFF

Reports from the Regions indicate that approximately 47 % of the professional
and technical planning staff are physicians. Allied health professionals including
nurses, hospitals administrators, dentists, and others account for approximately
129% of the core stafl. Related health professionals, including health economists,
medical sociologists, statisticians, and others account for approximately 19% ;
general supportive ataff accounty for about 16% ; and “other” groups account
for 6%.

OPERATIONAT STARE

he operational staff personnel nre concerned with the implementation of
spectiie operationnl projects, The manpower involved in these projects comes
from a brond range of specinliiies, inelnding physicians (25%) ; nurses (8%) ;
other albied health (10%) ; education il communlentions (5%) 3 computer and
other eloclronics specinlists and their supporting personnel (169%) 3 other technl-
ciaug (14%) ; administentive and clerieal (20%) 3 and other 2%,

Dr. Marsron. T spoke to 80 nurses in ‘Wisconsin: last night, via a
telephone lecture system—-

Mr. Canrer. Will you yield on that?

Mr. Rocrrs. Yes. »
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Mr, Carrer. I notice this bill provides that dentists may refer
patients to some of the regional centers, and I want to say that I
think that is very good, I am happy that dentists and oral surgeons
are included.

Mr. Roerrs. Thank you. _

Do you provide for patient eare in hospitals under this program?

Dr. Marsron. Patient care costs must bo limited to those which arve
incidental to researeh, training, education, or demonstration netivities
funded by the regional programs. |

Woe consulted various hospital groups to get advice of how we would
administer this, and their advice was that we should be very cautious
about the actual payment of patient cost, so we have not spent much.

Mr. Roergs. Let me have a breakdown on what you have done and
where it has gone.

(The following information was received by the committee:)

The Department of Ilealth, Edueation, and Welfare has determined that the
following patient eare costs, hospitalization costs, have been supported with
regional medical program grant funds :

(1) Missouri Regional Medieal Program—5$90,050.

Mr. Rocrzrs. Do you use consultants, and where are these used mainly
as far as the regional medical program is concerned ?

Dr. Marstox. We have used consultants at the national program
from just about every area of health-—hospital planning groups in-
cluded. We receive a grant request and we use consultants with ex-
pertise in the area covered by the request, on the site visit.

Mr. Roarrs. Who determines what the region shall be? Do you de-
termine it?

Dr. Marston. Issentially, the Surgeon General must determine this,

M. Rookns, Arve they too large now?

Dr, Marsron. Some ave quite Targe, hut. T thinlk it will change.

Mr. Roaers. Are there any plans for changing theso?

Dr. Mansron. There is diseussion during the planning period in
overy region regarding the extent to which the regional approximation
has worked, and this is commented on in the grant applications that
come into us.

1 think there will be ehanges over time, but T think many aveas are
finding they want the advantages of the larger regions and yet the
opportunity of breaking down into subregional groups, and we have
not discouraged this.

Mr. Rourrs, What has happened in Florida? I don’t think they
have gotten ofl the ground there; have they ?

Dr. Maxsron, They have a planning grant that was made this year.

Mr. Rocirs, So you would anticipate a year——-

Dr. MarstoN. Yes. I take that back, partially. We have had an ap-
plication from Florida since that planning grant asking for funds for
a feasibility study, which the National Advisory Council allows under
a planning grant. This application arrived on my desk yesterday.

Mr. Rocers. - I would like the status, if you could give it to us, of all
tho regions, the 53, what States they are in, when we can expoct to see
something get down to the loeal hospitals and into the medical pro-
fession there,
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(The following information was received by the committee :)

DEPARTMENT OF HEArLrH, KpUCATION, AND WELFARE STATEMENT ON THE STATUS OF
REGIONAL MEDICAL DI’ROGRAMS

Ax indieated in the table below, all Regions exeept I'uerto Rico have embarked
npon planning; and 41 of the 54 Regional Medical Programs have been engngod
in planning aetivities for a year or longer, These planning activities have in-
volved o large nuber of diverse health and health related professionals (e.g.,
physicians, medical sociologists, hospital administrators, epidemiologists, allied
health persounel) representative of a wide speetrun of health institutions and
organizitions, inclading community hospitals, locil and state medieal societies,
ofticinl and voluniary health agencies, and state hospilal associations. These indi-
viduals are serving on planning task forces and loeal advisory committees ag well
as Regional Advisory Groups. In addition, a number of such individuals are also
serving on the central core stafls of many Regioual Programs.

Experience to date clearly demonstrates that the involvement of community
hospitals and other local health resources, private practitioners, and other health
professionals becomes more extensive and intensive as Regional Programs enter
the operational phase. At that stage, for example, community hospitals become
the sites for coronary care unit demonstration and training programs; local
rhysicians and hospitals undertake the training of cardiopulmonary techaicians
needed in the community ; private practitioners and their patients in rural areas
benefit from automated EKG readings utilizing telephone lines; and programs
to recruit and train sub-professional health aides required to staff extended care
facilities, are initiated.

Initinl operational grants have been awarded to 12 Regional Programs to date.
Another 12 Regions have submitted initinl operational grant requests which are
now under review. Based upon the best information enrrently avallable, it is an-
ticipated that {he other 30 Reglons will entoer the operational phase before the end
of fiseal year 1069, Thus, involvement and participation by community hospitals
and private practitioners in Regional Medical Programs should become more
widespread and increasingly evident over the next 12-15 months,
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STATUS OF REGIONAL MEDICAL PROGRAMS (AS OF MAR. 30, 1968
Beginning date : Funding
Regional medical program Curreatly available Cumulative awards O
Planning Operational
Planning Operational Planning Operational
Alabama—State of Alabama. . .o..ooooiceiaos Jan. L1967 coeooiieenaooo $393,788 civemncccmanan $661, 756 concimceomaman initial ol%%rgatianal 1
] . year X
3 i e Albany—Northeastern New York, portions of southern July 1,1965 Apr. 1,1967 384,284 $921, 510 707,033 $921,510
Vermant and western Massachusstls.
Arizona—State of Arizona. ___._. 118,045 119,045 wreveenacmeen Do.
Arkansas—State of Arkansas........-- , 174 360,174 . Do.
Bi-State—Eastern Missouri, centered aro 8 633, 965 ,965 _oooeenanan Do.
and southern tilinois,
California—State of California oo oovoememveaooouan Nov. 1,1966 __ocemeeemaeas 3,226,225 < oiaeeeccnea 4,079,593 _..... PR {nitial operational g
2, —Central New York—Syracuse, New York and 15 sur- Jan. 1,1967 o .oooooeooon 268,834 o oieae 434,156 oooovrmmnaee Do.
rounding counties.
Colorado-Wyoming—States of Colorado and Wyoming....... (s R, 339,805 ccienuocceannn 488,359 L oonnannin Initial ollges[,ational |
ear 5
Connecticut—State of Connecticut. ... _July 1,1966 cooooiiioai. 338,513 .. 419,932 . oio.iioaa-l Initial opesational ;
Florida—State of Florida. o .cnvee--n _Nov. 1,1967 ooicmemnean 250,000 wooeiicnnnnea- 240,000 —cocrnnanaan initial olg%gational |
ear L
Georgia—State of Georgia .. —..ooeoeaoooo Cdan, 11,1967 ceecieimnann 341,824 Lo iaanan 694,427 ceeemieeennn lm’tial operational §
Greater Delzware Vzlley—Philadelghia-Camden (N.1) Apr. 1,1967 «ovunmecunaene 1,534,494 (oo ..oo..- 1,534,494 coeiamicanoann Initial operational |
metropolitan area and adjecent areas of easlern ’ ‘ ) year 1963,
Pennsylvania, southern New Jersey, and State of -
Delaware.
Hawaii—State of Hawaii 194,771 212,781 ciiniaenas Do.
Iinois—State of Niinois... 336,366 336,366 _.o_...-. e Do.
Indiana—State of Indiana. ..o 496,013 oo ciaoaoa 706,889 . i.nooicanin
Intermountain—Utah and pertions of Colorado, 353,524 2,038,123 608,615 2,038,12
Montana, Mevada, and ¥iyoming. N 5
fowa—State of 10WA. ooeeco o oeeacaas A | 280,591 oemieenaaa 552,938 . cimccaanan tnitial operational g
Kansas—State of Kansas_____......_.. 281,627 633, 852 371,240 €99, 852
Louisiana—State of Louisiand.....coceeemae S35 e 710,290 L ooaiieanas Initial operational |
i year 1968,
Maina—State of Maine__.....coocaunnnes 193,909 ovieeecmaanan 193,909 caicmicannncnn fnitial operational
Maryland—State of haryland. _......... 770,230 weeemmneeeee 967,459 - cecceaaennn {nitial ogggagtional g
year 1963.

See footnotes at end of table.




STATUS OF REGIONAL MEDICAL PROGRAMS (AS OF MAR. 30, 1968)—Continued

Beginning date Funding

Regional medical program 5 Currently available Cumulative awards Ope
Planning Operational

Planning Operational Planning Operational

Memphis—Western T , northern Mississippl Apr. 11887 (oviodencaeas $173,119 .. $173,119 Ll Initia! operational g
and portions of Arkansas, Keatucky, and Missouri
Metropolitan Washington, DC-—Dsstrr! of Columbia Jan. 1,1857 Apr. 1,1968 527,089 $418,318 651,171 $418,318
\a)nd surtourding suburban counties in iaryland and
irgil :
M1chxgan~State of Michigan .. ._.._..__....... June 1,1967 ala- 1,294,449 ... .. 1,294,449 . . .. Do.
Mississippi—State of Mississippi. . o kely 1,1:‘.»7 .............. 322,845 (... 322845 1000 Do.
Mg;mﬂn——Stdte of Missouri excluding mekro shiten .. do_ ... Apr. 1,1967 324,254 2,887,903 635,967 2,887,903
ouis.
Mour&ta;,n Statas—States of Idaho, Montana, Nevada, Moy 1,1958 Mar. 1,1968 1,082,107 206,913 1,747,370 206,913
and Wyoming.
Nehraska-South Dakota—States of Mebrask2a and Jan. 13,1857 _.oeceoaiool 349,367 ooeeneneae 597,609 o cean Do.
South Dakota. . . =
New Jersey—State ef Mew Jersey. _______ ... ___ iy 297,466 .. ....o i 257, 466 Do.
Mew Mexico—Staie of New Mexico . et §53,270 .. 803, 866 .. - Initial operatmna! g
2~ New York metropolitan arza—New York City, Hassay, " June 967,010 967 010 Initial operticnal gr
Suffatk, and Westchester Counties. - year 1969.
North Carolina—State of Narth Carolina 773,674 1,652, 164 1,000,374 1,652,164
North Dakota—Stzte of MNorth Dakota_....... oo duly 138 188,010 ... ... 188,010 ... ____....... Do.
Northeetastnm QOhig—Cleveland and surrouscing 127 Jam. 11388 __ILTloILlL 285 783 o aianea 385,783 .eeieman Do.
counties, .
Northern New England—State of Vermont and 3 July 11855 .o....._.. 723,920 o oceieienaan 883,695 . cenoean De.
counties in northeastern New York. :
Northlands—State of Minneseta . oo oeooiieaaoaas Jan 11967 oociiaies 629,887 .o.iiieiaias 1,000,790 o oicaaaas Do.
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Horthwestern D‘va:r-le;ountias in northwestern Ohio, Jan. 11,1988 . . .een.- 309,180 . ..oeeeooo.o 309,180 o oeeeo. Do.
ole
tr2l and scuthern 34 of Ohio (61 Apr. 1,1867 .o coeie..o 136,771 e 136,771 oo Do.
tared around Columbus, excluding .
Cincinnati m ropolitan area.
Onis Vailey—Greatar Dayloa-Cincinnati, Ohio, areas Jam. 1,1967 oooocoevoeeent 472,086 ceceoacean Da.
and cantigucus cauq‘ 25 and part of Kentuck ¥.
Or’enoma—S‘a.= of Cklahem _Sept. 11865 L oo 330,318 oo iiiianen Do.

Grezon—Stzte of Oregon.

Apr. 1,1967
PLerts Rico—-Commonwealth of Pu - [0)

353 760 _. - Avard cf initial operat
Initial oosrational gra
year 1853,

[ Roches%gr—ﬂoches‘xer, N.Y., and 11 surrounding Oct 11,1956 Mar. 1,1968 318,286 255, 487 500, 425 255, 487
eounties.
South Carclina—State of South Carolina.............. Jan. 11867 coiiiannios 379,246 .. eieee. © 802,773 e Initial operztional gra
Susquet Vaiiey—24 countiss, centered around June 1,1987 o eocieeono. 263,530 1eoi i aciccniinanaciammn—anam—— Initial operational gra
Harris in central Pannsyivania. year 1369,
Tennassse —Eastzrn and central Tenpessee
and ZuDuS ‘counties of southern Kentucky and
nerthera Alahama__. July 1,156 Feb. 1,1968 523,738 1,630,304 673,421 1,630, 304
Tesas—Siztz of Texas ... R (- S, 1,260,181 . _.o.oo... 1,667,194 o ...l Initial operational grar
Tri-Stzte—States of M .
and Ricde dslandee e oo - Dec. 1,1967 oo .. 439,037 . oeieeeae 439,037 eecaeaaeee Initiel cperational gra
fiscal y=ar 1389,
Virginia—Stste of Virgi o anl 11867 L . 254,000 coenvn. 545,454 _________.....
Washingion-Alaska—States o Viashin ka. Sept 1,1966 Feb. 1,1968 655,148 1,032,003 837, 948 1,032,003
Viast Virging tatz of West Virginia. . Cdan. L1867 ... 208,810 e icennen 28 2 ..............
5 _-V-es'.em tew Yorkﬁeaﬁeéa and 7 surrounding few Dec. 1,1356 Mar. 1,1968 283,717 357,761 313 033 357,761
York counties and Erie, Pa.
Westarg Pe s:;.t vania—Pittsburgh, Pa., and 28 sur- Jan. 11967 ceencnmcncnncs 340,556 eeceomenncnn - 340,556 coeenue wmmann Do.
rounding i
Wisconsin—State of Wieconsife o wmmemnemmenamacnaas Sept. 1,1966 Sept 11867 cecvvemanacnen 1630,149 . 344,418 630,149

1 {nitial planning grant application has been received and is under review.

12 Combined planning and operational grant; includes some $340,00
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ILLUSTRATIVE EXAMPLES OF CURRENT KRTATUS

In addition to this listing of grant awards awd the projected initiation of
operitional aetivities by the 5t regions, some specific eximples of aetivities ean
setve to illustrato the status of activities in the Reglonal Medical Program and
Iow these activities relale to achieving some of the major objectives of the
program,

Pl S0-289 makes elear that activitios nnder it are {o be vonsidered pard of,
mul confributors to the ovolution of a system which establishes and strengthens,
oit i regional basiv, funeclionnl pelationships among Lhe elements of the healih
systent, The Ly assumes that only through such regional rrangements cun
the health stalus of the patient benetit fully from the scecomplishments of medleal
science, The Tollowing exaniples show how these mechanisms have been effective
or give promise of being effective in influencing the quality of health eare ander
the following headings: 1) Cooperative Avrangements; 2) The Relatiouship of
Reienee (o Sepviee; 3) Kdueation and Training; 4) Demonstrations of Patient
Care; and H) IKxperimental Projects.

1. Couperative Arrangements

Regional Medieal Programs are based upon voluntary cooperative arrange-
ments among all the health resources in each Region, These ¢ooperative ar-
rangements chavacterize the type of regionalization with which this program is
concerned, The word “regionalization™ in the context of Regional Medical Pro-
grams does not refer to the development of a rigid plan which has been imposed
from above, Rather, it stresses the process whereby local resources are joined
together to identify needs and opportunities, to assess resources, to define objec-
tives, to set priorities, and then finally to implement a program and to establish
methods of self-evaluation. Here are some specitic examples of how such arrange-
ments can be expected to affect patient services directly.

Four hospitals in Lafayette, Louisiana, are pooling resources in cooperation
with the State Heart Association and one of the medienl schools, to improve the
care of patients with myocardial infarction in that area of the Region through
the establishment of a coronary care demonstration and training unit, The local
decision was made to concentrate on developing a high quality coronary care
unit in a single hospital, These varled institutions joined with the public to raise
private fundy, veerult and train staff, and equlp the unit, Aithough the invest-
ment of Regionnl Medical Progeam Punds was limited, the cooperation engendered
by the progeram not only nccomplished much, bul nlso had served ss amodel of
cooperative action {o the Region,

Phe communily of Anchorage, Alnska, in response fo the needs identlited by
the Washingion-Alnska Itegional Medienl Progream for n high energy radiation
source closer than Seattle, Washington, Is now condueting w fund raising eame
prign, Solicited private fands will be used {o construet housing for the equip-
ment, widel will be purchased by the Regional Mediena) Progeam, The treatment
center will ba operated as n regional resource by the rovidence ITospital, as
planned and approved by local and regional advisory groups, The decision to
support this activity Involves cooperative arrangements at another level also,
for the National Cancer Institute condueted (he on-site visit which guve assuar-
miee of {he sound seientific and professional basis of this project. The Anchorage
Building and Construction Peades Council, comprising some 14 unions have
taken on the construction of the building as a projeet, thus contributing more
than one hialf the total cost from this one source.

One of the most meaningful associations sponsored by Regional Medical Pro-
grams is between Vanderbilt University Medical School and Meharry Medical
College on the one hang, and the Neighborhood Ilcalth Center supported by the
Office of Eeonomie Opportunity, located near Mebarry on the other. Consultants
from Vanderbilt are working with the faculty of Meharry and the staff of the
ITealth Center to provide comprehensive health earve for impoverished commu-
nities formerly without adequate care. In wmany other Regions similar collabo-
rations belween institutions of varying maturity and strength have resulted in
achievements herctofore difficult, if not impossible.

2. The Relutionship of Science to Scrvice

The complex problem of relating the more sophisticated and advanced ac-
tivities available in only a few institutions within a Region to the bronder needs
of prople of the Region s a significant mandate for the programs, This task is
heing earried out in a variety of ways.
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The computer expertise and facilities of the University of Mivxsouri and the
previous work of the Public Health Serviees’ National Center for Chronic Dijsg-
ease Control, ave belng used by local physicians to Lest the cffeet of the avail-
abitity of computer-assisted and semiautomated hnferpretation of clectrocardio-.
griuns on the eare of patients,

The Tntermountain Region has an onistanding nmliidiseiplinary  research
group luvestigating compnter applicalion to celinjenl problems, Automated phy-
siological monitoring has been extended from the Tafter-day Saints Hospitat in
Salt Jake City to four other hospifals in the Region, through the use of remote
computer consoles, allowing a more sophisticated Jevel of trealnent in - these
hospifals. In this ease, as in many others, the developmental work was sup-
ported by the National Ileart Instituie, which now is jointly funding with Re-
gional Medieal Progrmns the application of the technologic advanees,

The latest and best in medieal seienee exists also in Institutions other than
nniversifies and research institutes, Wisconsin has a death rate from pnimonary
embolism higher than the npatlon's sverage, and in Wisconsin, the Marshlicld
Clinie has a group espeeinlly knowledgeable about thromboembolie disense, The
Wisconsin Regional Medical Program is supporting 4 unit at the Mavshfield
Clinie for the demonstration of the best teehniques for dingnosis and non-surgical
mianagement of patients with pulmonary embolism, The Marchfield Clinie has
established referral routes from five bogpitaly in the Region for emergency care
of patients suspected of having pulmonary embolism. The effect of this unit has
already been made apparent by the increased demand from physicians through-
out the Region for educational services there. The unit already has freated
more than 30 patients, with results better than the national average—a distinct
improvement in patient care.

Research institutions are anxious that medical practice benefit from research
efforts. Tor several years, the Memorial Sloan-Kettering Cancer Center has ex-
tened its eonsultation and teaching programs out to the practicing community
in six hospitals, Now, through the New York Metropolitan Regional Medical
Program it is able to expand its coverage to surronnding areas, and Is planning’
to inclnde 28 additional hospitals xo that the knowledge and talent of the Memo-
rial Sloan-Ketering Cancer Center ean be made available to practitioners through-
out the area. :

In many similar projects, Regional Medieal Programg Serves as a vehicle for
transmission of the latest seientific advances 1o the bedside.

3. Raducation and Training

Fadueation and Training have been traditional methods of improving quality
in all fields. The emphasis In Regional Medieal 'rograms has been to support
cducation and training, not as separate isolated activities, buf rather in terins
of recognized needs for the improvement of patlent care services and as an in-
tegral part of other activities, :

An example of the development of this type of training and edneationnl pro-
gram arose in the Rochester Region, where 29 hospitals were faced with the
problem of establishing coronary care wnits, Through thelr Regional Medical
Program, they have bheen able to focus instead on the problems of giving the
best diagnosis and trentment to all patients with myocardial infarction in the
Region, A reeently awarded operational grant will support training and con-
tinuning edneational programs for physicians and nurses to staff the units.
the development of evaluation techniques, and the establishment of a coagulation
resource in a4 community hospital,

The California Region plans to anticipate the needs for education and training
in a new community hospital to be completed within the next three vears in the
Watts area of Los Angeles. A Post-Graduate faculty will be reernitedt now and
sponsored jointly by the Charles Drew Medical Society. the University of Cali-
fornia in Los Angeles, and the University of Southern California. Onee built, the
hespital itself will support the facanlty, but Regional Medieal Program funds ave
being sought for interim assistance, o

Numerous programg are seeking to provide expert consnltation on request.
These includo making consultation available by telephone or two-way radio on
n 24-hour basis, a dial access telephone-nudio tape system fn Wisconsin, and a
(r;w(n(-n(; jukebox in Albany which will show a variety of single concept films on

cmand, . . O ’ y : .

w
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4. Demonstrations of Pationt Care

Demonsirations of putient care are proving to w effective in serving the goals
of the progra, and have been a major expression of cooperative arrangements
for the betterment of a particular situntion,

Resources in Mississippi for the management of stroke patients are limited.
JPour intensive care beds for the demonstration of latest advances and modern
potential of stroke care have been established under Regional Medical Programs.
The usual hospital costs are being supported from other sources but with this
newly funded demonstration unit, physicians, nurses, and all allied health pro-
fessionals have access to excellent training. The result of such training and “on
line” experience is already leading to improved care for stroke patients.

In Towa, a different demonstration pattern is being used. Through the Iowa
Regional Medieal Program, a stroke team with physicians and allied health
competence is available Tor on-site consultation. This unit, taken to the patient,
provides speeitie consultation and comprehensive educution for those responsible
for continuing care.

In Smithville, Missouri, an entire ¢community hag enthusinstically beeone a
“demonstration projeet.” With the funding of a much necded rehabilitation unit
in that town of 2,600, which serves a population of 50,000, the imagination of
the community was capiured, Tupressed by the potential of Regional Medical
Yrograms, the town leaders sought and beeame n “demonstration sub-region”
for the Missouri program, Thus, over a dozen regional projecis are now heing
tested in Nmithville,

There are many examples of units demonstrating earve of patients with acute
myecurdial infaretion. The units are varied. Some are in small and some in large
heospitals. Some ropresent joint efforts between “Medical Centers” and outlying
hospitals. Some are administered by physicians while others are administered by
nurses, These models recognize the reulities of manpower shortages, and of the
significant diflfercnces in the locales where patienty are treated.

5. Bapcerimental Projects

Regional Medical Programs are offering an excellent opportunity for the use
of information coming out of rescarch into better methods for making availuble
the advances of medical science.

North Carolina is paying considerable attention to the special problems of an
area in the western part of the state known as the “State of Iranklin.” For
example, seven hospitals in as many different communities are testing the fea-
sibility of a common Board of Trustees and a coordinated program to the extent
that they will request acereditation as one hospital by the Joint Commission on
Accreditation of Hospitals. Separately these hospitals, plagued with manpower
and facility shortages, fice not only an uncertain future, but the knowledge
that they will have increasing difficulty in maintaining quality patient eare. As
a result of the Reglonal Medical Program, these hospitals are now testing the
concept of a unique regional hospital organization which will make possible
the implementation of improved eare in beart disease, eancer, and stroke.

The University of Michigan School of Engineering i8 cooperating with the
Intermountain Regional Medieal Program in a systems and operations study of
coronary carc. Ilere we see recognition of the nced for the health system to in-
crease the effectiveness and efficieney of care modalities, In this era when na-
tional attention is dircted to rising medical care costs, many resources and
types of expertise will be needed to minimize needless expense. Vermont is in-
volved in a wmodified cost benefit analysis of several health activities being ini-
tiated. The data collected should provide not only the Vermont Regional Mcedical
P'rogram, but the health industry in general with information upon which deci-
sions can be made on substantive rather than intuitive bases.

Mr. Rogrrs. Is there any particular emphasis given in the regional
programs to the core city problem?
_ Dr. Marsron. Yes, sir. The program has tended to go more slowly
in the very large, complex urban areas, I think, probably for the same
reason some other programs there have gone more slowly. But there
are some key examples of our activities in urban areas. S

In the California region, the Watts roup is working on a program
wu(:lhttjjs(’g.;A, the local chapter of the National Medical Association,
an . '
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Tho Tennessee-Midsouth region, in Nashville, is sulj)porting a pro-
oram in combination with OXO—I could give you a list of these.

L= Raliite ! N . A .
Mr. Rocrrs, Lot us have a list of these, and what hospitals in these

areas are involved and the personnel involved. )
(The following information was received by the committee:)

DEPARTMENT OF Igartir, EpucA1ioN, AND WELFARE STATEMENT ON REGIONAL
MEDICAL PROGRAM KFrokrs Dikecrip AGAINST T1E IEALTID I'ROBLEMS OF TIK
INvER CITY

In August 1967, the National Advisory Council on Regional Medical Programs
issued a statement which gave consideration to the health problems of metro-
politan areas and their inner eities. While recognizing the complexities of the
urban environment, the Council stressed the responsibility of Regional Medical
Prozeams to contribute to the solution of health problems there. In addition,
it recommended that an appropriate group of national leaders be named and
ealled together to consider how the attenlion of Regional Medical Programs
could best, be focused on the issue. ;

In response to the statement and to the Surgeon General's memorandum of
October 9, 1967 “Lmproving the llealth Status of the Urban Poor,” a meeting
wis hield on Novewber 16, 1967 to consider the probiem. Among those persond
invited to atiend were hospital representatives, RMEP coordinators from urban
areas, health planners, representatives from O30, medical school oflicials and
physicians with responsibility for the provision of eare to the urbun poor. The
discussion concerned the need for inunediate action to reduce the health status
difterentinl which now exists, the need for experimentation in the methods of
delivering health care, and the need for coordinating the aetivities of diverse
groups which provide healih care services in the inner city as well us specille
approaches and projeets which might be undertaken,

At the loeal level, Regional Medical Programs which include major metro-
politan arveas have developed varied approuches to solving these problems, These
efforts include cooperative arrangements between hospitals, health departments,
medieal schools, voluntary agencies and practicing physicians to meet the health
needs of the poor. Iixamples of these approaches now under development or in
operation can be summarized as follows:

Californin Regional Medical Program has established a subregion covering
the Watts-Willowbrook area of Los Angeles which will facilitate the develop-
ment of activities simed at meeting the specific needs of the people there. Through
the Regional Medical Program, the University of Southern California School
of Medieine and the UCLA School of Medicine are cooperating with the local
Charles I Drew Medieal Society (an aflilinte of the National Medieal Associa-
tion) in establishing a post-graduate medieal school at the Southeast General
Hospital now under construction in Walts, This school will provide back-up
services to the OKO neighborhood health center in the area, develop training
programs for allied health personnel, provide stimulos for addifional physicians
to enter the practice within the community and will develop training programs
for physicinns already there, California Regionni Medienl Program has requested
funds for partinl support of the sehool In the carly stages of development. In
addition, work is now underway at the University of Southern California School
of Medicine on the application of cancer ease finding methodology to poverty
groups.,

New Jersey Itegional Medieal Programn has organized an urban health unit
within their office and has established a Pask IForce on Urban IHealth Services
under the chalrmanship of Mrs, Anne Somers, @ member of their Regional
Advisory Group, Membership on the ask Fovee ineludes representatives of the
New Jersey Hospital Associntion, the New Jersey State Department of Com-
munity Affairs, county medieal societies, loeal OKBO.CAP programs and other
groups. The funetion of the group will be to stimulate and review projects for
improving the availability of health services Lo persons living In urban nreas of
the state, particularly low income groups. The group eurrently is working on
the development of hospital based group practices at Middlesex General Jlospital
in New Brunswick and at West Jersey Hospital in Camden, as demonsirations
of improved systems for patient care for heart disease, cancer and stroke.

The New Jersey Regional Medieal Program will asgign a coordinator/planner
to the Model Cities offices in Trenton, Newark, and Hoboken. The function of




74

these persons will be to gather dnti on serviees and the facilities available Tor
people suffering from heart disease, caneer and stroke; to provide linison be-
twern Regional Madieal Programs and the Mode} Cities programs; and to assist
the Madel Cities offices in developing a program of bhealth serviees for the com-
munity which will be consistent with the overall goals and objectives of the
Regional Medical Program,

Tennessee-midsouth Regional Medieal Program has developed a number of
projects whieh affect the health care of the poor in Nashville. Coronary care
units will be established at Nashville Metropolitan General Iospital and Hub-
bard Hoespital, which serve patients largely drawn from an indigent population.
Meharry Medical College will conduct continuing education programs for Negro
physicians and will establish a supervoltage radiation unit to improve cancer
therapy in the community aud Improve graduate and under-graduate radiology
training. In addition, there is a project to test. the effectiveness of multiphasie
sereening examminations in the early dingnosis of heart disease, enncer and siroke.
Meharry will establish a gereening center which will operate in support of a
comprehensive neighborhiood health eenter funded by ORO and will serve a pop-
ulation of 18,000 people. The test population and n control group will be evaluated
and compared with reference to changes in morbidity, paltterns of utilization of
health services, health attitudes and cost per patient diagnosed.

Tri-State Regiopal Medieal Program received a planning grant in late 1967
and is only now Dbecoming completely organized. Since that time Dr. Norman
Stearnes, Program Coordinator, has been involved in a number of meetings where
he has made known Regional Medical Program’s interest in working to improve
the availability of health services to the urban poor. Ie also is serving on an ad
hoc committee formed in Boston by Blue Shield to discuss the planning of home
services and will sit on the Health Services Advisory Comimittee to the Boston
City Department of Health and Hospitals, At this time, there are two projects
for earmarked funds under development in the Boston area, a stroke project at
the New England Medieal Center which will have a tie-in with the Columbia
Point Neighborhood Iealth Center and a hypertension projcct being developed
by Dr. Iidward Kass of the Channing Laboratory, Boston Department of Health
and Hospitals.

Iliinois Regional Medical Program has established a number of formal and
informal contacts with persons in the Chicago area responsible for providing
health services to the inner city including Dr, David Greeley, Associate Direc-
tor, Chicago Board of Health and Dr. Mark Lepper, Vice P’resident, Presbyterian-
St., T.uke's Hospital which operates an OEO financed neighborhood health cen-
ter. Now in the planning stage at Presbyterian-St. Iuike’'s Hogpital is a com-
munity hypertension detection program which will be focused on the Mile Square
area of Chieago. Included would be evaluation of case flnding methodology, ef-
fectiveness of treatment, nurse interviews with patients and an analysis of the
interaction of the program to the community,

Michigan Regional Medieal Program: At its recent IFebruary meeting the Re-
gional Advisory Group of thig program formally adopted a statement for prior-
ities Tor Regional Medienl Program action which reads in part “the first priovity
for Reglonal Medienl Program support will be given to those projects which are
concerned with the improvement of the delivery system of health care ineluding
such aspeels ag (a) improvement of the delivery system of health eare to low
income groups: mul (b)) innovations and improvements in the utilization of
manpower , .0 Underwny is a planning project supporled jointly by Regional
Medieal Programs and the State Health Department (Project 5CHO) for gather-
ing data on the health needs in depressed nrens of Wayne County, Michigan.

Wayne County General Tospital has submitted a project to study the use of
subprofessional workers to assist the physicinn in patient eave and will design
and establish training for such persons recerunited from the loenl commiunity.
Wiyne County General ITospital serves the indigent population of Wayne County
and is loeated adjacent to a large indigent group in western and southern Wayne
County., Michigan,

In addition, Regional Medical Program staff at Wayne State University School
of Medicine is working to establish liaison with wurban health programs in
Detroit including OBO and Model Cities. The Executive Dirvector of the Detroit
Urban League has been named to the Wayne State Advisory Group. SR

Indiana Regional Medical Program is working with Flanner House, a volun-
tary community ageney in Indianapolis to develop a multiphasic health screening
program for low income population groups. With State and local support the
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Regional Medieal Program is conducting planning and feasibility studies to
determine the types of sereening procedures which will most effectively reach
target population groups and which can in part be administered by previously
untrained persons from the community who have received on-the-jobh training.

New York Metropolitan Regional Medical Program has made specifie assign-
ments fo members of their core staff for maintaining linison with conununity
mental health programs, OXKO and Model Cities, Tartienlay effort. has heen made
to develop a working relationship with the I'rovident Clinieal Sociely, the mov-
ing foree behind an OO health center in Brooklyn and as a vesuly, the president
of this organization has recently been appointed to the Regional Advisory
Group, In upper Manhattan, the Regional Medical Program is practicing with
romvsr-nl.ltivos of the National Medieal Associntion, Colunbia University Col-
leze of Physiciansg and Sargeons, Mount Sinai School of Medicine and St Luke's
Hospital in the development of continuing edueation progranms for unafliliated
physicians, The Regional Medieal Program is also teking leadership in co-spon-
soring a conference on healih careers for the underprivileged to bring togeibher
all interested forces in the area to develop a coordinated program. Also in the
developmental stage, arce several projeets for carmarked funds ineluding a
pediatrie pulmonary disease center at Babies IMospital, a feasibility study for
the development of sereening and treatment of stroke patients at Marlem Hospital,
and a mobile coronary care uuit to operate out of St. Vincent’s ITospital in
Greenwich Village.

Metropolitan Washington, D.C., Regional Medieal Program will establish a
stroke station at Freedman’s Hospital, the teaching hospital of Howard Uni-
versity Medical School. The project will improve the care of patients from a
predominantly Negro population group by setting up an intensive care stroke
unit in the hospital and by developing extensive follow-up services for stroke
patients. The unit will be used for training medical students, area physicians,
nurses and paramedical personnel in the latest techniques of stroke management.
There will be rescarch studies undertaken on diagnostic methods, epidemiology
and the cultural, behavioral and socio-economic consequences of stroke. Also
submnitted for review are stroke projects to be operated at George Washington
University Hospital, D.C. General Hospital and Glenn Dale Ilospital which
would combine miiversity and D.C. Department of Publie Iealth efforts,

Missouri Regional Medieal Program will establish at Kansas City General
1ospital a specinl dingnostic and treatnent unit for patients with cerebrovas-
cular dizease. Approximately H00 patients o year will be referred from the
cmergeney room, outpationt depariment, clinieal serviees of the hospitnl and frmmn
physicinus in the surrounding communities, Kansas City General Hosplial serves
the majority of indigent patients in the Kansns City, Missouri area and will
provide the back-up to an OO neighborhood health eenter now under develop-
ment in the comnnity, Missouri Regional Medieal Program and Kansas Re-
gional Medieal Program have also established a greater Kansny City Haison coni-
mittee o review and coordinate the activities of both programs in the metropoli-
an area.

Georgin Regional Medical Program has submitled for review a project for
the development of a eommunity hypertensive control program, to determine the
most effective methods to identify symptomatic hypertension in an urban racially
mixed community in Atlanta. The project which would be conducted by the
Georgia State Health Department would assess the most effective methods to
achieve good blood pressure control in these hyport,ensivec; train lay blood pres-
sure &ids, and determine whether o community program in hypertenslon control
is economically feasible using public health methods.

Mr. Roarrs. What about the rural areas?

Dr. Marsron. I think things have tended to move more rapidly in
the rural areas.

Mr. Roarus. Let, us have a breakdown there, too, please.

(The followmg information was recmved by the committee:)
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DErAarRTMENT 0r HEALTI, EDUCATION, AND WFELPARE STATEMENT ON OPERATIONAL
Prosecrs AvrreTING RURAL AREAS

ALDANY REQIONAL MEIMCAL PROGRAM

Many of the Albany operational activities will serve to enhance the capabili-
ties of health professionals in the rural arcas. By bringiug professionals from
small comuunities into the medieal center for continuing education and by im-
proving communications between the medical center and the communities they
hope to riise the level of patient care in those communities. The following proj-
ects involve rural areas:

Operational Projects

1. Two-way Radio Communication System: Direct Cost, $144,100

This project will expand an existing two-way radio network to include 57
hospitals and 24 high schools. It will provide continuing education for physicians
and allied medical personnel. It will aiso provide information and education pro-
grams for administrators, members of boards of trustees, voluntary health agen-
cles, adult education classes, and selected civic groups. :

2. Community Information Coordinators: Direct Cost, $73,500

Former pharmaceutical representatives will be used to contact local physicians
to tell them about Regional Medical Programs and to evaluate their attitudes
towards RMP.
3. Community Hospital Learning Centers: Dircet Cost, $715,800

This projeet will establish learning centers at community hospitals using
“Self Tnstruetion Units” and audio-visual equipment for rapld dissemination
of new medical knowledge, Eventually, the direciors of this projeot hope to
evaliuite pbhysician progress, Initially, 8 hospitals will be involved.

4o Community Huspilal Coronary Carc Training and Demonstration Program:
Direct Cost, $55,400
This project will establish coronary care units of three beds ench at three
community hospitals: Pittsileld General, 8t Tukes, and Vassar Brothers, These
will serve as demonstration and edueational projects for other hospitnis in the
region. A continuing eduentional program will serve the permanent Unit Staff
and staffs from smaller hospitals,

5. Praining and Demonstration Project, Intensive Cardiae Qure Unit IHerkimer
Meworial Hospital: Dircet (Jost, §3,600
The initinl phase of this projeet is to train 6 or 8 nurses from small community
Nospitals in eardine anatomy and physiology, coronary disease, the principals and
stafling of a eardine intensive eare unit, and in handling the complex equipment.
These nurses will also be sent to Albany Mediecal Center for active training with
specialized equipment, .

INTERMOUNTAIN REGIONAL MEDICAL PROGRAM

The Intermountain Regional Medical Program has essentially three types of
projects for remote communities. Several projects are educational invoelving the
training of health professionals who are brought into the medical center. Other
projects send speeialists from the medical center to the small communities to aid
local physicians with specific areas of patient care, A third type involves the use
of clectronic monitoring equipment which transmits physiological signals from
patients in remote areas to the medieal center for Interpretation, A listing of
these projects follows. .
Operational Projects

1. Networls for Continwing Bdueation in Hcart Discaae, Cancer, Stroke and 1.
tated Discases: Direel Cost, $243,000

The objeclives of this program arve to develop a communieations neiwork be-
tween paticnt-eare and research institutions to encourage linison between health
cnre personnel in the avea, The eurrently existing 2-way radio systems, including
11 hospitaly in 7 communities in or nenr Salt Lako City, will be extended to
remoto hospilals to serve as one link, Closed circuit TV and use of KVED (Uni-
versity of Utah education TV) is also planned. This may establish the community
hospital as the locus of continuing education.
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2. Information and Communications Erchange Scrvice: Dircet Cost, 30,300

The ClI8S is a region-wide clearing house for inforination about IRMP. Staff
will be put in loeal communities to aet as publice relations representatives and
also to distribute information to medieal personnel and the public. The community
staff will also gather information on community needs and resources and serve
as a station for collecting economie, social, and medical data.
3. Oardiopulinvnary Resuscitation Training Program: Dircet Cost, $63,400

The University of Utal will give a 3-day course in resuscitative techuiques to
selected physiciany from small communitien, Bach physician will then be responsi-
ble for teaching the techniques to health personnel in his community. This re-
suscitation consultant will alse colleet data about the number of times resuscita-
tion is employed and the results,
4. A Training Program in Intensive Cardiac Care: Direct Cost, $118,600

A core Taculty of experts in using Cardiac Care Units and dingnosing and treat-
ing heart disease will teach short courses in their subjects. The students will be
interested physicians and nurses from community hospitals building coronary
care units,
5. Training for Nurscs in Cardicc Care und Cardiopulmonary Resuscitation:Dircct

Cost, $34,000

This ig an integral part of both the eardiac care and cardiopulmonary resuscita-
tion programs for physicians (#3, #4). Nurses trained in Salt Lake City will re-
turn to their communities to serve as a core faculty for teaching the techniques
at the local level. The nurses will work closely with the similarly trained
physicians.
6. Visiting Consultants and Tcacher Program for Small Community Hospitals:

Dircct Cost, §14,800

Small communities will be given the option of requesting one or two-day clinics.
A minimum number of four cardiac patients will be required. These clinies will
upgrade the level of care of victims of heart disease living in a remote area. Visit-
ing physicians will assist the local physician in a precise diagnosis of hiy patients.

7. A Regionat Computer-Based System for Monitoring Physiologiec Data on-line
from Remote Hospitels in the Regional Mcedical Program: Dircet Cost,
3637,100

Thix project’s purpose is to test the feasibility of using a central computer to
process o variety of physiologlenl signaly generated by patients in remote hos-
piinls, feeding the results of ealenintions from these siguals back to stations with-
in the hospitais, and using the information for dlagnosis,

8, Cancey Peaclhing Projeet: Direct Cost, 384,300

"his project nliempls to upgrado the level of eare avallable to loeal communt-
tles, The co-ordinator will direet o program of physician eduention to ereate
traliued caneer speeinlisty who, in tarn, will become ¢enters of eancer Informa-
tion in their locul eommunities. The physiclans will reeeive n small stipend for
teaching and obtaining information, A reglon-wide tumor registry will be started
as will a teandudng program in new techniques for pathologists.

9, Stroko and Related Neurological Iiscases: Dircot Qost, $98,700

This project will establish elinics to bring expert consultation service in stroke
and related neurologieal diseases to local communities; will provide continuing
education to local physicians and nurses; will collect data about stroke patients
seen and the problems they present to the practitioner. A 24-hour telephone
consultation service and information library service will be maintained at the
Utah Medical Center to provide community physicians with immediate advice.
In addition, practicing physiciung will be trained at the medical center in the
latest diagnostic and treatment techniques. The courses will last from 4 weeks
to one ycar. : :

KANBAS REGIONAL MEDICAL PROGRAM '

The Kansas Region is emphasizing cardiovascular care in its rural programs.
In addition it is setting up a comprchensive model tralning program in a small
community, The project descriptions follow :
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Operatioual Projects

1. Education Programs—(@GQreat Bend, Kansas: Dircel Cost, $261,000

To develop o model edneational program in thiy small commuuity a full-time
faenlty, which will be aflitiated with the Kansas Medical Center, will be in
residence. Ineluded in this compreliensive progrun arve plans for continuing
physicinn and purse cdueation and elinieal teaineeships for health-related per-
sounel, Studics witl be nade of community necds, resources, ete
2. Cardovascular Nurse Training: Dircet Cost, $48,500

To develop an in-serviee training program to prepare nurses, who are the
muinstay of coronary eare units in community hospitals, with basie physiologiceal
knowledge of coronary care, ability to use instvimnents and equipment in coro-
nary eare units, experience in home care, and familinrity with social agencies
that can aid in the rehabilitation of patients.

3. Cardiovascular Work Kraluation: Divect Cost, 821,100

This project will demonstrate Lthe Cardiae Work Ivaluation Unit and show its
usefulness for the evaluation and rehabilitution of the patient. 1t is developing
an effective technique for showing physiciang and the community at large the
ability of patients to return to work after receiving the appropriate rehabilitation,

MISSOURLI REGIONAL MEDICAL PROGRAM

The Missouri Regional Medical Program operational activities involve projects
dirccted toward improved screening techniques, early disease detection and
rapid diagnosis, and more effective delivery of services., These are coordinated
with automated systems for transmission of information and health data to aid
physicians and community hospitals in the treatment of patients with heart
disease, cancer, stroke and related diseases.. Six projects focus on the health
needs, the care of patients, and training of staff for rural commnunities.

Operational Projects

1. Smithville Community Iealth Scrvice Progrm: Dirvect Cost, $200,057

o establish a wmodel community health service program inehiding continuing
eduention and training programs and health education for the public; emergency
intensivo nnd restorative care facilities; home ecare programs; publle liealth,
preventive medicine, and school health; coordinated with voivmtary health agen-
cleg, Program contered avound Smithville (population of 3,500) and to include
about 50,000 persons in Clay County. Activitics ave contered arvound Smithville
Communily Hospilal (75 beds), and the gronp practice elinie as a nuclens,

2. Multiphasic Testing of en Ambdulant Population: Dircet Oost, $421,471

o establish centers for performing seviey of dingnostic lahorvatory tests to
identify the most uwseful tests Ceasible Tor sercening large rareal population
groups; determiing Lhe different patterns for ill and healthy populations as an
aid in deteetion of henrt disease, cuncer, and stroke in preclinical stages. Model
test centers will be established at the University Medieal Center, Columbia, the
State Mental Hospital and a third is planned for the Smithville complex, .

3. Muass Sercewing—Radiology: Dircet Cost, $54,81% . :
To hmprove the neeuracy of radiologic dingnosis of heart disease, cancer and
stroke through clectronice cominunications media, Three small rural hospitals will
be hooked into the University of Missouri computer and Department of Radi-
ology; to evaluate diagnostic efficiency and determine applieability of ultra-
sound and thermography in diagnosis and therapy. ' R !

4. Comprchensive Cardiovascular Oare Units—Springfield, Missowri: Dincct
Cost, $69,3)7 .

o develop a comprehensive eare unit for grouping patients with heart dis-
ease or other circulatory system illness or who have been admitted for other
purposes but require close eardiac observation, The project 1s to be undertaken
at hospitals without a housc staff, where it is hoped that grouping of patients
will relieve the workload for nurses on general medical and surgical wards.
Springticld (a communlty of over 100,000) has 4 general community hospitals
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rausing in size from 34 to 311 (a total of about 1,200 beds). St. John’s I[ospi!:nl
medieal staff and Greene County Medical Society are coordinating actlvities with
% loeal hospitals in Springfield.
S Antomnted Eleetroeardiography in @ Rural Area: Direet Cost, $369.000

To provide hospitds and physicians in rural arvens with automated facllities
for (ruusmitting electrocandiogzrams and an antomated system for analyses Qf
B to demonstrate the feasibility of such systems where this service is
Hinsted or nou-existent, and to develop, test and implement the use of bloengl-
neering sigmtls ay un ald in diggnosis,
6. Gperations Rescareh and Systems Design: Direet Cost, $39,055

To develop systems concerned with testing “carly detection” hypothesis.
develop operational methods of early detection tests for a large rural population,

MOUNTAIN STATES REGIONAT, MEDICAL PROGRAM

Operational activity in the Mountain States Region is spcciﬂcal}y designed
to benefit small hospitals in rural areas and to train health professionals from

rural areas. .
Operational Projects

1. Intensive Coronary Care in Small Hospitals in the Region: Direct Cost,
3206913 :

Hospitals in the region will send registered nurses into St. Patrick’s Hospital,
Missoula, Montana, for coronary carc training. Thig three-week course will be
offered three times a year for 21 nurses, and there will be follow-ups at the home
hospitals four times a year. In addition, a 4-day training program especially
designed for small town physicians will be held at the University of Montana

four Limes a year. .
NORITI CAROLINA REGIONAT, MEDTUAL PROGRAM

In North Cavolina there are 10 funded operational projects all of which have
a direet effeet upon hosplials, health professionals, and patients in rural areas.
Some are concerned with education and training of physicians and allied health
personnel, and others with patient eare. All of them are designed to bring the
latest sclentifle advances down to the community level. The projects are listed

as follows:
Operational I'rojects

1. Education and rescarch in community mcdicel carc—dircct cost, $209,200

To develop resourees for training more medical and allied medical students;
to provide new types of educational experiences which will make family practice
more attractive; to have a postgraduate education program at the medical
school; to strengthen ties between the medical school faculty and practicing
physicians; and to have the medical school become involved in community plan-
ning for improving the quality and availability of medical care. Affected by this
project are the following groups: the University Community ; the Caswell County
Rural Health Services Project; the Regional Health Council of Bastern Appa-
lachia, Ine.; the State of Franklin Health Council, Ine.; the Charlotte Memorial
Hospital ; the Moses Cone Memorial Hospital, Greensboro ; and the Dorothea Dix
Newromediceal Service.

2, Uaronary care training and devclopment —dircet cost, $55,938

To use the project as o medium for developing cooperative arrangements among
Lthe vavious clements in the health care communily, Inltial and continuing cduca-
tion witl be provided to nurdes and physicinns in connnunity hospitals, conusulta-
ton will he avaltable to hosplials In establishing CCUs, nnd n computer-based
gystom of medical record keeping will be developed, This projeet has led to new
working avrongements: (1) between the unlversity medien) cenlers; (2) ho-
tween medienf and narse eduentors; (3) belbween doctors and nurses In comnits
nity hospitnls; (4) between unlversity medical centers and conununity hospitals,

S. Diabelic consultation and cducational scrvices—dircet cost, $132,081

To establish thiree medieal teams to deliver services throughout the state) to
assist in expansion of diabetic cousultations and teaching clinles; to provide
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seminars for physiciang and teaching sessions for nurses and patients; to assist
in organization of a State Diabetes Association and local chapters; to test tech-
nifuies of data collection. Many people of different disciplines in many communi.
ties are involved in this project.
4. Development of a central eancer registry—dircct cost, $66,615

To devise a uniform region-wide cancer reporting system, integrated with the
T'AN, the computer-stored data from which can be retrieved to serve a broad
range of educational, research, stalistienl, and other purpoges. The following
hospitals ave participating in the first year of the project: Duke Universily Medi-
et Centoer, Norih Carolina Memorial Iospital, North Carolina Baptist Ilospital,
Sharlotte Memorvial Hospital, Veterans’ Administration Hospital, Watts Hospi-
tal, Hanover Memorial Hospital, Southcastern General Hospital, Craven County
Iospital. In subsequent years the registry will be expanded to include all hos
pitals and physicians in the region. .
5. Mcdical Tibrary cxtension service—direct cost, $25,839

To bring medical library facilities of the three medical schoolg into the daily
work of those engaged in medieal practice. Loeal hospital personnel will be
trained to assist medical stafi'; libraries will be organized into a functional unit
for responding to requests for services. Dibliographic request service will be
established,

6. Cancer information cenler—direct cost, 341,716

To provide practicing physicians with immediate consultation by telephone
and follow-up literature. Iach of the three medical schools will be responsible
for providing service in its geographic loeale. The aims of this project are two-
fold: (1) to assist physicians in providing optimum care of patients with cancer;
and (2) to continue the edueation of the physicinng by giving new information
in a patient-centered experlence,
7. Continwing cducation in internal medicine—direct cost, $33,318

'o Dring practicing internists from all over the state to the Medical Center
for a month of up-to-date training in their subspecialties, They will share respon-
sibilities with attending physicians and make ward rounds with students, staff,
and together. This experience should enhance the appreciation in the University,
both at faculty and student levels, for the expanding role of the medical center
for the quality of care in the community.

8. Continuing education in dentistry—dircct cost, $67,508

o provide physicians and dentists with the knowledge of mutual concern which
will enable them to be more effective members of the heaith team. Courses will
be given at the University of North Carolina and in communities. Studies will
be made of facilities needed to provide dental eare in hospitals. The purpose of
this project is to insure that as many patients as possible whe suffer from heart
disease, cancer, stroke, or a related disease receive appropriate dental care as a
part of their comprehensive treatment.

9. Oontinwing education for physical therepists—direct cost, $27,838

To develop and establish regional continuing education programs for physical
therapists in order to strengthen physieal therapy services for patients in all
parts of the state. Subregions will be delineated where needs and interests will be
identified and conmittees will be organized to arrange loeal activities,

10. The cstablishment of o network of coronary care units in small community
hospitals in Appalachia, North Qavolina—direct cost, 393,019

Mhis is a proposal to develop coronary care units in seven hogplitals in this

rural, monutainous area, RMI® will supply the monitoring equipment (the hospi-

tal provides suitable space) when adeguately teained physiciing and nurses ave

available. An infensive training conrse for physicinns will be condueted In the

geographic region, and continuing eduention programs will he conducted when

RCCERRILY,
PENNBESHER M ID-801T REGIONAT MEDICAL PROGRAM

Due to the geographical diversity of (he region, the Tennessee Mid-South
Regionnl Medieal Trogran s heen concerned with both the health problens
of the urban poor as well as the health problems of remote rural areas, The
Tennessee program han sgought solutions to these and other veglonnl programs
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throngh a system of linkages between the medical eenters and the rural arens, In
iddition to providing programs to allow medical personnel and practicing physi-
cians from rural community hospitals to come to the medical center for training
courses, the Tennessee prograin has endeavored, through the use of modern com-
munication techniques, to create medieal education resources in the rural areas.
Thoe IHoepkinsville Edueation Center and the deployment of coronary care units
are two examples of such projects,

Operational I'rojects

1 and 2. Hopkinsvitle Education Center and Chattanooga Education Centcr—
direet cost, $73,700

These are the first of the loeal continuing edueation centers specified in the
Vanderbilt, plan. At eacelt hospital, a full-fime Director with an appointment at
Yanderbilt and an assistant divector will supervise resident and physicinn eduei-
tion in their arven, Their services will be available to physiciansg at smaller come
munity hospitals In each area, as will the enlarged hospital Jibrary facilities. The
Chattanooga and Iopkinsviile loentions provide the basis for looking at problems
in continuing educntion in urban and rurnl settings.

3. Franklin Ooronary Carc Unit—Williamson Oounty IHospital—Franilin—
dircet cost, $31,400
This is one of the subsidiary units mentioned in the Vanderbilt proposal. This
is primarily a pilot project to study the feasibility and usefulness of establishing
a center in a small community hospital.

4. Clarksville Coronary Care Unit—Clarksville Memorial Hospital—direct cost,
$19,000
As the Franklin program, this project is a subsidiary of the Vanderbilt pro-
posal. Since this hospital has been operating a unit, the plan calls for its expan-
sion, continuing education and a phone hook-up to Vanderbilt,

8. Murray Coronary Care Unit—Murray-Calloway (Ky.) County Hospital:
Direct Cost, $38,800

Murray-Calloway County IHospital, the training center for Murray State Uni-
versity school of nursing, will serve as a demonstration center for the sub-region,
Direct phone communication will be established with Vanderbilt, which will send
consultants from its school of continuing education. This project has the dual
objective of relating the Murray State Nursing program to an established medi-
cul center and providing regional training resources to a remote area.

6. Crossville Coronary Care Unitl—Uplands Cumberland Mcdical Ocnter Cross-
ville: Direct Cost, $28,300
This project hins two purposes: (1) to establish a two-bed coronary eare unit in
the hospital ; and (2) to determine the feasibility of operating acute coronary care
untits in rural areas. The hospital will cooperate with Mid-State Baptist Hospltal
and Vanderbilt,

V. Tullahomae Coronary Carc Unit—Ilarton Memorial Hospital, Tullahoma, Tean.:
Direct Cost, $28,800
See Baptist Iospital Progran.

8. Praject 1o Improve Patient Care in a Remote Mountain Conununity by Reeruit-
ing and raining HHealth Aides for @ New Ewxlended Care Facility—=Scolt
County ITospital—Onecida, Tenn.: Direct Cost, $10,300

Manpower shortage in {hig isolated mountain hospital is eritieal. Personnel to
wan an extended care facility now under construction will be obtained by two

methods: (1) In-service training for hospital persounel; (2) an educational di-

reclor (an RN) o serve as o linison to the high schools to encourage young peo-

ple to enter the medical field and come back home to practice. In addition a

training program leading to the LI'N would be inftiated. Clinieal training witl be

sipervised by the Fdueationnl Divector while local high schools provide basic
training.,

8, Hopkinsville Coronary Care Unit—Jennic Stuart Memorial Hospilal—ITop-
Lingville, Ky.: Direel Cost, $49,600

Thix plan is similav fo the ranklin plan, except that it mentions establishing
links to smaller eommunity hospitals by helping set up smaller care units in them,
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thus proyi(l_ing for the grouping of rural community hospitals for more efficient
use of existing resources.

WASHINGTON-ALASKA REGIONAL MEDICAL PROGRAM

The Washington-Alaska Regional Medical Program operational projects con-
cern themselves largely with continuing edueation and training activities to en-
hance the medieal and paramedical capability. They focus on communicntions
techuiques and instruction materials and methodologies which are adaptable to
the far flung aud remote communitios in the vast State of Alaska and the many
seattered raval communities in Washington State. Several projects are being con-
dueted to improve the health manpower resources in conimunities with limited or
no specialty health services, which are distant from a major medieal center.

Operational I'rojects

1. Central Washington—Commaunication Systew for Contining Rduwcation for
Pliysicians: Dircet Cost, $18,181

To bring the medieal resources of the University of Washington to physicians
and conmmunity hospitals in Yakima, who in turn will net as consultants to sur-
rounding smaller communities through seminars and conferences, edueational TV,
other andio-visual instruction; and cxchange of teachers and practitioners. To
conneet internists in Central Washingtou to Yakima ecardiologists vin EKG tele-
phone hot-line, to permit quick analysis (starting with 5 community hospitals).
Yakima is a community of about 45,000. The total population in 6 Central Wash-
ington counties exceeds 300,000. In addition to three general hospitals in Yak-
ima—S8t. Klizabeth, Yakima Valley Memorial, and New Valley Osteopathic—nine
other community hospitals to be reached initially are Jocated in small rural com-
munities of Ellensburg, Moses Lalke, Othello, Toppenish, Prosser and Sunnyside,
(population ranges from 500 in Moses City to some 8,600 in Ellensburg.)
2. Southeast Alaska—DPostgraduate Hducation: Dircct Cost, $27,062

Tao improve communieation between Senttle Medieal Community and the uni-
versity to alleviate problems of the isolated physicians in southenst Alaska cities
and commmunities: Juneaw, Sitka, Ketehikan (3 Inrgest), Ag in Central Washing-
ton several methods will be used such as teleleetures, consultant services, semi-
nars and the BIKG hot line to hospitnls in Junenn, Sitka and Ketchikan, The popu-
lation in these 3 cities totals about 17,000,

8. Postgraduate Preceptorship for Physicians—Coronary Care: Dircet Cost,
317,610

A pilot project to provide opportunity for practitioncrs from remote and iso-
Iated communities to spend a week or more under a preceptor at major medical
centers to study advances in care of coronary heart disease and carry out these
practices in their communities, The 4 major medical centers in Seattle are Provi-
denee Iospital, Swedish Hospital, Virginia Mason ITospital and Medical Center,
and University Iospital and Medieal Center and two in Spokane are Deaconess
Hospital and Sacred Teart Flospital,

4. Cardiac Pulmonary Technicien Training: Dircct Cost, 341,65/

Develop a formal program for training cardlo-pnlmonary technieians to per-
form non-critical Tunction in corenary care units aud free physicians for other
duties. Four larger general hospitals in Spokane—Deaconess, Iloly Family,
Sacred Heart, and St. Luke’s—will participate in this training program with
Spokane Community College.

5. Two-way Radio Conference and Slide Presentation: Direct Cost, $8,445

Six pilot programs on heart, eancer and stroke topics to be transmitted via
two-way radio-telephone slide conferences, to physicians and hospital staffs on
topics selected by panel of physicians, starting with 20 hospitals in Washington.
To explore potential for continuing network series with local and remote regions,

6. Alaska Mcdical Library Facilitics: Dircct Cost, 321,75}

To develop & community medical library for Alaska at the PHS Alaska Native
Medieal Center, Anchornge for Alaska physicians and health related siaffs and
agencies; to hinve close tles with community agencies, Arctic Iealth Research,
University af I'airbanks and to supplement continuing education project for
Southenst Alaska and the Anchorage eancer project.




—

e e

L

v i e 1

e, .

LR SN

.

83

WESTERN NEW YORK REGIONAL MEDICAL PROGRAM

Both of the programs in the Western New York region have a direct effect upon
hospitals, health professionals, and patients in the rural areas, Particular etpha-
sis will be placed upon involving community hospitals and on training nurses
from community hospitals in rural areas, The projects are listed ns follows :

Operationn] I'vojeets

1. Teo-Way Communications Network: Direet Cost, 8170519

A two-way conununication network will link hospitals of Western New York
and rie County, Penusylvania to the Continuing Bdueation Departments of the
State University of New York at Buffale and the Roswell Park Memorial Insti-
tute, The network will serve several purposes, such as continning edueation for
physicians and the health-related professionsg, public edueation, administrative
commuunicition, consultation with experts, and contacts among banks, It will
assist both the physician and community hospital in either the rural or wrban |
cuvironment in having at their fingertips the latest advances in the dingnosiy
and treatment of beart disease, stroke, nnd cancer, Particular cmphasis will be
placed upon involving rural hospitals in this program thercby improving both
their didactic and restorative function.
2. Coronary Carc Prograwm: Dircet Cost, $127,544

This project will test a training technique for providing (ualified nurses who
will be required to staff developing coronary care units in the Region. Approxi-
mately 80 nurses will be selected from all parts of the Region for a combined
academic and clinical course. It is planned that the nurses receiving this train-
ing will return to both rural and urban hospitals for the purpose of providing a
diagnostic and didactic function. While the program will be housed at the medi-
cal center, the community hospitals of this region will be the benefactors of the
project. Since there are few nurses trained to work in coronary care units, par-
ticularly in the rural environment, special attention will be paid to attracting
nurses who will return to the community hospital. '

WISCONSIN REGIONAL MEDICAL PROGRAM

Four of the Wisconsin projects have relevance to the improvement of
health care in a rural sctting, through the provision of education and infor-
mation. Physicians and allied health personnel in community bospitals will
benetit from the following projeets :

Opceratlonal Projects

1, A pilot demonstration program for pulmonary thrombocinbolism: direct cost,
884,600

In thin projeet a cenfer is being established at Marshfield Yospital In Marsh-
field, Wisconsin, for demonstration diagnostic techniques and the avafiable
therapy for pulmonary thromboembolism. The project has a conlinuing edu-
cation component which will reach physicinns from many hospitals in the Re-
gion. This will involve a 24-hour consultation service, the preparation of a
maovie on the topie, and special training sessions for groups of physicians,

The project will demonstrate a comprchensive program which will encom-
pass diagnostie, preventive, therapeutic, and rehabilitation procedures for pa-
tients, postgraduation education, a rapid transportation system for patients from
Northern sections of the atate, and cooperation between the clinie and other
hospitals and medieal sehools in the State.

2. Telephone dial access tupe recording Ubrary in the arcas of hcart discase,
cancer, stroke, and related diseescs: dircet cost, $18,950
This feasibility study will be enrried out by the University of Wisconsin which
will record and store short, 4-6 wminute, tapes on varlous aspects of treating
patients with the three disenses. Any physician anywhere in the Region can
dinl the Iwary at any tlme and request a tape relevant to a problem in which
he is interested,

8. Nursing tclephone dial access tape recording Ubrary in the arcas of heart
discase, cancer, stroke and reluted discases: direct cost, $18,800

This feasibility study, slmilar to the one above, will establish a central tape
Hibrary with Information recorded on nursing care in cinergencles, new pro.
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cedurey :md equipn}ent, and recent developments in nursing. Nurses from any-
?O.;;})li‘ﬂl in the region will be able to call at any time to have a tape played
0 thei,

4. Development of medieal and health related single concept fitm program in
contmunity hospitals: direct cost, $33,250

This education feasibility project involves ten community hospitals in its
first. phase. Fifteen fitms on procedures and technigues used in treating heart,
cancer, and stroke, will be developed. I'rojeciors and the filins will be installed in
tho.hospi(,:lls for use by physiciang and other health personnel at their con-
venienee a8 a continuing education deviee, After four to six months the ma-
terinds will be reloented in ten additional hospitals.

Mr. Rogrrs. When do you expect to have your first evaluation of
aregional medical program? :

Dr. Marsron, We have evaluations cach time a region applies
for & supplement, and we require an annual progress report.

In one of the regions, as the funding was beginning to get up to a
sizable level, we decided that in addition to these normal veviews that
we should mount a special site visit and evaluate the region’s status
from the standpoint of the program. We now are doing this all of
the time, picking out times of program movement, particularly the
shift from planning to an operational grant and upon receipt of a
supplemental request for an enlarged activity. We go back and re-
view the entire history of the grant.

Mr. Rocers. What is the oldest region?

Dr. Marsron. The first four operational programs were funded at
approximately the same time, Intermountain, Kansas, Missouri, and

Albany, N.Y. o )
Mr. Rocers. Could you let us have your evaluation of how effective

these have been, for the record. . .
(The following information was received by the committee )

DEPARTMENT OF FIEALT1E, KOUOCATION, AND WELFARE STATEMENT ON IVFEOTIVENESS
OF REGIONAL MEDICAL I’ROGRAMSB

The effectiveness of Regional Mediceal Programs is determined in the following
WAYS

Lvaluation of the effectiveness of each Regional Medical Program is a con-
tinuous process which involves review by the Xederal Government, its non-
Tederal advisors, and the grantee itself, These review activities are specifically
intended to delermine the extent to which the region has implemented the proc-
eoss of regionalization which includes seven essential clements: involvement,
identification of needs and opportunities, assessment of resources, definition of
objectives,, setting of priorities, implementation of program activities, and self:
evaluation.

This process of regionalization is the means by which the region moves toward
its ultimate objective—the assurance of casily accessible improved patient care
for heart disease, cancer, stroke, and related discases.

A systematie and eomprehensive review of the scientific and administrative
aspects of each Regional Medical Program has been designed in order to deter-
mine the extent to which each Regional Medical P'rogram implements this proe-
ess of regionalization for the purpose of achieving its goal of improved patient
care.

This review process includes surveillance at the regional and Federal level,
and is conduected by both non-Federal and Federal experfs. By law each opera-
tional activity must be approved by the Regional Advisory Group prior to its
submission to the Federal Government for review and approval, Trequently the
regions themselves have elaborated on this requirement by establishing local,
in addition to regional, advisory bodies and/or sclentliic review bodies which
also carvefully examine proposed activities, : ) .
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A site visit by members of the Review Committee and the National A'dvisory
Couneil on Regional Medieal Programs to the vegion ls includod as an integral
part of approving an operational program for a region, Ag the ()pcrsxtlmml pro-
sram develops and is expanded additionnl gite visity are made. I'inally each
Regional Medieal Program is required to submit an annual progress report
which deseribes in detail the region’s program. .

Any proposed modification in program direction by the grantee must he justified
in writing and subjected to these review procedures,

Wiihin the context of this comprehensive review process it is possible to deter-
mine whether or not a regional program is in fact evolving a regional system
intended to improve patient ecare, .

"he Missouri, Kansas, Albany, New York, and Intermountain Regional Medical
Programs were the first to enter the operntionad phase of development. The
determination of their readiness to begin operationy was a result of the review
process deseribed above, including a site visit by members of the National Ad-
visory Council and members of he staffl of the Division of Regional Medical
Programs, The progress of these regions has been further evaluated duriog
the review of supplemental grant requests which have been received from all
four regional programs. Iturther site visits by Conncil and/or staff to review the
first year's progress have either just been carried out or are scheduled for the
immediate future. The results of these reviews earried out to date indicate that
these Hegional Medieal Programs are making substantial progress toward the
goals set forth a year ago as the basis for the operational grant award. The
major problems encountered have heen difliculties in recruiting personnel and
glowness in the delivery of important equipment. These factors bave caused some
delays in implementing particular projeets,

In addition to this evaluation at the national level, the regional programs are
developing their own capabilities for self-evaluation. Special staff has been
added to the central staff of the regional programs with specific competence in
evaluntion techniques, These techniques are being further developed and ap-
pliedl to the operational activities.

Mr. Roarrs, ITn Kansas, is Kansas City General Iospital involved
inthat?

Dr. Mawsron. In Kansas City, there is a joint committea from
Kansas and Missouri to work together in the Kansas City area, and
the Kansas City General TTospital has been involved ; yes,

M, RRogrrs. Conld you let us know to what extent?

Dr. Magsron. Yes, sir.

(The following information was received by the committee :)

DrErArrMENT OF HeAt i, EDUCATION, AND WELFARE STATEMENT ON THE INVOLVE.
MENT OF THE KANSAS CITY GENERAL JIOSPITAL IN THE MISSOURI REGIONAL
MEDICAL PROGRAM

The Kansas City General Hospital is direetly involved in the planning for and
development of the Missouri Regional Medienl 'rogram, The Missouri Regional
Medical Program has alloeated $82,926 for planning in Kansas City with head-
quarters loeated at the Kansas City General Iospital. Several staff share respon-
sibilities for Xansas City General Hospiftal operations and Missouri Reglonal
Medieal Program planning, ineluding the Iixecutive Director of the Kansas Clty
General Tlospital, Several proposals relnted to the Konsas City General Hospital
have heen submitted by the Missourt Regional Medlieal Program 1o the Tedera)
Gavermment for review, A project to develap prograimmed comprehensive enrdio-
vaseufar care at Kansas City General ITospital is pending fina] review by the
Review Committee and the National Advisory Council on Regional Medieal
Programs. Planning studies are underway on manpower training and post.
graduate medieanl edueation in heart disease, cancer, and stroke,

My, Rocuns, TTow do you evaluate your regional medical program?
‘ould you let ns know the eriteria used for evaluation? I think the
committee would be interested in that, , ,
Dr. Mansrow, Yos, siv. ‘
(The following information was received by the committee:)
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DeEPARTMENT or IEALTH, FIDUCATION, AND WELFARE STATEMENT ON TiE CRITERIA
ror THE IBVALUATION OF REGIONAL MEDICAL PROGRAMS

]'}:_lvh planning and operational aetivity of a Ilegion, as well ag the overall
Regional Program, receives continunous, quantitative and qualitative evalution
wherever possible. FEvalnation is in terins of attainment of interim objectives,
the process of regionalization, and the Goal of Regional Medienl I'rograms, easily
ﬂ(_'('l‘SHihlﬂ iimproved patient eare for heart disense, cancer, stroke, and related
dixenses, The criterion for judging the success of a region in implementing the
process of regionalization is the degree to which it can be demonstrated that the
Regional Progran has implemented the seven essential elements of that proeess:
involvement, identifieation of needs and opportunities, assessment of rvowourees,
definition of objectives, setting of priorities, implementation, and cvaluation.
Ultimately, the success of any Regional Medical Program must be judged by the
extent to which it can be demonstrated that the Regional Program has assisted
the providers of health servieces in developing a system which makes available
to everyone in the Region improved care for heart disease, cancer, stroke, and
related diseases.

It is also important to note that each Regional Medical Program is encouraged
to build self-evaluation methodologies into its ongoing program, These evalua-
tion methodologies then form an integral part of the total evaluation of the
Region’s progran.

A fuller description of the process of regionalization is contained in the
Progress Report on Regional Medical Programs (see p. 13) which was submitted
for the Record during the hearings on ILR. 15758 and is the process upon which
interim evaluations of each progriun are based. ‘

Mr. Rocens. T know on page 2, seetion 103, it is simply o correction
to allow the District of Columbia, Commonwenlth of Pucrto Rico,
and so forth, in. This amends the public health Taw itself.

Doesn’t this oo to the entive act?

Dr, L. Yes.

Mr. Roaurs. So that this would aflect every program of the Public
Health Service, would it?

Well, perhaps you can give us the information,

Mr. Kaxn Yorpy (Deputy Direcfor, Regional Medical Programs,
TTEW). Actually, there is a general definition in the Public IHealth
Act wlhich does not include these additions. These additions have been
made to certain other programs in the act. This is hringing the regional
medical programs into line on that. ;

Mr. Roarrs, Thank you. T am delighted to see the Department sup-
port this program for migrant health, which I have been interested
i and helped to write the original law. And I took a very active part
since then in following this program.

I have been very pleased with it, Miss Johnston. I think you have
dono a good job, and I think it is very essential that we recognize this
is a program that should be continued rather than letting it get into
the partnership as yet, beeause I don’t think this has been well planned
for in many of the Siates. .

Dr. Lee.” Wo would agree with that, Mr. Rogers, and also at the
timo tho partnership for health comes wp for review again, this would
como up for review at the same time, And wao would be able to then
recommend, and you would be able to decide whether it should con-
tinue as a separato special program or whether it conld, in fact, be
incorporated within the fabric of the partnership-for-health program.

My, Roaurs. When you look over a partnership plan from a State,
will the Department see that this s)]:m has in it the necessary guide-
lines to carry out this type of health program?
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Dr. Lee. As we develop, and as the States develop t,_he capability
for planning, the purpose, of course, of the partnexship for ]\(',:L]f/:h
will continue to be (o create a mechanisin in the States and permit
he States to set their own priorities. We then review that in relation
1o the priorities that have been set within the States; and certainly in
torms of national needs and national priorities, those are also looked

at as they relate to these State plans.
Dot woe want to have the States make these deferminations. And
gue problems with the migrants, becauso

thix, of course, presents unil,
tiey do move from State to State, and it is diflicult to encompass that

within any inelo Stalo plan,
feocers, Our time s ranning ouls I wotlld Tike Lo have o ruyg
M1

.ople are being affected, and how

1
whxt areas of the country. )
("Nie following information was received by the committeg?)
#N MIGRAN

Hearrix ProGgraM StATUS, MAROI 1968

Goal—To inkrove the health status of migrants through impt
portunities for hiqlth services and a healthful environment.
Guidclines.— 4
IHelp the migrant help himself.

Ilelp communkies recognize and assume respon

migrants in total edyimunity health planning.

fbility for including

migrants’ needs an

Promote adaptathns of community services J

gituation.
Establish continuity ¢
Utilize fully all availably resources.
Get migrants included in—yot further isolated/Irom—community life,
Status (see also attached din
titled “Migrant Ilcalth Prograniy

has been placed in committee files)
115 single or multi-county projects ax;

operating with migrant health gran

assistance in 36 States and PucrtdRicd.
285 projeet counties offer migral l,‘s’ personal health and sanitation services
155 additional projeet counties pravide sanitation services only.
More than 200 family healthy%Ser¥ce clinics operate seasonally or year

round.
1,000 physicians provide migrants medjcal care in the clinics, in their own
in counties served by

offices and in hospitals. )
300,000 migrant workersfind famly depellents were

projects for at least part of 1967, They made
215,000 medicalisits ; and
24,000 dental pisits,
made by nurses to migrayt camps, other farm labor

125,000 visits wer
housing, and migrayt schools and day eare centers.
aides to home and work

125,000 visits wgbe made by project sanitarians ax
sitex for inspectigh and follow-up.
$7.2 million-#lhe total funds appropriated for griyts—was obligated in
1967 and teniftivo commitments for continued grant sypport were made at
the same levgl, Most projects have submitted expanded redjiests for continued
G8 approprintion

grant suppget. These requests could not be met since the
wats Lhe sfime as that in 1967, In ench year since the profgun started the
coved projects

unt avallable for grants has been obligated and ap

total an
have iyl to be earried fo the next year,

HospitapUmuponent (As of Janunry 1968) .~
6500 the 110 grant-nssisted projects have hospital sorvice e«

Thyke projects are loented in 26 Stales,
62 hosplinls have slgned ngreements with projeets to provide mgrants

10splital eare.
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE ESTIMATED NEW OBLIGATION AUTHORITY REQUIRED UNDER H.R. 15758 FO;? FISCAL YEARS 1969-77

New obligation authority fFiscal year Fiscal year Fiscal year Fiscal yeaf Fiscat year Fisca! year Fiscal year Fiscal year Fiscal year
1963 1970 1971 1972 1873 - 1914 “1975 1976 1977

I. Regional medical programs._ ... ... ... ... ..o...... $65,000, 000 $140,000,000 $200,000,000 $275,000,C00 $350,000, 000 ..o o e it

H. Special grants for haz2ith of migratory workers_ .- 9,030, 000 15, 000, 006 R R
{H. Alcohiolic and narcotic addict renabilitation. o L .. PR e eimmeaao

A. Construction grants and staffing, operation, and ’

maintenance grants__ . . _____.______.__.__. 18, €00, 000 25, 000, 000

1. Alcoholic rehabilitation__ _ (7,000,000) (15,000, 000).

2. Narcetic addict rehabilitation. (8,000,000) (10,000,000).

B. Continuation costs for staffing, ope:

maintenance grants 15, 309, 000 13,276, 000 11,242,000  $10.176,000  $10,176,000 '$10,176,000  $5,330, 000
1. Alcoholic rehabilitation_ . (10,424,000)  (9,030,000)  (7,675.07)  (6,877,C00)  (6.877,000) ~ (6,877,000)  (3,988,080)
2. Narcotic addict rzhabilitation - (4,885,000) (4,226, 000)  (3.567,000) (3.299,C00)  (3,298,000) (3, ?99, 600)  (1,342,000)
Total NOA required. ... ..._....... 89,000,000 180,000,000 215,309,000 283,276,000 361,242,030 10,176,003 10,176,000 10, 176, 000 5,330,000

Note: The projections contained in this table represent departmental predictions and do not represent the administration position on the future program or budget requirements. Personn2l requirements
will be dependert on program developments and budget factors which at this time cannot be fully predicted. :

61T
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A ) Imea~—A comprehensive program in the city of Des Moines—relying cn-
‘?i%\vl_\' on voluntary approiaches—has already suceeeded in significantly reducing
a(ln\rrvst rate among Skid Row alcoholies, It has been possible to place a sig;
Anifiedt numnber of these persons in positions of employment and to modify theit
F tiving Yabits sufficiently so that they are no longer arrested for public drun

ness andhecome less of a cost to the community. . .
(¢) Cu‘lﬁ/nrnia.—At the Mendocino State Mental Ilospital there is in/opera-
tion an extyemely large treatment program for alcobolics. All persony/are ad-
mitted to this progriun on a voluntary basis and are free to leave th¢ hospital
grounds at m\lx\time. A sizeable proportion of the patients in- this pfogram are
Skid Row alcoliwlics from the city of San Francisco, Through the imdginative use
of professional ;;g\}vell as nonprofessional staff, it has been possifie'to create a
strong sense of moMje and dedication in the treatment unit so thyf large numbers
of homeless aleoliolivg remain for a substantial period of timy and participate
in a wide range of h\'g‘ur(\nt treatment approaches, This eyperiment also hay
cercotype that aleoholics will not use sychiu@rlc agencles,
Mr. Roarns, 1 belieNe yon would also have coy(“ructiof\,‘opm'nt.'mg
and stafling, maintenanke and treatment facilitied for narcotic addicts.
Dr. Youres, Yes, siv. ‘Nis is merely a continfiation of.the program
under section 402 of the Narcotic Addict Relabilitation Act of 1966
(Public Law 89-793). o
Mr. Rocers.- Would this-
enter? N
- Dr. Youres. No, I would: expeck
wnly incertain ones. L :
Mr, Rocers. What does the -Burd
nopulation of our hard narcotics uglrs &\ v
Dr. Youtrs, The estimate is fhat thope are 62,000 hard narcotics
hisers in the United States, as 04967, We estimate these figures are only
roughly 80 percent of the totgd group: We hage no true figure, so it may
be ashigh as 100,000 hard cofe narcotics addicdg. o
Mr. Roasers. T don’t kngdv if we want to get Wto a big building pro-
oram, but it seems to mé this could be incorpo¥ated in your mental
health centers. You muy need certain staffing, bu{ I would hope you
could give us somem , o ° - -
Dr. Lrr. This is feally the purpose of the effort 0y integrate them,
particularly in thé communities wherein this is a mdor problem. It
1sn't a general problem, so we felt it, was hetter to use thy project-grant
approach raflygr than a formula grant that would go to &l the States,
Mr. Rocxpb, T perhaps will submit some additional ¢iystions, be-
cause our tAne is up. Members of the committee may want tdask addi-
tional qugtions in writing. We very mueh appreciate your coling. It is
a most Anportant program, and I think we are off to a good sart. We
need 36 have some details, and I think the committee would waN} them
hefyfe we take action.
. Lee. We would be pleased to provide whatever you wanty Mr.
alrman,
MT. Rogrks, Our next witness is Dr. Carleton Chapman, dean of
tho Dartmouth Medieal School, who will be appearing for the Associa-
tion of American Medical Colleges, and he will be necompanied by
Dr. Lloyd Elam, of the Meharry Medical College, Nashville, Tenn.
Doctor, it is a pleasure to have both of you heve. We appreciate your
giving your time so that the committee may benefit from your testi-
mony.

tendod to dissipate the s

“in -every/community mental health

/would not be in every center,

5

w of Narcotics estimate is the

.
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STATEMENT OF DR. CARLETON B. CHAPMAN, REPRESENTING
THE ASSOCIATION OF AMERICAN MEDICAL COLLEGES; ACCOM-
PANIED BY DR. LLOYD ELAM

Dr. Cuiaraan. Thank you, Mr. Chairman. I am Carleton B. Chap-
man, dean of Dartmouth Medieal School, and on my right is Dr. Lloyd
lam, who is president of Meharry Medieal College. We are on this
occasion spokesmen for the Association of American Medical Colleges.
Our association represents the 88 medical schools in the United States
as institutions, a large proportion of the Nation’s medical educators
as individuals, and 830 major teaching hospitals.

Mr. Chairman, I would like to point out. that we would like to speak
to the regional medical programs, becanse medical schools are inti-
maiely involved in these programs, and while we favor in general the
other provisions of the bill, we can claim special expertise in these
areas.

We spoke hefore this group in favor of the adoption of the heart
disease, cancer, and stroke amendments in February 1963, but em-
phasized that the Nation did not then possess enough trained personnel
to carry out the provisions of the proposal. At the time, our spokesman
noted that our medical schools, originally set up solely to train physi-
cians, were already developing into medical service centers with con-
stantly expanding responsibilities in the health field. He went on to
say:

This experience makes it clear that the professional and institutional relations
are complex and delicate. It also makes it clear that it is painfully difficult to
procure and maintain an ndequate supply of trained manpower. A functioning
regional complex . . . would make the efforts of the practicing physician more
effective, but the development and operation . .. will require a marked in-
crease in trained manpower,

Ile also noted that the success of a regional complex is heavily
dependent on the continued and growing ellectiveness of the medical
school and tho medical conter.

At this time, 3 years later, wo consider these observations still highly
pertinent.

But, in general, we believe the discernible eflects of Public Law
89-239 to date have been salutary. It has created a mechanism by
means of which the Nation’s medical schools have begun to relate
to community and consumer health needs, and to work with man
lay and professional groups in designing new methods of coping with
these needs. It has initiated the orgamzation of the Nation into re-
gions, for the purpose of delivery of liealth services, very effectively.
And although this organizational process has not yet proceeded to
completion, the results to date more than justify the passage of
the law.

We are well aware that efforts to implement the legislation have
been associated with many prohlems. Regional organizational struc-
tures and, for that matter, the definitions of regional boundaries, ave
in some instances unduly complex and clumsy. Some health profes-
sionals complain that they do not understand the intent of the law
and some aro suspicious of it. Lay and professional groups which, in
some regions, are attempting to reach joint decisions for the first
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time, are having some difliculties. And occasionally one hears the
view that the medieal schools are attempting to use the law as a means ;
of guining control of the Nution’s health care system. -

But in our view, these diflicultics wero to an extent predictable and
jnevitable. The important point is that the law, by mobilizing local
initiative, is ellecting a cooperative atiack on health problems which, P
although highly necessary, had not been operative before. In our
view the general consensus lay and professional is highly favorable
to the law.

Phe medical schools themselves have had diflieulties in discharging
their obligations under the law. Many of them, when the Taw was
passed, had no administrative personnel that was apable of dealing (o
with these new responsibilities. In some instances programs develop- .
ing under the law involved commitment of professional personnel
that is alveady fully committed. Far from attempting to take over
control of the program many, and perhaps most, medical schools
have been slow to become involved largely owing to shortage of e
personnel. :

This has been especially acute as the schools move to begin to meet
the growing shortage of physicians. Yet there is no doubt in our minds
that our medical schools wish to bo involved as effectively as possible,
not, to gain control but, in keeping with the intent of the law, to make
their talents and facilities morve readily available to all who need them.

But this vital matter, and the equally vital matter of improving
and expanding our educational function, together constitute an obli-
gation that caunot be met optimally in a few months, or even perhaps
m 2 or 3 years. The medical schools seek no special privilege under
the regional medical program law but wish, on the contrary, to as-
sist materially in its success{ul implementation.

Wo believe that the original law has operated exceedingly smoothly,
considering the nature of the planning processes it has initinted. Wo
also believe, however, that enough experience has been or soon will
bo gathered to justify a few minor procedural alterations. When the
law first began to be lmplemented, there were no generally applicable
prototypes for regional organizations of the general types specified.

A number of different patterns have now emerged, some more effective

than others. It may, in our view, soon be appropriate for more defini-

! tive organizational guidelines to be provided by the Division or Re-

' gional Medical Programs. It will also be appropriate in the future to
reconsider critically the geographic structure of the various regions.

The responsibility and authority of advisory groups, many of which

are too large to function effectively, require clearer definition. And the i
main thrust of the legislation requires, in our view, to be restated and
clarified.

It has been frequently noted that its central focus of the law is the
patient and his needs, This is unquestionably true. But a more rele-
vant way of saying the same thing is to indicate that the law proposes
to “* * % afford to the medical profession and the medical institutions
of the Nation, through cooperative arrangements, the opportunity of
making available to their patients the latest advances in the diagnosis
and treatinent of the diseases named in the law.”

1n other words, the law provides us with the means and authority to
find ways of assisting physicians and other health workers to pro-
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vide American citizens, wherever they may be, with better health
care and to provide that care more elliciently. . o

Cooperation between lay and professional ,f__,rmn{)s in designing such
methods has, in general, been most impressive, but the balanco has
not invariably been ideal. Good faith and understanding hetween
such groups cannot be ereated overnight, but one of the most striking
accomplishments of the original law is that it has set the stage for the
development of effective cooperation between these groups.

The original law is accomplishing what it set out to do but the
pace at which such developments can proceed must be viewed real-
istically. We are not in agreement with those who say that the pace
is unsatisfactory; on the contrary, the rate at which planning has
proceeded has, to date, been very impressive, owing in no small
nieasure to the understanding and wisdom which have characterized
the administration of the law.

The next 3 years will be critical ones in_that what has been done
will have to be eritically evaluated; that which is successful must then
be encouraged; that which is ineffective discarded, At this stage, as
in the planning phase, the medical schools can and no doubt will
render signal service. :

We believe, Mr. Chairman, the law should continue to operate for the
present without substantive change but that the results it is producing
must soon begin to be eritically evaluated and serutinized. The Nation’s
medical schools are now involved, for the most part, to the extent of
their capabilities, not in an eflort to gain control, but rather to help to
provide the Nation a critical service. And as we go abont meoting our
obligations under the law, we seek the understanding of our critics;
those who feel that we are reaching for dominance, no less than those
who feel that. we are not moving fast or vigovously enough on the other.
We are, Mr, Chairman, placed squarely in the middle but we recognize
that the essence of the regional medical program activity is vital to the
welfare of the Nation. It is one of several major obligations which we
must discharge.

Mr. Rocurs. Thank you, Dr. Chapman, for an excellent statement,

T might say, too, that 1 recall that many of your suggestions wero
accepted by Ihis committes in the writing of the original law. You were
most helpful to the conmitiee.

sefore questioning, if wo could have a stalement from Dr. Lloyd
Iilam., ‘

Dr. Brase. My, Chairman, iy name is Tloyd Elam, T am president of
Meharry Medical College in Nashville, Tenn. Before assuming that
position, I was chairman of the Department, of Psychiatry at Meharry
and for a brief time, dean of the School of Medicine.

I speak today as an oflicial representative of the Association of
American Medical Colleges and wish to comment specifically on rela-
tionships between regional medical programs and medical schools.

I come before you today as one who has had direet experience with a
regional medical program, a program which is already entering the
operational phase after having made remarkable progress in bringing
together various health resources in the Midsouth area during its plan-
ning phase. I have a deep concern about the availability and quality of
health care among the poor, especially in our cities; I am particularly
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terested in what regional medical programs can do in this eritical
area.

Th.e r'c;:rettul)lo, fact that my institution, Meharry Medical College,
has limited personnel and resourees allows me to emphasize the point
that the responsibilities we assume nnder regional medical programs
must not hecore o drain on our (inances or our manpower. Thus, as we
enter into cooperative arrangements with other health resourees of our
regcion, to improve dingnosis and treatment of heart disease, eancer,
and stroke, we must do so without jeopardizing our primary educa-
tional obligation.

Within these constvaints, Mehrry and the other medical schools
of the Nation wish to express a strong sense of responsibility for the
health problems of the communities that surround us. Regional medi-
cal programs offer an opportunity for such involvenient. Indeed, wo sco
m them the possibility for strengthening our colleges to carry out
their unique obligation in community health, especially in the devel-
opment of better ways to apply new and advaneced procedures and im-
proved ways of educating health personnel for this task.

Let me deseribe briefly how the Tennessee Midsouth regional medical
program eame into being and what we expect to accomplish in the next
few years. The program was initially established through the co-
operative endeavors of a wide variety of interested groups in Ten-
nessee and southern Kentucky.

The diseussions involved Meharry Medical College, Vanderbilt Uni-
versity Sehool of Medicine, 1lospital and ITealth Planning Council
ol Metropolitan Nashville, private hospitals, medical societies, public
health agencies, and voluntary health organizations. A rvegional advi-
sovy group was established and planning {funds were received in
August 1966,

In our area, as in many regions across the country, the bringing
together of these interests Tor planning purposes has vesulted in s en-
tirely new perception of health problems of the region and of new
ways to solve them. I can indicate the extent of our Yrogmss by telling
vou that in June 1967, a little more than 10 months later, o request
was made for operational funds for 34 projects to bo carried out in the
region. The projects varied widely in content. and in seope, It each
wis concerned with solving a particular health care problem in heart
direase, cancer, or stroke which had been identified during the plan-
ning process.

One project. which typifies the region’s activities, and allows me to
speak to a particular problem that we at Meharry are addressing, is the
regional medical program project concerned with long-term evaluation
of the health status of 30,000 underprivileged persons in an urban pov-
erty arca known as north Nashville.

Our department of family and community health, in conjunction
with the Office of Economic Opportunity, is establishing a neighbor-
hiood health center for this group of needy people. This 1s, as you can
hnagine, a Iarge undertaking and one which requires a great deal of
niedical skill and effort. One of the major problems is to defermine ex-
actly what typoe of health care is actually required by these persons.
Another, of course, is to measure the quality of care and to {ind out
il it is actually achioving what it sets out to do. Thoe regional medieal
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program is supplying the means by which Mcharry, with the coopera-
tion of Vandcrll)ilt University, can establish a multiphasic screening
‘laboratory as an adjunct to the neighborhood health center. The co-
operation with Vanderbilt involves consultation and computer serv-
ices needed for the automated laboratory procedures and recordkeop-
ing. Regional medical program support will help us uncover heart
discase, cancer, and stroke in this population in the carliest stages,
provide documentation of the incidence and typoe of these disorders, as-
sist in the initiation of necessary treatment, and aid in evaluating the
treatment these patients receive at. the neighborhood health center.

The potential of a cooperative arrangement between a multiphasic
sereening Iaboratory for the identification of need for medical care
through early diagnosis and of a neighborhood health center for meet-
ing that need is very great. This activity would have been diflicult, if
not impossible, to undertake without the help of regional medical pro-
grams. Many of tho essential and important elements of regional
medieal programs are present in this one project: The bringing to-
gether of previously disparate elements of the medical care system—
providing of manpowoer and funds to get. things done—and the coming
to grips with the really significant health issues of our region.

The involvement in regional medical programs of Mcharry and
Vanderbilt medical schools and of many other medical schools in this
country, is far from superficial. Indeed, in many arcas the medical
school was instrumental in the establishment. of the regional medical
program and theso institutions have lent their expert assistance in
launchime this major new program. They are accepting responsibilities
heyvond the traditional ones of teaching medical students and conduct-
ing research. They have begun new programs to translate more
preealy the fruils of medieal research into improved care for the
peopic within the regions that thoy serve.

I' shall like to close simply by giving my earnest and enthusiastic
support to the legislation extending this program. I sincerely hope
that you will agree with my estimation of its great importance.

Thank you for the privilege of speaking before you today.

Mr. Rogers. Thank you, Dr. Elam.

Arethero any questions?

Mr. Kxyros. I have only a few questions.

Dr. Chapman and Dr. Elam, I want to welcome you here and thank
you for your statements.

Dr. Chapman, on page 2 of your statement you include in your re-
marks that occasionally one hears the view that the medical schools
are attempting to use the regional medical program for the purpose
of gaining control of the Nation’s health care system.

Would you kindly expand on that a little bit? What is the problem
there? T didn’t know such a problemn existed.

Dr. Criararan. This is something that has Jargely begun to dis-
appear, T think. We heard this a good deal when the law was first
passed. In addition, wo have heard fears expressed that the medical
schools might simply take funds that were available under this law
and nse them for standard, ongoing medical school }mt‘c]mscs.

Of course, this is not possible under the law, and I think I can stato
with assurance that no medical school is doing that. Most of us have
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atfained small amounts, velatively small amounts of funds in order
to find the personnel, provided the personnel that we needed to enable
us to be involved eflectively in this program, but I don’t think, Mr,
Kyros, that these criticisms are at the moment very serious.

Mr. Kynos. In the State of Maine, I have been told by doctors that
one of the valuable benefits of this program is that in a State where
you don’t have a medical school, as in Maine—and I iiagine there are
other States in the United Stales thut don’t have a medical sehool—
you servo an educational function by disseminating vital and cur-
rent information to doctors who normally would not have that kind
of mformation.

Dr. Criiararan. Yes, sir; and many of us who are deans regard many
of the most important aspects of this activity to be the continuation
education feature for physicians, and in our own northern tier of
States, Mr. Iyros—of course, we represent three regions there, Maine
and Vermont are separate regions, and Maine is tied in with New
ITmnpshive,

We are meeting regularly with the Maine and the Vermont regional
medical program officials, and one of the main things is this: the con-
tinuation of medical education.

Mz, Kyros. On page 4, you talk about the desire, perhaps, in the act
to obtain a more definitive organizational guideline and to reconsider
critically the geographie structure of the various regions, What spe-
cifically are you suggesting?

Dr. Cisarman. New Ingland is a good case in point. As you well
know, sir, New England for a long time was been working itsclf as a
region with the northern tier of States focusing for many purposes
on Boston, and to some extent on Montreal and Albany as well.

Our present regional structure will undoubtedly have to undergo
modification. In fact, I would say it already is in a functional sense.
The northern tier of States 1s a similar region in terms of population,
climate, geography, and medical health problems.

Mr. Kyros. On pagoe 4 again, you say cooperation between lay and:
professional groups in designing such methods—that is, of getting the
latest advances in diagnosis and treatment translated 1nto action for
the patient have been most impressive, but the balance has not been
invariably ideal. What does that mean ¥

Dr. Cirararan. I think it is a matter of groups that have never real-
ly worked together bofore are now having to da so, and as I said earlier,
T think, in the State, some such difliculty was inevitable and indeed
predictable. '

In our own area, the balance is coming around very nieely, as I sce
the operating in the advisory group, which has brought together
people who had certainly never approached any serious proposals
together jointly.

Mr. Kyros. Do I understand your testimony this morning to be en-
tirely in favor of the program that is set forth in the act before us
today?

DIX Cuapman. Yes, sir. We would consider it very distressing in-
deed if it were not continued. It is at the point now where we will
begin to obtain the critical information we need in order to bring
forth a program that will really do the job, and will really carry out
the intent of the original act.
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Mr. Xyros. Are you satisfied with the $65 million provided for
fiseal 19692 ]

Dr. Ciraratan. T am really in no position to spealk to that. I believe
under the circumstances it will take us tho next step. )

Mr. Kvros. Dr. Elam, I understand your multiphasic screening
twrned wp uterine cancer in patients that would not otherwiso have
been found. Will that be continued ?

Dr. Brasr Yes, sir; and the results of tho sereening will be sent to
a doctor in the anticipation of turning up such things.

My, Kyros. Thank you.

My, Rocers. Dr. Carter?

Dr. Carrer. No questions.

Mr. Roaens. It has been helpful to have your testimony, and we
appreciate your sharing your knowledge with the committee. I hope
that yon will let us have your suggestion for any improvement that
you think the program should undertake. Particularly I am con-
cerned ahout bringing in more hospital people. I think maybe this
balance that you are talking about the people in the program, along
with the medical people—I think it has got to involve more people,
and I would like to get more details if you conld submit that to us, on
your examination program. I think this could be most helpful to the
committee.

Dr, Citaraan. Thank you, Mr. Chairman.

Mr. Roexrs. Thank you.

The committee stand); adjourned.

(Whereupon, at 12:30 p.n., the committee adjourned, to reconvene
at 10 a.m., Wednesday, March 27, 1968.)
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REGIONAL MEDICAL PROGRAMS; ALCOHOLICS AND
NARCOTICS ADDICTS FACILITIES; HEALTH SERV-
ICES FOR DOMESTIC AGRICULTURAL MIGRATORY

WORKERS

WEDNESDAY, MARCH 27, 1968

Housr or REPRESENTATIVES,
SuncoMmmrrriet oN Ponuic Hearriz AND WELFARE,
CoMMITTER ON INTERSTATE AND FOREIGN COMMERCE,
Washington, D.C.
The subcommittee met at 10 a.m., pursuant to notice, in room 2322,
Rayburn House Office Building, Hon. Paul G. Rogers presiding (Hon.
John Jarman, chairman). _ TS
NGRS TS TN CEROWITL DO 111 OLCBT, PICASE, T g
"\2 , will continue hearings on IT.R. 15758, introduced by the c])weiffr-
ongressman Staggers of West Virginia, and our fivst withess
| today is'™e ITonorable Richard Daloy, mayor of Chicago, whgftannot
bo with ussgut whose statement will be read by Miss Phylli Snyder,
who is the exdqutive director of Chicago’s Alcobolic Treatmgnt Center.
od to have you with us Miss Snyder, ayd we will be
cad the mayor’s statement.

STATEMENT OF HON.\RICHARD J. DALEY, MAYOX, CHICAGO, ILL,
PRESENTED BY PHYBLIS X. SNYDER, EXE¢UTIVE DIRECTOR,
MAYOR’S COMMISSION IR THE REHABILFTATION OF PERSONS

AND CHICAGO'S ALCOHOLIS TREATMENTXENTER

emberg?of the committee, I welcome
obehalf of the city of Chicago,

R. 15758, known as the Alcoholic

Miss Snyper. “Mr. Cliairman,
this opportunity to add my suppoN,
for passage of title III, part A, of I

Rebabilitation Act of 1968, )
“\Ve in Chicago have long recg#nizec\the need for an adequate pro-

gram of aleoholism care and gontrol. are very proud of the fine
work being done at Chicagg’ Aleoholic Thgatment Center, a munici-
pally supported facility pfoviding inpatent dqre for 72 males and out-
patient services to mep#and women. This facjty has been operating
since 1957. 4
“My commissiopon vehabilitation, eomprised 0R 22 very able, dedi-
cated, and knoyfedgeable citizens, has been studydg the city’s alco-
i holic probleny#and the needs to combat these problemysince 1955. Our
| treatment, géliter is a direct result of their recommend! ions.
sifldios of this commission have confirmed that it¥g not within
£l power to implement, the kind of comprehensivg_program
vhici(is so necessary. Inasmuch as Chicago and Coolk Count
kstnated 250,000 alcoholics, more than one-half of the total al
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s0 help Fitdey the committee if you could Sll])Wﬂl-

lown on your tteshglic treatment copterT would be very intercsted

(0 see the stafling, the T ot People, and the types of treatment

that are given.
(The informatjorrTequested was not avi
Mr. Roaess”™1 notice you have in-patient as

v Snyder.

#T1ss Sxyper. Yes, we do.

at time of printing.)
ag_out-patient

Mr. Rocers.{Thank yoy,
Our next withess 15 an ol iriend of this committee, Dr. Michael
De Bakey, chairman of the Department of Surgery, Baylor Univer-
sity College of Medicine, Flouston, Tex. o

I might say that Dr. De Bakey was on the President’s Commission
for Heart, Cancer, and Stroke, which was really the guiding force
for the formation of the regional medical program.

It is a pleasure to have you with us, and we are pleased to receive
your testimony at this time.

STATEMENT OF DR. MICHAEL De BAKEY, CHAIRMAN, DEPARTMENT
OF SURGERY, BAYLOR UNIVERSITY COLLEGE OF MEDICINE,
HOUSTON, TEX.

Dr. Di: Baxey. Thank you. T am grateful for the opportunity to
again appear hofore this committee, as I did on July 7, 1965, in sup-
sort of the regional medical programs and to report on their progress.
T would like to tender my thanks for what this subcommit{ee and the
entire Committeo on Interstate and Ioreign Commerce have done to
dovelop this program, a program which is already solting a pattern
for enhanced medieal eare within the Nation.

T come before you in strong support of title I of ILR. 15758, intro-
duced by the chairman of your full committeo, Mr. Staggers.

T have been a membor of the National Advisory Council on Re-
gional Medical Programs since its creation, and I, therefore, have had
the opportunity to see this program in its planning phases, and sce
it dovelop throughout the country as wo hoped it would.

There have been times when I have been guilty of impatience, but
the fact is that this program has developed, I think, at a normal pace
and in a very sound way.

Now we are at a point where I think we will begin to see the first
fruits of this program in terms of its original objective, which was to
provide the best possible care for the patient at all levels of our sociely,
and to-extend this kind of care to overy citizen. This was a need we
have recognized but were not able fully to achieve in the past.

T beliove this program will achieve its main objectives; certainly
in the ficlds of heart disease, cancer, and stroke, and hopofu]]y in all
tho related arens.

At this time there are cortain aspects of the Jegislation T would like
to discuss in more specific terms. You will recall, Mr. Chairman, in the
original testimony, and in the original bill, there was much discussion
of construction authority. '

I think the committee was wise in pointin% out that without this
type of authorization for new construction—there was authorization
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for renovation—that the program would not be jeopardized in the
planning phase.

Now, however, we are in the area of actual operation, and already
there are 11 programs functioning. I would say by the next several
months, perhaps 40 or 50 percent of the programs will be in some phase
of operation. So we are moving, you see, quite rapidly.
~ As wo move into this area, construction needs will become increas-
ingly more apparent, and already we have evidence of this need,

"This construction is fairly speeific in nature and fairly limited in
scope. Tt is not on the same seale as already existing construction needs
within tho medical centers—construction for which the centers alveady
have the authorization if not the money. .

Now, the construction anthority we need for the regional medical
programs applies primarily to the conununity hospitals and to the
more peripheral units, where the past construction has not anticipated
this type of program.

In the Surgeon Genoral’s report there is documentation and outlin-
ing of the various types of construction needed.

VWhat I should like to do, Mr. Chairman, rather than take your time
now, is to submit a formal statement for the record within the next
few days. I had hoped to have this ready for you today, but I got
involved in a series of emergencies over the weelend.

Mr. Rocrrs. We understand, and without objection, your formal
statement will be made a part of the record, following your testimony.

Dr. DeBaxey. This is the limited but well-defined need for new
construetion. I leave to the committee’s judgment, as to how this best
should be met.

Allow me to point out that it is essential for the future of the pro-
aram to find means of meeting these needs of the community hospitals,
Theso needs include construction spacoe for classrooms; partieular
types of diagnostie facilities, laboratory space of specinl types; and
treatment units relating to heart disease, cancer, and stroke. The out-
Iying hospitals simply do not have this type of space available, and
frequently have no means of finding the funds to provide this kind
of construction.

Finally, Mr. Chairman, T would emphasize that we have reached the
stage in this program where wo must look to the funding levels over
the next 3 to b years. As we movo more and more into operation, I think
the cost. of these programs will reach the figures we visnalized in our
original coneepts and the original proposals in the President’s Com-
nission’s report.

You will recall that we expect this to reach authorization levels of
well over $450 million by the end of 5 years. Now we are beyond that
point in our thinking, and we now have better evidence of what the
needs are going to be. I would say they will approximate $5 or $10
million in each region within the next 5 years. Therefore, I would hope
the committeo will contemplate authorization levels of some $500 mil-
lion within the 5-year period. -

This level will not bo reached soon, of course. ITowever, I would
think by 1971 we would he closo to the $300 million level.,

T would hope by that time the opportunities to provide funding at
this lovel would bo more readily available than at this moment.
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Mr, Chairman, I will be glad to answer any questions you have.

Mr. Rocers. Thank you very much, Dr. DeBakey, for giving us
your viewpoints on this program and its importance.

Could you give us an example of one region that you may be aware
of, or maybe you would want to do this in your statement.

Dr. De Baxky. Well, rather than take your time about it, let my
statemnent provide this information. T would like to discuss un area
where they have not only accepted the tolal concept of the progriun
but are utilizing the program in a most eflicient way to provide the
particular three elements that I think are essential: research, educa-
tion, and patient cave. These three elements must be combined at the
level at which the physician meets the patient.

Mr. Roers. This has Leen my concern with the program, and I
yealizo it is still very young. But T am beginning to get feedbacks that
the program is not reaching the practicing physician yet. It is not
down to the hospital. It has stopped at a little higher level, at the dean’s
office.

Dr. D Baxey. This is understandable at the planning stage. Only
at the operating stage will they begin to feel the program.

The most important thing to me is the fact that the program is be-
coming better understood by the practicing physician, and there is
developing an enthusiasm for the program ab the grassroots level that
really 1s in striking contrast to some of the earlier experiences.

Mt Rocers. That is vight. I remember very vividly.

T think it might be helpful to point out some of these areas where you
feel the program is being effective in getting to the community hospital,
and wheroe thoe people in the connnunity are really beginning to receiveo
the benefits. ‘This would be helpful to the commitiee, and also to spread
it upon the record so that other arens can see what is being done 1n the
most suecessful programs,

D De Baxry., I will be very pleased to do this and includo it in the
statement I will file with you.

Mr, Roarus, Thank you,

Mr, Kyros?

My, Kynos. Woare happy to have you here, sir. ,

These programs of construction that you are talking about would
still have to bo initiated at the loeal level and passed on by the Ad-
visory Couneil.

Dr. Di Baxey. Yes; and they would also have to show justification
as being within certain guidelines, as being essential to the eflicacy of
this program.

Thero are all kinds of construction needs, but we have various types
of construction authorities, and I would think the important thing is
that we limit the construction to the needs of this program; that is,
where it can be demonstrated unequivocally that without the construc-
tion space the program couldn't be effective, conldn’t be implemented.

Mr. Kyros. I don’t know how familiar you are, sir, with the money
requirements of the program; but the fizures yesterday were that 1t
would boe about $30 million carryover from the last fiscal year, and
the bill this year carries $65 million, ‘

Do you think $95 million will be enough for this kind of planning
this coming year? oo
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De. Di Baxey, Well, if I read the situation within the next, year
correctly, T would say wo would come closo to that, certainly; and I
don’t think it.is going to jeopardize the program,

What I am concerned :111)0111. is when we get into the operational
phase within the next—well, say by 1971. T would say within this 2- to
d-year period we are going to sco a real escalation inactivity and, there-
fore, m funding needs,

M, Kyros, Lunderstand, thanl you very much.

Mr. Roasnrs, Mr. Nelsen ?

Mr. NeLseN, I have no questions.

Mur. Roaers. Dr. Carter?

My, Cagrer. 1t is an honor, Dr. Do Bakey, to have you here. You are
so well known to many of us as being absolutely dedicated to the serv-
ice of humanity. Weare honored to have you here.

I would like to ask about how the funds that you want—are they to be
for something similar to intensive care units in different hospitals?

Dr. Dr Baxey. Yes. Well, some of them would be used in that way.
For example, let us take the community hospital that is in a program.
They nced and can use, and in a sense can support, an intensive care
unit; but the hospital is built in such a way that they can’t even reno-
viate space.

You are familiar from your own experience, I am sure, in your own
area of Kentucky, where hospitals, even those built with ITill-Burton
funds, are now so jammed that it would be denying the use of the space
for some very essential purpose.

So they need additional space. To build this, they have to have
money. It may be a relatively small sum. It may amount to a hundred
thousand dolturs, but it is still money that is hard to find for this
purpose.

An intensive care unit would be one wing. Another would be—1I hope
my colleague will point this out in his testimony to you—in terms of
acutoe stroke units. There will be diagnostic facilities of certain specific
character.

We point, ot in the Surgeon General’s report, which the Council had
the opportunity to review, the types of space needed. They will need
classrooin Tacilities. This is the kind of space that is essential to carry-
ing out the program. ) .

Mr. Cawrer. Certainly we have seen that many of our hospitals in
the smaller areas, and T am sure it is troe in cities, that in the past {ow
years building has talcen place, but still it is inadequate.

Dr. Dr Baxey., Completely inadequate, and also 1t doesn’t take into
consideration these kinds of needs, They didn’t even visualize these
needs in the early plans, Their concern was with immediate needs that
they had to meet.

Mr. Carrer. I see the need of these things.

Dr. De Baxey. May I say to you, Dr. &Lrter, that it was part of
your understanding that helped produce this program, and I want to
thank you again for your insight into this whole program.

Mr. Cariur. Thank you, sir.

Dr. Du Baxwy, It was a tremendous help to us.

Mr, Roarrs, Mr., Skubitz?

Mr. Sxunrrz. Thank you, Mr, Chairman,
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I have no questions, Dr. De Bakey, but I want to join my colleagues
in welcoming you here today. I am looking forward to receiving your
recommendations.

Dr. D Baxwuy, I want to express my appreeiation to the commit-
tee for the wisdom and kindness and generosity they have shown, and
it 1s grood to know there are public servants like yourselves,

Mr, Rocgers, Phank you.

(I, Do Bakey's propaved statement, follows:)

SrareMeNt or Micnarn 16, De Baxey, M.D., Piorksson AND CUAIRMAN, Drerart-
AMENT OF Sukerry, Bavror UNivewsiry Cornems or MeniciNg, Hougron, ex.,

Mr. Chairman and members of the subcommittee, I am Michael 16, De Bakey,
Professor and Chairman of the Department of Surgery, Baylor University Col-
lege of Medicine, in Houston, Pexas, I had the honor of being named by President
Johnson asg the Chairman of the Commission on Ifeart Disease, Cancer, and
Stroke, whose report led to the initial recommendation of the Regional Medical
Programs lJegislation which this committee developed and passed in 1965, Since
jts creation, I have been a member of the National Advisory Couneil on Regional
Medical Programs and am also a member of the Regional Advisory Group of the
Texas Regional Medical I’rogram. .

I testify today in strong support of Title I of ILR, 15758 introduced by the
distinguished Chairman of your full committee, Mr. Staggers. If enacted, Title I
would extend the authorizing legislation for Regional Medical Programs for an
additional five years as well as clarify certain technical aspects of P.L. 83-230.

I would like briefly to reiterate the basic concept of the Regional Medical
Programs, the future of which this subcommittee is presently considering.

The Regional Medical Programs comprise & group of units added—wherever
possible—to already existing medical centers in regions throughout the country.
The units are part of the overall research, teaching, and medieal care going on
within the medical centers in regard to heart disease, cancer, and stroke.

These units together make up a national network for research, for teaching
new developments to doctors and nnrses, and for eare of patients under investi-
gation, Thus each physician served by this network has, readily accessible to
him for his patients, the full range of up-to-date knowledge and skills developed
through nation-wide research, At the same time the doctor eontributes to re-
search, for his observations add to the total knowledge.

ach of these units we are discussing has its own facilities and staff, though
they function as part of the existing medical work force, to pull together and
strengthen the medieal resources now in existence,

The Regional Medical Programs ag initially authorized, placed principal em-
phasis on regional voluntarism, ag the means by which their goal might be
achicved. Today I can report that your confidence in this approach has been
well placed. Within the last three years 4 Regional Medical Programs have been
Lrought into being. By this summer approximately one-half of these will have
entered the operational phase. The remaining regional programs will shortly
thereafter begin operation.

With its emphasis on voluntary cooperation the Reglonal Medical Program
mechanisin has managed to harness the creative energies of practicing physicians,
hospitals, medical schools, voluntary, state and local health agencies. All too
frequently in the past these ereative energics have been isolated from one another
or, even worse, in competition. Regionnl Medical Programs make it pessible for
all providers of health services to combine their strengths to improve the care
of patients with heart discase, cancer, or stroke, Thus our aspirations of 1965
today are working entities.

One of the most important developments is the large and increasing involve-
ment of the medical profession. In a recent speech the President-elect of the
American Medical Association said, “As a whole, the medical profession at the
beginning of the year 1908 is probably more decply involved in the planning
process to determine the nature of the Regional Medical Programs than it has
been in the planning of any previous Pederal program.”

Now in considering the future of these Programs, Mr., Chairman, I would
like to discuss the legislation before your committee. I was disappointed to
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find that Title T of the bill does not propose to broaden the construction aunthority
for Regionnl Medieal Progrious. Duaring the initial hearings before the Inter-
state and Foreign Conuneree Committee on Regional Medical Programs in 1967,
there was mueh testimony that construction authority wounld be necessary if
the requirements of the legislation were fully to be met. The committee in
modifying the bill deleted the authority for new construction. In its report on
the bill the committee reasoned that the program would not be jeopardized by
the lack of such authority in its initial planning phases. Furthermore, the
committee felt in those instances in which new construetion might be required
for Regional Medical Programs, other Federal sources of funding should be
sought. IMinally the committee in its report indicated its intention to review
this question at the time of the legislation’s extension.

Mr. Chairman, I would like to commend the committee’s wisdom on this
maiter. In fact, the Regional Medieal Progriams have not been jeopardized
during {hese past three years, during which they have organized themselves,
planned their programs and begun to enter4he operationn] phase,

Iowever, this situation is rapidly changing, Alreidy 12 of the H1 Repgional
Programs are operational and within the next year or <o all of them will have
begun operations. Accordingly, their needs for additional facilities will rapidly
inerease,

The Surgeon General's Report to the President and The Congress on Regional
Medieal Programs documents the case for limited Regional Medienl Program
construetion authority. It is extremely importint to understand that these
facilities would principally be loeated in community hospitals, not our medical
schools.

Ixamples of needed community hospital construction deseribed in the report
include class and conference rooms for regional continuing education programs,
space for special demonstrations of community patient care, and expanded
diagnostic laboratory facilities,

These necds are not now being met under existing IFederal construetion pro-
grams, There are two interrelated reasons for this:

(1) The competition for IFederal funds for the construction of health
facilities has grown enormously as a result of an overwhelming demand for
such facilities,

(2) DBy definition, the nature of Regional Medical Program construction
needs goes beyond the needs of a single institution to the needs of the regiou.
Accordingly, it is unreasonable to assume that any single institution would
be willing to divert its scarce funds for matching purposes when the benefits
of the facility are intended for many institutions.

Since it is essential that there be no substantial distortion of the concept of
Regional Medieal Programs, I concur that rather strict limitations should be
placed on this vitally needed construction authority. The kinds of limitations
one finds in the Surgeon General's report, having to do with the amount of funds
available for construction purposes, seem entirely reasonable to me,

ITaving considercod the Himitations, what kind of Regional Program projects
are we working to generate? Ifow does such a projeet work? An example of the
effective hoplementation of the program involving conmunity hospifals is pro-
vided by the Rochester (New York) Regionnl Medieal Program whiech has
inaugurated an initial five-part operational progean in the avea of enrdiovasculur
disease. Ench part is specifically designed to mect obxerved or expressed needs
in the delivery of specialized medieal eare {o the heavt patient, One project will
provide postgradunte training in cardiology for geneenl praetitioners and inter-
nists who practice medicine in the ten counties which mnke np this region, Seve
eral difforent training programs will be offered so as (o best meet (he individual
needs of the physicians who will purticipate. This program is being porsented
in direet response to fhe reguests of physicians for this type of assistance, One
phase of this program includes visitations to peripheral hospitals by the eardi-
ologists who will provide this insteuetion. Certain andio-visual equipment will be
placed in these peripheral hospitals for continued use by the loeal physician,

A parallel program will present intensive month long courses to prepare pro-
fessional nurses in the management of coronary care units. The growth in the
number of coronary care units which provide essential medieal care during the
acute phases of cardiac illness, has ereated an urgent need for an increased num-
ber of well trained nurses; the latest advances in nursing techniques and modern
life-saving equipment demands specialized instruction in the nursing skills re-
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quired. Hospitals in the region have already expressed their intent to have nurses
participate in this program as soon as it is activated. The objectives of this
program go beyond that of supplying specially trained nurses for coronary carc
units in general hospitals; every effort will be made to train coronary care unit
nurses from the smaller community hospitals as well, even though they may
not as yet have stch a unit.

Three additional aetivities will also he purstied uuder this initial operational
progrant, A regienal laboratory will be established for education and training
of medical personnel in the care of patients wnth thrombotic and hemorrhagic
disorders. This is the first such facility in the region and will be based in one
of the general hospitals participating in the Rochester Regional Medical Pro-
gram. A region-wide registry of palients with myocardial infarction will be
fmplemented which will gather uniform information from the coronary care
unity of participating hospitals and provide immediate as well as Jongitudinal
data for analysis. A relatively small amount of funds has been made available
to the region to develop the first learning cemter in the region where some of
the cduentional programs in heart disease, caneer, and stroke may be presented
to physicians and nrses,

Phe fivst year award for {his multifaceted program in cardiology is $343,749,

Ifaving deseribed an example of what we are building, Mr, Chairman, I should
like finally to say a word or two about the level of funding I believe essential if
Regioual Medieal Programs are to have a fair chanco to achieve their goal.

We all realize that the maintenance of health is assuming an increasingly
fmportant role in our socio-economic area of concern and activities. The health
industry today accounts for an expenditure of $50 billion but it is scheduled
soon to increase to an expenditure of $75 billion.

If the Regional Medical Program is to fulfill its function as the interface be-
tween the moving parts of this bealth care mechanism, it must continue to be
able to influence that increasingly expensive device.

We would be short-sighted engineers, indeed, to derive authorization ceilings
for the next five years of this program by looking backward at the cost of these
programs at the time they were being planned. The cautious development of
those programs has unleased a chain reaction of operational activity which will
necessitate substantially inercased funding levels, It is already clear that on
the average these programs will be operating at a level of between §5 million
and $10 million each within the next five years. 1t is, therefore, necessary that
an authorization level of roughly $500 million be used s the yardstick with
which one measures the funding Jevels of the program contemplated by this
extension.

Mr. Chairman, I am indeed privileged to again have the opportunity to present
my views to the committee which has done so much to shape health legisla-
tion in general and the Regional Medical Programs in particular,

Mr. Rocrrs. Qur next witness is Sidney Farber, director of research,

L3 b hl D .3 b A
Children’s Cancer Research Foundation, Boston, Mass.

Dr. Farber is also an old friend of the committee, and he was helpful
in the formulation of the original legislation, having served as chair-
man of the Cancer Panel of the President’s Commission.

Welcome back, Dr. Farber.

STATEMENT OF DR. SIDNEY FARBER, DIRECTOR OF EESEARCH,
CHILDREN’'S CANCER RESEARCH FOUNDATION, BOSTON, MASS.

Dr. Farser., Thank you. It is a great honor to be once more before
this committee, where my memories are as heartwarming as any mem-
ories I have in my entire professional carcer. I join Dr. DeBakey
and all our colleagues in expressing gratitude to this committee and
Congress for starting what I regard as the most important program
in the field of medicine in the history of our country that is applied
directly to the care of the patient. ‘

I speak strongly in favor of ILR. 15758, the purpose of which is,
among other things, to amend the Public Health Service Act so as
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to oxtend and approve the provisions relating to regional medical
health programs.

I join my colleague, Dr. Deldakey, in sirong recommendation for
coustruetion funds, and I will give one example of this later, which
will illustrate the great need for construction funds in this program.

What we are asking today is anthorization for the next b years for
these Tunds, with the hiope that funds will be available, veleased from
other sources, which will make the support of this program and so
many other worthy programs before the Congress possible.

I would like to say just a few words about these programs.

There has been a magnificent beginning already. 1 want to give
evidence that the administration is excellent under Dr. Marston in the
division of regional medical programs, and that the Couneil and
advisory boards are composed of wise and courageous men who are not
afraid to say no, nor are they not afraid to say yes, in the approval of
programs that deserve approval.

I have the privilege as a member of the National Advisory Council
to represent that council to the Regional Medical Programs Council;
this 1s my sccond year of watching and listening with great appre-
ciation and helping, when I am asked for help, mn the deliberations
of theso advisory boards.

Tha regional medical program represents the first time in the
history of American medicine where all segments of society concerned
with the licalth of our people have come together to achieve a common
goal of better health, preservation of lives, and the prolongation of
good 1ife for people who suffer from these dread diseases, This is a
great. triumph in 1tsel, and would be worthy of the entire cost of this
program if this were the only spin-off of what has been done.

The regional medical programs, quite simply, arve concerned with
bringing to every man, woman and child suffering from these dread
discases, and eventually, I hope, from all diseases, all that is known
today that might save lives or prolong good life. This is accomplished
in the simplest terms in two ways.

We begin with the community hospital and the doctor in practice.
We give added strength first in manpower in trained personnel in
those community hospitals, and, second, technical facilittes for what
is lacking. And we link these community hospitals with so-called
“centers.”

These centers are not buildings in one place. They are not in one
building, but they represent a portion of a given region where there is
a concentration of expertise in medical schools, teaching hospitals and
research institutions, where there are facilities and manpower and
expertise that cannot be duplicated endlessly.

The country just can’t afford that.

If weo can bring these two segments of the medical community to-
gether, the community hospitals and these medical complexes, and
with good means of communication in the modern idiom for rendering
diagnostic assistance and therapeutic advice, we will achieve some-
thing that in the field of cancer, and other fields, will bring great
rewards.

T'want to mention figuves that I had the privilege of mentioning once
before before this committee.

<
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Tn cancer, if we could bring to every man, woman and child evchr-
thing that is known in diagnosis and therapy today, there would be
a saving of 100,000 to 300,000 who are destined to die of cancer this
year.

In the field of heart disease and the field of stroke, this can be
multiplied as evidences of what this program can accomplish,

For the remaining 200,000 of the 300,000 for whom we have nothing
available today and who will die of cancer, we require rescarch. The
great research programs of the National Cancer Institute and the
American Cancer Society and the many private institutions of the
country will provide the rescarch in the course of time which will bring
answers to the problems which cannot be answered today.

Tut if we can focus our attention on those who can be saved with
knowledge presently available, this goal is worthy enough.

T want to point out one example in regard to construction. You are

familiar with the great returns from the privtae sector to the Hill-

Burton Act and to the Health Facilities Construction Act, and so on.
In those there has been an outpouring of private money. That will hap-
pen here, too, in those parts of the country where the private sector
ean aid. In those where the private sector is unable, this program
should shoulder the entire burden, because human life is precious
wherever it is.

There is one example that T learned about just before coming here.

The community of Anchorage, Alaska, in response to the needs
identified by the Washington-Alaska regional medical program, for
high-energy radiation facilities closer than Seattle, Wash., is now
conducting a campaign to build the facility. Solicited private funds
will be used to construct the housing for the equipment, which is very
eXpensive.

"The equipment; will be purchased by the regional medical program.

The treatment center will be operated as a regional resource by
the Providenco hospital, as planned and approved by the local and
-and regional advisory groups.

The decision to support the activity involves cooperative arrange-
ments at another level also, and of this I am very proud. The National

tancer Institute conducted the site visit, which gave assurance of the
sound scientific and professional basis of this project. Here is a beau-
tiful example of two segments of the National Institutes of Health
.cooperating,

T have just heard that the Anchorage Construction Trades Council,
.comprising 14 unions, have taken on the construction of the building,
contributing more than one-half of the total cost from this one source
alone. This is heart-warming, indeed, to sco a community as a whole
joining with a Federal program in aiding people suffering from can-
cer by providing a form of treatment that had been lacking In that part
.of the country.

The time has come now to recommend groator support for this pro-
gram on (he basis of the fine progress which has been made.

You have already heard from Dr. DeBakey in response to questions
for the amount which is recommended for this year, May I mention
two other fignres?

By 1971 this program should be supported by an amount no less
than $300 million, not counting construction. And we should reach
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the ficure of $500 million within 5 yecars’ time if we are to utilize
to the full the strength of what has been mobilized in the various
regions of the country in behalf of the health of our own people.

1 close these remarks, Mr. Chaivman and gentlemen, confident in
the belief that the leadership to the (,(m«rl'oss offered by your eom-
mittee will permit these regional medie al programs to make a truly
(rrv‘n contribution to the health of all of us.

Thank you.

(Dr. Farber's prepared statement follows:)

StATEMENT oF Dr. SNEY FARrseR, Dikcror oF Resparci, CHILDREN'S CANCER
Researcr FouxpaTioN, Boston, MASS.

Mr, Chairman and members of the Subcommittee on Public ITealth and Welfare,
it is with gratitude that I acknowledge this opportunity to appear before you in
strong support of H.R, 15758, the purpose of which is, among other things, “to
amend the public health service act so as to extend and approve the provisions
relating to Regional Medieal Programs,”

My name is Sidvey Ifarber. T am foander and Director of the Children’s Cancer
Rescarch Foundation in Boston, aud Chairman of the Stafl of the afliliated Chil-
dren’s Hospital Medieal Center. For almost 44 years I have been assoeinted with
ITarvard Medical School as a student and member of the Faeulty, where I am
uow the S, Burt Wolbach I’rofessor of Pathology, My medieal, researcel, and teachs-
iug activitios have been devoted to children and to the field of eancer, At the
present time T am President-cleet of the American Cancer Society which derives
its great strength in its strugele to eontrol cancer, from more than 2 willion
volunteers in all parts of the country, Presently [ ain a member of the National
Advisory Caneer Couneil of the National Institules of Hentth, and represent that
Couneil to the National Advisory Council on Regional Medieal Programs. Tt was
my privilege to serve as a Momber of the 'resident’s Conmrission on Heart Dis-
case, Cancer il Stroke, as Chajrman of the Panel on Cnneer, It was this Come-
mission which produced the renowned DeBakey Report which culminated in the
ctetmoent, of 11, 89-239, the Heart Disease, Caneer und Stroke Amendment of
1065, It was my privilege, too, to testify before this Committee in support of the
original enabling legislation,

Today 1 come before you in support of the extension of this program which
represents one of the greatest opportunitios in Che history of medicine to prevent
death from these dread diseases, and to prolong good and useful life for our
people. May [ summarize briefly a few points coneerning the program as n whole,
and that portion dealing with caneer in particular :

(1) A magificent beginuing in planning, and to a smaller extent in operations
has alrepdy been made in this very short period of time. The Regionnl Medieal
P'rogramsg already show convincing evidence that for the first time in American
history the various components of a given region of the country concerned with
the health of our people can and will work together toward the achievement of a
goal which hias never been o broadly defined.

(2) The goal of the Regional Medieal Programs, in a few words, is the pro-
vision for every man, woman and child suffering from any of these dread and
related diseases, of all that is known as well as all sophistieated techuieal proce-
dures for the pm\'mn'imx of death and the prolongation of good life, Fundamental
to the achicvement of these goals are developments in data colleetion and the per-
fection of hetter methods of delivery of medieal enre, as well as improvements
in continuing edueation for the physicinn and edueation of the publie, Making
usa of these invaluable tools, then, the Regionnl Medieal Programs, in the ease
of caneer, nre beginning {o evente meaninglul relntionships hetween community
hospitals and those parts of the reglon where nre loeated the medienl schools,
teaching hospitals, and researeh institutions concerned with caneer. The eom-
munity hospitals must be strengihened by inereasing the number of memboers
of their stafls, speclally teabned fu the various aspeets of dingnosis and treat-
ment of the many different diseases we eall caneer, and the addition to thelr
technienl armamentarium of sueh special teehnienl devices as radiotherapy units,
nnd other dingnostic and therapeutic equipment,

In the medical school complex there will be concentrntions of speclalists in the
many phases of enncer research, dingnosis and trentment to give expert assistance
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to any doctor in the reglon in behalf of lLils patient. In sueh complexes where a
eritical mass of expertise is to be found, primary responsibilities will include
continuing edueation with the help of technieal equipment in the modern idiom,
demonstrations of new techniques for dingnosis of trentment, and consultation
serviees (0 the community hospitals and all doctors in the region, in addition to
the econduct of research degigned to provide solutious for problems In cancer
which ean not be satisfactorily handled on the basis of present knowledge.

(%) It has been estimated by experts that if we could muake available to every
patient with ecancer in the country today all that i known concerning diagnosis
and treatment, we could save 100,000 of the more than 300,000 who will die of
cancer this year. This is without new knowledge emanating from research labora-
tories. It is a goal that can be achieved by the full development of these Regional
Medical Programs in the field of cancer alone. )

(1) As was the case with the IIill-Burton program, and also the Health Ta-
cilities Ttesearch Construction Program of the National Institutes of Iealth, in-
vestment of Kederal money will be sure to eall forth investment from the private
sector, You will be interested I am sure in one experience in a part of our Country
whieh has serious need for improvements in the fleld of eancer.

The commodity of Anchorage, Alaska, in response to the needs identified by the
Washington-Aluska Regional Medieal Program for high energy radiation treat-
ment facility closer than Seattle, Washington, is now conducting a fund raising
campaign, Solicited private funds will be used to construct housing for the
eqnipment, which will he purchased by the Regional Medical Program. The treat-
ment center will be operated as a regional resonree by the Providence Hospital, as
planned and approved by local and regional adyvisory groups. The decision to
support the activity involves cooperative arrangements at another level also,
for the National Cancer Institute conducted a site visit which gave assurance of
the cound scientific and professionial basis of this project. I heard just before
coming here that the Anchorage Building and Construction Trades Council, com-
prising seme 14 unions have taken on the construction of the huilding as a
project, contributing more than one half of the total cost from this one source
alone,

.

The time for inereasing the support for these Regional Programs in Heart
Disense, Cancer and Stroke has come on the hasiy of the traly splendid start
that has been made, The upward trend of needs-—almost double cach year—
I« apparent ns more programs reach the stage of actnal operation. In fisenl 1967
only 4 programs were opernting; In 1968, 20 more will reach that stage, Tven
to make possible {he universal application of such a simple and established
teehnigne for deteetion of eancer of the uferux at the Papitnieolnon smnear, 19
e expensive procodure, bhut one (hat will be followed by the saving of thou.
sands of Hyes of women eneh yenr, We ghould emphasize, too, that many seg-
ments of onr system-—-n ghettos, rurnl nreny, or old-nge homes nmong others,
ave Hithe or no access fo modern selentifie headth technologles,

We are awnre (hat prrticulnely ot this tme peioritdes must be established and
that eholees mvist be made, T8 our purpose today merely to poing out, the great
good that will come I there is sapport of progeams which have already demon-
steated their ability to achieve the goald defined by the President’s Commission
ou Tleart Discase, Cancer and Stroke and put into law by the Congress of our
Country on the recommendation of this Committee, From the time of the iden-
tification of these goals in P.L. 89-239, the Regional Medical Programs have
eaptured the imagination and raised the expeetations of the general public and
the health provisions alike. Those who have studied the needs of this program
most earefully recommend that the ceiling for the national program as a whole
should reach the level of more than 500 million dollars within 5 years, and
shonld certainly not be lower than 300 million dollars for 1971 if we are to utilize
to the foll the strength which has been mobilized in the varous regions of the
country in behalf of the health of our own peeple.

Y close these remarks confident in the belief that the leadership to the Con-
gress offered by your Committee will permit these Regional Medical Programs
to make a truly great contribution to the health of all of us.

Mr. Roarms, Thank you very mueh, Dr. Farber. Wo are indebted to
you for being here and giving us your opinion on this program,
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_Let me ask you, for instance, with the Children’s Cancer Research
TFoundation, can you give us any example where & new treatment,
perhaps, has been disseminated through a regional medical program?

Dr. Fareer. Yes, Mr. Chaivman, The Children’s Cancer Research
Foundation, if T may speak of something with which I have been
concerned for the last 21 years, is really a prototype of the Regional
Medieal Center program. 1t is a private Toundation, assisted from
the private seetor and receives research funds from the National Can-
cer Institnte and help from the American Cancer Society, It is sup-
ported by the entive Now lngland commuuity.

1t ‘)mvides expert care and dingnosis and treatment for children
with leukemin and all forms of eancer, for any child sent by a doctor
in the entire region. The doctor takes eare of the patient at home and
gives the tremendous moral and medical support required by a
family which has a seriously ill child at home.

The foundation provides the techniques and equipment which
are much toorexpensive to be in a doctor’s oflice. It carries out all these
expensive services without professional charge to the patient; at
home the patient is the private patient of his private doctor.

In 21 years, Mr. Chairman, I have never had a complaint from a
single doctor in this region. We have had remarkable cooperation,
and the community as a whole has cooperated to support something
which they considered absolutely necessary for the comfort, the well-
being, and the mental peace of the family, as well as for the health of
the child.

Mr. Roaers. Have we had any real breakthroughs in this area, in
the treatment of Jeukemia in children ?

Dr. Farerr, Mr. Chairman, there has been very great progress. It
was 20 years ago Jast November when the first chemical that could
control leukemia, at least temporarily, was adininistered to a child for
acute Jeukemia.

"There is no cure for acuto Jeukemia, but patients live good lives for
soveral years, instead of a few weeks or a few months, And there are
alive a Tew hundred patients, adults and ehildren, about 1 percent, T
estimate, of all the patients with leukemia treated, who have lived
good lives for 10 to 15 years without evidence of the diseaso.

This is not a curo, in my opinion, but this is very heartwarming evi-
deneo that we are in the right direction in the use of chemicals, and
many supportive programs, such as plajelet transfusions and so forth.

I wo can lkeep gooad life poing, the next forward step in research
may come in time Lor that child,

We have other tumors in adults as well as children, which have re-
sponded to surgery, radio therapy, and chemotherapy. In one case of
cancer of the kidney in children, we are now above 80 percent in long-
torm survivals because of the addition of chemical, in tLis case an anti-
biotic, to modalities of surgery, and radio therapy. We have accom-

lished what scemed impossible 20 years ago, Onee spread to the lungs

1ad ocenrred in this kind of tumor, there was a matter of 3 to 6 months

of life ahead. Wo are now able, in about 60 percent of the children
who have had spread of this cancer to the lungs, we are able to have
completo destruction of the tumor using sinall amounts of radio ther-
apy and an antibiotic. Lifo has continued in the Jongest patient for 13
years with no evidenco of the return of the tumor.
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There are many examples that could be given from the splendid in-
stitutions in the country and in other parts of the world where great-
est advances have been made. The word “cancer” does not apply to a
single disease. It includes many different discases, which may be un-
related, all of which are called eancer, so we may have to answer
your question instance by instance as we record suceess.

My, Rocers. T think that is enconraging, and I think it is well for us
to spread on the reeord some of these examples, so where you have a
technique that is suceessful, this ean bo spread quickly through a re-
gional medical program—at least that is the theory—that it can get to
the Joeal doctors and hospitals. And although wo may not have the
necessary treatinent there, it can be arranged for and the treatment
preseribed. . .

Dr. I'arsrr. We hope these regional programs will provide for the
commiunity hospital the expertise and the equipment which will take
care of the vast majority of patients with cancer, leaving for the cen-
ters the new problems which require far greater outlay in equipment
and manpower.

Mr. Rocers. Thank you.

Ave there any questions?

Mr. Kyros. I want to join with you in welcoming Dr, Farber here.

Mr. Nrersewn. I was interested in your statement that many patients
have gone as long as 13 years with no evidence of recurrence.

Is there any specific number of years that the medical profession
assumes to bo past the danger point in radiation treatment of a tumor?

Dr, Fanrser, This varies from tumor to tumor.

Tn the case of the kidney tmnor I mentioned, I have experience for
more than 40 years with this kind of tuwnor, If there is no recurrence
or evidence of tumor 2 yeavs after initintion of therapy, we may as-
sume with a high degree of certainty that the patient will remain in
good hiealth. In the case of other trinors, eancer of the breast, for ex-
ample, although most patients will remain well if they have heen well
for 10 years, all of us—Dr. Carter, too, T am sure—have scen patients
who have had recurrences 18 to 20 years later,

So we must give a different answer for each kind of tumor,

Mr. Nursen, I had in mind a easo that T am well aware of, that hap-
pens to bo my son who had a brain tumor, It is now 5 years sinco the
radintion treatment was given, and he has been in very good health
sineo this operation was performed.

I amn always watching, of course. This was 5 years ago, and it would
seein he is in very good health ab this time.

Dr. Farerr. 1 am sorry to learn you have this personal experience,
M. Nelsen. I would say the story you give is encouraging. If there is
no ovidence of tumor after b years, this looks very hopeful.

Mr. Roazrs. Dr. Carter?

Mr. Carrzr. I want to say thank you for an interesting and informa-
tive—and I started to say “persuasive” presentation, but instead of that,
I am going to say that so far as I am concerned, I am a believer and
am fully porsuaded in what you say. ‘

Thank you.

Dr. Farser, Thank you very much, Dr. Carter.

Mbvr. Sxusirz, Doctor, I have one statement.
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You made the statement, T believe, that if we could make avail-
able to every man, woman and child the evidence that we have on cancer,
100,000 lives wonld be saved this year or any year. Is this correct?

D, Tawser. That s correct.,

Mr, Swusrrz, Of couvse, I recognize the task we have in trying to
aet to every individual, but don't we have a central clearing agency
of some sort where information is collected 4

e, Fammse, Yes, we do, through the National Cancer Institute and
the: American Cancer Sociely, but the problem is complex, May I
mentiona few of the complexitios?

Firsty we must have the patient.come to lis doetor early, This is No. 1.
The Amevican Caneer Sociely pariienlarly has had a great educational
progiaum for many years in the attempt to have patients come much
earlier than is now the case. 11 we could apply the eytologic dingnos-
tic test, for example, to every woman today, we could save thousands of
Tives, literally thousands, beeause here 1s a form of cancer of the
uterus which ean be cured by surgery, ov radiotherapy.

But if we can’t get the patient examined properly and regularly, we
cannot save lives.

There is a further point that should be made. It is that there is a
Tack of facilities in many of the comumunity hospitals of the country
where there are good men and well trained men and devoted doctors,
but without expensive facilitics and without all of the supportive
therapy that is extrenely costly, one cannot do as much for the
patient as we hope to do when these regional medical programs bring
support to every community hospital that is connected with every
center, and every center connected with every other center.

There are many reasons of this kind, but if this country decided
today that it was worthwhile saving these 100,000 lives by bringing the
financial support and the adininistrative relationships that would be
required, these lives could be saved.

Mr. Skenrrz. Maybe I misunderstood you. I thought you were say-
ing that one of our first problems is trying to bring about an aware-
ness i the individual of what the danger signals arey and if they could
recognize them, and then get to the proper place for proper medieal
attention, they would be saved. Am Tright #

Dir. Faverr, That is point No. 1. Part of if, is what the individual
patient will doy and part of it is what the docetor will do. But if these
paticnts come to hospitals which do not have facilities, the doctor,
vhe s already tremendously overburdened with the tremendous
wwount of good that he is doing in general practice, will be unable to
give the optimal ireatment, becanse the facilities are Jacking, because
of the expense of supportive therapy, because of the number of ex-
perts in many fields of medicine, surgery, and laboratory science, are
not available for the patient.

But il a patient should receive evervthing that is known today,
he will stand a far, far better chance in such a place than he can
otherwise.

My, Scunrrz, Thank you, Doclor.

M. Roarrs, Thank you very much, Dr. Ifarber, for your excellent
testimony,
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Our distinguished colleague, Congressman Kuykendall, will in-
troduce the next witness. We are pleased to have our colleague with us
at the committee here and are delighted that you will introduce our
next witness.

STATEMENT OF HON. DAN XUYKENDALL, A REPRESENTATIVE IN
CONGRESS FROM THE STATE OF TENNESSEE

Mr. Kovikenoarn, Thank you, Mr. Chaivman, It is a veal privilege
to he with the subcommittes for a few moments, and a_particular
privilege to introduce a man who for several reasons, I think, is
peculiarly qualified to testify on this particular bit of legislation.

I think he is qualified for several different reasons.

Tirst, if not foremost, is the fact that our city and area of Memphis
is very much a regional city, probably more so than any major city
outside of the crowded area of the eastern seaboard, where within 125
miles of our city we have five States. And we have run into problems
of TIill-Burton, because of implications of not getting benefits from
aregional concept.

We proudly announce that Memphis is a major medical center
around our fine university. And Dr. Cannon himself is one of the
outstanding surgeons and, maybe more particularly pertinent to this
hearing, one of the major contributors to medical education in the
whole Nation, having been one of the leaders in the field of medical
education for quite some years. )

So it is a privilege to introduce my fellow Memphian, a good friend
and a leading educator, Dr. Bland Cannon, of Memphis,

Reluctanily, T have to leave now, and go to my committee.

Mr. Rocrns, We understand.

Dr. Cannon, we are pleased to have you and welcome you to the
commitiee.

T wnderstand you have an associate, Dr. ITenry Brill.

Dr. Cannon. Yes. I would like to ask Dr. Ruhe, Dr. Brill, and Mr.
Harrison to accompany me to the witness table.

Mvr. Roarrs. We welcome all of you to the committee and will be
plensed to receive your testimony. 1t is my understanding, Dr. Can-
non, that you are representing the Ameriean Medical Association in
giving your testimony.

STATEMENTS OF DR. BLAND W. CANNON, MEMBER OF COUNCIL ON
MEDICAL EDUCATION, AND DR. HENRY BRILL, MEMBER OF COM-
MITTEE ON ALCOHOLISM AND DRUG DEPENDENCE, AMERICAN
MEDICAL ASSOCIATION; ACCOMPANIED BY BERNARD HARRISON,
DIRECTOR, LEGISLATIVE DEPARTMENT, AND DR. WILLIAM
RUHE, DIRECTOR, DIVISION OF MEDICAL EDUCATION

Dr. Cannon. That is correct, Mr. Chairman.

I amn a practicing neurological surgeon and a member of the Ameri-
can Medical Association’s Council on Medical Education.

With me to present the views of the American Medical Association
on IT.R. 15758 is Dr., ITenry Brill, of Brentwood, N.Y. Dr. Brill is chair-
man of the AMA’s Committee on Alcohiolism and Drug Dependence.




148

Mr. Bernard Harrison is director of AMA’s Legislative Department
: and Dr. William Ruhe is director of AMA’s Division o} Modical
] Edueation,
‘ The threo parts of ITLR. 15758 aflect three programs of special
interest to the American Medieal Association, I will comment on the
first part. which velates to the extension of the regional medical pro-
eram, The seceond part proposes an extension of the program for grants
for health services for migratory workers, 'T'he third part proposes a
new program for alcoholic and narcotic addict rehnbilitation, Dr. Brill .
] will provide the subcomnmittee with the association’s views on the latter

two subjects,

STATEMENT OF DR. BLAND W, CANNON

Dr. Cannox. One hundred and twenty-one years ago, as o result of

tho concern of the profession with problems relating to the quality of
medical education and health eare, tho AMA was founded. Since that
day in 1847, organized medicine has encouraged methodologies of
‘ health care which it believes will best provide improved health care
. for all patients.
; The mecreased longevity which the American people enjoy today is
:‘ a tribute to medical advances and their application to the health care
of the American people. The American physician today is prepared
to render the best medical care in the world because he is a product of
a coustantly improving pattern of the finest medical education and
research ; because his opportunities for postgraduate education are un-
excelled anywhere; and beeause he has been armed with matchless
and ever-advancing diagnostic and therapeutic techniquos.

I have madoe the previous statement, Mr. Chairman, because it should
o clear that while we constantly strive for inprovement so that what
wo havo Loday will be better than yesterday, and what we obtain to-
morrow will still be bettor than today, we must not lose sight of the
remarkablo accomplishments that have been made in health care by
our medical educators, medical researchers, and practicing physicians.

Tn July 1965, when Dr. James Z, Appel, who was then president of
the association, appeared before the fall Interstate and Foreign Com-
mereo Commitico to testily on the bill to establish the regional medieal
program coneept, he voiced the association’s concern with cerlain pro-
visions of the bill then before the commitico. Beeanuse of the amend-
menis made by the commibtee, much of our concern was quicted. RM 1
hegran auspiciously and, since that time, continues to promise a hopeful
Tuture.

But there are still some who wonld like to see the regional medical
program as an instrument by which the organization and delivery of
health care to the American people could be changed in some revolu-
tionary manner. Importantly, this docs not appear to be the view of
those in the administration charged with the implementation of Public
Law 89-239. '

Dr. Dwight I.. Wilbur, president-elect. of the AMA, in addressing
tho conference-workshop on regional medical programs on Junuary 18,
1068, noted that on an earlier oceasion Dr, R. Q. Marston, director of
the regional medieal programs, hnd said that RMT? faces the challengo
of influencing the quality of health services without exercising Federal

I
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or State governmental control over current patterns of health activ-

ities. Dr. Wilbur then said :

If tho progrim in Tact is elearly one designed to catalyze and to facilitate the
development of better programs than now exist to serve patients and their physi-
cinng, it will undoubtedly receive enthusiastic cooperation from the meoedical pro-
fession and relnled groups,

Such support is ovidenced by the participation in RMT by some of
our outstanding physicians wnd by constitient. medieal societies of the
AMAL In five of the bl regions, a State medical society is the program
erantea, These are (ieorgia, the District of Cohumbin, Nebraska, Min-
nesotn and Penusylvania, Inomany of the other regional progriums,
the state medical society 18 an nctive participant.

Wae view with favor the early progress of RMDP, its ability to huild
on existing patterns of medical care (sowetimes adding new features
or changing old ones as local demands and resources make possible)
and tho local flexibility which allows the program to make a real con-
tribution to the health care of our nation.

At the sume time, we recognize that the concept of the regional medi-
al program is still in its very early stage of existence and that it is dif-
ficult to appraise the program. We do not know, for example, how
much this program adds to the stress on an already overtaxed supply
of available medical manpower. There is some concern that the pro-
liferation of Federal health programs substantially contributes to the
rise in health care costs. For this reason, we are pleased that H.R.
153758 provides for an evaluation of the program. We would suggest,
however, that the evaluation begin July 1, 1968, rather than July 1,
1970, since evaluation should be an integral part of the planning. Wo
also suggest that the subcommittee consider further amending section
102 to provide that the evaluation shall be made by a nongovernment
agency.

Sections 103, 104, and 106 contain provisions which we believe to be
salutary. Section 103 provides for the inclusion of the tervitories under
RMDP; section 104 makes combination of regional medical program
agencies cligible for planning and operational grants; and section 100
adds a new provision under which grants could be made to public or
nonpofit private institutions for services needed by, or which will be
of substantial use to, any two or more regional madieal programs, We
reconnmond the ndoption of all three changes.

As to other amendments, we recommend that the subcommitteo
deleto the open-end anthorization for funds for the 4 fiscal years end-
ing after June 30, 1969, In view of the fact that we are still dealing
with a relatively untried program, we believe it would be wise to limit
the anthovization to such sums as this subcommittee may determine
to be reasonable, rather than to provide for “such sums as may be

necessary for the next 4 fiseal years.”” Further, with the same concern,
we urge the subcommittee to extend the program for a total of 3 years
rather than the 5-year extension provided in the bill. Both of the pre-
vious witnesses have mentioned 1971 as a landmark in the activation of
tho program,
Finally, wo note that seetion 105 provides for an inerease in the
number of Advisory Couneil members from 13 to 17, As this change
is made by the subcommittee, we would suggest the further amend-
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ment Lo provide that four members of the council shall be practicing
physicians. The eurrent Jaw requires that only two be practicing phy-
sielans. In view of medicine’s involvement with RMP, we believe that
having & minimum of four practicing physicians would be helpful
to the Advisory Council and to the RMP program.

My. Chairman, in conclusion, let me say that RMDP has stimulated
favorable reaction from the medical profession. Some of onr distin-
guished wedical leaders are participating in the regional programn
and many State and county medical societies are cooperating in the
planning of the activity. On the whole, we fecl that the programs hold
much hopeful promise,

With your permission, Mr. Chairman, I would now ask Dr. Brill
to conlinue the association’s statement with comments on the remain-
ing provisions of H.R. 15758.

Mr. Roaers. Thank you, Dr. Cannon. Dr, Brill, the committee will
be pleased to hear your testimony.

STATEMENT OF DR. HENRY BRILL

Dr. Brizr., Mr. Chairman and members of the subcommitee: The
Medical Association, on March 4, 1965, testifying before the full In-
terstate and Foreign Commerce Committee on a bill to extend the
program for health services to migratory workers, said:

We recognize that migrant families can and do present publie health problems
which are beyond the eapacity of some small communities to handle efliciently.
The Public Health Service hias done excellent work In alleviating these problems,
and we recommend that the Committee favorably consider the request to ex-
tend the progenm for five years,

Title 1T of TLR. 15758 would now provide an additional 2-year
extension of this program. As we did before, we again recommend
this subcommitiee’s favorable action. With our recommendation of
support, however, we add this nole,

In the past, there has heen a elear, special need involved with the
health earve of migratory workers, While these people are commonly
of the low-income group, their mobility has made it diffieult for them
to oblain medical aid from established wellfare agencies. Towever,
the implemeniation of the {itle XIX programs under the Social
Seeurity Act wounld help meet this problem, as it moves to the goal
of covering all the medically needy in the State. We believe that
lmiting the extension of the migratory workers’ program to 2 years
is appropriale, at which time the program can be evaluated in the
light of its proper “phasing out” into the title XIX medical aseist-
ance programs.,

Now, Mr, Chairman, we would like to turn our attention to the one
remaining part of H.R. 15758—title I1I, entitled “Alcoholic and
Narcotic Addict Rehabilitation.” Part A of the title refers to alco-
holic rehabilitation, and part B to narcotic addiction. Both would
amend the Community Mental Health Centers Act.

Part A would provide grants for construction, staffing, operation,
and maintenance of facilities for the prevention and treatment of
aleoholism under the community mental health centers program. It
also provides grants to help communities develop facilities and scrv-
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wees for the homeless aleoholie, even where no community mental
health center exists.

We are in full accord with the provisions of this section which
relate to the funding for construction of factlities. The AMA has
long stated that *aleoholism is a discase that merits the serious concern
of all members of the health professions. At its clinical meeting in
November 1967, the Ilouse of Delegates of the AMA resolved that
tho American Medical Association “identify aleoholism as a complex
disease and as such recognize that the medical components of this are
medicine’s responsibility.”

It may be of interest to the subcommittee to review briefly the
AMA’s increasingly active interest in the field of alcoholism over the
past year:

We have issued a new manual on aleoholism for physicians,
summarizing the essential considerations in the causes, diagnosis,

and treatment of this illness;
We are planning an exhibit, based on this manual, for showing

at professional meetings;

We issue new material for the public on aleoholism and problem
drinking;

We have published a guide for industrial physicians concern-
ing their role in alecoholism programs for employces;

We are encouraging more exteusive and comprehensive instrue-
tion in medical schools in the nature and problems of alcoholisn;
and
We are urging that more and more general hospitals admit

aleohiolies as patients, recognizing that aleoholism is a disease
that should not be treated in isolation but one that needs the
concern of the total community.

111 15758 gives strong encouragement to the integration of serv-
ices for aleoholic patients with other mental health services in the com-
mnnity. ‘

It underscores the complexity of the disease and correctly recognizes
that it should not be treated as an isolated condition.

In addition, by making provision for the homeless alcoholic, ir-
respective of the existence of a community health center, it wisely
attempts to cope with what promises to be a growing problem in the
view of recent court decisions. These decisions have regarded the public
drunkenness of an aleoholic as a symptom of his disease, rather than
an offense punishable by jailing.

The preponderant number of persons arrested for this offense have
had no adequate shelter, let alone medical attention, Very often, they
look upon a jail cell as a welcome roof over their heads, Now, a sub-
stitufe, nnd o more meaningful one, linked with adequate treatment
Programs must replace the coll,

Wa hopo that these facilities will he fortheoming, not only directly
through this legislation, but under private auspices, as well, encouraged
Ly the expression of the national policy whieh this bill reflects. We
recommend your support for the construction grant provision, Tlow-
ever, we have long folt that funds for staflling and operation are prop-
erly the responsibility of the community, once the major burden of
construetion has been met with Fodoral assistance. o
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Part BB would provide a similar program for narcotic addict rehabil-
itation, This section, in effcct, supplants that portion of the Narcotic
Addiet Rehabilitation Act which secks to assist States and commu-
nities in programs of aftereare. Tt amends the Community Mental
Iealth Centers Acet to provide grants for specialized prevention, treat-
ment, and rehabilitation services. Again, we appland the move to in-
tograte treatment and aftercare fov an identifiable group of sick
persons in to the totality of community services. Wo note, however,
that there is no provision for the homeless nddiet similar to the pro-
vision for homeless aleoholics. We believe that communities, irrespee-
tive of whether they have comprehensive mental health centers, should
boe encouraged to make adequate shelter facilities available for nar-
cotic addicts and we recommend to this subcommittee that a provision
for grants for this purpose be included.

As we have stated with respect fo the provision for alcoholic re-
habilitation, we support Federal assistance in grants for the construc-
tion of the necessary facilities, but would urge that funds for opera-
tion and staffing be the responsibility of the participating communities.

TFinally, we suggest that the subcommittee specify the sums to be
authorized under both programs, rather than the open-end author-
ization as stated in part C.

Mr. Chairman, with regard to both the alcoholic and narcotic addict
rehabilitation amendments, we are hopeful that this legislation will
reinforce the determined efforts of all of the health professions to pre-
vent, to control and to treat all aspects of drug dependence, of which
aleoholism and narcotic addiction are a part.

Mr. Chairman, both Dr. Cannon and I thank you and the members
of your subcommittee on behalf of the American Medical Association
for this opportunity to comment on this important legislation. We
will be pleased to attempt to answer any questions the subcommitteo.
may have,

Mr. Rogers. Thank you very much, Dr. Brill, for your statement,
too, and these statements that have been presented on behalf of the
American Medical Association.

As T recall, too, Dr. Brill, didn’t you help us on the Drug Abuse
Control Act?

Dr. Brirr. Yes, sir. I remember well.

Mr. Rocers. We appreciate your coming back to help us again.

Mr. Kyros?

Mr, Xyros. Thank you, Mr. Chairman.

Dr. Cannon, on page 3 of your statement, sir, you say that any
evaluation that will be made of the eflfects of the regional medieal
program you prefer shonld be made by a nongovernmental agency.

Whom are you suggesting #

Dr. Cannon. There are agencies that do evaluations of programs,
Thera is the Stanford Institute, T think that. the administrators of
the program would want to select n nongovernment sgency anyway
for its evaluation. :

I think objeetivity of sueh an evaluation would ba of more benefit
to them, T think they realize that.

Mr, Xynros, What is there so far in the operation of this act, es-
pecially the section on evaluation, that concerns you at all about this
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objectivity? Is there any question that they wouldn’t be looking for
the full cifects of how to make the program effective, and couldn’t
they have the feedback effoct of learning something while they are
ovaluating ?

Dr, Caxzon. No doubt, but 1 think they could improve it by having
someone from the ontside look at their house.

M. Kyvros, Thank you,

Mr. Roarrs. Dy, Carter?

Mr. Cawrer. I want to congratulate the distinguished gentlemen
on their presentations here today. There is in the planning stage now,
within this committee, on the advice of our chairman, a plan to evalu-
ate some of these progranms. )

We o have a very eflicient organization in the General Accounting
Office which evaluales these things for us, and it is responsible only to
the Congress, and not to the executive department, which does do
excellent audits for us, and has done them in the past.

This is a very good agency which is responsible to us and does work
for us. I don’t think it is biased, do you, Mr. Chairman?

Mr. Rocers. We hope not.

Mr. Carrer. Tt hasn’t been in some work they have done for me.
But certainly we would consider, or I would consider, a nongovern-
mental agency. ITowever, we do have confidence in the General Ac-
counting Office, because they usually——

Dr. Cannon. Dr. Carter, I did not mean that there was bias in
evaluation of the program. I think that there are institutions avail-
ablo that can give expert analysis that may be of great value to this
program.

Mr. Carree. Yes, sir.

Dr. Cannon. And knowing those who are administering this pro-
gram, I have the utmost confidenco that they will seek such advice.
This doesn’t mean that you should not have someone else evaluating
it, too.

Mr. Carrer. T believe in evaluation to see where we are and to see
if we are spending our money wisely.

Dr. CANNoN. My statement about objectivity didn’t imply bias.

Mr. Carver. Thank you, sir, Woe appreciate that.

Now, so far as open-end authorizations are concerned, as a usual
thing they just don’t happen in this committee. Usually it is limited
to 3 years, Am I not correct in that, Mr, Chairman?

M. Rocrrs. Yes.

Mr. Carrer. In a general rule that has been followed in the com-
mittee, it is usually Iimited to 3 years in authorizations. So I think
that it is in agreement with your paper.

Our bill, I believe, is in agreement with Dr. Brill, also, in that the
program concerning migratory workers is for 2 years, as he suggested,
and we do have a great many problems with alcoholism, and we do
recognize it as a disease.

It is regrettable that some of our governmental agencies haven’t
taken to this idea, however, because it is very, very difficult for us
to obtain admission to a veterans hospital for an alcoholic—very dif-
ficult, In fact, it is ahmost impossible at times.

I should like to see this changed somewhat.
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I notice the agreement i the construction of facilities for care of
aleoholies and addiets. Certainly, I am in agreement with that. ITere is
the hard part, the diflicult part, for some parts of our country, If we
come from a wealthy area, 1t is easy for the area to provide funds for
operation. But if you happen to come from an impoverished area,
as it happens I do, it is very, very diflicult, down in Appalachia, to get
the funds for running such an institution.

At the same time, we have the snme problems there which they have
in wealthier communities, and I would hope that we would be a little
bit charitable to our less fortunate brothers,

Thank you, Mr. Chairman.

My, Rocrrs, Thank you, Dr, Carter.

Mr. Carrrr. I want to compliment you, again, gentlemen, on your
excellent presentation.

Mr. Rocers, Mr. Skubitz?

Mr. Sxuprrz. Dr. Carter raised a question that I had intended to
ask.

I am wondering whether we shouldn’t limit these authorizations to
1 year. When we authorize for 3 and 4 years, the departments do not
have to appear before us and justify their program, or tell us what
they have done. They are through with us. Would you oppose 1-year
authorizations?

Dr. Canvon. T think that 1-year commitments could create dif-
ficulties,

Mr. Sxuprrz. This doesn’t stop the agencies from planning for 4
or b years. It means they are to come back and report to us and tell us
what they are doing.

Dr. Caxwon. There may be diflicultics in effecting the program,
in hiring personnel, and many other things, but we wouldn’t be op-
posed to your annual evaluations and appropriations. I mean, that is
a decision for your committee.

Mr. Sxuerrz, I don’t think the committee wants to abandon the pro-
gram. But this is the committee that listens to the testimony.

I think it is important for the agencies to come back and tell us
what they have done and justify the money they need for the next
year. Otherwise, the departments are on their own. We have no control.

Dr. Canwon. We are tremendously pleased and have commended
this committee for its perceptivity in organizing this program into a
meaningful piece of legislation. We still have that confidence in your
judgment,

Mr. Sxuprrz. I notice, for example, in this particular bill there was
an authorization for $100 million in 1967. This makes it appear that
the program is starting to level off at this time. It doesn’t make sense
to me. : '

Thank you, Mr. Chairman,

My, Roaers. Thank you very much,

Dr. Cannon, T notice you still express some concern that this pro-
gram might be used to bring about somo change in a revolutionary
manner in health eare of the American peoplo.

Isthis widely felt in the medieal community 4

Dr. Cannow. T think that there still exists an aura of concern, be-
ause somo might interpret the legislation to mean that it can effect
the standardization of health care.
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Mr. Rocrrs. I thought we had dispelled that in writing the bill.
Wo nade every attempt to in this committee, 1 reeall the concern when
the bill eame out of the Senate. It would have put up medieal ecom-
plexes where patients could be referred, and so forth. But we changed
the concept of the program in this committee, as you may recall, and,
1 hope, dispelled this idea. And T would hope the Awerican Medieal
Association could dispel that viewpoint. )

Dr. Cannon. T think the amendments have been very gratifying,
but the shock wave initially was rather great. And, as you know, this
is something that we have had to gradually overcome.

Mr. Hamson. May I comment, Mr. Chairman, that as indicated by
Dr. Canvon in his statement, that because of the amendments made
by this committee at the time it passed on this bill, the fears and
concorn of the association were somewhat quieted. And while there
still remains some concern, we have seen much hopeful gromise.

We have been very much appreciative of the work done by this
committee in the adoption of the mitial program.

Mr. Rogers. Thank you.

I notice you express concern on page 3-—you don’t know yet how
mueh this program may add to the stress of an alveady overtaxed sup-
ply of avatlable medical manpower.

It was my concept in the original legislation, and from hearing
testimoney, that rather than add a burden to manpower, this would
perhaps serve as an easing of manpower, because the theory was
that you could quickly get to the doctor in his own locality the latest
treatments, the information of the latest treatments, and so forth.
And teams could be brought in from the wniversity centers to work
with them in a cooperative spirit, where it didn’t take the time of the
local man to have to go someplace for 2 weeks in the summer to do
the continuing education that we earry on now. Communieations wonld
be improved, and this was, I thought, a hopeful way of helping to ease
the manpower problem rather than put a burden on it.

What is your feeling on that?

Dr. Canyon. I think your point is well taken. The average practie-
ing physician is somewhat in a box for time. ITe bounces around and
can’t really break away from an educational experience.

However, many men, as you know—I would say most of them—
are dedicated to continuing self-education. :

What I had reference to here was the number of personnel, the
demands on an already searce commodity has been inereased, and the
utilization of those people who are trained in medical care to admin-
ister programs, to particitape in them, to teach, to set up units, We
don’t have any specifie fignres, but we are coneerned,

Mr. Roauis, T am intevested in having information along this line,
beeause T would see it operating just the opposite, and I would hope
it would. ‘

Dre. Canvon, May I ask Dr, Ruhe, who is director of onr Division
on Medieal Kdueation, to conment.?

Mr. Roarnrs. Yes,

Dr. Rune. T believe what you said will ultimately be the case. Tn
the planning and early operational stages, however, 1t has been neces-
sury for all of the regions to accumulate rather large stafl's of profes-
sional people to administer the program and to divect it.

D3-408—68——11
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As T recall, and I am not certain this is the exact number, but I
recall one of the larger regions estimated that it would need approxi-
mately 90 professional people.

Mr. Roerus. All doctors¥

Dr. Runs, Not necessarily M.D.’s, but persons at that comparable
degree level, in order to carry on the administrative work and the
direction of the program. Thus, one of the immediate eflects has been
a rather considerable increase in the competition for—that isn’t Ycr-
haps the right word—but in the available opportunities for employ-
ment of professional people at the administrative level,

We have noticed this already. I think it has been noticed in tho
medieal schools which have been actively involved in the regional
activities. It has been necessary for them to add additional faculty
and administrative personnel in order to discharge their responsibili-
ties under the program.

These people have to come from somewhere. They were not in
great supply before. A number of them have come out of practice,
and while we feel ultimately this may result in more efficient utiliza-
tion of health care services, we think there is an immediate effect
here in providing some competition for manpower in the health field. -

This 1s, I thinT{, the basis for this statement. '

Mr. Rocers. Well, now, what I wondered was this: For instance,
I envisioned the fact that you would carry on a continuing education
program, perhaps through television, where you have an expert in a
medical center giving instruction to your local hospitals in a certain
treatment that may have just come out; so that you don’t have to send
instructors out to each hospital, or have each doctor come in and take
that time 1o come to the medical center. But the communication is
one of the means that you are going to eut down on the use of man-
power, T would hope.

Is this envisioned ?

Dr, Rune Yes; it is.

Mz, Roarrs. So there are so many things where I think you would
be saving the thne of the local doctor; so you don’t have to have five
doctors where one doctor may do the work of two doctors—for in-
stance, where he performs his exam and wants a reading on an X-ray,
and he sees something that is wrong, but he can get it in the medical
conter where it comes back immediately with a communication on the
diagnosis.

Isn’t that going to save him time and enable him to see more
patients?

Dr. Rung. I thinkin time it will.

Mr. Rocers. Right; and this is what we are concerned with, getting
the health to the people, and this is the reason this program was en-
visioned and adopted, I think.

Mr. Carrer. Mr. Chairman, will the gentleman yield?

Mr. Roarrs. Yes.

Mr. Carrrr. I want to say something in behalf of the general prac-
titioner in this case, if you plase. I don’t think we should sell him
too short. ITe is a man who is known by the fruits of his labor. If he
doesn’t produce, certainly his practice is going to fall off, and he does
take part in schools. ITe goes as a member of the Academy of Gen-
eral Practice. He is required regularly to go to school. -
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Our upivcrsities, too, in cooperation with the medical associations,
do provide aid and visiting physicians who come to our hospitals
throughout rural America to teach us, and we are glad for this.

"The general practitioner in most cases, if he is eficient and eftective,
he has developed channels of communication with universities, and
surgeons and dignosticians who can be of help to him,

Most of our community hospitals, I would say, have a qualified
adiologist who read their films from time to time. So we have most
of these programs already. They have already been developed by
private initiative, forced by the necessity of doing the best type of
work.

And T should say that mest gencral practitioners do these things.

This program, as I sece it, is to complement the program which is
already existing.

Mr. Rogers. I am not trying to run down the general practitioner.
T think he has done a grand job. We want to help him to do a better
job for the American people.

I agree with you. I think he has done a great job. We want to help
him do a better job with this program. This 1s a program, really,
for the doctors, so I would understand why the American Medical
Association would support it. It is really basically for the doctors,
to be helpful to them in giving good treatment.

Dr. Canvon. Mr. Chairman, may I comment on your statement ?

Mr. Roarrs. Yes.

Dr. Cannon. This is, in essence, why we believe in the expansion
of the Advisory Council. We believe it is wise to take two new
members from the practicing profession.

Mr. Rocers. I think it is a good suggestion. I think we should have
practicing people, and I don’t think we are getting enough hospital
people in there, either, Dr. Cannon. I think we are getting too many
educators. This is natural at first,and we need them.

But we have overlooked in this program, to date, I think, bringing
in a more active participation by practicing physicians and by hospital
administrators, and some of the people who are actually involved with
providing some of these services and where the critical units should be.

We need amore practical approach in the implementation of what

-is a wood program in theory, and I think your suggestion is good.

T might state that T think the only group that requires continning
education is your group of general practitioners; does it not.? Your
speeinliios don’t require continuing educeation, Perhaps they will, This
will ba grood.,

Dr. Cannon. By our negalive reward system, they require it.

My Rogrws. T an sure all the doctors try to keep up as best they
an, T s nol easy.

I can assure you this committee is not going to go for open-ended
funding, We have made it a practice, as has been expressed by my
colleagues here. Wo will set a cerfain sum to be authorized, and our
normal procedure has been a 3-year program.

Lot me just ask a couple of questions quickly, since our time is
running out.

Doctor, I wonder if, on the alcholic and the narcotic provisions of
this legislation, you endorsed building these residential areas, the quar-
ters for homeless alcoholies and homeless nareotic addicts.
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Dr. Brirw. Yes,sir.

Mr. Rovirs. Do you envision this as part of the commnunity mental
health center, or a separate facility?

Dr. Brin. It can be o separate facility. Where it is feasible, it can
bo part of the center, but it can also be associated with the mental
health facility ov it can be separate, ‘

Mr. Roars. Tow ean we keep them in it ‘

Dr. Brine. There are a considerable munber of persons of this type
who will stay voluntarily if shelter is olfered. They need this as
yeentry into society. I they come from a treatment facility into a com-
munity, they tend to go back C

M Bocuns. This would be asort of ahul[way house?

Dr. Brinn, Yes. : :

M. Rocers. They would still have to go to a treatment center or
to {he mental health'center in the commumity ? ’

Dr. Brini. This can be used in a flexible way. It can he used for
thoso who can't find their way but need sheltered care for a period
of time. :

A[r, Roaers. Are there any estimates on how many need this type of
sholter? 1 would appreciate it if you could provide that for the com-
ittee.

(The following letter was received by the committee:)

AMERICAN MEDICAL ASSOCIATION,
Shicago, I, April 3, 1968.

Ilon, JoniN JARMAN,
Chairmun, Subcommittee on Public Health aud Welfare, Committee on Inter-
slate and Forcign Commerce, House of Representatives, Washington, n.C.
Diar M. Jarmax: During testimony on ILIL 15758 on March 27, 19G8, repre-
senfatives of the Ameriean Mediend Associntion were requested by Representative
Paul Rogers to supply information as to the need for half-way houses for alco-
holies nud naveotic addicts nnder Title 1L of the bill, ‘

The present estimade of the number of aleoholies who would henefit from the
availabilily of half-way houses ranges hetween 150,000 and 200,000, Their din-
tribution is generally throughout the United States, with the greatest need being
in centers of population, .

he estimate of narcotie addicts who would benefit from the availability of
half-way houses is 3,000, Approximately one-half of these individualy are located
in New York City, with the remainder being distributed throughout the conters
of population. ' '

In xincerely hope that the above information will prove useful to your Subcom-
mittee in its deliberations on "Title T of 1L.R. 15758, ‘

Sincerely,
10, J. T BLARINGAME,
Hzeoutive Vice Prealdent,

Mr. Rorrs. What about narcotics users? Ave there about 60,0007

D, Brivs. 60,000 known ones. .

Mr. Rogers. Would you envision this being done by a grant program ¢

Dr. Brius. The narcotics problem is in half a dozen big cities.

Mrp, Roarrs. You don’t envision doing this in every community
health center in the country ? :

Dr. Brinr. Noj I don’t think that is necessavy.

My, Rocers. TTow about aleoholics?

Dr. Bran, That is di Tused.

M Skusirz, In Chicago, they have 250,000 aleoholies,

Dr. Biarn. May T say that the total number of aleoholies, of course,
ineludes a great. number of people who wouldn’ need this sort of
ahelter. This refers to the Skid Row aleoholie, who is really a minority.
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Mr. Rocers, T understand it is estimated in the conntry that there are
200,000 £ 300,000,

We have a distingunishied colleague from Ilinois, who may know
about the Chicago problem. Congressman Springer is here, our dis-
tinguished minority leader on the committee, and he may have some
questions,

Mr. Sprixeer. Just one or two, Mr. Chairman.

Doctor, were you any part of the AMA structure at the time we
passed the heart, stroke, cancer bill?

Dr. Cannon. If “structure” is an all-inclusive term, T certainly was.
But I was not one of the spokesmen at that time. I am aware of the
statements that were made.

Mr. Seranaer. Well, never will Taceept the testimony of anyone who
comes before this commit{ee as an expert on a program until I am
woredhan satisfied.

The gentleman from Florida and T kept this thing within what we
thought were reasonable boundaries at that time. It cane over here
from the Senate with one and a half days of hearing at $970 million,
almiost a billion dollars to start a program, and I have never seen such
an array lined up for that hill; and T almost swallowed it, until T went
home and thought about it. Then 1 just began to make some investiga-
tions to find out what shonld be done,

And despite all the mean things that were said about the distin-
guished gentleman from Florida, and me, too, during that time, that
we were keeping that bill from coming to the floor, we finally got it out
at- $320 million, We didn’t let it out until they agreed in the other body
that they wonld pass our bill,

If my figures are correct, we are almost at the end of 3 years, and out
of what they called a piddly little $320 million, they have been able to
spend $84,200,000 to date.

T am coming back to this for one reason only, and that is that you are
now asking for $65 million for the fiseal year 1969, and nothing has
been said, I take it, Mr. Chairman, with reference to any possible re-
maining 2 years.

Mr. Rocers, It has been said, and they are submitting the figures.

Mr. Serinaur., Taun glad Lo sea that,

I como back again to my colleague in saying that at the time you
were speaking on this before, your people doubted that this program
could bo undertaken, They went on and pointed out why, in terms of
personnel available and so on.

T am glad that what you said and what I said and Mr. Rogers said,
and a few others on this committee, has come true. Only it has come
even more trno than we anticipated. This is about the only time we
havo overevaluated n progiam, ‘ ' ‘

This was a program that T supported enevgetically, onco T thought
it was within some reasonable means. But. I merely point this out, that
I am extremely skeptical of anyona who comes before us with figures
unless they can be justified.

This was, may I'say, what T considered to be the best testimony in the
country. But you ought to go back and see that testimony, from Dr.
DeBakey on down. It was presented before this committee, to justify
a program for a billion dollars, which turned out 3 years later to have
spent $85 million. C ’ : o ‘
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I just want to put that on the record, because I think it ought. to be
brought out here that what we get in the way of landslide testimony
here s a selling job and snow ]oB claiming that something can be done
innnediately.

Mr, Sxupirz. Mr. Chairman, will my colleague yield?

Mr. SeriNGer. Yes.

Mr. Sxusrrz. Was $320 million authorized and $320 million appro-
priated ? .

Mr, Serixarr. Fifty-nine and 200,

Mr. Sxunrrz. But how much money was appropriated ?

Mr. SeriNorr. $85,200,000.

Mr. Sxvnrrz. That is all they spent. How could they spend any
nore i f more wasn’t authorized ?

My, Srmaxeex, The fact is they didn’t spend all that was appro-
priated. They appropriated more than $85 million,

Thank you, Mr. Chairman.

Mr. Rouers, Thank you.

1 do think it might be brought out at this point that I would com-
mend the administration of the program in the fact that they
haven't just gone out and spent money. So I think this is rather com-
mendable, that they have held up some 8 million on last year because
they felt they were not at a stage to spend it.

So this is commendable, and T would want to put that on the record,
too, that we don’t want. them, just because we may authorize something
on it may be appropriated, that expect them to go out and spend it
unless they are at that point where it could be done effectively.

So I think whether we reach goals that we may have set is not neces-
sarily the determination on the spending of the money. We want to
make sure that it is appropriately spent and even though the goals
may have been set above that. :

So I think the administration of it has not been in error in that
regard, '

Dr. Rune. May I comment on that ?

I think we would support this fact. We have been reassured and
encouraged by the way this program has been administered. I think
in defense of the program, one thing can be said, that in the early
stages, very careful attention has been given to the planning and the
preparation for the operational stage of the program. This has been
ono of the things which has kept the expenditures down at the present
time,

But as the program gets moving into the operational phases, I think
1t is reasonable to expect that the costs wonid increase greatly.

We feel that the program has been administered very welly and with
restraint and good judgment.

Mr. Rocers. Thank you.

My, Swunrrz, That brings me back to the question T raised a few
moments ago, the necessity of limiting these authorizations and having
tho agencies come back and present their case and prove their point.

If we authorize for 3 years, they don’t have to come back. From that
moment on they go before the Appropriations Committee——

Mur. Rogers. This is right.

Dr. Rone. There is one problem in that, if I may. That is, from the
standpoint of the region which is attempting to recruit personnel, if
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thero is any question whether the program is going to o continued
for the indefinite future, it would he oxtremoly diflicult to get good
people to change their eareers and come into this program.

Mr. Skunrrz, Doctor, you sound like a Government bureanerat. Wo
henr the same statement time and again we must have o 3- or 4-year
program, or we can't get the peoplo. Bub for some reason, the Gov-
ernment. has no trouble hiving people.

Mr. Rocris, 16 may be the doctor is looking ah what happened to
the Congress on only a 2-year contract, and he is disappointed.

[ Laughter.

Mr. ITarason. T would Jike to comment on Mr. Skubitz’ question,
The association would generally support, if it was the committee’s
good judgment, an authorization for a single year which would re-
quire the program people to come baclk and give the committee an
opportuntiy to examine the program again, If that was your judge-
ment, and we would support that movement. i ‘

Mr. Sxusrrz. You had better stay with the chairman. I am the
low man on the totem pole.

[Laughter.]

Mr. Rocens. As a matter of fact, Mr. Skubitz, you might be inter-
ested to know that we did a special study on ITEW and recommended
yearly authorizations,

Mr. Sicunirz. Lam glad to hear that. )

My, Roaers. We haven’t been able to move it in committes yet.

Thank you very much. Your testimony has been most helpful.

Dr. Cannon. Thank you, Mr. Chairman.

Mr. Rogers. Our next witness is Dr. William Likoff, immediate past
president, American College of Cardiology, from Bethesda, Md.

Woare very pleased to have you with us, Dr. Likofl.

STATEMENT OF WILLIAM LIKOFF, M.D., IMMEDIATE PAST PRESI-
DENT, AMERICAN COLLEGE OF CARDIOLOGY; ACCOMPANIED BY
WILLIAM D. NELLIGAN, EXECUTIVE DIRECTOR

Dr. Lagowrr., T am pleased to introduce William Nelligan, executive
director of the collego.

1 appreciate the privilege of appearing before this committee to
present tho views of the American Collego of Cardiology regarding
Lill TL.R. 15758,

The goals and philosophy of Public Law 89-239, the progress
recorded by the regional medical program during its short life and the
futuro promises embodied in this endeavor ave pertinent to your cur-
rent. considerations and, therefore, prompt this testimony,

Medical seience in this country 1s favored by superb talent, com-
petence, and abundant resources. This committee, however, is par-
ticularly aware that the distribution of these assets, specifically in
terms of patient eare, is shamefully uneven. The basic goal of Public
Law 89-239, the authority for the regional medical program, is to
bridge this unequal gap between science and service and to provide an
eficient health care system which will assure the transmission of the
best in scientific knowledge to all people of this country suflering from
heart disease, cancer, and stroke, or struggling to avoid these
catastrophies.
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Did your associate have any statement ¢

Mr. Nerniaan. No, sir. )

Mz, Roanrs, Doctor Carter.

Mr. Carrer. No questions. .

Mr. Rocrrs. Mr. Skubitz?

Mr. Skusirz. No questions.

Mr. Rocers. T might say that the committee, in adopting a 3-year
program rather than a 5- or 10-year program, feels that this is one way
for this committee to carry out its responsibilities to the Congress and
the American people, because otherwise we have no review of the
program.

Dr. Lixorr, I understand that philosophy, Mr. Chairman, but I do
wish to tell the committee, and particularly Mr. Skubitz, that we in
the field have found it difficult to construct long-range, vital orga-
nizational programs and planning in view of the uncertainty from
time to time of the funding required to support these ventures.

Something we plan for a decade ahead cannot be accomplished on
9-year appropriations. ITow you get Government workers under these
conditions, [ don’t know. Weare having difliculty.

Mr. Roarrs. T am sure it would be desirable to set programs for as
much time as we wanted with as much money as was wanted, but we
have to equate the economy of the Nation. But. this is the committee’s
function, and that is what we will do. ,

We are grateful Tor your testimony in support, of this legislation.
It will bo helpfual to us in our consideration,

Our next, witness is Dr. Clark Millikan, of the Mayo Clinie, who will
appear and give testimony for the Ameriean Heart Association, Ine.

Dr. Millikan, we ave delighted to have you herey and will be pleased
to have your testimony.

I you would like fo put your statement in the record and just sum
up for us, it would be acceptable, or if you prefer, read it.

STATEMENT OF DR. CLARK MILLIKAN, CHAIRMAN, COUNCIL ON
CEREBROVASCULAR DISEASE, AMERICAN HEART ASSOCIATION

Dr. MiuuikaN. Mr. Rogers and members of the subcommittee, it is
not only an honor, but a responsibility, to take part in the construe-
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tion of the continuing legislation. I would prefer, actually, to just make
some comments.

Mr. Rogers. That will be done. Without objection, Dr. Millikan’s
statement will be placed as part of the record following his remarks.

Dr. Mivtaan. I represent tho American Heart Association, being
chairman of the associution’s council on cerebrovaseular discase,

This program has turned out to be a unique opportunity and a
practieal, recognizable entity for cooperative and collaborative ar-
rangements, not only between the wniversity centers and practicing
physicians but between government and nongovernment agencies and
personnel.

The IHeart Association, for instance, has taken an extraordinaril
active part all over the Nation, not only at the level of regional advi-
sory committees but in smaller community affuirs. Last week there
was o meeting in New York at which over 400 volunteers were present,
and ono of the firm decisions arrived at at that meeting was to en-
cournge further the participation of ITeart Association personnel,
which can bring a great deal to the implementation and the purposes
of the past bill and the new bill.

This exemplifies the kind of feeling and the loyalty, {for instance,
that is being generated by the very wise provisions of this act, and
we heartily endorse the continuation of these basic principles, in-
clnding the business of originating ideas at the local level and having
administration remainat the tocal level.

Commenting about the matter of the finances, $65 million is a sug-
gestion for fiseal 1969, and as is brought out, there is to be some
holdover.

You are aware that theve are now actually about. 11 operational pro-
grams, and within the next few months there will be a total of 30 to
35 operational programs. It is extraordinarily important to consider
that we are thinking in terms of a graph of continuity here. And as
this program develops effectively, gaining momentum, it is mandatory
that wo not. put a fence in front of it at any point in time with the
attendant loss, in possible instanees, of ]’w.rsonne]l.

This whole program relates to people, whether at the administra-
tive end or the practicing physician end, or at, the pationt end, And if
we do something which cuts back the momentum in the year 1968 to
1969, we have fost more than 1 year of progress, and so T would
emphasize the need for the continuity of fiseal support for this whole
Dusiness.

Now, on the matter of construction money, that has come up in
reference to the new bill,

Tt would seem highly important that there be authorization for this.
As Dr. DeBakey mentioned and Dr. Farber added, there are areas
of activity for which new construction funds will undoubtedly be
necessary at the level of 2, 3, or 4 years from now, which should he
evaluated at that point in time. It does not need to be done now in
terms of assigning an amount of money. But it should be looked at
precisely later on.

But the eardiac intensive care unit, or a stroke unit, or a matrix
which requires spaco—that is not the issue at the moment. But for
adequate planning in the future there should be tho authorization
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for the potentinl of including new counstruction somewhere in the
course of time.

Now, a comment in the area of stroke, because this is the area of my
particular interest.

The American Ieart Association has been much interested in stroke
and has formed a council on cerebrovaseular disease and has heen
active in promoting teaching and spreading the word in ecommunities.

1 believe that BRMY offers us an opportunity to produce a greater
matrix where we are really going to do something about stroke.

You are aware of the need for treatment. in terms of acute facilities
for rehabilitation, reentry of the patient into the community, but we
are now beginning to accmmnulate data which, if we can get the infor-
mation to the population and to the physicians, will significantly affect
stroke prevention. And this is the kind of thing that RMD is designed
to do, among other things.

One of the most interesting items that is coming on the agenda now
is the word “hypertension,” or high blood pressure, and we now have
definite epidemiological evidence through programs which have been
supported and originated by you people that hypertension is as im-
portant in stroke as it is in heart disease, certain categories of heart
dirvase in particular, and that via the detection and treatment of
hypertension, we may cut significantly down on the incidence of stroke.

The Heart Association is designing programs to interrelate to RMP
and provide screening and detection mechanisms to find these people.
Some 20 percent of hypertensives are not even detected at this point
in time.

In velationship to the very important subject of hypertension, the
regional medieal programs offer an excellent matrix for the evalnation
of antihypertensive drugs. As programs for sereening, detection, and
diagnosis of high blood pressure are constructed, funds shonld be avail-
ablo for evaluation and comparative trials of drng agents; including
drugs already known and those which will come ont of developmental
laboratories,

"Theso are simply summaries of some of the comments that are in the
formal record. 1 don’t want to belabor these issues, but to me, we are
dealing with the national resource, the health of our people, and we
couldn’t be discussing a more important subject.

I congratulate and commend you on all of the things that you have
done, and in this particular frame of reference your wisdom in guiding
RMT has been unique.

(Dr. Millikan’s prepared statement follows:)

STATEMENT OF DR. CLARK MILLIKAN, CITAIRMAN, COoUNCIL ON CEREBROVASCULAR
DIsEASE, AMERICAN HEART ASSOCIATION

I am Dr. Clark Millikan, Chairman of the American Heart Association’s Coun-
cil on Cerebrovascular Disease. Representing the Association I welcome the op-
portunity of testifying in support of ILR. 15758, the five-year extension of the
Regional Medical Program (I, Y. 83-239). As one of the organizations instru-
mental in promoting the original Regional Medical Program in 1963, we are
pleased with the signiflcant contribution it has made to the application of new
medical knowledge to the diagnosis and treatment of heart disease and stroke.
We are particularly pleased that the Regional Medieal Program has provided,
as intended, an effective vehicle for governmental and non-governmental co-
operation in combatting the three diseases taking the greatest toll of life in
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Ameriean socicty. Maximum responsibility has been on local leadership and
regiondal cooperative arrangements,

Heart Associations across (he coundry have been active on almost all Regional
Advisory Commitees planning progriuns, gathering data on health maupower
requirements and analyzing available hes mh facilitios and services, We expect
continued participation during the five years of the proposed renewal as the em-
phasis of the program shifts from {the planning to the operational phase.

Tast week in New York City 400 American Heart Association volunteers and
staff {rom across the nation planned ways in which we can improve our pro-
gram, One entire discussion group was devoted to the interrclationship of the
Regional Medieal Program and the American Heart Association. We discussed
the ways in which the relationships between Ileart Associations in the various
states and the governmental agencies in their areas conld be reinforced. It was
decided at this national meeting that part of our future program would be to
encourage our membership to take every aviilable advantage of Regional Medieal
Progrioms, so that Heart Associntions would be playing their maximum role to
the nuiximtm benelit of (heir communitios,

The original law provided over a three-year period inerensing grants of from
£50,000,000 to £200,000000 for the fiseal year ending June, 1968, We note that
1. 1L 15558 specifies $65,000,000 for fiseal 1969 and “snch sums as may be neces-
sary for the next four fiseal years,” We are aware that nearly $35,000,000 of
unobligaied funds are available in addition to the $65,000,000 pmwdeﬂ in this
bill for the next fiseal year. However, we would prefer that specific funding for
fiseal years 1970 through 1973 had been ineluded in this-bill to assure the maxi-
mum growth of this suecessful program,

If the $65,000,000 for fiseal 1969 is appropriated and auothorized, we under-
stand 30 of the 5& Regional Medieal Programs will be receiving their initial
operational grants and 14 will be in their second or third year of operational
grant activity. It is to be expected that in the following four years operational
requirements will increase; yet the legislation under consideration here tod'ny
leaves the program to the unknown quantity of annual Congressional appropria-
tious after fizcal 1969, We have some reservations as to the wisdom of this ap-
proach sinee long-range planning is essential to the suecesy of this program. One
final word as to funds, we stress the minimal necessity of the full $65,000,000
requested in IL R. 15758 for 1969.

Among the promising developments in the Regional Medical Program of par-
ticular interest to us has been the recent emphasis on extending the development
of coronary care units and the necessary trained personnel to hospitals not now
having these life-saving facilities, It is our understanding that the Regional Medi-
cal Program has many applieations for funds for this purpose. We thoroughly
applaud the establishment of these life-saving facilities in every hospital caring
for coronary artery problems and hope that in tho future even more funds will be
available for coronary care units,

As the Chairman of the Ameriean Hearl Association’s Couneil on Cerebro-
vaseular Disease, T ean speak with partlendnr knowledge of the constructive pup-
pares tho Reglonal Medienl Program has and will eondinme to serve in mobilizing
professional attention and funds for community-wide stroke detection progrims
and treatment. Teaching units in wany medical schools have shied away from
fnvolvement with the siroke patlent. As part of the plauning and operutionsl
grants of the Regionanl Medieal Program, new interest in thls problem has heen
stimulated in - constructive way, This pronising development must. ho on-
couraged in the next five years of the Regional Medieal Program and adequste
funds supplied for (his purpose,

Section 103 of the bill extends the Regionnd Medienl Program to areas ontside
the United Siates which should be (he beneficlary of this program, We endorse
the inelusion of Puerto Rieo, the Virgln Islands, Guam, Ameriean Samoea and the
Prust Territories of the Pacifie Tslands, Value to citizens of the states within
the United States should not be hoarded but shared with areas not part of, but
historically connected to the United States,

Additionally, the Ameriean eart Association endorses the use of grants for two
or more Regional Medieal Programs, as proposed in Section 910, This provision
will permit the econnmical development of teaching films. videotapes and other
eduecational materials for use by several regions on a national basis. This pro-
vizion also permits the kind of flexibility the American Heart Asqocmtion hns
always envisioned for this program,
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The inclusion of referals to Regional Medieal Trogram faeilities by practic-
ing dentisis proposed in Seetion 107 is of particular importance, Dentists ean
play an important role in preveuting the reeurrence of vhaewmnntic fover and
bacterial endocarditis if aware of this opportunity. Their inclusion along with
physiciang in this program is therefore of significance to the alleviation of some
forms of eardiovasenlar discase.

In relationship to the very important subjeet of hypertension, the Regional
Medieal Programs offer an excellent matrix for the evaluation of anti-hyperten-
five drugs. As programs for scrcening, detection and diagnosis of high blood
pressure are constructed, funds should be available for evaluation nand com-
parative trials of drug agents; including drugs already known and those which
will come out of developmental laboratories.

Finaly, the American lleart Association endorses the inclusion of federal
hospitals (Section 107) in the total operation of the Regional Medieal Program.
The hroadest possible ringe of community medicnl facilities enlarges the scope
of health services to the public contempliated in the original purpose of the
nwogrion,

! I;'spito one reservation expressed at the beginning of this testimony, the Ameri-
can Ieart Associntion strongly recommends the enactment of ILR. 15758,

Mv. Roaurs. Thank you very much, Di. Millikan. We appreciate
your testimony, and I would agree with you that stroke is an aren
where we need to do great work, and much needs to be done to improve
the health of the people in this area. I think:it has been overlooked
a grreat deal from the testimony I have heard.

Dr. Carter?

Mr. Carrir. No questions.

Mr. Rocurs. Mr, Skubitz?

Mr. Sxurrrz. Doctor, the point I am trying to get across is, I have
no objection to & continuing program. But I want the ageney to come
forth each year, justify what they have done and prove how much
additional money 1s needed.

Maybe $65 million is suflicient for 1969, but who is to say how much
we need in 1970 or 1971 without the Department coming before us
and reviewing the program. Maybe we need $200 million next year,
in 1970. And maybe the year following we may need $300 million in-
stead of $100 million,

I don’t know. What T want is forr the Department to come in and
justify its vequest from year to year, If it can’t justify them, then 1
seenoneed of earrying the program forward,

Dr. Minican, May I ask o question? Are you addressing yourself
tojust (iling the authorizations, or tho amount?

My, Skurrrz. The amount,

D, Minsaxan. T believe these are different things, in essence, It
seems to me that the record is now being written on the justification
of this program, and that we are secing significant changes in the
interrelationships between the laboratory and teachers, on one hand,
and the practicing physician community, on the other hand, which
are going to accrue to the benefit of patients all over the Nation.

Mr. Sxupriz. I don’t think there is much doubt about that. I am
sold on the program.

Dy, Mk, It seems to me that if the question is how much money
is to be allocated per year, that is really in the province of the com-
mittee, as you deliberate how you establish mechanisms to find out
about this,

Mr. Skuritz. My point is, though, that if we authorize $200 million-
for 1970 and $300 million for 1971, the Department does not have to
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como before this comniittee anymore. It goes to the Appropriations
“omittee. '

Mr, Rocers, Mr. Kyros?

Mr, Kyros. Dr. Millikan, I found your testimony most interesting,
not only in support of the program, but particularly what you say
about money. And, again, as a man who has just come to Congress in
the last year or so, it surprises me to see doctors come before this com-
mittee and ask for this money and for the continuation of programs.

I used to think that doctors in the American Medical Association
took a diflerent view,

[ am in full agreement with your position as it is expressed here.

Dr, Minnican. Thank you. :

Mr, Rocers, Thank you very much.

1t is my understanding that one of our witnesses has a 3 o'clock
plana to cateh back to California, and if the committee would bear
with us, if we could hear his testimony now, it would be helpful.

Dr. Tester Breslow, professor of health administration and chief
of the division of health services, School of Public Health, University
of California, Los Angeles,

Dr, Breslow, wo appreciate your helping the committee, and we
will be pleased to receive your testimony. If you would like to file your
statement for the record and make appropriate comments, we would
be pleased to follow that procedure.

STATEMENT OF DR. LESTER BRESLOW, PRESIDENT-ELECT,
AMERICAN PUBLIC HEALTH ASSOCIATION

Dr. Bresrow. Thank you. I am appearing before you as president-
elect of the American Public Health Association. I would like to make
some remarks based on the written statement which has been submitted
for the record.

Mvr. Rocrrs. Your statement will be made a part of the record fol-
lowing your remarks.

Dr. Bresrow. The effective organization and utilization of the re-
sources that woe now have, and the unique contribution of the original
cooperative arrangements, are made possible by this program.

T'he unique contributions are to extend the excellenco of the medical
centers out into the communities, and to accelerato the progress that
is being made,

[ think it is unfortunate that tho American people still do not
realize the advanees that are being inade ngainst heart disense, cancer,
and stroke, and tha point of this program is to accelorato progress,

When we speak about, 1‘ogimm'l cooperative arrangements, it is in-
portant. to nofe that these are developing as n two-way street., The
extension of exportise is not only from the medical conters out into the
community but also from the point of view of the practicing doctor,
from the community hospitals, back to the medical centers. They then
begin to appreciate the real problems physicians are up against in the
day-to-day handling of medical problems.

This is a truly cooperative arrangement and a two-way street, with
motion in both directions. ' ‘

I would like to say a few words about the progress that is being
made in California. From the outset, the California program has
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sought to effect cooperation between the hospital associations, the
medical associations, the medical schools, and the State health depart-
ment, Cancer Society, and Ieart Association. There has been estab-
lished a network of good communications, now, through arca commit-
tees around every medical school and extending into every area of the
State, Consequently, effective working bodies around many of the
community hospitals and practically in all of the counties in the State
are tied in with medieal cente

A couple of advances are hoing made. We are going to submit, on
April 1 and 2, for consideration by our national site review, 14 pro-
posals for operating grants in California. Among these will be o
proposal to establish coronary care unit service in the coastal arcas
of California, o streteh of several hundred iniles of small communities.
If this program is approved these units will work with the university
medical center in San Franeisco, in order to extend this whole program
out to the periphery of the State.

In the southern part of the State there is a proposal that would
bring together the medical faculties of two of our universities there.
This proposed program also would bring the medical faculties of these
schools in contact with the practicing physicians in the Watts-Willow-
brook area, in the center of Los Angeles—a scene of past violence and
serious problems. The medical faculties of these schools would work
along with the county and hospital administrators of the region who
would then develop a postgraduate medical education program with
concentration on heart disease, cancer, and stroke.

I mention these two projects merely to emphasize to the committee
that. this program is going to bring betier care to persons not only in
thoe medical centers but also into those parts of the State which have
been relatively neglected in the past, such as the ghetto areas in the
cities and the rural areas over the great stretehes like in California.

Thank you, Mr. Chairman.

(Dr. Breslow’s prepared statement follows:)

STATEMENT oF D Luster Bresnow, Proressor oF IIEALTIL SERVICES ADMINIS-
TRATION, SCHO0OL OF I'UBLIC HEALTII, UNIVERSITY OF CALIFORNIA AT Los ANGELES

Mr. Chairman and menibers of the Conuunittee, T am Tester Brestow, I'rofessor
of 1ealtll Serviees Administration In the School of Publie Health at UCLA.
I have previously been the State Health Oflicer for the State of Californin. I
have come today to speak In support of 1LT 15768 and particularly that section
of the Lill which would extend the authority for the Regional Medienl Programs,

In my professional carcer I have long been concerned with the need for a
oo effective organization of our vast health endeavor, and I view the Regional
Medical Programs as having great potentinl for making a very important con-
tribution to this objective, In recent years this Committee has heard a great deal
of dixcussion about the current difficulties of our héalth-care system. For this
Nation, these problems are not always the lack of health resources but rather
the effective organization and utilization of the many resources with which we
are blessed, including our resources of talent and knowledge as well as capital,
equipment, and personnel.

In passing this legislation three years ago, the Congress expressed a public feel-
ing that the benefits of medical science were not being applied uniformly enough
to all segments of our pepulation. This expression was part of a growing recogni-
tion within the health field that the present complexity and specialization of
health care requires exploration of improved patterns of organization. The legis-
lation enrried through with this concern by placing emphasis on the development
through the Regional Medical Programs of “regional cooperative arrangeients’
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among the health personnel and institutions 'on a regional basis a9 a necessary
preveguisite to accomplish the objectives of reducing the unnecessary toll from
these disenses,

The Regional Medieal 'rograms beeome then an exciting new ventnre in the
developuient of an improved health system—-creating new rehtlonships and eq-
pabilities while preserving and building upon the grent strengths of our existing
insfitutions, agencies, and personnet,

The history of past efforts at ereatiog a regionalized approach to health serv-
ices provides amiple evidenee Qut the sk set for the Regional Mediea) Programs
will be difficult and progress ot times will secimn slow, There have heen previous
beginning efforts at regionalized hienl e nedivities in various parts of the country,
some of which were deseribed by (his Commitiee in the report on 4he original
logislation three years ago, Now the pressuves of an inereasingly complex hewalth
enterprise and the rapid advanees of medical seienee and (echnology have added
a considerable urgeney to the need for regionalization in the health field it our
people are to benefit fully from these advances, The pressures generaled by the
rapid rise of health-care costs nnd the inercaxing urbanization of our soecicly
add to this argeney,

The Regional Medieal Programs are heginning to show some effectiveness in
providing part of the answer to these problems, The activities of the Regional
Medieal Programs are helping to define the opportanities for improving the
excellence of the health services within each region and the contributions that
cach element of the region’s health resources can mitke to that excellence, The
programs are establishing a permanent framework within the regions that be-
comes a two-way strect whereby the expertise in the great medical centers
becomes more readily available to the practitioner and institution at the com-
munity level, while at the same time the definition of community health needs
and the involvement of community resources is made mbore relevant to the spe-
cialized capabilities of the large centers.

I have seen this process at work in California where we face a more complex
task than most of the regions because of the great size of the region. This is
the largest region with about 20 million people, and the development of the
Regional Medical Program is following a somewhat different pattern than other
regions, reflecting the commendable flexibility of the legislation in allowing
each regional program to develop according to the particnlar pattern most
snitable for that region. The amount of cooperation involving all of the medieal
schoolg, the medical profession, the hospitals, the publie health agencies, and
interested publie in California has already made an invalnable contribution to
the development of the essentinl basis Tor cooperative action. Even hefore the
Califorina Regional Medieal Irogriun has received any operational funds, the
progress of the program during this planning phase and the establishment of
much improved lines of communieation among the many clements involved
constitute substantial progress, In the hiterest of time, T would like to submit to
the Committee n fuller statement of the accomplishunents to date under the
California Regional Medieal Program. (See attachment A)) I think there is still
a long way to go in developing the program in California when the progress is
moeasured against {he magnitude of the task, By that same measure, however, we
in California are very pleased that the necessary initial steps in the development
of the program are now well underway.

I Lielieve that the Regional Medical Programs for heart disease, eancer, and
stroke are a very important component of the development of health care on a
regional basis in this country. With their emphasis on medical excellence, the
involvement of medical centers, the practicing physicians, and the hospitals, the
programs are a4 necessary part of the effort to bring the best in health care to the
Ameriecan people. Regional Medical Programs, however, can only make thelr full
contribution in concert with the many other activities devoted to that goal. The
seope of the challenge is too broad to be totally accomplished by any one program,
The development of effective interrelationships among the Reglonal Medieal
Programs, Comprehensive Health Planning, and the wide vaviety of other health
programs——ederal, State, and Joeal—will be essential. I believe that the
development of eooperative relationships among many diverse interests already
underway through the Regionnl Medieal Programs 49 4 basig for hope that this
cooperation ean be extended to a broader level and that the effective inter-
relatfonships will be developed in ways appropriate to serve the diversities of
the various areas of the conntry.
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As an essential component of this broad effort, the authority for the Regional
Medienl Programs should be extended and sapport should be provided for their
continued development,

Thank you very much for this opportunity to appear before you today.

[ APTACHMENT A

STATEMENT o LEsrer Brestow, MDD, ox 701 CALIFORNTA COMMIFTER ON
ReucGional, Mentcan Procgasis, Marcewr 27, (Y68

The Catifornin Regionn] Medieal Progrim hins been funded for only 15 months
wndd althoush 30 would be premaiuve to elaine that lives Taud been saved, never-
theless, b ean he sidd with congidence that the stage hing heen set for [he pro-
vision of greatly improved health eave services Tor heart disense, eancer, stroke,
and the disorders retated (o them,

Just this week @ study was launched by the California Health Data Corpora-
tion to gather nformation on the origin of every pitient admitted during the
entive week to every hospital in Californin, 'The study, never before undertaken
on 50 Jarge a scale, will show where each patient eame from, what his diagnosis
wis when he was diseharged from the hospital, and other information. While
these may seem little more than a set of dry statistics, the results should reveal
with great accuraey the kinds of medical sorvices needed for Californians and
others cared for in the State. Other data gathering studies, which are expected
to lead very shortly to operational programs, will be described later.

From the very beginning, planning for the California Regional Medical I'ro-
gram embraced all the major medical and health interests in the State. The Cali-
fornia Medical Association, spokesman for the State’s 23,000 practicing physi-
cians; the California llospital Association, representing virtualiy all of the GO0
short-term acute general bospitals in the region; the California State Depart-
ment of Publie Health; the California Heart Associations; the California Di-
vision of the American Cancer Society; the deans of all of the eight medical
sehools in California, and the deans of the two major schools of publie health
were joined by cight publie representiatives of the consumer. Together they con-
stitutoe the legal advisory committee for the region and are known formally as
the Californin Committee on Regionnl Medieal Programs, The Commitice has
met many times, has gained strength, grown gratifyingly more confident of it-
self as an entity and has inereaxingly been able to resoive differences amicably.

As for operational programs, we are looking forward fo a bwo-day site visit
in Californin on April T and 2 by a review commitiee of the National Advisory
Couneil for Hegional Medieal Programs, They will examine the merity of 14
opersttionnl proposals generated by local community Interest in five of the State's
cight planning arens, and by the Californin ITeart Association. These first op-
erntional proposals are heavily weighted toward coniinuing edueatlon, and in-
clude some promising innovative experiments,

The greatest single topic of interest among theso early operational proposals
concerns coronary care units, refleeting n growing consensus throughout the Na-

Stion that such auits, properly cquipped and with highly-skilled doctors and nurses
to run them, enn hring about a dramatie redaction in deaths due to myocardial
infractious aud other cardiae emergencies, Four of fhe 14 proposuls deal with {he
titining of physiciang nnd anrses and the equipping of coronary care units, One
proposal would oflfer nurse tralning in several communities throughout North-
woestern California, stretehing Crom the Bay Area teo the Oregon hovder along the
Pacitie Coast, and would inelude intensive training for physicians at the San
Francisco General Hospital, under the tutelage of University of California ceardi-
ologists, Similar proposals would be offered through several hospitals in the
Lighly concentrated Los Angeles basin and inelude the beefing up of the intensive
caronary eare unit at the Los Angeles County General Iospital,

A joint proposal by the University of Southern California and the University of
California at Los Angeles would join with the Charles R. Drew Medieal Society
and others to establish. a postgraduate medical school in the Watts-Willowhrook
ghetto aren of Los Angeles, Internship and residency programs would be generated
along with inservice and postgraduate training for doctors, nurses and allied
health professionals, close relntionships with the faculties at USC and UCLA
and detailed planning to meet heart disease, cancer nnd stroke needs in the area.

At Roxeville, a conmmnity of 20,000 cilizens 18 miles northeast of Sacramento,
the University of California Davis Medical School has encouraged local physi-
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ciany to extublish a “living laboratory” involving the whole community. Contin-
uing education, training for licenxed vocational nurses and other paramedicenl
personnel, stroke treatment, handling of central nervous system malignaneies,
establishient of a tumor bouvd, selected muitiphasic sereening and community
edneation prograns are involved,

Phe California Heart Association proposes a substantial expansion of its sue-
coss<ful stadent researveh projects, bringing highly qualitled science students into
ciardiovasenbar researeh Luboratories.

in Los Angeles, special draining in angiography—{he visualization of the blood
vessel sy=tem with the aid of radioactive dyes—would be presented for practicing
aud quitditied radiologists,

Two proposals—one for the Sacramento Vidley, the other for the lower San
Joaguin--would make use of videotape recording unitg which would be moved
from one hospital to the next, covering several score hospitals, The units would
be scecompanied by medical television tapes, for instruction of each hospital's staff
niembers, and each local staft could record its own grand rounds, leetures and
demoustrations, then, by playing the lesson back, improve its own teaching skills.

The California Heart Associntion proposes a substantinl expansion of its suc-
pitals in the State, would be expanded to other regions.

The development of simple learning languages in a computer program available
for undergraduate, graduate and postgraduate instruction to several regional
medical program areas would be encouraged in another proposal.

The Loma Linda Unlversity School of Medicine has a highly intriguing pilot
projoet based on a third-generation computer, and proposes to expand its library
serviees fo practicing physiciang throughout its vast service area, The computer
demonsteation wonld test the feasibility of uxing a remote display, very
mueh like a felevision xet, on which a physiclan In a community hundreds of
miles from the school could, by picking up the telephone, hook into the computer
and kit to analyze the electrocardiograph readings being taken on the patient
Iyving by the physician's side. The computer analysis would be done in real-time,
and the answer would return in 2 or 3 minutes. Such a project might provide
needed services to small, remotely located hospitals and communities now lacking -
medieal specinlists,

These 14 operational proposals are under immediate consideration. Several
others, submitted in the Mavel, 1968 quarter, will be briefly detailed in a moment.,
All have been developed following planning activily which began in January,
1067, The first year's planning activity involved, among other things, the lay-
ing down of a data base from which operational proposals are being projected.
Coustruetion of the dita bhaso has gone through two phases,

In the fivst phase simple, rendily available data were arranged in forms nost
useful for planning in each of the eight areas of Californin. Demograplic data
were acquired from the State Department of Finance. Mortality data were
gathered from the State Department of Public Ilealth, Also from the State
Health Department, with added information from the California Iospital As-
socintion, came material for a complete hospital roster for each of the Cali-
fornia Regional Medieal Program areas. Finally, the first phase of data acquisi-.
tion entailed analysis of less readily available types of information involving,
for example, transportation and the many varicties of morbidity data. :

During the second half of the first planning year, six planning studies were
undertaken on a region-wide scale. All were approved by a data needs subeom-
mitee on which cach of the California Regional Medical Program areas was
represented, Bach study aimed at relatively deeper penctration into some aspect
of the data base needed for planning. At the same time each pointed clearly
to the shape of operational proposals in the making,

Pationt origin studj-—"This study, reseribed briefly fn the opening paragraphs
of this statement, will inehude important materinl for morbidity analysis, partic-
whary I the survey enn be repented at intervale, At the sama time, the survey In i3
first ronnd s oxpeeted to yield Information needed for teansportallon and faefls
ties planning In conjunctlon wilh the rendeving of optimal eare for heart
dixens=e, enncer and stroke palients,

Praining facilitics {nventory-—Many of the Jdeas for opereatlonal projects,
which Degan to take shape in fhe first planning period, eoncerned manpower
needs nnd the possibilitles of training programs for key health services, in
addifion to physiclan services, It was found, though, that litile Information
had been gathered on the shinple question of what traluing facilities now exist,
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The California Regional Medieal Program, therefore, contraeted with the Sarvey
Revcarveh Center ab UCLA fo make an anadytie region-wide survey of existing
{raining facilities for health service manpower of all sorts, The survey, hesides
being an inventory of facilities, ineludes anilytie details as to eapacitles, present
enrollments, expansion possibilitics, curricula and new programs. It wlll serve
as @ busis for seeond-generation studies and operational proposals in the man-
power tield.

Physician referral petlerns—The Stanford Research Institute, in cooperation
with the Californin Medical Association, is completing interviews with a random
sample of physicians thronghout the State on the subject of referral patterns for
patients with beart disease, cancer and stroke, Ilere, too, material never mith-
ered helore is being acquired. Questionnaires alveady completed contain valuable
material of two kinds. As a basis for improved delivery of medical service in
eases of heart disease, cancer and stroke, referral patterns, both as to physicians
and facilitics, are being discussed. And, the needs seen by family physiclans, and
other physicians of first reference, are being recorded and analyzed for the first
time in this context.

Registries—A cooperative undertaking involving the System Development
Corp. of Santa Moniea and the UCLA $chool of Public Health is doing feasibil-
ity testing for possible registries in stroke and heart disease. California has al-
ready had rich expericuce in the development of a tumor registry, covering
roughly a third of the hospital beds in the State and providing cancer incidence
data of unique significance. The System Development Corp. study is, therefore,
moving on to a preliminary examination of registry construction in stroke and
heart disease. At the same time, the Director of the California Tumor Registry
is cooperating with the California Regional Medical Program in connection with
aneer registration and follow-up,

Use of medical seoict g review mechanisims—On o {rind basis, loeal medieal orga-
nizalions in three Californla counties are coopernting with the Regional Medienl
I'rogram to determine the value of local medicad review mechanisms—generally
associnted with eladms review in health insurance programs—for case identifien-
tion heart disease, cancer and stroke, review of prevalling community stands
ards and practices in management of such cases, and possible development of
postgraduate medical education and other programs, In each case, the county
medical group has sgreed to cooperate with the appropriate university medical
center in the review, )

Kpecialized resources in hospitals—The sixth and Iast of the first-generation
California planning studies is based on questionnaires sent to all the acute, gen-
eral hospitals in the State, through the cooperntion of the Californin Hospital
Association. The hospitals are reporting whether or not they have various items
on a detailed roster of speeialized resources or facilities needed for treatiment
and overall management of patients with heart disease, cancer and stroke. This
material, too, has not been gathered before, and 1s expected to highlight ma-
terial lncks, oversupplies or maldistributions. At the same time, the study will
bring manpower training requirements to a sharper focus as California’s Re-
gional Medical Programs enter their operational phase.

All tliese data gatheéring studies have been integrated into the 14 operational
proposals deseribed earlier, They bave also been incorporated into the five op-
erational proposals and the two additional requests for funds especially ear-
marked by Congress, submitted by the California Committee on Regional Medical
’'rograms during the March, 1968 quarter. .

Phis second set of proposals includes the expansion of existing elinieal cancer
dingnosis and treatment, social service consultation, radiological physics, nuclear
medicine and computer retrieval of pertinent data to 26 hosplials in northern
California, n coordinnted year-round general practice residency, intensive coro-
pury eare training for physicinns in small hospitals, and the establishment of a
medical libeary and Information service network.

The first of the projects secking earmarked funds involves a sixth aren in
Catifornia—Orange County, the planning for which has been assigned to the
University of Culifornin at Irvine—proposing a pediatric pulmonary demongtra-
tion center. It would be only the fourth of its kind in the Nation, The sceond
project would expand and improve an existing hypertension program of the uvo
San Francisco Medieal Center, ) )

Taken nll together, these first operational proposals can be seen as the begine
ning broad outlines in the dovelopment of a region-wide comprehensive blueprint,
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whase coliesion and effective potential for vastly improved health enre services
are emerging, almost on o day-by-day basis, ever more clearly,

My, Rocrrs. et me ask this. Is your program getting to the ghetto
areas? Could you give us a quick rundown on that

Dr. Bresrow. One program that is being considered—I perhaps
should not. prejudge the issue—is the proposal which has been devel-
oped by USC and UCLA faenlties. It would transfer the medical
expertise developed by these two cenfers, in the field of heart disease,
cancer, and stroke, to the Watts-Willowbrook area. It is in this area
that the county plans to build a new hospital with the aid of ITill-
Burton support.

The aim of this program is to build around that hospital, bringing in
the practicing physicians in the community, a program of postgrad-
uate education, emphasizing heart disease, cancer, and stroke.

We think this will have a remarkable effect in mobilizing the services
of that portion of Los Angeles to provide better care.

My, Roaers, Thank you, and T am delighted to see you have given us
a statement on the California program, which we will go into in detail.

M. Kyros? ‘

Mr. Xyros. No questions.

Mr. Roaers, Dr. Carter?

Mr, Carrer. T an delighted to know you are making all these services
available for the Watts area. I wonder what you are doing for the areas
around Watts. :

Dr. Brrstow. Our programs extend into the Watts area and also
around the Watts area, not only throughout the metropolitan region
of TLos Angeles, but in the mountainous areas, and so forth. Other
projects——

Mr. Cartrr. I believe in those surrounding areas we are liable to
have more heart attacks and strokes. [ Laughter.]

Mr. Rocers. Thank you very much, Dr. Breslow. We appreciate
very much your coming here.

T understand that we will try to hear one more witness here.

Reverend Works, you and Dr. Price, I understood, were going to
have to get away. Could you come forward, then? We will be pleased
to hiear your testimony.

Mr. Macdonald, your Congressman, wanted to come and introduce
you, but the committes knows of your work, and we are delighted
to have you here with us, and Dr, Price.

Aund if you wonld like, wo will make your statements part of the.
reeord, without objection and they will appear following your re-
marks. And if you could then summarize for us the points that yon
think wolud be important, this would be helpful to the committee.

TATENME "DAVID A. WORKS, EXECUTIVE vxcgg};sx,——
DENT, THE_NORTH CONWAY INSTITUTE, BOSTON,-MASS, AND
REV. THOMA RICE, DIRECTOR OF FHE DEPARTMENT OF
ALCOHOL PROBLEMS™AND DRUG-ABUSE, GENERAL BOARD OF
CHRISTIAN SOCIAL CONC OF THE METHODIST CHURCH

Dr. Wonks, Thax

you, Mr. Chairman:

My name j#Tev. David Works, of Topsfic fass., and North
Conway, XTI, an Episcopal clergyman. I am thé™exgcutive vice
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Mr, Roaers. Should we have a provision in the law that if these fa-
litheg are used, it must be at the request of the person?

M, Drapass Welly T would say that we do have present laws §
-ohmtary Dasjg, or a basis in which the erisis conld be ereaed so the
person could baMxelerred to the service. We do have our petsent com-
mitment. laws whidhallow us now to take a chronig<ideoholic and
commit him for his owpgotection, o

Mr. Roaers, What L wasthipking of was il a peison agreed to begin
a treatment that he must havdyand in that-voluntary commitmment
agreed to the conclusion o

Mr. Divas. T would say if hie does ndkguree to stay to its conclusion.
If he doos not, some other measares: mighé be taken.

Mr. Roarrs. Would you give ug your thutking on how that might
be incorporated in what we aretiying to do?

AMr. Divas. T think the #t. Louis experience showg that nearly 91
percent of these clientg”aceept the treatment and complete the de-
toxification treatment

Mr. Rocexs, l)ynuld be interested in seeing how many repe?

b in-

o

s there

are,

Mo, ])mr.w’.’i think this afternon or tomorrow you will be hearihng
from DrePittman, who is the founder of the United States fivst de-
(().\'iﬁ(“r\/l:;n center.

MAT Roaues Dr. Carter?

Xt Carppn, No questions.

.. “hanlk vou vervanyeh

The next witness, M1, Nathan J. Stark, group vice president for
operations, Hallimark Cavds, Inc., Kansas City, Mo.

STATEMENT OF NATHAN J. STARK, CHAIRMAN, MISSOURI
REGIONAL MEDICAL PROGRAM

Mur. Stark. My operations have nothing to do with medicine.

Mr. Rogers, I am not so sure. Don’t you give get-well cards or
something ?

Mr. Stark. I have been accused of that.

I am pleased to have this opportunity to be at this hearing on
regional medical programs. I am, as you note from the title, a non-
expert in the health field.

A businessman interested in health programs is my category. As
I listen to all these experts, many of whom I have heard of, and several
of whom I have known, I asked myself the question, “What am I doing
here 2 But. perhaps this is the new look in the nonprofessional’s view
of the health field.

I think that the need for eitizen participation has been rather un-
familiar to most of those inmany parts of the health field, but I helieve
it is Tast becoming consumer oviented.

My eredentials in the health field ave as president of the I{ansas
City General Tospital and Medieal Center, and as chairman of the
Missouri regional medical program, and it is to this latter role that
T wish to address my remavks.

My statement will bo restricted to the Missouri program, since this
is the one T am most familiar with, and it may be typical, or may be
typical of what other programs ave. ' : : :

o e o
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T'he final focus of our program is on the cooperative delivery and
planuing of the best possible health care to patients suffering from
heart disease, cancer, stroke, and other related discases, regardless of
cconomic, educational, or geographical status.

The program utilizes maximum local planning and initiative with
regional emphasis upon coordinaion of eilorts and review of the qual-
ity of endeavors. Policy is sct by a council representative of the public
and professional leadership with advice from all groups in the region
who have a bona fide interest in the delivery of health care.

Because of the stated intent of the program which was to improve
care by increasing the effectiveness of present systems, attention in the
Missouri prograun was directed to early detection of disease, method-
ology for systems to provide maximum economy and effectivencss,
and initially a small number of models of delivery systems, planning
for a service to a specific population of people without regard to the
exact place in which that service might be rendered, but with empha- -
sis on delivering the care as close {o the patient’s home as is consistent
with economy and quality. In other words, we are people oriented.

Primary emphasis has been placed on the development, of supportive
services which utilize the newest in scientific technology. This includes
a variety of services which ean be furnished both to the physician and:
to the patient quickly and economically at any time anywhere in the
region.

The present testing of computerized interpretation of EX (s for
physicians in rural areas is a precise example. For screening purposes,
and for the first time in history, the private practitioner participating
in the model system has consultation for heart disease immediately
available {o him at every hour, 168 hours a week, at an estimated cost
of less than $3 per interpretation.

Tach interpretation can be backed up by a dial-a-phone lecture
reference source, recorded on tape and also automatically available at
all hours at the cost of a phone call.

"These backup lectures will develop on a demand basis in accord with
experience. A model of delivery systems is found in the Smithville
project. Here building upon an existing rural system, maximum effort
Tas heen placed by the local advisory group and the State university
medieal school upon a sophisticated consultation and referral program.

In Smithville, the system extends into hone care utilizing all avail-
able ancillary and auxiliary personnel. Faculty members of the uni-
versity teach and consult with the local staff.

Financial assistance was given with a specific terminal date, at
which time the system of care is projected to be self-supporting. The
program provides for eareful ehange of quality of cave as a result of
mtensified snpport.

It is the plan of the Missouri program to establish and terminate
final support for all demonstration projects in this manner in order
to provide the opportunity for cooperative programs with a maximum
of communitics 1n the region.

Supporting services and lator innovations will continue to be made
available on a financially self-supporting basis to these cooperating
communities so long as these are found to be mutually helpful.

A final facet of the program is the interdisciplinary research group
in the university who are studying intensively the delivery system
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for health in the region, scientific devices which are needed but Tack-
ing at present, a communication facility which possibly could be
ndopted Tor parpose of the prograam,

"The research group functions as a medical experiment station draw-
ing together the talents of all university disciplines which can con-
tributoto the definition or solution of health eave problems.

Of the 21 bioengineering projects now active, I should like to men-
tion Lwo. One result of this researeh has been the development of o
dingnostic chair, which simplifies the taking of a heart tracing. ‘The
chair reduces the time required for an KKG from about 20 minutes
to less. Another piece of equipment developed by the engineers and
the physicians working together is an electrolytic unit which has
proved extremely helpful in speeding the healing of leg and body
ulcers for the diabetics or patients who must be in bed for long periods,
and these compact units can be taken howme.

An added feature is an alarm system which reminds the patient
to keep the bandage properly dampened. .

Tuture programs could be summarized as the design of more model
delivery systems in cooperation with the public and health profes-
sional involving finally the entire region, continued concentrated study
of appropriate services designed to be self-supporting, the assistance
to programs in providing for treatment of disease and rehabilitation
of patients suffering from these categories of disease, and last, a
translation of new ideas into action on behalf of the patient or the
potential patient.

This is mdeed an exciting, though wearing, time to be involved in
health affairs. The regional medical program, to my mind, offers one
of the best means for achieving optimal health for all people, who ave
in effect the real beneficiaries of regional medical programs.

I would certainly urge the support and the continuation of this
program.

Now I have here an organization chart of the Missouri regional
program which I would like to offer for the record.

Mr. Roarns, The committee would be very pleased to have that, and
it will be made a part of the record at this point.

(The docunent referred to follows:)

MissoUrt REGIONAL MEDICAL PROGRAM ORCANIZATION

1. GOAT, SBETTING

(a) Talicy s sot by representatives of the public and the practicing profession
upon advice from:
Meodienl sehools.
Stade departments relnted to health.
Voluwlary orgnnlzaiions,
A1l herlth professionn] orgunizations,

(A 1otal of wore than 5O people vead and comment apon enchi Proposal,)

(hY Planuing is for a selected population of people vegardloss of where they
may ultima(ely reeeive their care, This permits maximmm use of communiecation
wechanisig already estihlished befween the many involved groups,

(¢) Planning nnd operations are Kept adminisivatively separate.

2, ORGANIZATIONAL PATITRN

The Project Review Committee consisty of the head or his delegate from the
sehnols of osteopathy and medicine, the Division of Health, Director of Welfare
and Direetor of Mental Diseases, This committee serves as an advisory body to
the Couneil on all proposals, )
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A Advizory v onneil, nominated by the Project Review Conunittee and ap-
pointedd Iy dhe Goverpor, serves as the governing body. The 12 members serve
staggered (erms, no person's service (o exeeed 8iX years. Members many not be
rawn from Universily staff,

The Linison Commitiee is composed of cloeted or appointed representatived
sent hy each stite-wide voluntary or professional organization which hus applied
to aud been aceepted by the Couneil, The 24 members serve as a reaction pinel
ot all projects for Couneil,

The University of Missouri serves as traxtee for funds for the Missourl
Regional Program,

3. BPECTAL URBAN ORGANIZATION

For the Kansas City area s special Metropolitan Liaison Committee has heen
formed. Members include five loeal eitizens and two vepresentatives from each
of the Advisory Couneils of the two regions (Kansas and Missouri) which
overlap in the Kansax City avea, This commitiee also serves in an advisory
capareity to the two Regional Councils for aly projeets which fall within the six
county vrhan area of Kansas Clity.

A special, loeal plauning foree has been assigned jo Kansas City by the Mis-
souri regionnl progran.

No matter how a region iz desceribed, ultimately it must interact with other
regions. Modifications of the Kansas City committee have been developed with
three of the other adjoining regional prograins and similar plans are under dis-
cussion with a number of other regions which also adjoin Missouri,

Mr, Srarx. 1 submit. for the recond three sepavate publications of
the Academy of General Practice ns evidence of cooperative efforts
between the practicing physician and the program.

Mre, Roaers. We will receive those for the committee file,

Thank you very much.

Dy, Carter?

Mr. Carrer. T just want to compliment this gentleman upon the
paper that he has delivered here today, and to say that T think it is
a very healthy sien when men of his evident ability take part in such
programs as this, Thank you, '

Mr. Rocers, T would like to second thosge sentiments. T think it is
excellent, and we do need more and more people to involve themselves
in the health ield other than just the seientific community, and I won-
der if you conld give us an example—yon say the design of more model
delivery systems, What is vour thinking there?

Mr. Staxk. Two that T have specifically in mind: One would be
the Swithville projeet located in a vural area about 15 miles from
Kansas City where they are designing a program for the first time
to give complete continuity of care from the timo the patient is seen
in the diagnostic stage through the treatment stage and then into the
relubilitation stage,

Another one is that taking place in Springfield, Mo., at the com-
munity hospital, A cardiovaseular program is in foree w}mre'thcy are
treating tho cardiac patient and also training nurses and doctors in
the care, treatment, and rehabilitation of eardiac patients. This is a
part of the eurrent operational grant and is working out very well.

There are six or seven programs in operation, or being proposed
now, in community hospitals.

Mr. Rocers. Thank you very much. We appreciate your being here
toduy. ‘

Our next witness who has a 4 o’clock plane, I believe, is Dr. Amos
Bratrude. We appreciate your presence here today. Your Congress-
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man, Tom Foley, spoke to me on the floor and said he wanted to be
here to personally introduce you to the coramittee and regrets he can-
not be. Ie is in committee himself.

STATEMENT OF DR. AMOS BRATRUDE, WASHINGTON MEDICAL
ASSOCIATION, AND ASSOCIATION OF GENERAL PRACTITIONERS

Dr. Brarrupe. T was sent here today by the Washington Medieal
Association, and I have the blessing of the Association of General
Practitioners,

I am Dr. Amos T. Brateade and am in general practice in Omal,
Wiush. T have a common failing with all people who have moved West,
and that is our adopted home has become very important to us, and
so vou'll exeuse me i1 1 give you a few words about Omak. Tt is a rather
tvpieal western community of about 4,500 people. The prime industries
are logging, apple orchards, and eattle. The higeest single event of the
year is the Omak stampede with what we consider, a world-famous
suicide race. It is a nice community and my 9 years there have been
very pleasurable. T am married and have four children, and as a father
am beginning to experience the rigors of a teenage daughter.

I was raised in the Middle West. My father was a general practi-
tioner in a small town by the name of Antioch, 11l Upon deciding
where to practice, there were several things I was sure that T wanted.

I wanted a community with a hospital in it. T have always heen very
interested in general practice but eould see no reason to choose a com-
nunity that was large enough to have a well established specialist
group. I wanted to choose a community that I felt had some promise
of growth so that I could eventually have the type of medical practice

that T was intevested in. This; namely, is a group of three, four, or

five doctors who are quite interested in the practice of medicine, but
also want to be free to pursue academic and recreational activities. I
am now the senjor man of a four-man group, and the reason that I

an be here today is that I have three excellent partners that are cover-
inge for me.

Those were tho practical reasons for choosing Omak. The emotional
ones are that the country just immediately appealed to me. I enjoy
hunting and fishing and being outside, and all these things were avail-
able. We have heen 15 months in a new hospital with 32 beds, and a
stall of seven physicians, OF conrse, fonr of these are of our group. It
is quita interesting to me to go to various meetings and seminars and
hear people diseuss the problems of o simall hospital. Invariably these
people consider anything from 100 1o 150 beds to bo o small hospital.
Consequently, their discussions of problems that might oceur there
hava no bearing at all on what happens in a hospital of 32 beds. T
had always been quite intevested in the broader problems of medicine,
and when the opportunity emme to me from the Washington-Alaska
regional medical program I welecomed i,

T would be the first to admit that I had a rather biased viewpoint
when T joined the Washington-Alaska regional inedical program board.
T had been raised of fairly conservative parentage and had a decidedly
jaundiced opinion of the role I thought Government was playing in
medicine, It is quite surprising to find out at the first advisory com-
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mittee meeting that most of us had the same feeling. Then it was inter-
esting to see the change in everyone as the meeting progressed. It
scemed that most of us had very definite, but very erroneous ideas of
what the regional medical program would be amd how it would work.
It was explained in the first session in May of 1966 that the regional
medical program was not going to be a vehicle to transport the patient.
to “supercenters” but rather was going to be a vehicle to transport
knowledge, technique, and assistance to the local level to improve
patient care in places such as Omak. I, of course, was very suspicious
that this was just the bait to lure us into the trap. I have now comy
pleted approxnmately 20 months on this committee, and I am convinced
that at least the Washington-Alaska program has not altered from this
ideal; that is, to attempt to improve the level of care for victims of
heart disease, cancer, and stroke and related diseases into local com-
munities. I was also prejudiced in another area as I approached the
work on the regional medical program. I am in a very rural commu-
nity. I think it is wonderful to have great research projects and a
large amount of what wo call ivory tower medicine. But I also feel
there is a tremendous amount of medicine that has to be practiced on
a day-to-day basis to help the people receive proper care.

I also had many preconceived ideas about physician education pro-
grams that [ felt were fairly worthless. I have taken these prejuc{ioes
and conveyed ¢hem into ideas for owr group, and am afraid I have
helped to sidetrack cortain programs 1 felt had little practical value.

T do want to say that T feel there is a definite place for complicated
research projects, and without them many of the advances wo enjoy
today would not be here. But I feel, as the only general practitioner
on the Advisory Committee, that T have wasted very liftle time ar-
gaing for the aspeet of medicine beeause many about me are. In regard
to speeifie problems that wore present in the practice of medicine in
north-central Washington these are sonie.

There are certainly many other problems which deal with rural
areas, and many of these would fall in the categorical areas of the
heart, cancer, and stroke program. We are looking forward to taking
advantage of the coronary care unit training programs that are enr-
rently being established by our RMP and are looking forward to
many other benefits from it. T think the point that I would like to
make so strongly is that the RMP has offered the first opportunity
for local medical communities to feel that it is worthwhile to get in-
volved and interested in because their opinions and problems are being
sought, ‘

There certainly has been a considerable change in stance of the
average physician in regard (o Government in medicine, Just a fow
years ago no cooperation would be offered, and if preferable no inter-
forence would be tolerated. Today we find the average physician
understanding that the Government will be involved in medicine and
that a cooperative venture of some kind wonld be most desirable, ‘The
RMYP with its emphasis on regionalization hag, I believe, caught the
faney of the medieal communifies of the United States. As 1 travel
to varions mectings with colleagues who are scattered across the coun-
try, I find that quite often they have many favorable comments con-
cerning the aims and goals of this program, I think that if this pro-




i

ot e R A

st ot e en

st i St .

-

199

oram were to be significantly eurtailed or even dropped, you would
find a considerable disillusionment in the medical profession. I think
most of us feel there is a strong chance that the RMP is going to offer
all of us help and cooperation, not, interference, from the Governiment
on our local medical problems. I think that if it were possible to
establish a long period, such as 5 years, the RMI? could then do sig-
nificant fature planning and the medieal community would know that
the progran was here to sty

T hiave certainly enjoyed the expericnce of coming to Washington,
D.C., and appearing before this committee.

Thank you very much for the opportunity.

Mr. Rocers. Thank you very much, Dr. Bratrude. Your testimony
is the type I think the commitiec needs to hear, from a practicing
physician. We are delighted that you took time to present this testi-
mony to the committee,

Dr. Carter?

Mr. Carrsr. T certainly want to congratulate the gentleman upon
his presentation. Fle is one of the men who applies the tools which have
been given him, and in addition will evaluate and nse what other tools
are given him by our regional groups. I am impressed by his paper,
and the depth of what he says. I am happy to have such a young
physieian before us today.

Mr. Roarrs. Let me ask you: You say you are the only general prac-
titioner on the Advisory Committee for your region, or is this a
subregion ?

Dr. Brarrope. I am the only one for the Washington-Alaska meet-
ing. We have six practieing specialists from various disciplines; in
addition, of course, to many physicians in the universities. :

Mv. Roakrs. But there are six out of 30 whom you would classify
as practicing physicians?t

Dir. Brareune. Seven, counting me.

Mr. Rocers. How many hospital administrators do you havet

Dr. Brarrupe. Two.

Mr. Roaers. Do you think thisis a good ratio?

Dr., Brarrope. It is diflicult to put everybody there. We have six
or seven lay people, we have two nurses, we have a dentist; and by the
time you are done, we really aren’t heavily laden with the medieal
school people.

Mr. homms. Would it be more of a problem getting away if you
were not in partnership?

Dr. Brarrope. I would like to speak about this a bit. I think the
concept of the practicing physician is changed somewhat. As we are
trained today, we are totally convinced that we have to stay current;
and I think, as we set ourselves into practice, many of my colleagues
in our county are in independent practice, such as Bill Heury, one of
the doctors there. He feels it is important enough, and has educated
his patients enough that he gets away for courses. I believe that group
or no group, this is the way it is going to be in the future.

. M; r. Rocrrs. You don’t think it can be brought down to the hospital
evelt

Dr. Brarrone. I don’t mean that. Wo have hospital staff meetings,
and visiting professors who come for seminars, and the gentleman
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from Missouri, some of his programs sounded outstanding. When you

think about help that you need-—it, is 3 o’clock in the morning and you

have a cardiace problem; you don’t need a seminar, you newd someono

to give you some help. 1t sounded like this aspect of his program was

very exciting,

Mr. Roaegs, Thank you so mueh. We appreciato the benefit of your
advice, ]
A0 ext witness will he Dr. Carl Brumback, who is appearing for
Le Nguerican Public ITealth Association.

DrRramback is from my own home county of Palin Beach County
IFla, HeNpas done an exceptional job, and really some of the pilot prof
ects with Yigrant, health programs, and T am particularly pleaseg
have you apyear before the committee again, because you were hefpful
in our previo legislative hearings.
You may pro

Dr. Brunmsack. Thank you.

The American Public\[Tealth Association appr:
tunity to present our viewy of JLR. 15758. I amn Mere as an executive
board member of this assoctdion, which now hagbver 20,000 members.
I have a prepared statemei which has been/given to the staff, and
I would like to have your permNssion to swmparize these remarks.
Mr. Rocers, Certainly, and yoyr prepared statement will be made
part of the record, following your igmarks
Dr. Brumisack. My conuents reer tf the migrant health portion
ol the bill. Tt is unnecossary, probab\y{ to reeall the fact that nearly
one-fourth of the Nation’s 3,100 countidg depend upon migrant labor to
harvest the crops, We all depend op thix Jabor for mueh of our food,
Approximately 1 million men, yomen, \ud children migrate each
veur in response to this need,
Although these people perfofim essential v
K1,400 average per worker in J965, seldom alloy
poverty level,

rlk, their annual ineome,
: (hem {o rige above the

d live are usually
. are usually held
lify under wel-

Furthermore, the placeg in which they work :
far vemoved from smn?«é of health care, and elini
it o time when they apt working, and they seldom g
fare vesidence r(squn'u{nL wents for usnal forms of assistanc
Treatment Ofni}w&f'ss becomes diflicalt. Actually, the nygrants’ need

for health care is/frreater than that of the rest of the popNlation. Jn-
itions predispose them to illness and injury, Lack of
sducation andsknowledge of where to turn for help compoulls these
roblems. Spatistics confirm the fact that migrants have moreNiealth
roblems fhan the rest of the population.

/mortality was over 30 per thousand live births in 1964 an
rants, compared with less than 25 for the national average.
sate from tuberenlosis and other infectious diseases was 26 pig
thoysand, compaved with 10 Tor the Nation as o whole,
Fhrough the Migrant Iealth Act, health services specifically de-
sifed Lo aueel bepadrloueeds have become available in many

rironmental co
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occupants, inmales; of our mepl

ETHutions are

ri~wagied by aleoholism problems 1 :::r\_w.x".r%aj.. “which the comniittee
¢ should™m wider. The Tacl, also, thak-siich o large percentage of the
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inmates of ourpsigon institukans in the State of West Virginia are
atlected with problenizsagteiated with aleoholism I think is also some-
ihing that shouldbeconsiddreddyy this committee in favorably report-
ing this legiefiiion, which T thimRemwyecessary for the Nation.

My _JReGens. Thank you very mueh for Dt agand giving us the
hestehie of your statement.
.,/T. ] lecirraas

"hanlewieu

“ 4 oy ¥

My, Rocurs. Our next witness is Dr. Chanbers, Medical Associa-
tion of Georgin, Atlanta, Ga.

I is w pleasure to have you here, and we know of you throngh your
good friend, Congressman Jack Ilint of Georgia.

Dr. Ciiaxers, I would like to submit a copy of this journal for the
record,

Mr, Roa
files.

(The publication referred to, “Journal of the Medical Association
of Georgin,” April 1967, was placed in the committee files.)

Mr. Roarrs. You may proceed, Dr. Chambers,

. Without objection, we will accept the journal for the

STATEMENT OF DR. J. W. CHAMBERS, REPRESENTING THE
MEDICAL ASSOCIATION OF GEORGIA

Dr. Cirasrsers. Mr. Chairman and wembers of the committee, T am
in private practice of medicine in La Grange, Ga., associated with =
foe for service group practice. La Grange, Gu., is a small city of 25.000
population in a county of 50,000 population. There is one hospital in
our community; it has approximately 220 heds and is an aceredited
hospital.

T appreciate the courtesy of this committee in hearing a voice from
the “grassroots support” of TLR. 15758. Tt is my bhelief that the
health professionals in onr region consider the original legislation,
Public Law 80-239, as important as any (hat has been passed by the

Tongress in many years, and we feel that it deserves continued support,

Our interest. in this program. however, began before Public Law
89-239 was passed. This was evidenced by diseussion among repre-
sontatives of the Medieal Association of Georgin, Kmory University
School of Medicine in Atlanta, the Medieal College of Georgin in
Augusta, the Georgia Teart, Associntion, and the Georgin Division of
the American Cancer Society. These diseussions were expanded during
1966 to include the representation from the Georgin Tlospital Asso-
ciation, Georgia Departiment of Publie Tlealth, Georgin Medical Asso-
ciation, Georgia Dental Association, Georgia Pharmaceutical Associa-
tion, Georgia Division of Voeational Rehabilitation, Georgia State
Nurses Association, Georgia State League Tor Nursing, Georgia De-
partment, of Family and Children Services, Community Council of
Atlanta Area, Inc, and the Planning Council of Metropolitan
Savannah,

In addition, the Georgia Nursing Home Association and knowledge-
able and interested laymen were included. From such discussions,
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involving these diverse groups, & plan was developed for the organiza-
tion of a regional advisory group composed of approximately 1235
knowledgeable and interested pemsons broadly representative of our
region,

Lvidence of the interest, of the physicians of Georgia in the regional
medieal program has been shown by the faet dthat the entire April
1967 issue of the journal of the Medieal Association of Georgin was
devoted to the Georgin regional medieal program,

This is the journal T asked to he put inthe record.

Although ihe program had only officially hegun on January 1, 1967,
the responsibility for leadership by physicians was alveady keenly felt.
In fact, the Medical Association of Georgia was unanimously elecied
by the regional advisory group to serve as applicant for the Georgia
region.

May I quote briefly from an editorial entitled “A Unique Oppor-
tunity for Leadership,” which appeared in the April journal.

The regional medical program for Georgia provides the membership of ihe
Medieal Associintion of Georgia a unique opportunity for leadership in “pro-
moting the science and art of medicine and the hetterment of the publie health.”
1lowever, the role of leadership can only be effectively assumed as physicians
understand the program,

"he Jegislation which established this program wias the result of the report
of the resident’s Commission on Heart Disease, Cancer, and Stroke, coumonly
ealledd the DeBakey report. IHowever, Congress gave thoughtful consideration
to many medieal leaders and ovganizations hefore passing Publie Law §0-239
in October 1965, As a resull, this Inw provides for leeal nwedieal programs
which ean and will be developed by people in the areas involved for the people
in the arens o be servedd. This ix iuherent in the legislation through the Jan.
gnage of “cooperative arrangemenis.”” and “without interfering with the pat-
terns, or the methods of fiuapeing, of patient care of professional praclices, or
administration of hospitals,”

The regional medical program for Georgia has been planned earefully by
Georgia people in a fruiy eooperative atmosphere during the past 15 months,
This ean best be jundged by the membership of the program’s Georgia advisory
group. The program is practieal and will provide the tools for every practitioner
to improve nof. only his own medienl eapabilities but also to improve the quality
of medical care provided for ench and every one of his patients,

This is a4 challenge Tor each member of the Medieal Association of Georgia
and may well be our greatest opportunity in our time for exhibiting rosponsible
leadership.

Another factor which we feel reconmends the extension of the
regional medieal program is the already demonstrated marked im-
provement I communication and dialog, not only among teachors,
mediml sehools, and practitioners, but. also among all of the health
professions in the vegion. Tn short, we have begun what we believe
to be suceessful {treatiment. of the “fown gown™ syndrome in our region,
The Tong-range elfect of this will he improved eave of patients. Tho
original program plan for the Georgin region takes into account that,
new knowledge from the medieal centers must flow to every area of

the region and equally important, the knowledge and needs of the

practitioner and others in the small towns must flow to the medieal
centers.

St another recommendation for the extension of this program, we
believe, has been the demonstrated mechanism for developing a pro-
gram of public edueation to stimulate Tuy people to want and to seck
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whom we hope to educate to want adequate medical care, but there
may be just as many medically deprived people totally unrelated to
economic eircumstances, Included in this group are many of our most
talented and capable citizens who simply do not seek medical care that
could be classified as adequate.

Finally, Mr. Chairnmnan, we believe that the key to the success of the
regional medical program in Georgia is the involvement of community
hospitals. ‘This, no doubt, is true in every region in the country to a
greater or lesser extent, Very early in the development of plans for the
Georgia program, the regional advisory group recognized that the vast
majority of physicians, nurses and others involved in the regional pro-
gram relate themselves to one or more hospitals. Therefore, each hospi-
tal in the region has a vital role in the program and in the future of
medicine. This includes the large hospital, the small hospital, and the
hospital in the medical center, and the hospital remote to the medieal
center. At the present time there are about 19,500 hospital beds in
Gieorgin distributed among 178 general and limited services hospitals
of all sizes. Over 3,000 physicians serve on the stafls of these hospitals.

To cmphasize the role of hospitals in the program, it is plauned that
each hospital will become a central focal point tln'()uglx which the
objectives of the regional medieal program will be earried out, Every
hospital will become a teaching hospital. This does not imply that
medical students and house staff need to be present; but, it does imply
that physicians, nurses, dentists, pharmacists, administrators, members
of the publie, and all of the allied health professionals shall organize
themselves into an educational program. Iach hospital has been asked
to =ubmit the names of a group of persons to serve as a local advisor
group to the regional medical program. It was suggested that a physi-
cian (as chairman), a hospital administrator, a nurse, and a member
of the public be the minimwm number to comprise each designated
group.

This local advisory group may be as large as the local hospital or
community desires, but it must be named by and through acceptable
administrative mechanisms.

These groups of local hospital representatives are functioning well.
Of Georgia’s 178 hospitals, 121 have appointed local advisory groups.
This represents approximately 90 percent of the general hospital beds
in the region. Tt is pertinent to this presentation that the chairman of
the loeal advisory groups met in Atlanta on Sunday, March 24, 1068,
for a day of planning and diseussion. Aceording to the registration, 87
hospital representatives were present. Similar meetings, as approved
in the program plans for Georgia region, will bo held at least twice
during each calendar year, This method of afliliating local divection ab
the grassroots with the overall program of health planning is, in our
opinion, a sound and effective approach.

Although health planning has been going on in our region for many

“years, this is the first time that representatives from all interested
aroups have deliberated together in an attempt to coordinate their
health care planning into a unified plan for progress. Both interest
and participation of the practicing physicians, local hospitals, and
medical schools have been excellent. Close communication with other
agencies, organizations, institutions, and Government programs is
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assuring complete coordination of all activities in the avea of health
in the Georgia region, and the purposes of Public Law 89-239 are
being achieved.

Tlank you again, Mr. Chairman, for this opportunity.

Mr. Rocrrs. Thank you for an excellent statement.

T notice that you say 87 hospital representatives were present at
your last meeting out of what? Some 1787 ‘

Dr. Crrasters, Potentially 178, OF that number 121 have already set
up the local advisory groups. The ones who have not are primarily the
extremely small hospitals, Mr. Chairman, maybe as few as 15 to 20
beds. '

Myr. Rocrzs. But you feel the major hospitals in the State have?

Dr. Ciiastsas, We have 90 pereent, of the beds covered. :

My, Rocrrs. Iiven though they don’t attend the meeting, they have
signed up for this? ‘

Dr. Citasmers. Yes. Theso same ones are not the ones who were ab
previous meetings, necessarily, but {his percentage is a pretty good
attendance, for a region our size.

Mr. Roczgs. Is the region too large .

Dr. Craseers. No, we do not think so. We are beginning to get sub-
regionalization now. T'his is what we hope to accomplish.

Nr. Rocers. How long have you actually had the region formed ?

Dr. Crraxpers. Our program, Mr. Chairman, actually began Jan-
uary 1,1967,so0 we are only about 15 months old. ‘

Mr. Rocrrs. You present a very encouraging picture.

Dr. Criaxmers. We feel we have accomplished a lot in 15 months, sir.

Tt the committee wonld be interested, sir, T would be glad to leave
a copy of the operating rules and regulations of our programs.

Mr. Roains, T would like very much to have that {or the committee
files,
Thank yon very much, Dr. Chambers,
ST e L hoinas Carpenter, president of
o, Couneil of Aleoholism, Ine,, New York.

TATEMENT OF THOMAS P. CARPENTER, PRESIDE
COUNCIL U ALCOHOLISM, INC.; ACCOMPANI
MOORE, EXE

¥, NATIONAL
BY WILLIAM

Mr. Caneester. T age with me Mr, Wi
15 afler a distinguished edsgutive carecy,
T know the previous tesfhgony Ty
yroblem. We have a brief stalty
varticular interests.
Mr. Roarrs. You may progec
M. Careenter. The Nefional Council Dy Alcoholism is the volun-
tary health agency copéérned with aleoholisn™™t has 82 afliliates sevv-
ing the major citigs; plus 11 group members inwgaller communities
throughont the Mnited States. Iiach aflilinte has a vd{unteer board of
divectors angd?h citizen constituency. These boards, likeghe national
hoard of #irectors, are representafives of the legal, mec
tional Avie, religious, business, and industrial interests w
Aned with the disease of ulcoholism.

1am Moore. ITe comes to
fith the Heart Association.

covered many aspects of the
{it identifying ourselves and our
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madice gvailable fo s progeaan, <o that diseharge does
net come as a kind of wonuning sh ) b rge, like orientation, is a eritici

period, 1t is o time of @ w. Kvery possible measure shoul

:on to avert il <evertl weeks before dischargy,
ablixhing family, religious, nnd othoe
aing all routes of reintegration into

o, ITor

CONCLUSTON

These ingredients for a wédel half-way house d ented mainly as guidp-
posts, Loenl conditions and the relative youthfulnessot the half«way house ¢oh-
cept of rehabililation dgfuand that flexibility and « (nued self-evaluation be iyt
guiding philosophy. Wihatever the specifie ingredients, Iiwyvever, the general goil
that wo commend §6 any half-way house program is thi, it attempt—through
ity plant, progean personnel and procedures—to combine ti best features of
relaxed home hc\# a therapeutie milien, : '

A great mahiy problem drinkers have been and will be helpgd by half-way
hon=e rehgiilitation. Through this methed they gradually gain hereasing per-
Aigth and ability to deal with inwardly and outwurdly indidked frustra-
tion apd anxiety in ways that preclude the use of aleohol, Thereby th
theip/self-respect and sense of dignity, restore their usefulness occupa
resbver their social relationships and eventually ease the heavy burden thé
7t on the community. And, this is accomplished with “unreachables!”

Mr. Rocrrs. Our last witness today is Eugene Sibery.
May I say we will make your statement a part of the record, follow-'
ing your remarks. Now, if you would give us your comments, 1t would

be helpful.

STATEMENT OF D. EUGENE SIBERY, EXECUTIVE DIRECTOR,
GREATER DETROIT AREA HOSPITAL COUNCIL

Me. Smxny. T shall paraphrase the important items, so that T shall
not. make a 15-minute commentary on a T-minute formal statement,

Mr. Chairman and members of the subcommittee, T am . Engene
Sibery, executive director of tho Greater Det roit. Area Iospital Coun-
cil. 1 also sorvo as chairman of the American Iospital Association’s;
Council on Research and Planning, and T am the president of the As-
socintion of ITealth Planning Agencies. T was the acting coordinator
of the Michigan regional medical program during its initinl, organiza-
tional period, and now serve on that program’s regional advisory
group. 4 ; ,

T am here today to speak in support of title T, ILR. 15758, to extend
the authorization for regional medical programs for heart disease,
cancer, and stroke. . , . o

As a health planner involved with the coordinated planning ac-
tivities of 4 hundred hospitals in‘ one of the Nation’s most heavily

ol
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ciety because they exist: to meet specifie local problems, not problems
that have been rendered sufliciently vaguo to ba labeled national prob-
lems. And finally, regional medical programs are becoming strong and
successful forces in our society because they are based upon plans and
decisions made by those who must carry out the plans and decisions,
and by those who will be aflected by them. \

The last point—broad-based nvolvement for cooperative plan-
ning and action—is the paramount reason regional medical programs
will ultimately succeed in the inner cities of America. It is a program
that health planners have long awaited, a program to draw together
the hospitals, physicians, public health agencies, and all of the other
elements necessary to provide eflicient, eflective, and economic health
services,

It is also a program which must incorporate the opinions and
thoughts of the public to be served by these health resources, and this
too is a terribly diflicult task. The population of our inner cities is de-
pressed in mind and spirit, handicapped by lack of edueation and
opportunity, and all but overwhelmed by poverty and need. This must
not deter us. Without the cooperation and the support of these people,
no program can succeed. . ,

The development of regional medieal programs has scemed slow in
the inner cities, but there has been progress, It’s not unlike the con-
struetion of a building. Until the fonmdation is laboriously dug and
built, and the main structure begins to rise, progress is not apparent.
Regional medieal programs have been digeing their foundations with
a process of careful planning, and the stractures beginning to merge—
the operational programs—uwill be all the sounder and stronger for
this every effort. Briefly stated, from the national view, the progress
of regional medieal programs has been dramatic. Less than 2 years
ago, there were no regional medical programs; today there are 53
organized and at work,

There is one further reason why I view the period of planning as
so essentinl. The experience gained in this program—1I wish to stress
this point—for heart disease, cancer, and stroke can serve as a guide to
make it far easier for other health programs to meet the needs of our
countiy’s entive population, including our urban areas. Significant
changes in the traditional methods of delivering health care must be
effected. T helieve with active and meaningful involvement of all health
professionals, the regional medical programs will provide the mechan-
isin for the health professionals to markedly improve the patterns
of organization and distribution of health cave.

HEEE HHENTE S b
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[ helieve our experience in Michigan is not_atypieal. T do think
it is important. for us to understand the sowndness of the program
which is under way, the warshaling fogether of resources, the mno-
vation which eharacterizes all of the planning activities in the founda-
tion for the program which is being well Taid at this point in time,

To help these programs, 1 would certainly hope that a great deal
of emphusis will be placed on the need for the efforts under compre-
hensive headth planning programs and the cooperative regional ar-
rangements developed under the Regional Medical Program Aci, to
be compatible and in conformity.

1 think they are complementary with respect to goals and activities,
and I think at the local level we must do everything possible to be
certain that these are not in conflict, but in fact do cooperate and sup-
port each other.

I do believe there is a real need, as the statement indicates, for limited
construetion funds, and I would hope that as a part of the introduc-
tion of my formal statement. in the record that you would also include
the appended article entitled “Hospitals and Regional Medical Pro-
grams, a Plea for Coordinated Action,” which was in the December
1967 issue of Tospitals magazine. This was written by my good friend,
Dr. Robert. Bvans, and T think amplifies eloquently on the point that
I would make, that there is a real need for limited construetion dollars.

Mr, Chairman, I eertainly hope that this bill will be supported by
your commitfee and will be adopted. I think the progress so fav is
sound, beeause we have gone cautiously. I believe the operational pro-
grams will speed the day that we will get to every avea in Michigan,
to every citizen in Michigan the benefits that this program was de-
signed tobring.

1 should bo pleased to answer any questions you might have. It has
been a pleasure toappear.

(Mr. Sibery’s prepared statement follows ;)

STATEMENT OF D). BUakENEe Smery, BExecerive DIgEcror, GREATER DETROIT AREA
Hoserran Councin, Derrorr, Micin,

Mr. Chairman and members of the subcommittee, T min D, Bugene Sibery, ex-
ecutive director of the Greater Detroit Area Tospital Council. T also serve as
chairman of the American ospital Association’s Council on Research and Plan-
ning, and T am the president of the Association of Health Planning Agoenceies, T
was the acting eoordinator of the Michigan RRegional Medieal Program during its
initial, orgnnizational period, and now serve on that Irogram's Reglonal Ad-
virory Group,

T am here today to speak in support of Tifle 1, ILR. 15TH8, fo extend the au-
thorization for Regional Medienl Programs Tor hieart disease, cancer, and stroke,

Ax n health planner involved with the coordinated planning activities of a hun-
dred hospitals in one of the Nation’s most heavily urbanized aveas, T am strongly
attracted by the potential of Regional Medieal Programs and impressed by their
Progress,

The strongih of these Programs stems frow the spivit of voluntary conperntion
which underlios (hem, and which was writicn into the Inw largely by your com-
mittee three years ago.

This voluniary, cooperative approaeh to problem solving isn’t as swilt as a
more direciive approach might appear to be, but T hope that you will be per-
stinded that it is far more sure,

Regional Medical Progrmus are beeoming strong and suceessful forces in ouy
society beenuse they challenge the ingennity of the pavticipauts, They arve beeon-
ing strong and successtul forces in our socioty becanse they exist to meet specific
local problems, not problems that have been rendered sufficiently vague to be
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taxk. The population of our inner eities is depressed in mind and spiril, Hahod-
capped by lack of cducation and opportunity, and all but overwhelmed by poverty
and need. This must not deler us. Without the cooperation and support of these
prople, BO Program cin succeeed.

The development of Regional Medical Programs has seemed slow in the inner
cities, but {here has been progress. 1t's not unlike the construction of a building.
Until the foundation is 1aboriously dug and built, and the main structure begins
to vise, progress is not apparent, Regional Medical Programs have been digging
their foundations with o process of careful planuing, and the structures begin-
ning to emerge—the operational progriuns—will be all the sounder and stronger
for this carly effort. Briefly stated, from the national view, the progress of
Regional Medical Programs has been dramatie: Less than two yea ago, there
were 1o Rtegional Medical Programs; today there are 53 organized and at work.

Phere is one further reiason why I view the period of planning as 80 egsential,
The experience gained in this program for heart discase, ¢ancer, and stroke ean
serve s o guide to muake it far easier for other health programs to meet the
needs of our country’s entire population, including our urban areas. Significant
changes in the traditional methods of delivering health care must he cffected.
I believe with active and meaningful involvement of all health professionals,
the Regional Medical Programs will provide the mechanism for the health pro-
fessionals to markedly improve the patterns of organization and distribution of

heilth care.

1 believe our experience in Michigan is not a typical. With the ﬁ.w@?ﬁw B.M::‘.
Regional Medical Program almost a year ago, the Fed-

nsﬁaagmZmaimu: . ..
eral Government has essentially bought a blueprint for the EEEmS«mzom
action. Most tangibly, this initial blueprint is a DO4-page document, our first

operational grant request, which defines what we must do and commits us to
doing it. 1t is not a sterile plan devised in some ivory tower. It represents a
realization that previously fragmented health resources ean unite to provide
the best possible patient care for heart disease, caneer, and stroke, a realization
held by the seores of men and women who live in the real world and who have
contributed and will continue Lo contribute to this planning tagk. 1t represeuts our
entire Michigan countryside.
From my point of view as health planner concerned with the total health
needs of my met ropalitan area, one of the most important facots of this Michigan
tegional Program i4 the series of linkages which have been made with a great
number of groups and institutions engaged In health planning and providing
health services in our Region. 1 hope that the staffs and Advisory Groups of all
Regional Medical Programs share my zeal for coordination of netivities in :.;z
regard, Speeifically I believe Regional Medieal Programs and Comprehensive
1Tealth Planning progriims, both authorized by legislation enacted by the 89th
Congress, are quite complamentary and mutually E.E.ei?& of their activities
and goals, Bvery effort, should be made by the stafls of :_.o.é two programs, at
the loenl levels, to ensure this cooperation and coordination exist. .

o help nutke these Programs nore effeclive, T urge your approval of a”_:.c 1,
TR 15768, with one change! (yive the Ltegional Medical I'rograms limited
authority for construetion 1o

ot regiounl needs as stated in the Surgeon
General's Report on Regional Medical Programs N.: the wx%:.:.i and the .n..as-
gress, and a8 eloquently amplified in an article ..:.n_:ca. ::cm_.:.n.:x and Regional
Medieal Programs: A Plea for Coordinated Action”. This _:.».:,.:.. appeared in
the December 16, 1967, issue of Hospitals magazine, It was written by my good
friend, Dr. Robert L. Tvans, Director of Medical Edueation at the York (Penn-
gylvania) Hospital, and immediate

past president of the Association of Hospital
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Directors of Medical Education., Dr. Evansg assisted me in preparing my testi-
mony for teday, Mr. Chairman, and I would like to request that his article
l»q 111.%01'11-(.1 in the record of this hearing. I hope, gentlemen, that Dr. Evans' article
will convinee you of the need for Regional Medical Program construction
authority.

Thank you; that concludes my statement.

[From (he Journal of {he Amerlean Hospilal Associntlon, Decomber 1967 |
HoSPITALS AND REGIONAL MBbICAL IPROGRAMS: A D'LEA yoi COORDINATED ACTION

(By Robert .. Bvans, M.D.')

To =ay that in the last three years our medieal enare system has been subjected
to close serutiny, deep concern, and an incomprehensible quantity of adviee is
both trite and insaflicient., Since carly 1965, our medical care system has oxisted
in a holocaust of suggestion, pressures for chauge, and internal and external
exawination, which has involved the President of our nation on one hand and
volunteer drivers of our neighborhood ammbulance elubs on the other.

Organizations representing every level of medical care and medical eduention
in our vohmtary system and virtually every executive and legisiative branch of
our national, state, and lecal governments have had their say-—and are still
talking. Beginning with the Coggeshall report in 1965 and progressing through
the DeBakey commission, the AMA task forees on education and ecare, the Millis
commission, the pending reports of the National Advisory Commission on Health
Manpower and a similar Comnission on the Cost of Medical Care, our system, its
voluntary hospitals, organized medicine, medical colleges, and the role of our
federal and state governments have been studied by so many groups and individ-
uals that often there have seemed to be more bacteriologists than bacteria comn-
posing the culture. There are no indications that this trend will stop. There
should be no desire for the cessation of these activities unless they are threatened
with the mumps of minisculity, from which they may emerge sterile.

Good health iy now a fundamental right, together with life, liberty, and the
pursuit of happiness, Examination of the system that ensures this health is now
in the publie domain,

LEGISLATIVIS ACTIVITY

Complewentiug the studies and Investigntions has bheen a host. of bills rejpwe-
senfing the greatest activity in social legisiation our nation hns ever experienced,
Thix bepgan with the legiclation encompassing hospital and niedical eare for the
aged nnd indigent, followed by the varieus heaslth enreer training aets, and more
veeently has included the programy for planning on a regional nonpolitienl base
and on a nonregional, politieal base (I'ublie Faw 89-239 and Publie Law SO-7440,

This fegislative onslaught is aimed af produeing better health for the citizens
of our nation, atthough in some respects it Yeplaces properly nimed vifle fire with
pooriy aimed sholgun charges, No one can predict with any degree of ncenvacy
the eventual effect of tho aclivities of the mid-1960s on our voluntary care sys-
tem-—indeed, to attempd aniutelligent appraisal is a staggering and incomprehen-
siblo taxk, This paper is concerned with only a small and compreliensible portion
of the studies—the planuing legisiation—that portion concerned with the Regional
Medieal Programs of the National Institutes of Iealth, continuing cdueation in
medicine, their relationshipy to our hospitals and medienl eolleges, and their
governmental support system.

Jeginning in the 19308, but accelerated productively hy World War 11, two
parallel governmental funding systems have had a vilal impact on medical eave
and knowledge: (1) billions of dollars of federal support and additional milliony
of voluntary foundations support have gone into basic biomedieal researeh, and
{2) additional billions have gone into hospital and facility construction.

While expenditures for reseiareh were producing almost indigestible quantities
of new kuowledge designed to be productive in the prevention, dingnosis, and
treatment of disense, other monies in smaller quantity were developing a vol-
untuvy system of hospitals and other community facilities that are structurally

Robert L. Tvans, M.D., i3 director of medical education, York (Pa.) Hospital, and
presfdent of the Association of llospital Directors of Medical Iducation,
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modern and  usually competent. New wedieal knowledge has been produced
Lrgely i major medieal college reseaveh and toaching hospital complexes, but
the maujority of healtl eare bas been delivered to our people through o distinctly
ypariate system of communily medical institutions,

Commnunieation between medical education and research centers and con-
ity health care delivery centers began to deteriorate before and during
5<M:.5 War II. It has beeome inereasingly ineflective through the 1950s aund
1960s.

Unquestionably, the federal system of research support has been productive
in terms of knowledge, but it has served, through the tender trap of “soft
money,” to enbance greatly the difliculty in communication between the teach-
ing and research centers and the community hospitals. Patterns of human be-
havior dietate that an individual infected with the virus of discovery—whether
through finaneial or personal suasion—and whose job and family support are
funetions of continuing success in discovery, will lose inferest at a rapid and
predictable rate in the more mnndane functional application of his discoveries,
except as such application might fuvther prove his theses. Understandably, as
the Midas touch of research support produced more full-time faculty members
who received their major sapport from investigation rather than teaching, less
and less of their time became avallable to transmit and Aalidate information
from the medieal eollege to the functional arm of the medical care system, These
altitudes are both inevitable and defensible within the systen that has produced
them,

At the veceiving end of this selerotically deteriorating pipeline of communica-
tion bebween edueational centers and eare centers, ofher disruptive forces were
at work. Most of the governmental support. to our voluntary medical eare system,
as represented by our community hospital, s directed at bed needs. Provable
demographie studies, leading to indieated increases in hed capacity, produce
the highest priority of funding in hospitul construction. Very little support has
zone iuto the ercation of diagnostic or treatment facilities unless they are im-
wediately defensible by bed capacity. Almost no support has gone into nonpa-
tiont care and supportive facilities of an educationnl, evaluative, or analytie
nature. Accrediting hodies stregs in ponderous manner the necessity for smooth
operation and recording of the administrative and business functions of a b
pital aud its medical staff, but pay almost no attention to the actual quality of
the stafl, or to any system of assuring the continued quality of the staff in terms
of updating of knowledge and techniques. .

The exceptions Lo this insistence oun administrative and directive function
have oceurred in relation to two active forees: (1) incidental to approval of
gradnate programs (internship and residency), the American Medical Associa-
fion's Council on Medical Bdueation Qoes insist on minimal standards of graduate
eduention and on evidenee of departmental educational activities in those de-
partments operating approved programs; and () the American Academy of
General Practice for some years has had an established mininmn reqairement
in continuing eduention for its membership, which he aendemy itself vecognizes
as a minhimal ligure,

FMPITASTH ON BUSINESH PUNCTION

The predominantly lay boards and Iny adminislrators of our voluntary hospital
svstem frequently have coniributed further empharis upon hed enpacity and
divect bed support. 1t is o puradox that individual haspitnl board members, who
are involved in corporate structures that place {remendous emphasis on continn-
ing eduention in management techniques, psychology, and evalnation for their
management personnel, neither fnsist. upon, nor are oriented toward, the same
emphasiz on comparable continuing education activity in the medieal staffs of
the hospilals that are their communily charge. The development of this orienta-
tion ix again both unde mdable and defensible qoithin the system. thal has
produced it.

Businessmen tend to regard hopsitals as businesses and to stress their business
function to the administrative group. Government and acerediting bodies under-
standably have been reluetant to impose continuing education requirements on
the medical profession. Many examples around the country show that when the
necessity for continuing education nnd its basic purpeses in relation to medical
practice are explained in a elear and knowledgeable manner, most board members
and administrators are quick to recognize its import, but still may assign
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it a low funding priority in an overall system that directs insistent light upon
bricks, mortar, systems, and machines.

ATTITUDES OF MEDICAL BTAFIKS

Ttoxpital medieal staffs have been both active and passive in adding plagues to
the scelerotie communications pipeline, The measurable shortage of physician mun-
power tends to confine their immediste thought to the eave tasks at hand, which
are all too time consuming. Physicians have tended to regard the medical c¢ol-
leges, which spawned them, as sophisticated purveyors of a type of intellectual
cxercise that is impractical in terms of temporal, physical, and emotional pres-
sures in the community setting. With some justifieation, they look on medical
college faculties and functions as conswming inordinately large numbers of phy-
sieians, in both intern and resident programs and staff positions. Their plea to
the medieal colleges too frequently has been hased on what they believe to he a
clearly demonstritted need for house staff in the operation of their hospitals and
for passive spoon-fed, time-consuming continuing cdueation programs., That
these pleas have fallen on deaf and unsympathefie ears is understandable in
view of the content of the pleas and the nature of the institutions and in-
dividuals to whom they are divected,

Although many other fiactors have contributed {o a lessening of effective com-
munication between the sources of onr knowledge and the institutions of its appli-
cation, those discussed would seem to be the most important and relevant to the
effects of federal support on the individuals and institutions at each end of the
“knowledge to application” transport systenr.

Suddenly, into this polpourri of understanding, misunderstanding, interest,
and diginterest hag come a tremendous force for motivating change, After decades
of providing major fund support for both medical research and medical eare
institutions, the federal government, representative of the conswmers of our
product, recently has discerned that much of its investent in research has heen
unprodactive because the information, techniques, and skills produced in the
researeh centers have not heen transmitted offectively to the operational arm
of the medical care system—the comniunity hospital and its medical staffs.

Whether the failure of effective transmission is due to simple lack of informa-
tion transfer is open to serious question, ¢ven though it is a convenient theoren.
Campbell Moses, medical director of the American Heart Asociation, identifies
the real problem as validation of knowledge—that is, inability of the practitioner
to accept and adopt new knowledge or technique untit he has bad the experience
of “geeing” it used and using it under direction. Perhaps the “information gap”
is really a “validation gap,” but probably it is both—certainly the therapy for
either lies in confinuing education,

Forces within govermment also are heginning to recognize that much of the
support assigned to the construction of comnnunity medical care facilities has been
less than totally effeetive in producing oflicient and knowledgeable delivery of
medieal care. Funding instend has produced an overemphasis on inpatient. care
and medieal staff direetion and administration. to the detrituent of a coordinated
systenn of patient care involviug logical division of inpatient and outpatient
activities, and to the detriment of the continuing updating of physiclau knowl-
edge, fechnigues, and skills,

With the recognition of its less-than-complete suecess in the past, the consumer
group, represented by the Regional Medical Programs, the Nutional Institutes
of Iealth, and their parent body, the Department of Health, Bducation, and
Welfare, bave come up with a very cfficient mid alinost certain to be effective
wmechanism to correct some of the past inadequacies,

A “SIIOTGUN WEDDING”

Stated simply, medical care and medical edueition, the two ends of our
sclerotic pipeline for the transmission of knowledge and understanding, are about
to be subjected to one of our more common social relatiouships—the inevitable
progression from the spurned proposition, to the proposal, to the engagement,
and finally to the marriage. Considering the divisive factors above, this is certain
to be a stormy junction, but it ig just as certain that it will be consummated and
productive, for it is a “shotgun wedding.” The people of our nation are holding
the shotgun. It is loaded with cash—the greatest motivator in our society. Of




a moment. the disinterested and apathetie govermuentid father of the research
yenrs hus beeome the kindly, iuterested, but extremely tirm, futvre futher-in-law,
{That he may become an overbearing tyrant is possible, depending upon the
suceess of the courtship.)

The imuninent wedding is compliented by the facl that we are not quite certain
who ix the bride aud who is the groom, 1f educational abitity, fueility, and
personnel are the measure of vivility, then the medicid coltege system st he
the grootl N is doubtful that the father will listen for long to any dixclaimers
of ability of the groom to effectively support the bride without further prodding
or prontise o help with support, It alse is doubtful that any disclaimers on the
part of the bride (1he medieal care delivery system) as to her ability to assume
edueational or analytic duties in the household seriously will affect the future of
the marriage.

Simitex aside for the mowment, let us consider this union between medical
education and research and medical care and examine the factors necessary for
its sueeess, Three areas require close serutiny : (1) the depth of the quality, the
ability, and the personnel of our educational and research facilities; (2) the
sophistication, the quality, the ability, the personnel, and the functional pattern
of our medical care institutions; and (3) the question of facilities support and
construction subsequent to a productive union of the educational and research
institutions and the medical care institutions—perhaps recognizable as the
eventual arrangements for housing the family.

The medieal college system at present is rich In all three arveas. Over the
last four decades, it has built up a large cadre of educationally oriented indi-
viduals, in spite of research emphasis, The very nature and primary task of
the medical college system provides it with adequate elassroom, audio-visual,
instractional, and other material aids to cducation. Its hospitals are equipped
for the most sophisticated care—a significant portion of it on a research or re-
search-connected basis—and are largely modern and relatively well staffed.
Although the medical college certainly will need some additional support to help
it in its new role as the resource of both content and some instructional ability
for the transmission and validation of knowledge, it is relatively well equipped
to cope with its role as cducational bhreadwinner, The distaf{f side—the com-
munity hospital, which will consune and utilize the educational paycheck—is
much less adeguately prepared.

NONUNIVERSITY IOSPITALS

The nonuniversity hospitals divide into those that have graduate educational
programs and those that do not. A recent survey conducted by the Association of
IHospital Directors of Medical Edueation shows that although graduate teaching
hospitals are much gmaller in number, their total bed capacity and total number
of staff physicians are approximately equal to the total bed capacity and total
medical staff physicians of the hospitals that do not conduet teaching programs.
The same survey indicates that even among those hospitals conducting graduate
programs, less than 50 per cent have minimally adequate teaching facilities and
less than 10 per cent have the services of trained educators, evaluators, or
sociologists available, even by consultation.

There is little difference between the two types of nonuniversity hospitals in
most of the important parameters we shall measure. The major differcuce seems
to be that those hospitals conducting graduate programs may be a little further:
advanced in edueational philosophy. Their staffs, bowever, frequently are com-
posed largely of physicians who do not actively participate in the teaching pro-
gramy, and their educational facilities, with a fow notable exceptions, tend to be
Htle different from those present in hospitals {hat do not conduet graduate pro-
grams, Consequently, for the purposes of this discussion, the two types of non-
university hospitals may be discussed as o conunon entity, The faet remains that
the emerging strident necessity for the nonuniversity hospital is that it asswmne
its proper role-as the center of continuing education for the physicians and allicd
heallh personnel of 108 area,

Most nonuniversity hospitals are modern, quite sophistiented, and relatively
well equipped to render medieal eave, When one compares them with the medieal
college hospital, the difference in the area of medieal eave is a difference hetween
neceptable sophistieation on the part of most nonuniversity hospitals and proper
ultrasophisticiation on the part of the medical college hospltals, This is a tolerable
and appropriate difference,
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INTOLERABLE DIFFERENCE

The diffevence between the university and conumunity hospitals in eduentional
facility and ability, however, is =0 great as to be infolerable, even under present
Ioads in continuing edueation in the nonnniversity hospital, These communily
jnstitutions have their ultimate direction residing in the hands of boards and
adntnistrations who, in n proper and dedicated fashion, represent the voice of
the community in the operation of its medical cave Tacilitios, Very fow of the
medieal «daffs and edueationally oriented physicians in these hospitals hnve
been able to impress upon their hoards nnd administeators the overrlding fm-
portance of continuing edueation Lo the competence and survival of our medical
practice system and its hospitals, Some of the blame for this failure to iimpress
direetive bodies must reside in the medieal staffs, who have not made a coordi-
nated effort to eduente and thus produce a change In the attitude and behnvior
of their boards and administrations,

Stmilarly, with fault resting in medienl stafls g well as diveetive bodies, non-
university feaching hospitals have tended to look upon graduate (intern and
resident) eduention programs as tolerable and interesting because they appear
to raise the level of medieal eare, and because they provide additional hands
with which to sapply that medical care. Ilowever, even in relation to gradnate
edueation, it has been diffienlt to bring boards and administrators to spending
patient eare income on educational facilities, or to supply within the bospitals
physicians whose base purpose is graduate or continuing education as opposed
to the delivery of medical eare. With the rapidly rising cost of hospitalization,
and the clamor this rise has produced, one certainly must have sympathy with
our hospital boards and administrators in their reluctance to utilize patient
'are funds for educational facilities and personnel, even though the dollars
spent on education are the best purchase the patient might make. The concept
its suf}i)i_ciontly abstract to make direct continuity of purpose and decision difficult

0 achieve,

PROPOSALS AND I'RACTICALITIES

In addition to being the subject of studies and recommendations by various
commissions and individuals, our medical care and education system has been
exposed to many different proposals in relation to continuing education. One
hears of universities with and without walls, nationwide closed circuit television,
application of the national educational television network to medicine, two-way
radio, television tape, and a host of other novelty approaches. When one digs
beneath the veneer, he is forced to the inescapable conclusion that, in spite of all
of these proposals and gimmicks, the only practical place to edueate the prac-
ticing physician in a continuing and productive manner i8 in the milicu in which
he avorks, treats vig paticents, end carns hig living—his hospital, While it is true
that in Jeading a horse to water, one may not foree him to drink, the horse is a
great deal more likely to drink if the water is under his nose constanfly.

While the universities and theiv medieal confers may be the central nervous
system om continuing education and of the Regional Mediceal I’rograms, there
cannot be must doubt that the nonuniversity community hospitals will be the
mtusele of these programs, No portion of the knowledge produeed by the biltions
of dollars spent in basie researceh in the last 40 years can be produetive undil it
fs in the hands of the individuals who cave for the majority of the people of
onr nation—the physicians of onr community hospital medical staffs, The people
of our nation—our consumers-——in the form of Congress, have spoken in a loud
and clear voicoe, .

The basie purpose of the Regional Medical Progriuns is to translate knowledge
into understanding and thence into medieal eare, in a cooperative, regional,
and efficient manner. Thus, the basic and initial form of the activities of the
Regional Medieal Programs mast be reparative education in bringing physicians
and other health professionals up to date. This must be followed by continuing
educntion to maintain their competence.

Onee edueation is well under way, attention may be paid to providing the
facilities in which the newly undersiood knowledge, techniques, and skills may
he applied in o coordinated mauner, It s senxeless to bnild the facilitles until
the system of educeation that will assure their proper nsage i8 established and
funetioning, with the explicit parpose of making the billions of dollars they have
spent in research produetive in the eare of our people.
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Athis tie, the edueationnl msele of the nonuniversity hospital system is so
weak that i is diflienlt or impossille Lor it to handle its presently assigned Lisks
in education, It it is to becowme the cornerstone and functional arnn of the
Regional Medienl Program, then the nonuniversity hospitial needs a great deal
of help. This help must be twofold: (1) an informational eampaign that stresses
the importatice of an eduecational foundation to underlie all patient care ac-
tivities =0 that the boards, administrators, and medical staffs of our hospitals
assign proper recognition and importance to the educational activities of their
institution; and (2) direet financial support to establish the skeletal fraune-
work of facilities and personnel necessary to support the edueational functions.

The first of the requirements for hielp to the nonuniversity hospital in educa-
tion is well under way. The publications of the Itegional Medical Prograin divi-
sion of the National Institutes of ITealth place constant stress on this srea,
Programs within other portions of the government are desipmed to stimulate
the medieal colleges and organized medicine to a more active recognition of
continuing edueation as nnquestionably the most important portion of the spee-
trum of undergraduate, graduate, and continuing health profession edueation,

Acenditing organizations and institutional groups, such as the American
Iospititl Association, should play a more important role in the stimulation of
interest in the eduecationnl function of hospitals; they are just beginning to
evidence interest in this activity, The Association of Iospital Directors of
Medical Kdueation, composed of key individuals in stimmlating and directing
continuing eduention, eontinues to inerease its voice, competence, and activity.
Continuation and expansion of these initial activities on the part of all the
interested groups and organizations will assure proper emphasis to a function
thiat will produce more good patient care in the future than any other single
area of endeavor.

The second need, that of funding support, becomes fuercasingly important
as more emphasis is placed on continuning eduecation. The initinl direction of
funding in the Regional Medical Programs and in the comprehensive com-
munity planning programs properly has been toward the commitment of monies
for integrated planning of an approach to the problem of opening the com-
munications pipeline between medieal education and research and mediecal
care, Once these groups have planned to comununieate effectively, we still are
faced with the problem of a bride and groom who are geographically separate,
and who, therefore, must be provided with the means to communicate appro-
priate to their desire to do so.

FACILITIES AND EQUIPMENT

Tunds wust be provided for cducational faciiltics and cquipment tn non-
university hospilels, Waellities include most importantly, auditorium and con-
fovence room spaee and their nceoutrements, libearvy faeilities and materials,
audio-visual materials and departments, and areas speeitticlly desfgned Tor cdu-
vatlonnl demonsirations in patient carve. These require Drick, morfar, and equip-
ment funds, which most hospitals simply eannot, supply from monies currently
avallable in theie conmunities, the Hill-Hnrreis progeum, ot is a result of thelr
patlent earve efforts, hese are the very basie faeilities that all hospitals must
huve to adequidtely perform (hair task in edacatlng thelr staffs and personnel,
They arve wnltiuse facellities and, thas, can serve for the continuing edueat ton
of ullied health professionnis ns woll ns phiysicians,

Design sind construetion of facilitios may oceupy o considerabie period of thae;
thns, theiv Manding shordd be of fiest priority, Concurrently, however, funding
should be available to ensure proper aud complete ntilization of these eduentional
racititios, To make these new faeilities really funetional will requive two addi-
tional factors: (1) investigation and measurement to assure the most produe-
tive content of the programs they will house: and (2) ndequate numbers of
cducationally competent personnel to assure the productive appliention of the
ideutified curriculum coptent and the facilities,

Two of the greatest problems for individuals with practical experience in
eontinuing education are curriculum design and content and the motivation of
the practicing physician who is the student. These two factors are inextricably
interwoven with a need to know patterns of medical care and physician func-

S o A R NAT T R B  mm Smrm

T TRy

AR N e £ g N




228

tion, The area where need for information and the prescnce of misinformation is
most apparent is in the field of function—the activities of physicians in the
delivery of medical eare and the identification of their needs and motivation in
relation to continuing education.

There is sore need for support within the nonuniversity setting for the measure-
ment amwd evaluation of continting edueation to nssure it eflicieney and perti-
nenee, Ashdifions) need velittes fo the measnrement aond evaluntion of the phywi-
cinn's performunce, so that he ean be helped {o heeome more efficient and prodies
tive 1t the dellvery of medienl caee, In short, we should be attempting now (o
identify what we should teach and what changes in behavior wo are teying to
bring about through continuing edueation.

ESTABLISIT REGIONATL UNITS

It wonld seem of great imporfanee that within each of the Regional Mediceal
Progrims there be oite or more nonuniversity hospital granted funds to constriet
andd stalf units to measure and devaluate systemically patient care and its
delivery, thus to assist in determing need, confent, and motivation in continuing
edueation, These units should be staffed by physicians, educational personnel,
and sociologists. Because each region by definition is singular in quality, it is
probable that each region will have sufliciently different needs to require dif-
ference in approach and measurement techoigues, To establish just one or two
national institutions or units involved in this type of research would be ineflicient
and insuflicient. This investigative function cannot be carried on in the university
setting, for we are studying a nonuniversity orgianisin,

Once identification has been begun of need, content, and pertinence in relation
to continuing edueation, it will be necessary to ensure that sufficient educationally
oriented, able and motivated individuals are present within cach community
hospital (or available to it) to ensure productive usage of the information gleaned
and faeilitios added, This assurance, in the form of trained personnel, might vary
across 4 spectrum encompassing highly skilled, formally trained educators in
the larger and wore complex hospitals, to individual stidf members who have
Lind the opportunity to receive additional understanding in educational philosophy,
skills, and technigues in smaller hospitads and communities, One might regard
these individuals as the “marriage counselors™ of our simile, They are vitally
important to o marriage that has lttle solid foundation in previously existent
love or mutual respeet between its partners,

Only after the establishment and support of compeient and productive con-
tinning education progrums should attention be turned 1o large-scale support
of patient care facilities. While such devolion to conpetence in continuing edu-
ution, orientation, and ability would somewhat delay the construction of actual
physieal facilities for more omplex and sophistieated patient eare, the delay
would serve to ensire that these faciilties would be properly utilized by physi-
ciang, Some programs could be coordiniafe and coneurrent. Caring for patients
s, after all, the primary purpose for the existence of our entire medical earve
system.

A PLEA FOR ACTION

In sy, this presentation is a plea for a cogent and logieal progression
of aetivity in relation to Regional Medieal Programs, perbaps the most impor-
tant portion of the xocially orienied legislation that has arisen in recent years,
By simile, it is a request for good, sound premarital discussion and orvientation
by the groom and the father-in-law to ensure that the bride of our “marriage”
hag the knowledge and the necessary appliances and counsel to keep house
properly.

Cenmnunity hospilals and their health professionals must be properly prepared
to accept. and use the knowledge that will pour from the perviously sclerotic
communications pipeline. The medical ¢are system must have initial funding
support for identification of educational need and provision of educational space
and personnel. Such funding will prepare it for the proper and productive
utilization of the health carve system and facilities to be established in the
future as the result of coordinated regional and community planning for the
delivery of medieal earve.

To paraphrase Winston Churchill, “We are not at the end, nor the beginning
of fhe end, but perhaps we are at the end of the heginuing.” It is of vital impor-
tance that we be sare that this “beginning” represents a wolid foundation for a
productive and funetional future,
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M. Rocees, Thank you. We appreciate your heing here,

Are we getting cnough representation from hospital administrators,
Trom Joeal people involved with the delivery of services in the couneils?

My, Smery. From my vantage point I cannot generalize. I would
say that beeause of my American Hospital Association responsibility,
I hear some say we do not- have enoughi hospital involvement. Others
say it is fine, TTospitals are certainly welcome to participate.

Generally, T believe they are eagerly invited to participate, so T don’t
have much sympathy for those who say they have not had an op-
portunity to Lie an infegral part.

T think that our experience in Michigan might help you to see
that this is not just a continning edneation program for our medical
schools, but in fact is a program that was designed to develop truly
cooperative regional arrangements, and it took us many months to
develop a working mechanism for the three medical schools to co-
ordinate their eflorts and communicate beeause they had never done
this in a sinilar way before,

I think the very fact that T as exceutive director of a hospital
council was asked to take the initiative in {rying to draw together
the program and develop the grant applieation is a good indication
that in our State at least the hospital role was well identified.

Thank you very much.

Mr. Roarrs, Thank yon. Your testimony has been most helpful.

This concludes the hearing for today. The hearings for tomorrow
will be held, T understand, in the main hearing room, which is on the
first. floor, room 2123, and so the commitiee will now stand adjourned
until 10 o’clock tomorrow morning,

(Whereupon, at 4:15 p.n. the committee adjourned, to reconveno
at 10 a.m. Thursday, March 28, 1968.)
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Mr. Rocurs, Is theve any compulsion, or is this all voluntary?

M B Jocn, Well, there is, of course, a qnoxtmn always s, Ts
nkoho Sieyer \nhm( wily treated? Working in a comunfiity pro-

ram, I have Rugwn of many inst; auees where a man. avend voluniar ily
to fr(‘t lelp beeausesif he didn’t his wife was going Lo divorce him,

So there are many fowgs of coercion. .

Mr. Rogers 1T mean ina T‘m‘ll sense. ’

Mr. Boone, In a legal sensthao: The halfway houses in operation
do not. use legal means < to keep A nivmin residence. At the present tine
we have had no experience-in that au&

Mr. Rogrrs. Thank you very much. Weappreciate your help to the
commiltee. o \

The record mitay stay open Tor 5 days for anyone S ngke a statement,
if they clmn('

T}M o are no other witnesses. This concludes the hearings.

T e Lt et {EPIRTITII N

7r('J he following material was submitted for the record :)

STATEMENT oF Juprrin G, WIIreAReRr, Tixectveivie Durecror, ANERICAN NURSES'
ABSOCIATION, INC.

The American Nurses' Associntion wishes (o record its Mnmmlf of the provi-
sions of LR IHTH8 which will exfend and improve the provisions of the Regional
Medieal Program, extend the speeind grants for health of migratory workers, and
provide for specialized facilities for aleoholics and nareolie addiets,

We believe Lt the Regional Medieal Progreams, 121, 8280 i one of the
very significant programs enaclted by ‘the Cougress in the last few yenrs, Ttois
demonstrating that it has great potential for making more readily available to
the people of this country the resulls of the latest advances in the treatment of
heart disease, cancer and stroke and related discases, Physicinns, nurses and
other health personnel have the opportunity through the programs to beecome
familiar with these advances and to update their skills in caring for patients,
The programs have further stimulated cooperation befween members of the health
professions as they prepare to give the highest quality of service to people.

The legislation was devised as a means of reducing the gap botween care pos-
sible in a medieal center ‘and that available to persong remote from the centers.
To achieve this end we have encouraged active participation of the registered
nurse a8 a member of the health team in both the planning and the implementa-
tion of the Iaw.

Title LI of TLIL 15708 propoxes Uhe extension of the special grants for health
of migratory workers, We urge that this extension of the speeiald grants for health
proposed i the bill

Migrant, workers have always fn«'wl diffienties i obiaining adequate pres
ventive i therapesttic henlth serviees, Studies st the disease rale for farm
workers to be three times that of lmlu,(l'l.ll workers, IPorty percent. of these
dizcaxes vesitl in permanent disability for regulay work as compared with
fwenty-seven pereent unong industreinl workers, Women in farme worker families
reocive no prenntal eare or lafe care in 3306 of cases as compared with 667, In
skitled worker families, 8peeinl means have to be taken (o corveel these serions
deficiencies in the provision of henlth and prevenlive care serviees, Assistance
from the federal governmend is esseatinl, Many stales one arve nuable to provide
sueh sorviees heeanse of insutlldient resourees, Also, eligibllity to receive nuedienl
and health enre sorvices is ofien governed by (he residence requirements of o
state. Sinee migreant, furm workers move from state Lo state, establishing resi-
deney is frequently not possible,

The Association also supports Title ITL of ILR. I5K758 which proposes con-
struction grants and stafling, operation and maintenance grants for centers for
the treatment and rehabilitation of alcoholic and narcolic addicts,

We urge the Committee to act favorably on ILR, 16758,
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s section apparently is designed to extend the region: xl medicnd programs Lo
Anerican Smnona, and the Trast Torritory of the Pacifie Istands, ay )M‘T/
s areis, The extension of sueh programs would promote the ae qnﬂm(m
id dissengtion of medieal knowledge and skills throughout: UL8, tefrilorics in
he Dacitice. Matiea! researeh and training in which the Univer8ity of Ilawaii
Rehool of Medicine IRSapesentty engaged in several w(mvulit’(- ventires in these
eitie areas, would be tengthened and improved, Lhe result of all this iy that
he people in these areas wounkl™ Fovelye the [ul] LDevielity and assistance of Ameri-
dan medieal seience and technology, ™~
I'or the foregoing reasous, I strongly nr'th it Seetion 103 be retained in the
geasure that is reported out by \Quf@ulu-mnnn! o
It is requested that this ]nrf(-'r be included in the Teeqrd of hearings on ILR,

IHTHS,
Aloha and best wishos,
Sincerel \-\A
Seark M. MATSUNAGA,
Member of Congress.
-

AMERICAN HoOSPITAL ASSOCIATION,
Wuashington, D.C., March 26, 1968.
Hon, Harpey O. STAGGERS,
Chairman, Interstate and Foreign Commerce Conunitiee,
House of Representatives, Washinglon, D.C.

Dean CoNGrESSMAN STAGGERS : This statement expresses the views of the Ameri-
can Hospital Association on LI 16758 which mmends the Yublie Health Service
Aet <o as to extend and improve the provisions relating to regional medieal pro-
grams, to extend the authorization of greants for health of migeatory agricul-
tural workers, to provide [or specialized facilitics for alcohiolies and narcotie
addicts, and fm other purposes,

REGIONAL MEIMCAL PROURAMS

This Association strongly supported the development of the legisiation which
resulted in Pl 80-239, We were pleased that eerfain recommendations, which
we felt were essentinl fo the most effective development. of the program, were
incorporated in the law, We have continued o Tollow earefully and with great in-
ferest the Progress of the program, T'he pust two years appear to have been spent
in the main in the establishment of regional programs and in their planning. he

operating stage of the program is really only just beginning with a limited number

of projects having been approved to dale. Though good planning is highly essential
it i to be hoped that the program will move forward vapidly in its application.
We hiave always believed the purpose of the bill is to establish a bridge between
the scivnee of medicine and its full npplwutmn to the care and treatment of
patients. In the coming mouths, therefore, it is to be lioped that the programs
dey olup( d will be felt by the puplic in terms of a broadened application of knowl-
edge in the treatment of these diseases covered under the program. We urge the

Committee to anthorize the full amount requested for the program for the fiseal

year ending June 30, 1969,

The Association h.m continued fo feel that implenentation of 1he intent of
the Inw would necessitate a full involvenaent on the part of hospitads awd their
medical stafls, This will necessitate not only the participation of the medieal
schools and the larger teaching and comninity hospiials but the smaller hospitals
spread throughout. the nation which provide n foeal point for medieal eave and
treatment in smaller connunities. We have been disappointed at the extent of
involvement of hospitals and partieulavly the minimal pavticipntion of {hese
smgller community hospitals which is o essential if the progrsm is to have
nieaning to the publie at Iarge, "Pherefore, the American Hosplinl Associntion
will indertake o ngaber of steps which it bs hoped will result in a muach widoer
Involvement of 1um|n|nl~4 We have also noled That veey Htddle emphasis hing been
given thus Tae o prevendive eare nnd long-ferne pnliont eare and we intend to
stinlade Teadership on the part of (he hospitnl field in fostoring sueh a broad
approach to the regional medieal progreions, Wae will continue to work closely
with the adininlstrators of the program and (o work for the fullest paeticlpation
of the hospital Gleld,
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We recognize fully the merit of thorough planning as a hasis for the dovelop-
ment of regional medieal programs, Such plans, of course, must involve the
faeilities, personnel and services pertaining {o 1he illpesses covered under the
program, Ilowever, fhe Congress under L, &-T19 initinted comprehensive
healih planning thereby establishing planuing mechanisms  throughout the
nation to be involved in over-all health care and o speeitieally inelnde health
fneititiox, services and personnel. It is obvious therefore, that rather complete
duplication of planning now exists between the two programs and from reports
whiel we receive we are just beginning to wituess the confusion resulting from
thix contlict and overlupping, I health planning, which we strongly approve,
is to be developed in an orderly manuer, any overlapping and confliel must be
resalved, At present {he existing provisious go far towards encouraging eon-
petitive activities for domination of {he field.

We recomuiend, therefore, the Congress fake action to eliminate the existing
overlapping and confusion by vequiring that the eooperative regional medieal
programs developed under .05, 239, and the resulés of the planning developuad
wnder 1M1, 80749 he in conformiiy.

TLIL 10738 proposes to inerease the membership of fhe advisory eouncil from
twelve o sixteen members, In order fo facilitade further the elosest possible
eoordination between this program and the comprehensive health planning pro-
oram, we would urge that additional representation of couneil members he
required to inelnde individuals direetly engaged in arvea and state wide planning
activities,

We are pleased to note that the bill, as in the orviginal Aet, does not propose to
authorize funds to be appropriated for construction purposes, The program is of
such magnitude that we Delieve the funds should be expended for the operational
phuses of the bill, Turther, we feel it would be nnwise to duplicate the construe-
tion authority now provided for in other acts.

The bill requests clarification so that grants may be made to agencies and
institutions for services which will be usefnl to two or mere regionnl medieal
programs, There are various services which eau he developed most efliciently and
effectively for larger areas than wonld be encompassed in n single region, We
believe, therelore, that the authority (o make grands as suggested here §s desienble.

MIGRATORY AGRICULTURAL WORKERS

The bill proposes to extend he program of grants providing for health services
Lo migratory agricullaea] workers for an additional two years, We strongly sup-
ported the origingl legishtion and later urged an inerease in the program so a4
to permit payment to hospitnls for enve provided migratory workers aud thehr
famities. Our recommendations were made alter o siudy of the preblen of
nigrtory workers in considerable deptin, We found st hospitals In vavious
purts of the country were providing cire under etergeney elreumstances and
with very sizabie coss for services and for which no reimbursement was avajl-
able, Wo were, theretore, very pleased that the Congress provided funds which
eonld be piid fo hogpitals for inpatient eave,

The major portion of the funds which huve bheen made available go for the
provision of public health services and preventive medicine with o very modest
amount being made available 1o pay for inpatient hospital care, We urge, there-
fare, that 1he funds to be provided under the bill be inereased to at least $15,000,-
000, with $5,000,000 of this amount being allocated for reimbursement of hospitals
providing inpadiient care.

Jeeause of limited funds, the administrators of (he program have necessarily
restricted payments €0 hospitals under the program o areas whichi had an
over-all public health program for migrants. Therefore, no provision has beon
made for assistance to migratory workers in lransit or in areas of the country
which had no over-all publie health program for migraunts. The increased an-
thorization which we have recommnended should enable the administrators of the
program to provide inpatient hospital care to migrants wherever it is needed.
Furiher, woe recommend that the program be authorized for a period of four
yveurs instead of the two years enlied for in the bill.

We have no comment at this time on other provisions of the hill.

We would apprecinte yonr making this statement a part of the record of these
hearings,

Sincerely,

KeNNeTT WILLTAMSON,
Associeto Dircclor,
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NATIONAL TUHERCULOSIS AND RESPIRATORY
DIisBASE ASSOCIATION,
New York, N Y., March 20, 1968,
IHon. HARLEY O, STAGGERS,
Cliairman, [nterstale and Porcign Conuneree Conmittee,
House of Representatives, Washinglon, D00,

DrAr Mi. Staceers: The National Tuberenlosis and Respiratory Discase As-
socintion wishes to express its support for continuation of Regional Medical Pro-
grams as provided for in ILIL 15758, Although Programs have been largely de-
velopmental, reports of progress throughout the country indicate that the
majority will shortly be initiating operational activities. Reports indicate an
carnest desire on the part of persons concerned with this Federal program to
fulfill the purposes of the legislation; namely, that the Amecrican publie receive
improved medical services throngh coordinated and more eflicient delivery of
medical and paramedical skills and talents,

Authorization for funds must be adequate {o meet the growing needs of the
Programs in the next few years if they are to achieve their goal. The momentum
of thigz Federal program, which involves relationships with many agencies and
groups, is aceelerating as operational activities are due to begin. Readiness to
perform will be affected by the amount of Federal funds available, Thercfore
the Commitiee should consider whether or nol the authorization of 65 million
for fiscal 1969 is large enough to permit implementation of the extensive plans
developed over the past few yoars.

The NTRDA is particularly cager that Regional Medieal Programs be sue-
cessfully Iaunched into operational aetivities hecause of the great need to improve
services for chronic pulmonary discase patients. At time of appropriating funds
for fiscal TO6R, Congress specified that between one and two mitlion dollars of
tha RAMD appropriation for that year be devoled to chivonice respiratory diseise
ProgZrnms,

The NTRDA had requested such action by Congress beeause of the critical
situntion in dingnosis and treatment of these diseases, particutarly emphysema.
Incidence of emphysema has so accelerated that it has become (he second most
frequent disease for which benefits are granted o workers who are relired for
dizability prior to age 65, at an annual cost of aboul $90,600,000. Other diseises of
pulmonary insufliciency, such as chronie hronehitis, are widespread and responsi-
ble for much illness and restricted activity, Deaths from emphysema have heen
doubling approximately every five years in the recent past and along with asthma
and chronic bronchitis now represent the fenth cause of death in the United
States.

The seriousness of the chronie vespiratory disease situation Ihmpelled the
Publiec ealth Service and the National Tuberenosis and Respivitory Diseasze
Association to convene a Task Foree in the Irall of 1966 to discuss how the control
of these diseases could be fmproved. The eritieal needs in medical services {or
patients became a focus for much of the discussion and led to one of the Task
Foree’s major recommendations; ninely, that provision be made for pulmonary
function laboratorics, respiratory-care uunits, home-care, and rehabilitation pro-
grams,

Data indicate that the lack of sueh resources is widespread. Many community
hospitals are even without the necessary apparaius to take eare of seriously ill
respivatory disease patients. Orgauized home-care programs exist in only a
small percentage of our general hospitals, while outpatient elinies which can
play a full role in vehabilitation and counseling of respiratory disease paticnts
are vivinally non-existent. .

Phe commmunity practitioner is particularly at o loss to help patients with
clironie respiratory disease excepl. for recommending hospitalization when the
jllness becomes eritienl. The average generat practitioner iy the vietim of in-
adequate education beenuse of the recency in the rise of these disenses, Thay,
the type of supervision needed to profect patiens from acute infections and to
maintain theie physienl condilion gt ax optimal a level ag possible canuot be
provided in most. communities nnder exixting conditions,

It is obvious that divection and supervision of high quality chronje respiratory
disense programs must be provided by medical sehools and medieal centers,
Demonstrations of patient dingnosis and treatment must be brought to the ecom-
munity practitioner through continuing education courses offered by these
institutions and facilities, The Regional Medical Programy offer the most
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expeditious way (o achieve this goal, Tntevest in improving programs for ehronie
yoespirittory discase pationts exist in many areas and it is our belief that thiy
interest will gencrate development of such progriams.,

TH-IRD associations will help stimudate interest in suech programs, ntilizing
their baekground of experience in promoting heiter patient services, To the past,
many associntions have copported medieal edueation in pulmonary disease, and
Iive demonstrafed (he need for sercening surveys and dingnostic anod {reatnent
SeTvices,

TH-RD associations were influendial forces in communities Tor many yenrs in
promoting wore adequate serviees for tuberenlosis patien{s, Tn the same way,
assochitions have heen in o position to witness the dearth of help for emphyseman
and chronie bronchifis patients today and beeause of this, they will be good
community partuers to the RMD in secing that the nrgent needs of respiratory
disense patients are met.

The Anerican Thoervacie Seeiely, the medieal section of the National Tuboerey-
Tosis and Nespiratory Disease Ascociation, has provided leadership in medical
standards and researvel in tuberculosis and other respivatory diseases, Staff of
our organization will continue to work closely with the Division of Regionat
Medieal Programs to promote high standards of diagnosis and care for chronie
respiratory discase.

The NTRDA iz pleasod with the proposal in LR, 15758 {0 expand the number
of Advisory Council members from twelve to sixteen., At the time Congress speci-
fied that attention be paid in Regional Medieal Programs to chronie respiratory
disease, it also requested that one of the members of the National Advisory
Couneil have competence in this particular medieal field. Expansion of Council
wembership will provide more scope for ensuring representation of the various
areas of medicine which are of necessity involved in the many activities of
TRegional Medical PPrograms,

We question if evaluation of Programs, as provided in Section 102 of the bill,
should be performed solely by the Sceevetary. TE would seem more satisfactory for
both the Department of JTIKW and the publie, to require that such evaluation be
done by ontside groups,

We are certainly in support of extension of grants for health servicos for
migrafory workers and our only reservation is (hat these seem very minimal
mnonnts considering the bigh rate of disease in this sezment of our popmlation,
Tuberculosis rates are high in (hese people beeanse of their low cconomic stutug
aud beeanse their Hiving conditions favor spread of the disease.

We suppiort, provision of funds for construction of xpecial facilities for inpationt
and outpatient tréatent of aleoholism, Aleoholies have a high rale of fubercu-
Josis, ad extensive diffiealtics have nrisen in veeent years in hospitatizing many
of these persong in community hospitaly, ineluding tuberenlosig hospitals, Some
of these difticulties would seem 1o he obviadaed by the provisions suggested, Tow-
ever, recognition of the high rate of tuberculosis in aleoholics I8 essential in
anning adequately for treatment facliities,

It gives us great pleasure to record our support for extension of Regional
Medieal 'rograms,

Sineerely yours,

JAMES 10, PrrKiNg, MDD,
Managing Dircclor,

AMERICAN DENTAT, ASSOCTATION,
Washinglon, D.0., March 27, 1968.
ITon. Jon N JARMAN,
Chairman, Subeommillee on Public IHealth and Welfare, Commnitice on Interstale
and Forcign Conuncrce, Housc of Representatives, Washington, D.C.

DeEar Mr. JarMax: Pursuant to the announcement of Marveh 18, 1968, the
American Dental Association wishes to submit its views on ILR. 15758, the
Health Services Act of 1968, The Association’s brief comments wiil be limited to
those provisions of the bill which would extend and improve the Heart Disease,
Cancer and Stroke Amendments of 1965 and the Migrant Health Act of 1962, as
amended.

As part of its commilment to improving the total headth of our people, the
Amerienn Dental Association Is sympathetie to the goals of TLIL 16THS,

The dental profession has particular and long-standing concern with respeet
£0 oral enncer und some forms of heart disease, Additional research into the pre-
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vention anud {reatment of {hese disease muanifestations Iy needed and ean and
shioadd be ineluded in the regional nwdical yprograms anthorized in LI 15758,
When ::. Henrt Discase, Caneer amd Stroke Jegislation was under eonsideration
it 1065, the Association r:_:_::.i {o this Comnritlee details regavding the inei-
dirnee :_ oral cancer and {he fow survival rate of vielims of the disease, At that
time, attention was direeted Lo the ueed for more researeh into the specific eanses
of oral cancer and the methods of treatment and rehabilitation of patients who

sulfer from if.

"The Associndion ix plensed to nole thatl conside
{his feld and thal members of the denfal profession and several den schonls
e pavticipating in the programs that are being developed,

The Associntion also is pleased with and supports Tatly the aiendment; ineluded

VLR IRTAS whiceh nutkes i elear that a practicing dentist, as well as a phy-

r i ay refer s pationt (o a Greility engaged in researeh, training or dewon-
dration aclivities which are supported by regional medieal progam funds.

With respect to the _._.:,‘T;::z of the bill extending the migrant health pro-
gram, the Aericiar Dental / Lion recognizes the need for increasing the
availabilily of dental enre for migrant workers and their ehildren, The Associa-
tion supports the extension of the progrimn bul agrees that ag seon as feasible,
this activity should be included in the regular publie health programs of staies

and connnuniiie
the opportunity to present

hle progresy is being made in

Phe Ameriean Dental Association appreciat it
views on this legislation and respectfully requests that this letter be included in
the record of hearings.

Sincerely yours,

~

Joun B, Wirsoxn, D.D.S.,
Chairman, Council on Legislation.

UNIVERSITY OF JTAWALY,
SCHO0L 0F MEDICINE,
Honolule, {fawaii, Burch 13, 1968,

Re TLRLIBTHS.
Tton, Taguky O, STAGGERS,

Iulerstate and rorcign. Commerce Conomitlee,

Ilause of Representatives, Washington, 1.0,

DiAR REPRESENTATIVE SPA s Touse Resolution IHTH8 includes o pnrngriph
on inelusion of territories” which would bring Guan, Ameriean Samon, and the
Trust, Tereitory of the acific Islands within (he scope of the Reglonal Medicn
Prograni,

The Medienl Sehool of the University of ITawaii s involved in medien! veseareh
and Leaching in nony aveas of the Pacifle, We have heen asked by the health
adminisirators in Awmeriean Saoa to develop an afliliation bebween the new Lyn-
don B Jehnson Tropical Medicine Center and (he University of ITawaii School
of Medicine, The smne applies, bub al a somewhal more prefiminary stoge, with
the health administrators of the Prust Tervitories, with special regird to the hos-
pital that will be built on Ponape. These progras 2:_ be mutually advantageous
ns we will provide eontinuation education Tor the wedienl and nursing stafls,
and they will provide faeilities for rescarch and cerlain aspeets of education for
our facully andd students,

I would urge your support of the paragraph in question because this would
facilitate the cooperative ventures deseribed. .

Sincerely yours,

Winnsor €, Curring, M.D., Dean.
L}

™™

i Cnrisropnen DL SyEOrTIERS ,—‘ OUNDA y
New Y 8 i E::.: 21, 1968

. Tlanney O, SPachieRA,
Cliet 3 Hrr=teim sud L L (11 ?::.i::\cxi\.\_ oreign Comnieree
{Tawse of Represe :?::.z JT¥) _&‘:«}.t!brrtlz

Diar CoNGUESSMAN SpatGrrs : T mu pleased (0Tt
:.:_..:,nf. on NI S8, 1A is appropriate, T request that

E:‘v_.\kt\\.ﬂn.:_.._ for those henrings,
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,____..__,—"‘""/
K,W know, this Foundation participates primarily in aectivity associnted
with aledoiisnn, We support the activities of all the major organizitions at work
in this tieldy,

I have redd-avith much interest (he provisions of Tite I, Part A of Ay ~
15705, 1o he knaw s the Aeoholic Rehabilitation Act of 1968, In my judgeint,
it i an excellent picce®ig,Jegislation which, when pissed and :1(10(]u:lt‘vlf;yﬂnnl(-d,
will provide mueh peededsFederal assistanee to the states and comiinunities,
Ieenase of {he humane :111(1519‘1'0;:1'('ssi\'v decixions of the courls iprecent years
to the offect that Iate stage aleoholies should be treated as sick péople and not as
criminaty, the states and municialitios must now prepare pv‘fm-(zt the needs in
freating large numbers of pm‘so‘h.&,: found by the (‘(mrt;/fo he suffering from
aleoholisnn, The size of this probldgu and the urgency” Tor new facilities and
trained personnel make it impos:—-ihl:\\n‘ the states :n}rf' cities to meet their needs
adequately without siguifieant Federatyassistance /T he cnactment of Title TII,
Part A of 1IR-15758 will provide the kind of Federal assistanee necessary in a
most comnendable way. . \

Kincerely yours,

RR. I!NQKLEY Sarruers, President,

~N

1.3 Counern o PAL

Luntany,

Braornr CoOUNTY,

Arncot
ta., Murch 22, 1968.

Congressman PPavn G Rog
Harvey Building,
West Palm Beach, I
DEAR (10.\'«'.ur‘..~xﬁ)d):(an-:us: Your endorsement of Bilt U8, IR
3, Part A wmﬂ(l/ﬁu greatly appreciated.
It is our fegding (hat this legislation would be extremely helpin
tating the 12,000 aleoholies in alm Beach County,
Rippterely,

. F16708, Tith
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rebabili

Ricuarp A, Coxrin, Chairm

A
PAMPA, FLA., March 20, 1968,
Congressman 1'aun G RogERs, :
Ianse of Representualives,
Washington, 13.0.

Disak CoNGRESSMAN TRoGERS : We have just started our Florida Regional Medi-
enl Program and not Loo many physicians are yob aware of its preat potentinl
for improving the quality and eflicieney of medieal eare through improveinents
in communiciations and in continuing medical education,

Phe Regionnl Medienl Programs niisi develop Inlo ongoing operational proj-
eets and therefore the admibuistrations bill to extend anl stighily modify Regional
Atedieal Programs is highly desivable. This iy the type ol congressional legis-
lition the physician in practice and in edueniton will favor,

Cordially yours,
11, Proanae ILanmpron, M.

7 oo

GATEWAY COUNCIL ON wmﬁ'
Keteh i/;mW' April 24, 1968,
~

rublic Health and Wvl/nr(r,’!,wrrnmm: on Interstute and For-
%)i Representalives, Washington, .U,

¢ receivtd a publication from the North Amerfean
T outlining the hearings ol Mareh  26-28
represent the Kelehikan Gateway Couneil
Fwontd novertheless wish to volee out
Titte ITE Part A, known as the

vibeonnunitice
cign Commerce,™
Dean Siw: I have rece
Associntion of  Alocholism
ou TIRAIGTAS. T was nol~Thesent
o Aleoholisny duripg”those licarings,
opinion of {hak i especially the sectig
“Alceoholic R/c ihilitation Act of 1968,
Under U8 Aleololie Reliabilitation Aet of 1068 wsgpderstand that nleoholice
and programs will be tied directly with the txigting mental health

facilitie iy
conteeb of cach stite. And that provisions for receiving m or construetion,
dufling, and specialized facilities will be requisited by this dired s with the

ental health centers.
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