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HISTORY AND PURPOSES OF REGIONAL
MEDICAL PRWRAMS

on O c6 1 t P rs iP L 8 9I
a u tt e s ta m a io R eM
P rt a st N ah er ein making available
the best possible patient care for heart disease, cancer, stroke and
related diseases. This legislation, which will be referred to in this
publication as .The Act, was shaped by ,the interaction of at least
four antecedents: the historical thrust toward regionalization of
health resources; the developmentof a national biomedical research
community of unprecedented size and productivity; the changing
needs of society; and finally, the particular legislativeprocess leading
to The Act itself.

The concept of regionalization as a means to meet health needs
effectively and economically is not new. hring the 1930’s, Assistant
Sur6eon GeneralJoseph W. Mountin was one of the earliest pioneers
ur6in6 this approach for the delivery of health services. me na-
tional Committeeon the Costs of Medical Care also focused attention
in 1932 on the potential benefits of regionalization. In that same
year, the Bin6ham Associates Fund initiated the first comprehensive
regional effort to improve patient care in the United States. This
program linked the hospitals and programs for continuin6 education
of physicians in the State of Maine with the university centers oi
Boston. Advocates of regionalization next 6ained national attention
more than a decade later in the report of the Commission on Hospital
Care and in the Hospital Survey and Construction (Hill-Burton)
Act of.1946. Other proposals and attemptsto introduce regionaliza-
tion of health resources can be chronicled, but a stron6 national
movement toward regionalization had to await the convergence of
~ther factors which occurred in 1964 and 1965.

One of these factors was the creation of a national biomedical
research effort unprecedented in history and unequaled 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
be6innin6 of World War II the national expenditure for medical re-
search totaled $45 million; by 1947 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 know1ed6ein the medical
sciences, an outpourin6 which only recently be6an 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 diseaseshave 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 6rowing
complexities in medical and hospital care, includin6 specialization,

. , . . . . , .. . . . . .

ment, and the distribution of scarce manpower, facilities, and other
resources. The degree of urgency attachedto 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 biomedicd 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 needs. The decisions by various private
and public institutionsto support biomedical research were responses
to this societal need perceived and interpreted by these institutions.
In addition to the support of research, the same interpretiveprocess
led the Federal Governmentto develop a broad range of other, pro:
6rams to improve the quality and availability of health care in,’fie
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 HealthAct of 19ti, 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-relatedbi~s had been enacted into l~w. Among’””
these were Medicare and Medicaid to pay for hospital and physician:
services for the Nation’s a6ed and poor; the ComprehensiveHealth,
Plannin6A to provide funds to each statefor non.cate60ricalhealth “
planning and to support services rendered through state and other
healthactivities; and Public Law 89-239 authorizing Regional Me&-
cal Programs.

The report of the President’s Commission on Heart Disease,
Cancer, and Stroke, issued in December 19ti, 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 Comm-
ission’s report and in the Congressional hearings preceding pas-
sage in The Act. Some of these needs and problems were exprmsed
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 deathsin the United States.
A significant number of Americans with these diseases die or are
disabled because the benefits of present~owledge in the medical
sciences are not uniformly a~ailablethroughout the country.
There is not enough trainedmanpower to meetthe healthneeds of
the American people within the presentsystemfor the delivery of
healthservices.
Pressures threatening the Nation’s health resources are building
L------- J-—--J_ f-- L--1.L -- —.!___ . .1, , ---- . . . . -.



●

require thesepreventive,diagnostic, therapeuticand 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 partnershipshould make it
possible for every community’s practicing physicians to share
in the diagnostic, therapeuticand consultativeresources of major
medical institutions. They should similarly be provided the op-
portunity to participate in the academic environmentof research,
teaching and patient care which stimulatesand supports medical
practice of the highest quality.

.

Institutionswith high quality researchprograms in heart disease,
cancer, stroke, and related diseasesare too few, given the magni-
tude of the problems, and are not unifordy distributed through-
out the county.
There is a need to educate the public regarding health affairs.
Education in many cases win permit people to extend their own
lives by changing personalhabits to preventheart disease,cancer,
stroke and related d iS e dw e i
v it r ethe 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 Congressionalhearings on this bill, representativesof
major g~oupsand institutionswith ; interestin the American health
system were heard, particularly spokesmen for practicing physicians
and community hospitak 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 thePresident’sCommissionwas replacedby a concept of “regional
cooperative arrangements” among etisting health resources. The
Act establishesa system of grants to enable representativesof health
resources to exercise initiative to identify and meet local needs
within the area of the categorical diseasesthrough a broadly defined
process. Recognition of geographical and societal diversities within
the United Stateswas the main reason for this approach, and spokes-
men for the Nation’s health resources who testified during the
hearings strengthenedthe case for local initiative. Thus the dcgrcc
to which the various Regional Medical Programs meet the objectives
of The Act will provide a measureof how well local health resources
can take the initiative and work together to improve patient care for
heart disease,cancer, stroke and related diseasesat the local,level.

The Act is intended to provide the means for conveying to the
medical institutionsand professions of the Nation the latestadvances
in medical science for diagnosis, treatment, and rehabilitation of
patients &icted with heart disease, cancer, stroke, or related di-
sease=and to prevent these diseases. 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

patient care. Through these means, the programs authorized by The
Act are also intended to improve generallythe he~hmanwwer and
facilities of the Nation.

In the two years since the President signed The’ Act, broa~y
representativegroups have organized themselvesto conduct Regional
Medical Programs in more than 50 Regions which they thcmaelv@
have defined. These Regions encompass the Nation’s popdation.
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 Washin~on-A~ska Region), portions of sev- .
eral states (e.g. the InterrnountainRegion includes Utah and wc-
tions of Colorado, Idaho, Montana, Nevada and Wyoming), single

r

states (e.g. Georgia)’, and portions of states around a metropolitan

i

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 developd, 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 activitiesplanned with initial and subsequentplann@g
grants. These operational programs are the direct 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 appropriatenessof operational
activity. It is the effects of the operational activities,however, which
will produce results by which Regional Medical Programs wi~ h
judged. ,,

On November 9, 1967, the President sent the~CongrW the R
o R M P prepared by the Surgeon Gcnerd of
the Public HealthService, and submittedto the Pr,aident tiough the
Secretary of Health,Education, and Welfare, in compliance with The
Act. The R details the progress of Regional Medicd Programs
and recommends continuation of the Programs beyond the June 30,
1968, limit set forth in The Act. The President’s letter transmitting
the R to the Congress was at once encouraging and exhortative

1

when it said, in part: “Because the law and the.idea behind it are
new, and the problem is so vast, the pr,ogr~ is just emerging from

~

the planning stutc. But this report g;ves encouraging eviaence of
progres~and it promises great advances in speeding research
knowledge to the patient’s bedside.” Thus in the find seven words
of the President’s message, the objective of Regionrd Medid Pro-
grams is clearly emphasized.
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GOA&IMPROVED PATIENT CARE

The Goal is described in the Surgeon General’s R a
\

< . . 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.”

I

MEAN%THE PROCESS OF REGIONALIZATION
I

Note: Regiona!ization can connote more than a regional cooperative arrange-
f

ment, but for the purpose of this puhtication, the two terms will be used
interchangeably. ne Act uses “retional. cooperative arrangement,” but I

“re@ondi=tion” has become a more convement synonym. *

A regional cooperative arrangement among the full array of
availablehealth raources is a necessarystep in bringing the benefits-
of s c ia di m et p ew ht l i
a R et t h eh d eI e np at b e
f t i n es p ea d io l w a
c ot e xo m ek nb ei p ra
s yo w or e la h p ea t
i n sa o r gi w t w T r e
a c o mo i n da i n ss a r e
w hm b w oo b e R eM eP rI
i f a cb v oa gt s s y st
n eo t p ua r et c a td io a r e
r at s m n ab a

R e g io a r ec o oa r rw
t c oo R eM eP rh s eo i r

so that their combined effect may be increased and so that they
contribute to the creation and mainterttice of a system of
comprehensive health care withinthe entire Region.

B t a o k c t n o m,
c r ec b b v a a c p
r t a p w i t d ati t i

●

●

●

tant facets:
It is both functional and geographic in character. Functionally,
re~ionalization is the mechanism for linking patient care with
h er ea e dw it e r t p r
a m ub e ni n tT i ns o
w it o p ea ca w a i t t p r
T g e ob o uo a r es t d t p o
t f w e R eP rw b c oa
r e sT c oa r e ss b m a
b r e s pw i e fb p rt p o
w a s i gvoice in the Regional Program’s decision-
making process.
It provides a means for sharing limited health manpower and
facilities to maximizethe quality and quantityof care and service
available to the Region’s population, and to do this as eco-
nomically as possible. In some instances,this may require inter-
regional cooperation between two or among several Regional

Programs.
Finallv. it also constitutes a mechanism for coordinating its

This process of regionalization, ‘or coofirative arrangements, con-
sists of at least the following elements: involvement,identification of
needs.and opportunities, a~sessmentof resources, “definition of ob-
jectives, setting of priorities, implementation,and evaluation. mile
these seven elementsin the ~rocess wfil be described and discussed.
separately, in practice they are interrelated, continuous and often
occur simultaneously.

I ninvolvement and commitment of individuds,
organizations and institutions which w~ engage in the activity of
a Regional Medical Program, as well as those which will be tiected
by this activity, underlie a Regional Program. By involving k the
steps of study and decision ati those in a region who are essential
to implementation and ultimate success, better solutions may be
found, the opportunity for wider acceptanceof decisions is improve~
and implementation of decisions, is-achieved more rapidy. Other
attempts to organize health resources on a regional basis have ex-
perienced difficulty or have been diverted from their objectives
b t w n this voluntary involvement and commitment
by the necessaryindividuals, institutionsand organbations. The Att
is quite specific to assure this necmsary 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 center officials, hospital adtninistra-
tors, representativesfrom appropriate medical societies, voluntary
health agencies, and representativesof other organizations, institu-
tions and agencies concerned with activitiesof 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.” T e a

maximum opportunity 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 shodd
be broadly representative of the geographic areas and dl of the
socioeconomic 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
Congresswas thatthe Advisory Group would ensuremat the Regional
Medical Program is planned and developed with the continuing
advice and assistanceof a group which is broadly representativeof
the healthinterestsof the Region. The Advisory Group must approve
all proposals for operational activities within he 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.

. 7 .- . , m, 7 > * . ,., . A n-—:-—–l n#_ 3:--1



Program identifies the needs as regards heart disease, cancer, stroke
and related diseases within the entire Region. These needs are
statedin terms which offer opportunitiesfor solution.

This process of identification of needs and opportunities for solu-
tion requires a continuing analysis of the problemsin delivering the
best medical care for the target diseases on a regional basis, and
it goes beyond a generalized statementto definitions which can be
translatedinto operational activity. Particular opportunities maybe
defined by: ideas and approaches generated within the Region, ex-
tension of activities already present within the Region, and ap-
preaches and activities developed elsewherewhich mightbe 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 treatmentof myocardial infarction patients within the Region.
This broadened approach on a regional basis enables the Regional
Program to consider the total arrayof resources within its Regionin
relationship to a comprehensive program for the care of the myo-
cardial infarction patient. Thus, what was aconcern of individual
hospitals about how to introduce coronary care units has been trans-
formed into aproject or group of related projects with much greater
potential for effective and eficient utilization of the Region’s re-
sourcesto improve patient care.

A s so f R epart of theprocess of regionalization,
a Region continuously updates its inventory of existing resources
and capabilities in terms of function, size, Dumber and quality.
Every 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 stateHill-Burton agencies, hospital and medical associations,
and voluntary agencies. The inventory prov!des abasis for informed
judgments and priority setting on activities proposed for develop-
ment under the Regional Program. I c also be used to identify
missing resource+voids requiring new investment—andto develop
new configurations of resources to meet needs.

D e fo O b jRegional 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 Medicd Programs.
The completion of a new project to train nurses to care for cancer
patientsundergoing 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

S o P —Because of fimited manpower, facdities,
financing and other resotifces, a Region assigns some ‘order of
priority to its objectives and to the steps to achieve them. Besid~
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 reaouroes and compe-
tence; 2) the potentialsfor rapid and/or substantialprogress toward
the Goal of Regional Medical Programs and progress toward re-
gionalization of health resources and servicm; and 3) Program
balance in terms of disease categories and in terms of emphasis on
patient care. education and research.

I
.

I mpurpose of the preceding steps is to provide

T
a base and imperative for action. In the creation of an initial O

erational program, no Region can attempt to determine N of the

I program objectives possible, design appropriate projects to meet au
the objectives and then assign priorities before seeking a grant to

i
implement an operational program which encompasses all or even
most of the Proiects. Implementation can occur with an initial
operational’ p;og;am encompassing even a sma~ number of we~-
designed projects which will move the Region toward the attainment
of valid program objectives. Because regiondization is a continuous
process, a Region is expected to continue to submit supplementaland
additional operational proposals as they are developed.

Evabtion—Each planning and operational activity of a Region,
as well as the overall Regional Program, receives continuous, quan-.

I titative and qualitative evaluation wherever Dossible. Evduati~n is.
in terms of at~ainmentof interim objectives, the process of regiondi-
zation, and the Goal of Regional Medical Programs.

Objective evaluation is simply a reasonab~ basis upon which to
determine whether an activity should be continued or altered, and,
ultimately,whether it achieved its purposes. &o, the evaluation of .

I one activity may suggest modifications of another activity which
would increase its effectiveness.

1

Any attemptat evaluationimplies doing whateveris feasible within
the state of the art and ,appropriate for the activity being evaluated.
Thus, evaluationcan range in complexity from simply counttig numb-
ers of people at meetings to the most involved determination of
behavioral changes in patientmanagement.

As a first step, however, evaluation entaib a reahstic a~empt ~~
design activities so that, as they are implemented and findy con-
cluded, some data will result which wi~ be useful in determiningg the
degree of success attainedby the activity.

I
I
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1968 JANUARY

FEBRUARy

EVENTS

Report of the l’resident’s
Commission on Heart Disease,
Cancer, and Stroke

Congressional hearings

Enactment of P.L. 89-239

National Advisory Council meetinf

Establishment of Division
Publication of prelimina~
Guidelines
National Advisory Council meeting

Review Committee meeting
National Advisory Council meeting

Review Committee meeting
National Advisory Council meeting

Publication of Guidelines
Rev~ew Committee meeting
Nat]onal Advisory Council meeting

First of 5 meetings of Ad H
Committee for Report to the
President and Congress
Review Committee meeting

National Advisory Council meeting

Review Committee meeting
National Conference

National Advisory Council meeting

Review Committee meeting

National Advisory Council meeting

Report to the President& Congress

Review Committee meeting

National Advisory Council meeting

Review Committee meeting

National Advisory Council meeting

Conference Workshop

Review Committee meeting

National Advisory Conncfl meetini

ACTION

Initird policies and
Guidelines reviewed

Policy for review proc-
ess and Division
activities set

7 planning grants
awarded

3 planning grants
awarded

8 planning grants
awarded
Report material
discussed

National views.&
information for
Report provided
10 planning and 4 opera-
tional grants awarded

5 planning and 1 opera-
tional grant awarded

\

Zplarming and 3 opera-
tional grants awarded

Regional activities and
ideas presented

5 operational grants
..-. FA*,I
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Health Agencies
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REGIONALADVISORY
GROUPS

The acti}-ities of Regional Medical Programs are directed by fulltime Co-
ordinators working together with Regional Advisory Groups which are
broad}- representative of the medical and health resources of the Regions.
Memb~rsh~pon these groups nationally is:

ORcials

Other
Health
Workers
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