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PREFACE The January 1968 Conference-
Workshop on Regional Medical Pro-
grams, the proce~dings of which are
reproduced in these two volumes,
was significant in origin, content and
purpose, and marked a milestone in
the development of Regional Medi-
cal Programs.

Growing out of a specific rccluest
of the Program Coorclinators at their
meeting in June 1967, this meeting
was planned by the Stcerin: Com-
mittee of Coordinators under the
Chairmanship of Dr. StanIcy W. 01-
son, Program Coordinator of the
Tennessee Mid-South Regional Med-
ical Program. Its purpose was to pro-
vide those directly involved in the
development of Regional Medical
Programs the opportunity to ex-
change ideas and information which
would be of benefit in the further
implementation of their programs at
the regional level. The focus was on
what Dr. Lowell T. Coggeshall in his
summary paper called “the emerging
substance” reflected in the on-going
activities in the regions, particularly
as they related to the key issues of
this program, the quality and avail-
ability of health care for heart clis-
ease, cancer, stroke, and related
diseases.

To achieve these goals the Steering

Committee invited all regions to pre-
sent papers on regional activities and
ideas; to submit exhibits which could
be viewed and demonstrated; and to
participate actively in panel discus-
sions. This invitation resulted in the
presentation of 60 representative pa-
pers and more than 40 exhibits. Fur-
thermore, virtually every invitccl
speaker acccptcd the opportunity to
discuss the major issues of the Con-
ference-Workshop.

The University of Mississippi Mecl-
ical Center and the Stanford Univer-
sity School of Medicine kindly grant-
ed leave to Dr. John A. Gronvall and
Mr. Robert G. Lindee, respectively,
to act as Conference-Workshop Co-
chairmen. These two men established
and directed the Conference office
located in the Division of Regional
Medical Programs at the National
Institutes of Health in the months
preceding the Conference-Workshop.
Other outside consultants who con-
tributed richly to the success of the
program were Mr. Greer Williams,
who worked on the actual publica-
tion of these Proceedirrg~ from the re-
ceipt of the first abstract until publi-
cation, and Mr. Greer Hermctct and
Mr. John Craner, who worked with
exhibitors and on Confcrcncc ar-
rangements.

At the time of the Conference-
Workshop, many of the 54 existing
regions were competing their opera-
tional proposals. The mcctin~ servecl
as a catalyst, so that at the present
time operational applications from
a total of 24 of the regions have either
been approved or are under review.
The members of the Stccrinq Crm]-
rnittec have cxprcssmf their satisfac-
tion that the mectin~ met the needs
and purposes for which it was dc-
sicqncd. From the Division stmclpoint.
the Conference-Workshop was a
major source of substantive informa-
tion concerning progress within the
programs which was invaluable as
testimony before the Subcommittee
on Health of the House interstate and
Foreign Commerce Committee on
March 26 and 27 in support of the
bill to make necessary amendments
and to extend Public Law 89–239.
Finally, and most important of all, is
the probability that this Conferencc-
Workshop will emerge historically as

the time when the definition of goals,
organizational arrangements, and
planning turned in the new direc-

tion of initial operational activities
in the regions.

It is intercstin: to contrast these
facts with those of the first Nationai
Conference on Regional \fcdical Pro-
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grams held a year earlier in January
1967. That meeting had been called
by the Division of Regional Medical
Programs to obtain information from
a representative group of knowledge-
able individuals, which could be used
in preparation of the required Report
on Regional Medical Programs to the
President and the Congress (PHS
Publication No. 1690), and further
to provide an interchange of infor-
mation on planning and on the goals
of the program. Dedicated principally
to the problems of definition and
elaboration of the concepts of cooper-
ative arrangements, local initiative
and evacuation, that first meeting as
reported in its Proceedings (PHS
Publication No. 1682 ) did much to
characterize the program in its early
stages of cfevelopmcnt.

To look back over the past 2 years
and see how far we have come is to
realize that Regional Medical Pro-
grams are no longer a concept, but
are becoming an increasingly impor-
tant rcsourcc for improving the cam
of patients with heart disease, cancer,.
and stroke.

Robert Q. Marston, M.D.
Associate Director,
National Institutes of Health,
(Ir!d Ilir(,r{or, I)ir)i.<iorr[)/
Re,qional Medical I’rogrnrtu

March 31, 1968
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SU.MMARY OF
CONFERENCE-WORKSHOP

ON REGIONAL
MEDICAL PROGRAMS

Lowell T. Coggeshall, M.D.
Vice President Emeritus

University of Chicago

At the outset of this meeting,
Robert Marston spoke of the

“emerging substance” of the Re-
gional Medical Program. In so cloing
hc made rny surnminq-up task so
rTIuclI t}lr easier by proviclill, q,in onr
rno(lest but apt little ]Illr:m, tile key-
note for the cmtirc procccciirrgy. Reaci-
in,q tllc l)rrrcccdin~s of a year :l,qo, I
vaguely reco,qnizecf the form of the
program. No\v, in addition to form, I
find substance.

In medical science and practicc—
health care—the ultimate substance
is advancement of knowledge or
method that makes some worthwhile
difference in the Ii\’esof people. That
is, \vhat ~veas members of the health
professions and the great American
public look for is to be found under
the tormentin~, unforgiving, one-
\\’ord label: RESLTLTS. If ~ve CIOnot
have in hand the kind of Sood results
we \vant, and this is certainly the case
in heart disease. cancer, ancl stroke,
then \vcare prone to speak in terms of
PROLf ISE. I do not mean false
l)romise in this instance, I mean rea-
sonable hope for rrrriching as \vell as
prfrlonqin% Iifc. I\rllat arc the %c)als
\re wek to acrcrm])lish’ ;\s Laura G.

Larson from the Mountain States Rc-
<gionalMedical Pro,cyam has so intclli-
gerrtly pointecl out: “Goals arc essen-
tial to the success of any project
because no onc qcts what hc \vants
until he knows what hc wants. ”

REGIONAL ACTIVITIES
AND IDEAS

The corpus of this conference is
found in the 60 reports selected, I
uncferstancl, from 100 papers sub-
mitted. Threw 60 have been presented
to yell in Lt]e last 2 clays arrcl, \villi
astonis}lirl,q six, cc1, pul)lisl)cd in tivn
lx)l In(l v{,lllrllc,s an(] [)l:icc<l in y[,[[r
chairs, clay by day and volume I)y
voll]mc.’x”

I ivi]l address my lirst flretinS rc-
rnarks to this bocly of reports entitled
15-Minute Papers on Regional Ac-
tivities and Ideas. Since the total pro-
~ram, botl~ in its p]anning and initial
opcratin~ phases, rxclusivc of a short
lcadtime, is harclly more than a year
old, it is a little carIy to speak about
results. So, quite logically, we fincl
little about results in these reports.

Rather, most of these reports run
much in the vein of the one from the
Tennessee Mid-South region, as prc-
scntecl by Lloyci E1am from Mcharry

Medical College. Let me ~ivc you
enough of the sense of Elam’s report

to rnalic my point about erncr~in~
substance ancl, in sum, prmiclc a

*T/I? 60 rPfiort.rare az’ailable ar t,ol-
ume II of the Con ference-Work.rllop
Proceedings.

frame of reference for a reaction to
the Regional Mcclical Procyam that I
find I share ~vith a goocl many others.
It would be inaccurate in the extreme
to say that I carnr to sneer and stayed
to chccr, but I dicl arrive at this con-
fcrcncc in a state of i~norancc ancl I
am goirl~ a~vay much impmssed \vitfl
what I have lcarnecl, and !vith a ~rcat
deal of cnthusiasrn for the proyarn’s
future. I \rill try to make this cnthusi-
asrn a little more specific later on.

Elarn, in the introduction to Ilis re-
])ort, Ix)i]lts OIIl that. in contrxst to
its (Irxr)l:tti(. (.xl)loualiorl” of (,aus(,s,
(Ii+qlows. :m(l (1’r,:ltrr](rtt(II (Ii.s(,:ls(,
,Alr](ri(:tr) rr](,(lic’ir)(. “}]:ls (’OIIC]II(’L(([
only rll[limerrtarv rmcarc]] into llmv
t}iis ntnv kn{mfl(xl~t (arl lx (Iistril)llt(xl
and ~vl](tl]er it nlakcs much di[f’mxmce
wlmrr it is.” I Ie points out ~vhat so
Imany of us kno~v but not all of us can
make ri,qorously clear ~vhtm WC ,qo to
the White House or Corlgrcsi for the
money: “Yet,” hc says. “~vc have no
precise knowledge of ~vhcthm- com-
prehensive medical car-c crruplcd ~ritl~
rnodcrn tcr-hnolo~y can be cffectivc in
improving the health of our citizens.”

In this frame of mincl, this volun-
tary program, headcluarterrd jointly
at Vanderbilt ancl ,Nlcharryl is at-
ternptiny to find out \vhctl]rr COIII-
prehcnslve, family-oriented health
care in a neighborhood healtfl cen-
ter coorclinatccl with an a,utonlatcd
muitiphasic screening ]aboratory Wi]]
result in ilnprofecl mortality. nlor-
bidityl health scrvicc utilization), and
hmdth attitudes anlol]~ impovcrus}]td
people, l~~[rthcr, r-an this zrpproacl)

reduce the costs of ilIness, and can it
preseme or restore the family?

This program, I am deli~hted to
find, prefers the expcrimenta[ to the
exhortatory method of health prog-
ress. It is di~,idin~ its stucly popu-
lation into three Sroups. Onc \vill
deIivcr comprehensive care in a
neighborhood health center plus
multi phasic screenin,y laboratory sem-
ices to one group. It \rill Sire only the
scrccning }aboratorv sert,ices to a sec-
ond ~roup. And it’ will save a third
,qrrrl~pfor control, lc<2vinq it to obtain
tr;t(lition:~l Inc(l ical s{,r~,iccs as I)cst it
(;ln. ‘1’}1(: ]r)(anirl~ of corr)~)l-(})(.nsii(
II(:lltll (al’(., by L}!(.!V:ly, }]as 1)((.11(1(-
Iirrcd here as conl]xusionatc, pcr-
sf)n:]l. rf]ntinliirly, far]lily-c,ricnt((l,
rf:latil]~ tile l~aticnt to onc doctor but
qivin~ }Iinl specialist <rOLlpreinforce -
Inent ancl a ]nodern tcchnolo,gical
backup. Further, the participating
rncmbcrs of tlm community \vill have
a clirect voice in poIicymaki Il~ at the
center.

This is but one example, fincl per-
haps more sophisticated than some,
but is fairly typical of many other re-
~ional eflorts, I think. The effort is
sober. sensible, and devoid of any
claim or promise ovcrmlnnin,q the
m,idcnce or cfcfying reality. It is an
effort in ~vhich any of us in clinical.
academic, and scientific rncclicine
\vould be proucl to take part. Indeecl.
I think it is an approach \vc hale
brxn ~ropirl~ for. The \rillinqness to
experiment. to trv and risk ne~ati~e

results is a source of strength in thcsr
pro~rams.
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DR. CXXXESHALL

1
The program reports reflected

both a wide variety of plans and a
general sense of progress bu,t, because
no one as yet has the recipe for in-
stant health, it was a progress of ex-
pectations rather than of realization
in most instances. In the time avail-
able I can give only a few examples.

As Breslow pointed out, the grand-
daddy of American regional medi-
cine is the Bingham Associates Fund
of the Tufts-New England Medical
Center, which has been operating in
the State of Maine since 1932. This
program still flourishes, now under
Regional Medical Program auspices,
It is pleasing to find that innovation
still flourishes, too. As reported by
George Robertson, a guest resident
program has been placed in opera-
tion. Tufts sends residents and clini-
cal fellows from Boston to work in
selected small community hospitals of
Maine. These postdoctoral students
go to Maine as teachers without
diplomas. They cannot be used for
routine hospital work because their
presence is discontinuous. The local
doctors do not think of the guest resi-
dents as teachers so much as channels
of information from the medical cen-
ter. They seem happy to learn,
through these you~g men, how the
professors currently handle various
problems. It seems that you can teach
an old dog new tricks, provided you
know more than the dog. Put a nicer

way, it always has been possible for
the old to learn from the young.

We find another kind of innovation
involving ,qeography and logistics in

the program of the Mountain States
Regional Medical Program, operated
by an organization called WICHE
(pronounced “Whichy” ) —the West-
ern Interstate Commission on Higher
Education. Here is a region covering
all or part of four States—Idaho,
Montana, Wyoming, and Nevada—
an area of 440,000 square miles with
only 2,100 physicians, 15,000 other
health professionals, and no homing
institution, that is, no university med-
ical center. Yet, I am told, this pro-
gram has one of the most active and
enthusiastic organizations and has
found a cordial reception in the medi-
cal centers serving it from outside of
the Mountain States region.

Much emphasis has been placed on
the need for innovation in the Re-
gional Medical Programs, but it is
not all innovation, of course. Many
of the principles of good health care
that do require innovation for wider
and more effective delivery are deeply
rooted in the traditions of medicine

as well as community organization.
We find frequent reference to the
importance of “concern” and “in.

volvement” and at one point Willard
A. Krchl wraps the matter up by
stating: “The important objective is
concerned involvement.”

Speaking of the “educational pack-

age,” William G. Cooper says: “One

of the major overall objectives of
Regional Meclical Programs is to en-
hance the learning of all members

of the health care team in order that

they in turn will be able to provide

3
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medical care for their citizenry. The
‘learner’ in this case may be the doc-
tor, the nurse, the medical technolo-
gist, the physiotherapist, other mem-
bers of the team or indeed the patient
himself.”

The Albany Regional Medical Pro-
gram approaches continuing educa-
tion by turning the tables on the
medical center, as Frank M. Woolsey
implies. If the mountain, that is, the
practicing physician in the commu-
nity, will not come to Albany Medical
Collc~c for further training, Mahom-
ct, ttmt is, the ]ncdicd crntcr, will
~0 to the !l!ountain. ‘1’hc strategy is
“cmrnrnunity hospital learning ccn-
tcrs” and the instrument is a so-called
medical jukc box, now in its clevelop-
mental sta,gc. This juke box plays rec-
ords and projects pictures of whatever
the medical center is pushing, educa-
tionally speaking. The basic machine
is actually a commercial juke box,
and the new jarrgon is wonderful:
“Dial-access carousel projectors have
been added.”

We find a great deal about auto-
mated multiphasic screening at the
rate of 60 tests a minute in the pro-
gram reports, and a heavy emphasis

on the familiar subject of continuing
medical education. I am pleased to
find Margaret Sovic from Syracuse
reportinq on continuing ccfucation in
nursing, using the teaching facilities
of a university hospital nursing serv-

ice. Again, as throughout the pro-
gram, we find a resort to electronic
communications techni .Iues, televi-

4

sion, the telephone, and so on. The
medical and nursing professions are
capitulating quite brightly and grace-
fully, it appears, to the offerings of
the visual and audio communications
industries. Yet I am enchanted to
learn, although not from a formal
paper, that a network of small rural
hospitals in the southwestern area of
North Carolina called the “State of
Franklin” plans to resort to carrier
pigeons to transport laboratory speci-
mens back and forth. The pigeons
can carry the loacl. But for transplant-
able }]carts, I assurnc, it will bc
neccss~ry to cmplc)y falcons. Actually,
a pigeon homing on a hospital lab-
oratory serving smaflcr institutions, to
me, expresses the very essence of
regional ization.

But Luther Christrnan, Dean of
the School of Nursing at Vanderbilt, a
sociologist, sounds a warninS that I
can appreciate, from a career lifetime
in internal medicine: “. . . Be-
cause messages about care must filter
through many people, the messages
may become garbled or not reach
their targ-ct at all. Much time must bc

spent scurrying around . . to in-

sure that everyone is informed about
the necessary care measures for each
patient. Under this set of conditions
thin-c is likelihood of many errors of
omission. . . Thus, patients may

be placccf in some jeopardy by the
very s~’stem set up for their care. ” It
warms my heart to find a sociologist

prcachins this essential point of first-
class clinical rncclicinc.

Vincent Larkin, from the New
York Metropolitan Regional Medical
Program, a megalopolis constituting
one of the largest regions in the Na-
tion, diverts our attention from the
limitations of the average practition-
er, about which \ve hear so much, to
those of the medical schools, so often
assumed to bc the ideal base for
regional medic.inc:

“On closer inspection we can see
that the medical school falls far short
of bcin,g able to play this central role
effectively. Institutions ~vhich have
fncuscd on d]c Lrainil)g Of rncdical
stl]dcnts arc askrd to focus on tllr luL-
ticnt; faculties wllicll have been cle-
votccf to the cc{ucation of rncdical stu-
dents, interns, residents, and fellows
arc asked to instruct practitioners;
high walls which were crectcd to pro-
tect the standards of the ivory towers
are to be demolished without assur-
ance that the standards will not be
lowered and the ivorv towers sullied;
in short, the racing car is to be har-
nessed to the plow.”

Therein lies onc of the less obvious
but more difficult probIems in our
heaven - and - earthmoving project,

otherwise known as regional medi-
cine. I can speak with the authority
of a rctirecf dean who has had many
tilncs to move his faculty in t}lc direc-
tion of clcsirablc cllangc, somctirncs
finding that having mo~’ed these clis-
tinguished men hc has to move them

time and over the

ISSUES RELATING TO
QUALITY AND AVAILABILITY
OF HEALTH CARE

Having felt my first responsibility
\vasto do justice, however inadequate,
to the Re,qional Medical Programs in
action, I can now, as the program for
the opening session suggested, focus
on the issues, in summary fashion.

The first three speakers were ex-
tremely tvell chosen for a diversity of
viewpoint and as conversely it turned
out for the general harmony of their
rrmarks. On rsscmtials, I thi]lk, thcrr
\vas ncJt discord but ;;cncra! 2+pw-
rncnt. a \wmdcr tcJcontcrn~)latc since
they projcctcci the clisl~aratc ima~cs
of medical clean, public health official,
and medical politician. I grant that
each rcr]rcscnts a great deal more,>
than these one-dimension profiles as
anyone \vho knows Carleton Chap-
man, Lester Breslow, and—most
pertinently—Dwight Wilbur might
protest. I speak of this professor of
medicine as a medical politician only
because I doubt that anyone can rise
to become president-elect of the
American Medical Association with-
out engaging in the politics of orga-
nized medicine.

Because the Regional Medical Pro-
,grams now seem to bc developing,
explicitly or implicitly, as a reason-
able and acceptable iclcaj ancl do
have the approval of the American
Medical Association, I am sure the
Regional Medical program’s coun-

cils and staff \soulcl as leave for~ct
the proyam’s rather opportunistic



conception and bizarre ,qcstation, but
{Jur sl~cak<:rs,\vitl] a w[lw of IIistory
that scholars ran hardly utjanclon
\vil}]{)l]Lilljl~ilir~]]tll[ {)( Lii(:ir s[)irit of
[rcc inquiry, <ould [lot leave ,gcrmsis
{]ui~e alone.

CIM]JIlian rcmar!i(:d dlaL die <na-
b]in~ I{,qislation was horn “arnicl talk
of crisis in rneclicinc,” and added,
““rherehas been so much talk about
the crisis in medicine that we are
beginnins to consider all the shout-
ing >vitb suspicion instead of alarm.”
~’ilbur, reflectin,q on origin and in-
tent, agreed that “in many respects
this act is quite extraordinary.” Cer-
tanly none of us >rho had the oppor-
tunity to read the DeBakey report
from an objective position can ex-
press anythin~ but pleasant suqn-ise
that the heart cfiscasc, cancm-, and
stroke pro,yram has turned out so
\\’ell.W’hatcver ground the infant lost
in cluestionabje perccntase or difi-
cult delivery, it has been made up
through skillful legislation and admin-
istration, as well as being demon-
strated in the emerging substance I
mentioned. Due in part to the infor-
mation overkill on heart disease,
cancer, and stroke and in part to the
simple fact that plannin,y and organ-
ization strike the public as dull, the
J{qKional Medical Prc+yarns until
now have not had much of a story to
tell, .Sl]caking perhaps Gratuitously
for rc<qional medicine, I would say
th(; story is ,qettin~ better all the time.
I arn much impressed with it.

L’nder the tide, “Science and Serv-
ice,” Chapman’s primary messay

was that research is service, even as
Lrac]liil!; arid ]mticnt Cxrr(;arIh sc!rv-
ices. There is r-tally no (Iuarr-cl llcrc,
;III(I I)is is :1 I)i(’(. ~vay of IJrofllolirl:q
~lc:ding of the coI][[icL rcsullin~ from
the ovcrcmp]hxis on medical rc-
scard I at the cqxmsc of’ tcmchin% and
lxIticnL service.

Chapman speculated that Federal
participation in the creation of a cli-
mate favorable to research is trace-
able to the career officers of the Pub-
lic Health Service; in this, I should
differ \vith him by amplifying those
responsible to include not only cru-
sading Public Health Service officers
but health-minded politicians and re-
search-minded physicians from the
medical schools and research insti-
tutions, As a matter of fact, the first
sizable mcdicai research Srants to
nonprofit institutions ancl tllcir in-
vcstiyators came from private phi-
lanthropy, followccl by national
voluntary health organizations. The
Fecleral Governmcmt embraced such
support after World War II and
greatly augmented it.

Chapman further speculated that
the “politics of the research climate,”
have “kept us from devclopin~ a
rncchanisrn capable of looking at
the health problem for what it ac-
Lualfy is: A ti~htly intcrrclatcd,
enormously cornp]icatcd, and ovcr-
whelm in~ly important unity. ” I-Ic
pointed out Lhat \vc as yet do not
have ail organizational pattern that
is strong enough to foster balanced

clcweloprnent of research, teaching,
and practice.

Chapman denied that mcclical
ljractif:{! }la!i [silt’d L(Ji)ri[]~ t[l(: frui Ls
of hiol]lcclical rcscurcll to tile pa-
Li(.r]l’sIx’(isi(](h,1~(11:i~r(h(-L]i:l[ l]l(Sd(--
livcry of thcsu frwils has bcrrl s[wtt}.
Hc also justly contradicted the com-
nioll clmrgc of a ~al) Ix:t}ve c])labora-
to~y discovery and application in
rrmclica.1practice, sugyxtin~ that if the
biomedical researcher has any fault,
it is that “he rushes into print and
sometimes onto the television screen
much too readily and uncritically”
with findinSs described as break-
throu~hs. So, “it is small wonder that
both physicians and laymen become
bewildered when so many br-eak-
throughs arc either forgotten or
proved wrong a year or two later.”

This speaker conceived the prob-
lem to be onc of cclual access to
health scrviccs on the part of all peo-
ple, and conclu.clcd that the Regional
Medical Programs is a moderate, evo-
lutionary rneasurc clesi~ned to car~y
out the prophecy that public dollars

spent for research can bring us better
health.

Those who bclicwc that social
~roups with lonS-established ancl
well-clc!fincd self-interests arc apt Lo
be moved only by threats or by prom-
ises have bum rnaclc skeptical of the
outcome of a program which clc-
pcndsj by clircction of Cor+p-ess, on
voluntary coopcmtion of practicil~g
doctors, academic meclicine, public
authorities, and a variety of others

not wholly distin,quishcd for their
compatibility. I must admit to having

shared this skepticism until the last
tf]rcc days.

~vi]bur, however, ~vas more san-
~l{irl(. :llmul our cflpacity for social
actiorl mrd pro,grcss by cornz~m]~con-
sent. 1+ rccallcd that “DC Tocquc-
villc idrmtificcl this unique .4mcrican
ability to beconw associated with oth-
ers to plan and operate programs in
the absence of central governmental
direction and control.”

Here, beyond a doubt, is the key to
the future success or failure of a Re-
gional Medical Program that has the
singular characteristic of being im-
posed not from the top down but the
bottom up and therefore leaves the
distinct impression of having no
strong and inspired leadership. The
potential genius of the Division of
Regional Medical Programs is that it
insists that the ideas and the initia-
tive, the organization and the stimu-
lus, come from the grassroots, so to
speak. There are some students of
their fellow man and his motivations
who regard all this as too good to be
true, yet as far as the arrangements
in 54 different regional programs
have gone it is true.

Wi]bur praised Dr. Marston and
his staff for “the creation of a local

and regional climate which engen-
ders voluntary cooperative action to
improve the hca lth care org-aniza-
tional patterns and delivery system
lvhich currently exist,” and later
added, “in a sense, the program com-
bines the better features of the liberal

and conservative approaches to a cre-

ative society.”
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At the same time, Wilbur spelled
ou,t the position of organized medi-
cine’s cooperation in unmistakable
terms. It is well known, I should note,
that physicians and hospitals have
credentials and qualifications by
which they attempt to assure them-
selves of each other’s competency and
hope to insure their patients of a hi~h
quality of medical care. Since a poor
quality of care is sometimes worse
than none at all, it is natural for in-
telligent patients or their group rep-
resentatives—such as organized labor
or welfare a~cncies—to apply the
profession’s own standards to obtain
the “best medical care.” There is, of
course, no guarantee.

Wilbur warned: “. . If RMP
bccorncs an instrument for the cstab-
Iishmcnt of national standards with
the coercive compliance compelled by
such standards, it will arouse nation-
wide resistance from physicians, insti-
tutions, and allied health profes-
sionals. What can bc qained by coop-
(,ration and rr]tz~l]ill~flll I):irticil)atin]l
\villsurely lx, 10sLif tilt. usc of [xj{,rtit’(,
pwvcr, Tvllirll for 11](lnorl]cmLIics dor-
mant in Public. Law 89–239, becomes
its dominant characteristic.”

This was practical advice on ho~v
to avoid conjuring up old devils, such
as the fear of “socialized m,edi~inC.”

Breslo\v touched on other kinds of
problems in the re<qionalization of
health, such as the fact that those
interested in environmental health
control ancl those plannin,g patient
c-are services “have remained almost

entirely obli~’ious of each other, ” he
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also mentioned runaway costs: “The
tremendous costs involved in apply-
in,g just one set of advances in medi-
cal science, namely, organ transplan-
tation, are causin: top bucl,gct officials
in Federal and State governments to
burn the midnight oil. How fast
should we develop these new proce-
dures and how can economy be
maintained?”

We must hurry on without answer-
ing these questions.

l<o~er O. E~cberg wishecl to give no
~round on the ncccl for cxccllcnce,

but plcaclecl that availability of serv-
ices was every bit as important as
their quality.

Ray E. Trussell concedeci that the
[)ursllit of hi~}l quality care was tirrlr-
consu]ninq ancl costly, and sul)porte(l
Wilbur’s ]]osition a,qainst national
standards in regional meclical care,
yet he held that at his level (the city
of lNew York) it is necessary to limit
public funds to medical and hospital
ser-vices tha~ rncet minimum stand-
arxls. “’1’rail)irlx l)ri~l{l lJt:~([iti(Jr]c’ls
tf) giv(. Ix.[[t,r c:m$ to l)rivat{. lxlti(,rlts
tvill not stitis[y tl]c intent of ItMl),”
he said. “There has to be an improve-
ment in service . . . .“

Frank P. Lloyd explored the tech-
niques of involvement by \vhich the
ql{ality of mcclirxd care can Ix
raisccl—for cxarnplc, by persuacli!l~
practitioners to ~ive routine Papani-
rolaou smears. Amos Johnson, the
articulate ;eneral practitioner from a
rural North Carolina community at-
tacked the issues of quality and avail-
ability from still another standpoint:

How you persuade doctors to come to
and stay in small towms. One good
way is to begin with a community at-
tractive to the cloctor’s wife. Any-
thin~ that makes Iifc tolerable for the
doctor also helps. Johnson clcrnon-
stratcd himself to be quite comforta-
ble with the idea of up~radirlg the
quality of the practitioner’s services.

DISCUSSION GROUPS

A kincl of rough ancl ready valida-
tion of the choice of issues ancl points
pur,suc<l by tile [)roqrarn s[mkr-rs
came out of the cliscussion groups. In
some instances, cliscussants stated
their problems and their opinions
more fnrccfully tl]an thr slwakrrs.
‘1’]lis JVX tlI(, (;Ls(s i]] !Il(. gr{)u]j tllal
Imndrrxxl ur})an and related ])ro13-
Icms. ‘1’lleir concern had to do \vit}l
the difficulties of prornotirrg com-
munity involvement and organizing
regional programs in metropolitan
areas ccrntainin,q a iviclr variety of
ov(rl:ll)[)irl~ or corllliclirl$! i!lslitll-
Lior)s :111([+~el)(i(w rll(.(li[:~l s[llf)[)ls,
Ilosl)i[:tls, vollln[:lry 1)~:~1(11a,l(l \~~l-
fare agcmcicts, or the like. I listcnccl,
and heard lively discussion but no
answers.

In these cliscussions, no onc ques-
tioned the existcncc of a health man-
power shortacy:, nor clid anyone quite
know what to do about it. Partici-

pants appeared to a~rce that no one
knows for sure how many doctors
ancl other health professionals the

country needs, inasmuch as there is
presently no way to measure the qual-

ity of care they are ~ivin$g, the effi-
ciency of their methods, the validity
of “felt needs,” or the number of
persons not ~ettin~ acfcquate health
care.

The suggestion that the Regional
Medical Programs offered an extra-
ordinary opportunity to pin dowm
some of the variables in mectin,q man-
power demands and thus make a be-
ginning toivard solution obtained

. .
ready acceptance. In my o~~mopmlon,
the organization, clistribution, and
more cffcctivc utilization of the scrv-
icm of health professionals is equally

as important as, if it does not have
higher priority over, large increases
in the production of doctors, nurses,
iul(l others.

AT~YfIhTIS’I’ll/lTION OF
REGIONAL h4EDICAL
PROGRAMS

Presentation of the Regional Medi-
cal Pro~rams throu,qb the eyes of P}ob
M;LIs[orI ;tn(l l)is st:i[l’ [)r(~vi(l[.(1 ari
(ix((,li[tr)l {[{lllozlstr:ltio!]” f~f [II(. tii\i-

sion’s genius for cfrawiny attention not

to itself but to its regions, \vhence all
thing-s come and where all things hap-
pen, according to the law. In all
probability, those listeners who con-
C]LLC]CCIthat ti]c staflc’rs of this di\’i-

sion of the hTational Institutes of
Health ~vere a lot less interesting than
the people from the field were merely
uncomprehending of the de~’otion of

Bob and his staff to the concept that
leadership must come from the com-



munity or region and not from Wash-
ington bureaucracy.

It was a hishlight of the confer-
cr~cc, from rnystarrcfpoint, to fincl that
the members of both the division and
the staffs of the programs themselves
\vcre,at every Imel, persons of appar-
ent hi~h caliber. The observation ex-
tends to the many bright, young peo-
ple I met. The analoaq of the
unitrersity came to mind; the institu-
tion is precisely as strong or as weak
as its faclilty. Tal(, nt Ivm plainly \,isi-
1)1(:in th(. (Iivisif)r) st:tf~ :lricl Ll]e rc-
~,,i~~~];llcc~r~nlill:l[{)rs;l})(I [1}(.ilsl;(ffs.

1[ this u]lus~]ul ])(,licy [)1 lcadcr-
shi[]—someone called it “creative
anarchy’’—survives its inherent dis-
advantages, such as the apparent lack
of a~yressivcncss and articulateness, it
will constitute onc of the ~rcat tours
(If. for((. irI (11(:Ilii(ory ()( I)ill)li( ;L(I-
Ir]ir,istralif,ll. ‘1’ll(Jidea (,I (ii] ryir]g out
the effective or,qtnization and opera-
tion of a program based on the neces-
sity of vc}Iuntary cooperation and im-
plerrrcrrtcdby letting leadership cornc
from the outside in and the bottom
up is difficuIt to ,get used to, I con-
cede, Oncr: one appreciates what is
happening, however, he is not dis-
posed to change it, but becomes rather
intrigued \vith how it will come out.
The division staff otherwise gives
c~rery evidence of being extremely
:ible. There seems to be method in
their madness.

Marston q~]otccl his chief, James
SII;IIII1OII: “’:llttlollq]l \$( 11111>[(’oil-
tcrld )vi~l] IJI:LII) cfiversc ~cogra])]lic
and social circumstances, NIH, in

‘JJ)~_~,J (,_{; ,’___:

administering the Regional Medical
Programs, will strive to preserve
existin,g centers of excellence in sci-
cncc, cdllcation, and scrvicc, while,
at the same time, working with State
and local forces, evolve a system that
will make available to the bulk of the
population medical services that are
excellent in quality and adequate in
c]uantity—at least in a major segment
of the diseases that plague us all.”

I have little doubt that his ap-
proach ii,oulcl have Fmcn cxb-crncly
l)lizxlin~ 10 SOIII(:of tll( rarlier l)ro-
1)}1(.(\()( rf!;iot]al rl]{,(li(irl(., SIIrlI ;Is
,John Grarll of the Rockefc]lcr
Foundation or Joc Mountain of the
Public Health Service, as it may also
perplex some of the advanced stu-
clcnts of social systems and processes.
l\t]t if we rc+rrd the proqranl as an

I(.x )(,ril])(,l)l ;v(. III;Iy :IIs() (onr(:iv(: ii
as J rallier start li~l,q i~ulovation. lt
has the great virtue of keeping the
cnter]]risc well removed from that
battlefield where wc can still see the
unburied bones of many a social
planner and social reformer-that is
the battlefield of socialized medicine.

Alexander M. Schmidt, chief of the
Continuing Education and Training
Branch, sums up the situation in this
articulate fashion:

“The challenges faced by Regional
Medical Programs are now readily

apparent and, while ,great in size and
scope, arc rnatchcd by the potential
for solution offrrccl by t}lc programs.
‘1’},( f,-;,~,],,r,[,(l ]Il((lir:tl scrvicxs, lIIC
risin{ (c}sts of cam, the shortages, tllc
ilnpersonalizcd ancl disjointed sys-

tem, and the educational imperfec-
tions arc the fabric of our health care
crisis. The new emphasis being
placed on these major issues by Re-
Sional Medical Programs is being re-
flcctcd by the developing resources
and energies of the programs.”

It is significant that the staffem
speak of ‘not one program but of
“programs” in the plural. In other
words, we have borne witness in these
three days to the emerging substance
of .54 “happenings,” t}lat is, 54 Re-
gior)al Pro,qmms now in <!xistrncc. In
[Jia(’[:of liic [)1(I]Il(!(lical :u~ak)~yof the
d lrcc-lcg,qcd stool of teaching, re-
search, and service to patients, I
should like to introduce a new one to
fit the” occasion. I see the Federal
Govmrtmcnt m the hub of a wheel
in which the spokes arc tcachin,g, rc-
s(.:ltxl]l :11](Is(.rvi<,(.,:\II(l tl)(: ri]l] hinfl-
i[l~ the]rl tq{ctl]cr is I{cgional Mccli-
cal Programs.
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QUALITY AND
AVAILABILITY OF

HEALTH CARE
FOR HEART DISEASE,

CANCER, STROKE,
AND RELATED

DISEASES IN THE
FUTURE

AS RELATED TO—

SCIENCE AND SERVICE

Chrlctrrn Cha[nnaT1, Ml).
Dean, Dartmouth Medical School

Hanover, N.H.

Regional Medical Programs is a
concept that was concerned,

and is now being implemented, amid
talk of crisis in medicine.

There is so much talk today about
the crisis in medicine that we are be-
ginning to consider all the shouting
\vith suspicion instead of alarm. We
are becoming so used to talk of crises
and dire predictions that we are get-
ting a little bored with the whole
thing.

But there is a crisis in medicine,
misdefined but real, one which has
been gradually gathering force for a
long time. All three aspects of our
profession—research, practice, and
education—are caught up in it and
there obviously is no easy resolution.
The three components have coexisted
to now, each leading a relatively indep-
endent existence despite overlaps
here and there. Each component has,
from time to time, teamed up with

one of the others for special—usually
defensive—purposes but the preser-
vation of inclcprmdrmcc has still been
paramount. This, contrary to the
views of some groups, has not always
been a bad thing. On the contrary,
it has for generations bccrr a reason-
able modus vivendi under which a
great deal has been accomplished if

we persuade ourselves to take the long
view of it. But it has, at the same time,
zllowcd thr prohlrn)s wc fn~!st now
Solw! to develop. W(! I’:lllllol ll[)lv go
our separate, indcpcmclcnt ways and
that, to my mind, is onc of the chief
things the Regional Medical Program
law is all about.

SCIENCE IS SERVICE

My topic—Science and Service—is
a very appropriate one by means of
which to approach today’s problems,
although I know in advance that I
run the risk of being too diffuse in
coming at it from this angle. But I
should say at the outset that if we
don’t approach the problcm dif-
fusely—or at least in general tmrns—
we will fail to reach above the special
privileges, functions, and obligations
our individual professional callings
impose on us. And we will fail to per-
ceive the elements of nobilitv that arc
inherent in the taxing and gruellirrg
effort that lies before us.

In this connection T should like to
persuade you tlmt scicmcc is service,
that hoivcver basic and specialized it
may be, its relation, immediate or dis-

tant, is to human need, hopes, and

aspirations. The term “research in the
service of mankind” has very funda-
mental meaning despite the fact that
it has become so hackneyed and its
context so restricted that it rubs many
of us the wrong way. The basic re-
searcher, no lCSSthan the conscien-
tious schoolteacher or medical prac-
titioner, is en~agcd in rcrrdcrin~ a
service to the public. He may succeed,
within the confines of his laboratory,
in improvir],q tl]e lot of rni]lions: or
IIIOr(LIik(:ly IIc will a(cor])[)lisll ;Lrnuc]l
I(YSdramatic objcctivc. But he is en-
gaged in public smvicc all the same.
Unfortunately, the more unobtru-
sively he works and the more remote
his research area from immediately
discernible need, the more likely he is
to be regarded as a supernumerary,
a parasite, on the social body. Or it
may be assumed that if he works part
time at some task that is visibly and
immediately useful he may be al-
lowed, more or less grudgingly, the
right to do basic research on a lim-
ited basis. In other situations, the
investigator is viewed with tolerance
because he is obviously capable; but
he is at the same time considered to
be so impractical that someone in au-
thority must tell him what work he
can and cannot undertake.

THE CREATIVE CLIMATE

All these views arc, in their un-
diluted forms, grossly wrong and arc
in themselves a public disservice. The
question no one, the scientist in-
cluded, is really willing to face is:

How does society produce its Curies,
the F1oreys and Fleminys, the Errdem
ancl Salks; the Einstcins, the Bohrs,
and the Fermis? It is not, in our own
bewildering and complex day, an ac-
curate answer to say that outstanding
ancl ,qiftccl men will rise to promi-
nence no matter \vhcrc they happen to
be born and live out their lives. we
kno~v, of course, that a man like l~il-
Iiam Withering made his methodical
ol>srrvations whilr he was en~a,ryd in
:Ll)usy ]Ilrdi(al I)r:l(ti((. and tlv cli(l it
without a shrccl of cmcoura,qm)cnt
from His Majesty’s government or
from a university. Such mcn will un-
qumtionably appear from time to
time even though the climate of their
time is one of indifference to investi-
gative effort. But it happens ex-
traorcfinarily rw-cl~. We know also
that phenomena ]Lke Leonardo de
Vinci have sprung up from time to
time in }vhat seems superficially to
be the most unpromising settings.
Leonardo, at the start, had little more
than a proud father to urge him on.
But we tend to forget that he had his
patrons in his formative years: men
like Lorenso di Medici, who made it
possible for him to ~vork independ-
ently for something like 15 years.
Whenever extraordinary talent has
flourished, the ambient society has al-
most al~vays had a hand in it by cre-
atin,q, one way or another, a favorable
climate.

Toclay, the patrons of research are
mainly the ,yreat foundations and the
Fecleral Government, acting through
the universities. Quite early in the life
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of the American republic, our univer-
sities attempted on their own to pro-
vide a limited climate for research
creativity as it was tllcn understood.
Our Government at first had its
hancls full with other matters and
took no direct action to support re-
search but in Britain the identity of
research and service was compre-
hended relatively early. Victoria had
been on the throne little more than a
decade when the Parliament gave sci-
entific creativity a boost, using tax-
payer’s money for the purpose. It
did it by setting up a system of grants-
in-aid to individual scientific investi-
~ators, to be administered by the
Royal Society. The Smiety itself was
a bit suspicious of the government’s
intent but the system was accepted
and the first grants were made in
1850. Socially and politically, it was
a monumental event in the English
spcakin% world; yet onc can search
all the stanclard authorities on Vic-
torian Britain and find hardly a men-
tion of it. The scientists themselves
failed to comprehend the social im-
portance of what was happening.
They may, possibly, have been a bit
ashamed of it and they grumbled
about threats to their independence;
but, even so, they accepted the funds
and went to work. No one, least of all
the scientist, sc{!n]ccl to understand
that the creation of a healthy climate
for that form of public scrvicc we
call research is in important nleas-
urc a poiitical matter with all that
that entails. Someone who is knowl-
eclgcablc about politics ancl other so-

cial forces, as well as about science,
had to point out the need for such
a climate and had, at the same time,
to bc able to make the concept politi-
cally acceptable. It was and remains
a subtle and tedious process; and the
key to success was and is a convincing
presentation to the public and to Leg-
islators of the fact that, in the short
term and in the long, research is serv-
ice and must not be defined too
narrowly.

In the United States, Federal par-
ticipation in the creation of a climate
favorable to research in the health
field seems to have come not from
our great research societies—not di-
rectly from the most renowned of our
scientists-but from an arm of the
Federal Government itself: The U.S.
Public Health Service. The effort be-
gan about the turn of the century and
the most significant step was taken in
1937, when the National Cancer Act
not only set up the National Can-
cer Institute but also gave the Public
Health Service authority to award
grants-in-aid and fellowships to in-
dependent investigators worlcin~ out-
side Federal institu,tions. The subse-
quent evolution of the system, and
the fundamental features which have
made the National Institutes as we
know thcm today so extraordinarily
successful were the work of percep-
tive and dedicated career Public
Health Service officers.

The importance of all this is, I be-
lieve, very fundamental indeed. The
politics of the research climate is a
poorly understood and badly ne-

1



glected acacfemic topic. I should hope
that before very long an enlightened
scientist, perhaps working with other
men from other disciplines, will study
the matter exhaustively and that, in
so cloin,g, he and his colleagues will
put all these forces—political, scien-
tific, social-into proper perspective.
Such a study has not, to date, seemed
very important. Had it been other-
wise, and had the vm-y term “re-
search climate” been viewed realis-
tically instead of as a justification for
emulating across the board the ex-
ample and method of the medieval
university we might be much further
along. It would, I believe, have led us
to create an orderly technique for
self-examination and broad projec-
tion.

But the influences and currents that
have tended to keep the biomedical
researcher, the educator and the
practitioner on his own narrow path
have by the same token kept us
from developing a mechanism capa-
ble for looking at the health problem
for what it actually is: A tightly, in-
terrelated, enormously complicated,
and overwhelming important unity.
We have not developed an organiza-
tional pattern that is strong and re-
sourceful enough to foster simulta-
neous and appropriate development
of all three main components. And
now that the imbalance is apparent
at all a countcrreaction h~s set in
tt,llictl tends at times Lovxaqqt.ratr tl]r
i]nbalancc and to set the stage for
remedial action which may turn out
to be Icss than optima]. Unless an ef -

fective common mcetin~ ground is
quickly established, our actions in the
immediate future may do nothin~
more than to create a new type of
imbalance, fully as unfortunate as
the ]jr[wn t one, in which the rc:scarch
climate is attenuated while one or
both of the other elements is built up.
This, some of my colleagues in the
acadrrnic. world arc sayin,q, is pre-
(iscly L\,lIat is I]a])lwning and tt]cy may
be right. The danger of creating a new
imbalance is a very real one. The uni-

fying force of the future, as the Re-
gional Medical Program law recog-
nizes, \vill probably be the emerging
medical center, an agglomerate of
hospitals, medical and health train-
ing facilities, community health cen-
ters and programs, and varying
amounts of input from parent uni-
versities. This may not be ideal. Butj
since our system has developed no
other unifying force, it is coming to
be the fact. Paul Sanazaro recently
defined the ‘(broad outlines of aca-
demic, scientific, and social adapta-
tions in our medical (centers) .“ He
cites a redefinition of goals to incluclc
broad community involvement and
restructuring of the medical schools,
administratively and curriculumwisc.
His hope and apparent expectation
is that all this can be done so judi-
ciously that none of the ~rmd in the
prmcllt, adn]ittmlly rrutrnodc(l, sys-
1[.rrl\vill lx. lost. ‘1’l)is II]ay [x)ssibly 1)(
tll( (:Isc if [III, ))ro(css is ar] or(l(rly
and evolutionary one, There arc
those, on the other hand, ~vho feel
that the goals are so patcndy rlcari

and the present situation so blatantly
bad, that only revolution will sufiice.
But these gentlemen, 1 believe, fail to
understand that revolution is a process
which injects an clcmcnt of violence
and d isordcr into a pro,grcssive nlovc-
mcnt that is ah-cady underway. And
fully as often as not, the end result is
a destructive one and an obscurin~
of noble :~f)(l necmsary xnals \v}li(,l]
}Iave tllm]lsclvcs already arisen by evo-
lution. But the Icast ~ve in the aca-
demic world face, as we go about re-
designing our methods and tailoring
or expanding our total product to
meet the Nation’s needs, is a degree
of internal dislocation and redistribu-
tion of emphases. The Regional Mecli-
cal Program law, the cynics notwith-
standirrg, is designed to minimize the
disturbin,q effects.

THE PROBLEM ITSELF

There are those who ask: What
problem? What crisis?

The problem has been defined, in
what I think to bc unfortunate terms,
as the failure of the fruits of biomedi-
cal research to reach the bedside. The
fact is that they are indeed reachin~
the bedside—but very spottily. If the
biomedical researcher has a fault it is
certainly not that he locks up his find-
in,qs in his files. On the contrary, he
rusllcs into I)rint an(l sorrlctilncs (mlo
tllr tcl(wisioll scru,n Irlli(ll t(x) r(w(lily
:~11(1I]ncri[i(ally. ‘1’llc l~ul)li{ ju~d 111(:
practicirl~ physician come all too

[]ul~kly to bc apprisrd of rcscarcb
finclinys most of which arc likely to

be cfcscribccl as breakthroughs. And it
is small \vonder that both physicians
and laymen become bmuildered when
so many breakthroughs are either for-
gotten or proved wrong a year or t>vrr
later. Some of them unfortunately
reach the bedside almost immediately
and produce results of \vhich, under-
standably, very little is subsequently
r[,(wr(lrxl. “1’c) ill[irnatr, ;LSt]l(~ [)rcsi.
(Irnt’s Cornrnission on I Icart Disease,
Cancer and Stroke did in late 1964,
that the researcher is revealing his
findings only to other members of his
own particular research brotherhood
is, I think, to avoid the major issue.
There is no conspiracy of secrecy in-
volved. But it is quite another matter
to point out, as the Commission also
did, the undeniable fact that equal
access to /ull and ejectizre health
services is not auailable to all our peo-
ple. And it is a diversion to engage
in debate on whether adequate health
services are a privilege or a right.
However the statutes read, the strong
probability is that our electorate
comes closer to regarding these bless-
in~s as a ri,ght than as a privilege.
Our country has been sold on the
proposition that if wc use public funds
to enhance the development of a
climate favorable to biomedical re-
search, the country’s health will be
tl]r kwttrv for it. This proposition is
{l~]itr (orrccL as far as it ~om; but it
is Ilot (.(j[rq)lclr in its(,lf. [t t]as tali{,ll
us orlly part of tllc \vay toward the
realization of the public expectation
ancl, I brlicvc, of the intent of the
Congress. Regional MedicaI Programs



is a modcratej evolutionary measure
designed to take in the rest of the
~vay.

THE REST OF THE PACKAGE

To cornplctc the job so well begun,
complementary steps are obviously
necessary and we begin to run into
conflicts of interest and philosophies.
This stage, as I have already in-
timated, might have been avoided
had we developed a unifying plan-
nins rncchanism as we proceeded in
the development of a very necessary
climate favorable to research. But
this has not happened and it is rea-
sonable to ask why it has not.

Should the researcher, public serv-
ant that he undeniably is, have clone
it? ,Should the medical schools have

taken the lead in it? Or should the
practicin~ physician, busy man that
he is, have brought it about? The
obvious answer is that for various and
complex reasons no one of the three
arms of oi]r profession h.a.sbrx!n :Lb]r?
W) o[)cratc 2AX)VCllIc I)rirlt:iljlc of in-
dependent coexistence.

The researcher, accustomed as he
is to logical and methodical ap-
proaches to biomedical problems,
might have helped by broadening his
definition of research to include some
aspects of the distribution of health
scrviccs. This could probably have
hcst been undertaken through the re-
search societies; but it has not
il~ppcrlrd. “J’hc tendency, on thecon-
trary, has been to establish a strati-
I’icd attitude toward research; the top

stratum is the most abstract; the low-
est strata are those items which deal
with such mundane matters as com-
munity structure, the distribution of
health personnel, emergency and
screening mechanisms, and the like.
Our research societies have accepted,
not implausibly, the upper strata as
their proper bailiwicks and have, in
effect, continued down the years to
create valuable and indispensable
forums for their members. But most
of them have shown no ,grcat intrxest
in the lower strata and have at times,
in fact, unofficially reacted against
proposals to attack such problems in
depth. There has been an unhappy
resistance to the fact that the strata
are interdependent and, indeed, con-
tinuous.

Nor have the rncdical schools been
notably successful, as a Sroup, in
creating some sort of planning mech-
anism that would have prepared us
better for what we must now under-
take. Many of our schools have
inal]rp]ratccl or lxmticil)atcd in clTorts
to shore u}) the cclucational process
itself and to assist in correcting the
maldistribution of physicians by set-
ting up programs designed to en-
courage young graduates to tackle
,general practice in relatively large
areas. These efforts have failed. The
schools cannot by their own efforts
counter the forces that arc produc-
ing major shifts not only of physicians
and other professionals but also of
the population at lar,yc. Nor have
they any way of undoin~ the sirnplc
fact that ]nany of the most cffcctivc

of modern diagnostic and therapeu-
tic methods are much too expensive
to bc installed and staffed in every
town and village in the country. And
the lack of access to such methods is
one reason physicians decline to set
up shop in small communities. Medi-
cal school researchers have devised
most of these advanced methods and
have, therefore, indirectly partici-
pated in the maldistribution of phy-
sicians. Should we therefore now de-
stroy these tools and dismantle the
system that produced them so that, as
in the early 19th century, our great
medical centers will have no more to
offer than one man carrying the tra-
ditional doctor’s bag of instruments?

No one today seriously argues that
wc should take such a course al-
though one occasionally sees nostalgic
statements that have somewhat the
same effect. Obviously, what is
needed is an effective link between
the patient, wherever he is, the physi-
cian, the investigator, and the medi-
ral ccntcr. T]m Rc~ional Mcclical
Program law was designed to cJcvelop
such a linkage and to improve those
that already exist. And it puts the
primary responsibility on regions.
The medical schools and their in-
vestigators, along with the consumer
and the physician, are inevitably
specified by law as participants.

CAN IT SUCCEED?

But can the law really succeed in
accomplishing such a goal? will it
rca]ly succeed in inducinx rclevant
but disparate elements, which have

never before actually pooled their
resources to the extent that the mag-
nitude of the problem unquestion-
ably requires, to do so now?

Very frankly, I doubt that anyone
can say. The law will not of itself
fundamentally change the goals of
the basic researcher and the service he
renders, items which are in them-
selves justifiable and necessary to so-
ciety. The law will not overnight
transform the desperation many of
our physicians feel as they battle to
carry their service loads; nor will it
necessarily convince all our physi-
cians, or for that matter the entire
public, that our traditional system of
health service needs updating. And as
for the consumer, the law provides
him with new avenues of participa-
tion in planning but it will not neces-
sarily educate him in distinguishing
between what is reasonable and
professionally justifiable, on the one
hand, and what is not only medically
indefensible but also extravagant and
wasteful, on the other. The back-
ground against which the law is be-
ginning to operate is not, in itself,
especially favorable. We are passing
in all aspects of our national life from
a period of spacious, eager, and re-
sourceful projection to one in which
our attitudes are much more anxiety
ridden and our outlooks much more

constricted than was the case a few
years ago.

A sequel, in Secretary Gardner’s
words, is “. . the bitterness and
anger toward opr institutions that
wells up when high hopes turn sour.
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No observer . has failed to note
the prevalent cynicism concerning all
leaders, all social institutions. That
cynicism is continually fed and re-
newed by the rage of people who ex-
pected too much and got too little
.’. . soaring hope follo~ved by rude
disappointment is a formula for
trouble.” It is a dangerous time in
the life of the ATation, and onc in
which we are all too likely to fall
into the paraclcm of hlaminy the very
accomplishments of our recent past
for the dilemma we now face. But
none of this actually changes the prob-
lem at hand. It will not simply go
away because ~~e are frightened by
national and international events that
lie outside the field of health alto-
gether. It is fortunate indeed, in my
view, that the Regional Medical Pro-
gram concept emerged when it did.
It was basically a late product of that
period of eager, resourceful projec-
tion but must now be imp]emcnted in
a very different setting. I have heard
the law referred to as the worst, most
ill-conceived piece of health legisla-
tion ever passed by Congress. But, im-
perfect though it undoubtedly is, it
is potentially the most important and
its basic concept the most enlight-
ened. Politics aside—as much as one
can set it aside—the law does great
credit to the Congress that passed it.
“~he reason is simply that it provides
a common workshop in \vhictl the
components of our l>rofcssion can
nnw, \vithconsurncr participation, be-
gin to harnrncr out the systcnl our

bur.qeoning hTation needs,
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Initial cooperative efforts have, for
the most part been encouraging. The
basic goal so far, and it is indeed
basic, is to help the physician and
other health workers outside our great
centers provide more adequately for
the needs of their patients. The focus
is on the physician and gives him full
voice in, if not total control over, the
planning process. It does not, pcr SC,
tamper with the all-important cli-
mate for rmcarrl] bllt it dots slrorlgly
indicate the need for new typcx of
research and research training. So
far, it is indeed moving us toward a
more complete, or balanced, view of
the health problem.

One can predict, I believe, that
firm directions will cmcrgc from the
plannin,g, that inadequately defined
regions will restructure thcmsclvcs
alon,g lines that make sense, ancf that
the peripheral physician will begin to
get the help he needs. The essential
service the rcscarchcr must render is
in helping to design planning experi-
ments and in evaluating results. If
his own field of training and interest
make it inappropriate for him to
render this service, he must at least
comprehend the need for research-
ers who can. All this is beiginnin,q to
happen. So far, so good.

But the future, depending in some
measure on circumstances outside the
health ficlcl, may bring a time when
thr rcscarchcr and some of our mc,cli-
{’al SC]]OOISb(kc’onlc so disintc!rcst[:d
ancl i!lcliffcrcnt as to discm,ga,~cthem -
selves. Practitioners may follow suit.
The consumer may make demands

that are neither justifiable on health
grounds nor within the means of the
Nation, rich though wc still are. If
all this should transpire, it will be
clear that the course of evolution and
moderation is not appropriate, that
stronger medicine is required. The
cliffcrenccs between the three compon-
ents of our profession trill appear to
the layman to bc irrcconciktblc and
his natural tcnclcncy will bc to assume
tll~t wc can nlakc no contri}>~ltion,
other than purely tccllnicd, to the
solution of the health problem. And
we will bc in no position to preserve
the valuable and the good that has
been so painfully built up in the past;
the \vay will then bc: Out with the
OICIancl in with t}lc new. But-and
this is the kcy question—who will say
what the ncw is to be?

A moment of truth in health plan-
ning is at hand and the processes
of polarization have alrcacly begun.
The concept of Regional Meclical
Program in this troublcd environ is
the concept of reason and ~ood sense.
There is nothing CISC that holds
serious promise of doing the job ef-
fectively ancl judiciously. And it is
heartening incfced that it scetns to bc
working in its initial phases of im-
plementation: that as a result of the
power of the concept disparate elc-
mrmts arc bccomin,q ICSSclispar~te;
that effective inquiring and sensible
planninx art gcttin~ l]ncler way. It
(10(.s not ifls~lrc tllc Lri{l]t]!)ll of intvl -
!igcncr ancl ]Iloclcratirrn I]l]t it (Iom
induw us l-o examine tile protmblc
cflects of doctrinaire extremism.

CONCLUSION

MY assignment \vas science and
service. ~lltering the title slightly, I
have stressed the point that research,
however rarified, is service. I have
plead for the preservation of a
favorable climate for research and
have tried to indicate that the de-
struction of the present climate in the
hope of accomplishing the broad and
nccmsa~ qoals-in solvinq the crisis
if you will–-tviil llavc nc SUCIIcfrect.
On the negative side, I have in-
dicated that researchers and their or-
ganizations have given little evidence
of understanding what is involved in
the genesis, the care, and the mainte-
nance of the research climate. The
medical schools have tried to be
everything to all men. They ha~’e
made ingenious but ineffectual efforts
to build a \vorld for the researcher
and to discharge an incredible array
of scmicc and educational obligations
as ~vcll. The service, research, and
educational elements have not yet
found the common g-round, the uni-
fying instrument they need in order
to bring the total health establish-
ment to the level of development the

situation now requires.
If the Regional .Medical Program

law is not a perfect mechanism for
crcatin% that unifyin,g instrument, it
is the closmt approximation on the
ctlrrcnt srcne. And while the early
results of its implementation are not

alto<qether orderly ancl uniform, they
are in sum encouraging.
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T o those concerned with the im-
provement of health care in this

country, re,gionalization has become
the order of the day. The rcgionaliza-
tion idea is growing both rapidly and
in a variety of forms.

For example, recently covering
most of the populated areas in the
United States is a network of several
score regional voluntary health fa-
cility planning bodies. They arc us-
ually based on metropolitan areas
and extend beyond local govern-
mental jurisdiction over g-cographic
areas \vith populations of several
thousand to several million. Initiated
largely by hospital groups, these
agencies vary in strength and scope
of effort. TheY have been principally
concerned with plannins hospital fa-

cilities. To some extent, they have
also undertaken cooperative en-
deavors in health manpower devel-
opment, patient care such as labora-
tory services, administrative scrviccs,
and other aspects of health care.

To safeguard our environment in
the interest of health, as well as aes-
thetic considerations, water pollution
and air pollution control districts are
being established in many parts of
the country. Similar efforts will soon
be underway with respect to solid
waste, and possibly noise. The new
environmental control agencies tend
to lie somewhere between State and
local government, both functionally
and geographically. Prodding by the
Federal Government is playing a big
role ‘in their evolution. Those con-
cerned with regional planning of pa-
tient care services and those in the
environmental field have remained
almost entirely oblivious of one an-
other. This is unfortunate, because
both have the goal of protecting and
improving health, and each could
learn from the other’s experiences
with many similar problems with re-
spect to regionalization. Groups re-
sponsible for environmental measures
and those responsible for patient care
services-to advance health-have
more in common than they usually
realize.

The Congress has recently estab-
lished two major programs involv-
irl~ rcxionalization of healt}l ser~,iccs.

One of these is the object of our

concern in this Conferencr-\rork-
shop, the ReSional Medical I@ram

for Heart Disease, Cancer, and
Stroke. All of us here are generally
familiar with the legislative history
and intent of the program and its
present state.

The other extensive endeavor that
is concerned with regionalization
undertaken recently by the Federal
Government in partnership with
State and other agencies is compre-
hensive health planning. The latter
seeks to organize comprehensive
planning for health through State
governmental action and the forma-
tion of areawide or regional bodies
within and between States. The scope
embraces both environmental and
personal health services, as well as de-
velopment of health facilities and
personnel. It seems clear that the
Congress intends comprehensive
health planning to be a global effort,
bringing together what is done in the
environmental health field, in the Re-
,gional Medical Program, and in
health facility and manpower plan-
ning—with an emphasis throughout
on regional considerations.

Why this rather sudden emphasis
on re,gionalization?

Probably it derives principally
from our Nation’s coming to grips
with the changed character of our
life, especially the trend toward met-
ropolitanization. Mi,qration from ru-
ral areas and small towns of the
United States to the cities in rcccnt
clccades has not only expanded cities
but has brol]~ht ac]jacent cities into
large metropolitan complexes. The
latter have a quite different relation-

ship to surrounding subu,rban and
rural areas from that experienced by
many of us in childhood. This new
set of living circumstances is inducin~
many changes, particularly in the
service industries such as transporta-
tion, education—and now health. We
can no longer plan in this country
solely on the basis of the small com-
munity; we must also plan for the big
community—the region.

Another force toward the regional
concept is growing public belief that
health care costs must be held down
somehow, perhaps by greater atten-
tion to organization. The Congressj
reflecting that belief, has called for
more efficiency in the health indus-
try. The tremendous costs involved in
applyin,g just one set of advances in
medical science, namely organ trans-
plantation, are cawing top budget of-
ficials in Federal and State Govern-
ments to burn the midnight oil, How
fast should we develop these new pro-
cedures and how can economy be
maintained? Furthermore, Congress
has expressed a public feeling that
the benefits of medical science are
not bein,g applied uniformly enough
to all segments of the population.
This latter point has been well docu-
mented during the past decade or so
in the case of new immunizing agents
despite the fact that their application
was organized by local health au-
thorities and the lnedical profes-

sional Reflection on the much
slower and uneven spread of the cy-

tologic test for cancer z and other
well-known medical advances, where
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relatively little systematic effort has
been undertaken, will indicate fur-
ther justification for the public feel-
ing that improved organization, per-
haps on a regional basis, would lead
to better as welI as less costly health
care.

Regionalization also arises from
g-rowing recognition within the health
field that the present complexity ancl
specialization of health care requires
exploration of new patterns of
organization.

Hence, the trend toward metro-
politanization, public concern about
the cost and use of health care, and
professional response to the now
highly specialized nature of hca]th
cam-all these and possibly other in-
fluences are focusing attention on the
possible advantages of regionalization
in healt3 care.

As with all such sociaI phenomena,
c)n(. (.;LI1,:tn(l for I)(.(l(t. l]t](l(.rsl;]t)(l-
it]!; sllolll{l, (1:1{,( Lilt.f}].i{ir] Ij:l(k irlto
history. What wc now scx is the sucf-
den flowering of an idea that has
roots in other times and places.

In 1920, the Dawson Report to the
Ministry of Health of Great Britain
projected a network of primary and
secondary hospitals, affiliated with
teaching hospitals, as a pattern for
achieving effective integration of hos-
pital services throughout the coun-
try.:’ Over the years, this has
served as a model for regionalization
in various countries.

Beginning in 1931, the Bin3ham
Associates Fund inau~urated a re-
giOna] system of health services
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throughout Maine and part of Massa-
chusetts, in connection with Tufts
Medical School and the Pratt Diag-
nostic Hospital in Boston, with sec-
ondary centers at Lewiston and
Bangor, Maine.’ The services in-
cluded complete diagnosis and sur-
gery in Boston for patients selected
by participating physicians in the sur-
rounding areas; consultation in lab-
oratory diagnosis, radiology and elec-
trocardio,cy-aphy; and postgraduate
education through teaching clinics at
several hospitals and courses at the
medical center. The medical school
thus entered into direct support of
individual practitiormrs, with the aim
of improvin% the quality of rncdical
practice.

Around Rochester, N. Y., with sup-
port from the Commonwealth Fund,
the Council of Rochester Regional
TTospitals wm or~aniz(d in 1946 to
l~r{,vi(l(.: (hj!]lilll]illf: {flll(:(li(}ll rot
:111<:l(t.~r)ri(.s{)1”I]t:tlll] lx.ls{)l]llt.1, :id-
visory scrvif,c in clirlical rrrcclicinc and
hospital aclrllinistr-ation, joint hospital
services on a regional basis, and stand-
ards for hospital operations The
Rochester University Hospital and
other large hospitals in Rochester
served as the base for this effort.

Other medical schools, including
those of the University of Virginia
and Tulane University, from time to
time have sought to establish closer
working relationships with physicians
and hospitals in the areas around the
medical centers.’ This effort has
taken the form ~nainly of ]jcrst,yrad~l-
atc education.

A potentially big boost to regional-
ization of health services came with
the passage of the Hill-Burton Act in
1946. Two years earlier, Thomas
Parran, then Surgeon General of the
Public Health .%-vice, had proposed
re,gionalization of hospitals as a
means of raisins the level of medical
care in a community. When Congress
a.ppropriatccl funds for .assi.stance in
hospital survey and construction, re-
~ionalization was incorporated into
the program design. However, cvrm
with the subsequent authorization of
specific funds through the Hill-
Burton mechanism for studies and
demonstrations, Iittlc was done to
promote rc~ionalization until thI.!
1%f)’s, There was a I~ to 2fl year ]ag
in national action. DurinLg that time
proyrcss was being made only by oc-
casional voluntary, privately sup-
ported cflrrrts sl]rh as in T<ochcstrr
:tll[l lk~slf,!!. ‘1’llii 1:1!,, ill rl:lli(~l]:ll
:l(~if)ll I’{.SIIII(,(Iill ]):111:11 1(.:1s1I){)fl]
O])position in sonl(: quart(,rs toward
~ovcrnmcnlal participation in th(!
plannin~ and organization of health
care. Widesprcacl advance beyan in
the carly 1960’s when the Public
Health Service gave ~rants-in-aid to
the locally organized, rc~ional volun-
tary health facilities planning boclics.
These have Srown in number from
one in 1945 to a handful in 1960,
to about 80 at the present time. As
noted above, these bodies have pro-
viclcd cliv(~rsc ran~m of scrvicc and
havr achicvrd varying drgrces of ef-

frctivcmcss. Urltil (1)(. aclvcrrt of t}),
Regional Medical Program, they

represented the principal nationwide
movement toward regionalization in
the health fielcl.

In other countries, some progress
has hccrr rnaclc toward rcq-ionaliza-
tion and, as in the Unitecl States,
principally with respect to hospitals.’

For example, in 1946, the h’ational
Health Service in England created a
svstcrn of l<c~ionai Hospital Boards
rcsl~onsibIc for both hospital con-
struction ancl operation. L’ncier tlic
authority of the Ministry of Health.
the regional boards cultivate sys-
tematic and cooperative relationships
with respect to purchasing supplies,
rccn]itment ancl training of person-
nel, consli]tant services and ot]lcr
asl}(.(ts of managcmcml, arnorl~ all tllc
hospitals in their areas. The medical
schools with their Iar,qe teaching hos-
pitals, however, report separately to
thr ?Vfinistry not t}]ro(l~}l t17r re-
f,,ior]:ll lIfI;Ir(ls.

IJI)I [Jur[)os(!+ (J’ Il(}si]ilal s(.r-vi((.,
Sweden has been divided into seven
regions each consisting of 3 or 4 Coun.
tics. At the heart of each re~ion is a

hishly developed medical center, in

five of the seven regions a medical
school. A typical county in the reSion
will have one general hospitaI with
relatively specialized services and LIS-

ually some smaller general and cot-

t+y Ilrrspitals.

l~ollrnvirr: this brief revie~v of the
lxlrk~rouncl, it may now br apprrrpri-
ate to consiclcr a definition of region-
:lli~:l[ic)ll, and smnr of [1](, currrnt is-
sues surrouncfing it.



DR. BRESLOW

While several definitions have been
set forth, it seems most useful to use
a broad definition such as:

Regionalization is the organiza-
tion and coordination of all the
health rcsourccs and services with-
in a defined area, for the pcrrposc
of maintaining the highest possible
level of medical care, and of adapt-
in,g a comprehensive health pro-
gram to the characteristics and
needs of the area.a

If the latter part of this definition is
taken to include environmental health
services and health education of the
public (as I believe it should), then
it encompasses all activities directed
to~vard tl]e improvement of health.
The scope is more specifically indi-

cated in the following list taken from
the same source as the definition:

In essence, a range of desirable
goals for developing regional sys-
tems of health services would
include:
(1)

(2)

(3)

(4)

(5)

Continuous opportunities for
postgraduate education for all
levels of health personnel.
Participation of the regional
organization in planning and
expanding of systems of under-
graduate education conducive
to attracting and maintaining
an adequate flow of health
workers from every health dis-
cipline into service.
Advisory services to small in-
stitutions and agencies unable
to attract and support the full
range of medical, technical,
and administrative specialists.
Development of systematic
utilization and sharing of
equipment and personnel
within the re,q-ion based on
distribution and availability
as rclatecl to adequacy of
health services, such as:
(a) hospital beds and services,
(b) laboratory facilities,
(c) public health ancl visiting

nurses,
(d) blood bank operations,
(e) purchasing of clinic and

hospital supplies.

Uniform methods of report-
ing financial, professional, and
all other service activities to
rnalw possible continuous cmn-
parative and evaluative ap-

(6)

(7

(8

(9)

praisal of services rendered
and costs of medical care.
Development of programs of
research specific to area or
regional interests and prob-
lems; opportunities “to learn
the truth about matters which
otherwise must be accepted on
faith, and to stimulate cor-
rective action.”

Continuous study of medical
care given outside the hos-
pital toward improvement of
office and home services, as
well as recommendations of
ncw forms of health services
for the region.

Creation of a program of
health education related to
all aspects of the regionaliza-
tion system for the general
public.
Encouragement of participa-
tion in rexional health pro-
grams of the physicians with
only home and office practice,
the dentist, the pharmacist,
and the nurse, medical records
librarian, and all other tech-
nical and administrative per-
sonnel throughout the region. g

With regionalization viewed thus
broadly, it becomes clear that both
regional planning of hospital facili-
ties and ReSional Medical Programs
for Heart Disease, Cancer, and
Stroke are important components of
it. Unclerstancling this relationship of
Re3ional Medical Prey-ams and
other components to regionalization
of health care in its totality is es-

sential to maximum advance in the
current situation.

One major issue in implementing
regionalization thus is: What shall
be the scope of any particular
component ?

Shall one element, for example, be
limited to the placement and size of
hospitals? Shall it also consider spe-
cific facilities such as for laboratory
work and radiation therapy? Further,
shall it include educational, advisory,
and consultation service on clinical
matters to physicians in the partici-
pating institutions? Shall it provide
for the actual transfer of patients,
when deemed appropriate medic-
ally, from one hospital to another?
Shall it endeavor to link up services
within a health facility to those avail-
able outside in the community? Shall
administrative, rather than clinical,
services in health facilities be the
focus? Shall effort be devoted to
standardization of procedures and
records for purposes of evaluation?

This brief listing of potential scope
in hospital regionalization implies two
sets of questions for those involved in
Regional Medical Programs: (1)
What shall be the scope of activity in

a particular regional medical pro-
gram? ancl. (2) how shall this relate
to regional clevelopment of hospital
facilities and to comprehensive health
planning in the region?

Rather than struggling over juris-
diction with others engaged in region-
al health care planning and develop-
ment, those responsible for Regional
Medical Prey-ams might do better to
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determine the most important contri-
bution they can make to the improve-
ment of health care, which now ap-
pears destined to be planned on the
basis of regionalization. That contri-
bution may be, on the one hand, to
extend the excellence of the medical
center in handling heart disease, can-
cer, and stroke, among the re,gion’s
hospitals and physicians; and, on the
other hand, reflect back to the medi-
cal center the substantial obstacles to
achic~,ing cxcrllrncc thro{l~hcwt a re-
gion, such as isolation of individual
physicians and inadequate planning
of facilities. Regional Medical Pro-
~rams arc Clearly intended to bccomc
a two-way street; and some bclicvc
that those in the medical centers have
as much to learn as those eIsewhere in
the region.

An approach by Regional Medical
Program leaders, based on such a
concept of their relationship to other
current regional developmen~, may
be useful. Certainly, Regional Medi-
caI Program personnel are encounter-
in,q in their regions, States and the
country, persons who call themselves
hospital planners, comprehensive
health planners, and the like. Even
though initially startled by the en-
counter and reacting momentarily on
the fairly low biosocial level of “my
jurisdiction,” perhaps ReSional Med-
ical Program leaders can move enrr-
,gctically into the rrc~otiations ncccs-
sm-y to establish an appropriate role
for their programs in the complex,
fast-paced progress that is occurring
in health care rcgiona]ization
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throughout the country. In clefining
and gaining acceptance of a proper
rolcj it will be essential not only to
specify the particular scope: of func-
tions to be undertaken by the Rcg-ion-
al .Mcclical Programs, but also to work
out their relationship to other health
car-c devclopmrnts whic}l are based
on a reyional concept. Study of the
history ancl current status of the other
developments, as WC1las consideration
of the main strcmqth of the Re,<ional
Nfrdic:il I’~(J~ralr]s-–Illr:clic:ll cxccl-
lcncc—will bc hellJful in workin~ out
the relationship.

What to do, in the sense of scope of
function, may sccrn a sufficiently lar~c
issue for consideration today. But
perhaps brief attention can be given
to two other issues in re,g-ionalization
of health care: Geo,qraphy and spon-
sorship.

The question of size and clistribu-
tion for Regional Medical Programs
is, of course, largely cfeterminecl by
the availability of medical centers
for participation. More ~cnerally,
with respect to re~ionalization of
health cnrr, “the fun(lamcntal rc-
quircmcnts as to sixc appear to bc:
(1) Each rc~ion should be large
enough to include (or warrant the
inclusion of) such an amount ancl va-
riety of resources for health services
that, whcm they arc [jropcrly intr-
rwatedj tl]c rc~ion will IX s(’lf-sufil-,?
cient for nlos~ lJurljoses; (’2) (zuli rc-
(,ion sho~llcl be slnall enOLl~htO IIlakC,,
the administrative center or any
othc:r urliq(],c feature accmsiblc toall

parts of th(, rc:ion. l{cgional popula-

tions vary from one-half to 10 nlil-

lion, and distribution from ccntcr to
periphery mi@lt vary fron] 25 to 250
developments as well as consideration
or more miles’’.’” III cfcvelopinS Re-
gional lMcdical Programs, as in other
aspects of health care reg-ionaliza-
tion, the primary focus should bc
on function; area considerations arc
secondary. l~hat to CIOancl the re-
sources necessary to do it sboulcf cfc-
tcrminc the qco~rapl]ic l]o{incl~ri(s of
ttlc cntcrprisc.

Again, it would seem cfcsirable that
RcSional Medical Proq-am leaders
study carefully tllc ~“co{rafjhic as-
prcts of other rc~ionu] l]calt]l dcv,sl-
opments. Urlclerstancfin~ their his-
torical, functional, and philosophic
bases will bc extremely useful in ar-
riving at mutually acceptable clcfini-
tions of roles.

For Re~ional Medical Pro~ranls,
initiating sponsorship has come large-
ly from the medical centers, as onc
mi,ght expect. Participating and ad-
visory elcrnents come from the rc~ion
gcneral]y. In the cmr of c~tf]cr c~lr-
rrnt re~iona] hcalt]l dcvclopnlrlltsl
such as hospital planning and co]])-
prehensivc health planning, sponsor-
ship has come from hospital groups
ancl State health authorities. Other
a,qencics in wide variety no~v arc be-
rornirl~ inyfolvrcl in arealvi[lf. an(l
rtyqonal Ilraltl] plannillq: L[ccl iral
sorirtirs, \vrlfarc twunci]s, local and
r(,~ional ~ovcrnnlcn tal bodies, indc-
pcmdcnt commissions anti councils.

:md otllrrs. .Aqail), it \villIx, im]x)rt:tnt
[or Rc~ional Ivlcclira] Pro,qram l[adcrs

to appreciate the motivation ancl com-
petence of these agencies, both the
~vcll-cstablishcc] ancf the nmrer ones.
their potential for health devclop-
xnent, and their ultimate cornrnuniti
of interest ~vith Re~ional Xledical
Programs. Eventually, the srncral
maior a,qcncics sponsoril~q resional
hc~ltb activities must enter into con-
structive relationships with one an-
other. This could be accelerated by
(’lrly. Obirctivr an:~l},sis of tl]f. hist-
orical rolr aIId c(irr[lit rt~iunaI
health acti~,itics of the varioLls
agcncicx.

Considrr for a n]ornent tile pliqht
of lhr ,S\]r~ton Genera] irl this r(:gmcl.
He ITILLStultimately respond to the
scx.eral regional health endeavors
\rhich the Public Health Sen.ice is
notv sponsorin~: Re~ional McdicaI
Pro~rams, hospital develo]jmcnt and
conlprehcrrsivc hczrlth planning. He
wou]d surely be grateful for field solu-
tions to the problem of interrelation-
ship among these pro,<rams,

In summary, the Rcqinnal \leclical
Proyrarn for Hrart Discm(. Cancrr,
:m(l Stroke is onc importznt conlpo-
ncmt in the rapid development of
health care on an arealvide or region-
al basis in this count~. To fulfill its
particular mission, those responsible
trill ha~.c to define scope of function,
t,~.qfqra]]}li~ ~Overa<,e,, and sponsor-,, ,
dlilj -all in rrlation to other rcyion:d
ll~,:lltllacti~itics ~vl]ich arc also qcttinq
und~rwa~. In cIarifvin,T t]lrsc! rela-
tionships. it may be useful for those
Iltr( tod:ly to acfo[)t a very })ro:lcl con-
crpt of rrgionalization in hrdtil af -



fairs, specify the particular activities
which Regional Medical Programs
will undertake, become sensitive to
the ot}]er major agencies and pro-
grams involved in regionalizationj
anti ultimately achieve a complete
pattern varied in different parts of
the ccruntry according to c-ircum-
stances, in which Regional Medical
Programs can make their maximum

contribution to the improvement of
health care for the American people.
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T his Conference-Workshop pro-
vides an excellent opportunity to

consider the potential impact of the
Regional Meclical Programs author-
ized under Public Law 89–239 on the
development of personal health serv-
ices. It is especially fitting that those
most active in conducting this com-
plex and potentially highly beneficial
activity be brought together at this
time to review planning efforts of the
last 2 year-sand consider their transla-
tion into operational implementation.

In many r-espccts this act is quite ex-
traordinary, Its grnmis and promo-

tion as described in the recent article
in the Atlantic Monthly are ir]trigll-
ing, to say the least, The diverse in-

terpretations amon,g \ario\ls observers
of its ]C)rlg-terln objectives s~[gqcst

many misunderstandings and an un-
certain but hopefully great future.
The zeal ancl enthusiasm of the men
and women-—including numerous
medical leaders—reflect the dramatic

appeal that it has for manY individua-
ls of good will and high hopes. The
va~uely defined authority of the act
stwms to many inadequate to bring
about the innovation and organiza-
tional changes they seek.

To Battistella,’ the act’s promise.
is to facilitate—

“ . . . the planning, organization,
and delivery of health services
within a functionally-based re-
gional framework, capable of cir-
cumventing State-local political
boundaries and orthodox health
channels. Additional excitement
centered on the possibility that,
once launched and successfully
dernonstrated, the application of
regionalism might spread to en-
compass a number of other prob-
lems pressing in on the health field,
and might lead eventually to a
complete reorganization of health
services. ”

In another portion of his recent
paper, Battistella ‘ has this to say:

“ . . . to have insisted upon a more
comprehensive and idealistic ver-
sion would have been politically
naive and would have precluded
the passa~e of any le~islation at all,
To this \vay of thinkin~l a slice of
pie is better than no pie at all. Some
of thr bill’s supporters take an
revolutionary point of vielr. ancl
s~l~~est that a col]]bination of cs-
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calating problems in the delivery
of health services and rising expec-
tations for better and more eco-
nomical care, wiIl inevitably trig-
ger an expansion of the program.
Eventually, they see the seeds
planted by the Heart Disease,
Cancer, and Stroke Act leading to
a complete reorganization of all
health scrviccs within a regional
framework.”
The article by Clark 2 also pro-

poses a national blueprint and sug-
,gests various models \vhich might be
fol]owcd in cstal>lishing this nation-
wide program. Any impartial phy-
sician who studied the Clark-Battis-
tella thesis, as presented in their
papers, would reach the conclusion
that RMP was in fact designed to
provide an instrument by which the
organization and delivery of health
care of the American people could be
changed in a revolutionary manner.

These articles are well written and
have the commendable characteris-
tics of unequivocation and candor.
A1though one might disagree with
the conclusions, one cannot impugn
the authors’ motivations. The fact re-
mains, however, that the issues as
presented by this school of thought
are not designed to stimulate strong
physician support of these programs.

Dr. ?vfarston and his staff, on the
other hand, and many of you who
are active in the pro,gram, have
sought through talks, articles, and
actions to promote a different basic
concept of the program, that is, the
creation of a local and rc,qional cli-

DR. WILBUR

mate which engenders voluntary co-
operative action to improve the health
care or~anizational patterns ancl de-
livery systems which currently exist.
As Marston has so well expressed it in
several addresses: ‘(The focus is on
the patient; the mechanism is coop-
erative arrangements; the emphasis is

on local initiative, flexibility, and dc-
cisionmakin~; and the reason for the
program is the relationship bctwccn
science and service.”

The two key assumptions on which
the purposes of Public La\\, 89–239
rest, according to Mayer,s arc:

“ ( 1) That there arc diff’crcnccs

in the quality of diagnostic and
treatment capabilities available to
different patients \vithin this Na-
tion, in the area of heart disease,
cancer, stroke, ancl rclatecl diseases;

“(2 ) That through the mecha-
nism of rr-qional cooperative ar-
rangcrncnts of the people, institu-
tions, organizations ancl a~cncies
invo]vcd in health in that rc~ion
these diflcrcnces can be lessened.”
According to Mayer, this program

is designed to strengthen existing in-
stitl]tions rathrr than to crcatc new
ones. llc stresses the point that this is
not a national program but a regional
one, and he underscores that word
“cooperative.” He points out further
that—

<c. . . it is important to under-
stand that the Regional Medical
Programs are not simply another
kind of mechanism of funding in-
dividual projects. It does represent
a new kind of conceptualization in
the approach to health care and
cclucation. Whether it is capable of
scrvin~ this function only time \vill
tell.”
I applaud this point of view and

the emphasis given to these aspects of
the program by the division of Re-
gional Medical Pro(grams. If the pro-
,gram in fact is clearly one clcsi,:ned to
catalym and to facilitate tbc develop-
ment of better programs that no~r
exist to serve patients and their physi-
cians, it \\’illundcwbtcdly receive en-
thusiastic cooperation from the medi-
cal profession ancl related groups. 1$’e
knoli that the la~v and its le~islative
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history stress the voluntary coopera-
tive nature of the program and that
interference ~vith existin,g patterns is
specifically l]rohibitccl. As I)r. Mars-
ton Lsaid in a recrmt talk-–

““1’l]ese proqrarr]s face the cllal-
len,cy of influencin~ the quality of
health services without exercising
Fecfcral or State ~overnmental con-
trol over current patterns of health
activities. ”
Public statements of this tylx: arc

cr~cr}urayin,q t:vidcr]cc 0[ t]ic [lr)(l(r-
starrcfing by those rcs]xmsiblc for di-
recting this program of the pro-
foundly complex problems and social
and community intcrrc]ationships
that confront all those ~vho \\ill be
participating%. The innate clifficultics
of arhievin~ a ronscnsus among a
larry number of disparate local agen-
cies, all traditionally stririn,q to main-
tain their incfepenclence and special
prerogatives, arc well known,

Rational rlccisionrnd:in~ by incfe-
pcnclrmt public and private entities
on a voluntary basis, however, is an
objective that is worth pursuing. L’n-
like many other countries, our Na-
tion has reached its preeminence in
many areas of activity hccausc of this
unique combination of multiple inde-
pendent focal points of activity co-
operating on a voluntarY basis to
achieve a commonly cfesircd ~oal. De
‘1”’ocque,,illc identified this unic{uc
American ability to become asso-
ciated ~iith others to plan and op-
erate programs in the absence of
central governmental direction and
control, If RMP maintains its cur-

rent emphasis on the working to-
~cther of regional groups, it will ful-
fill its purpose of improving the

WalitY> ~Lcc(!ssibil~+vand availability
of hcal[h care, ph}wcian and institu-
tional pcrformancc, and consumer
satisfaction. On the other hand, if
RMP becomes an instrument for the
establishment of national standards
with the coercive compliance com-
pelled by such standards, it will
arouse nationwide resistance from
]~hysirians, institutions, and allied
health professionals. What can be
gained by cooperation and meaning-
ful participation will surely be lost if
the use of coercive power, which for
the moment lies dormant in Public
Law 89–239, becomes its dominant
characteristic.

I have dwelt on these basic issues
at some length because one cannot
discuss this subject from the perspec-
tive of personal health services with-
out first consicfcrin~ the basic issues
involved in the cfwwlopmcnt of the
prosrarn as a whole. Change is ex-
pected by the vast majority of think-
in,g persons; and the medical profes-
sion, like others, is changing its tech-
niques and opcratirjnal ~)roc(,durcs
constantly. Sometimes these changes
are forced by external environmental
factors which lead to improved pre-
vention, diagnosis, and therapy of
disease, At other times, chanqx arc
forced which are unacceptable to
physicians and their patients, The

current health manpower shortages
and escalating health care costs arc
cxarnples of rxternal pressures that

compel changes, some of which may
be favorable and some undesirable.
RMP is in a strategic position to
bring about changes acceptable both
to physicians and their patients
that will improve performance and
patient satisfaction without under-
mining patterns of behavior that are
traditional, and, more significant,
considered by the medical profes-
sion essential to the preservation of
high cluality care.

Tllc sensitivity of rncdicinc to the
possible establishment of national
standards under RMP for the treat-
ment of certain diseases was demon-
strated recently when it appeared that
RMP might be moving toward such
a development. I have been assured
by Dr. Marston that no proposals for
such national standardization have
received any sympathetic hearing and
that, on the contrary, it is his feelirug
that such proposals run counter to
the spirit of the legislation and the
manner in which it is being adrnin-
istcrcd. I applaud this attitude, and
I urge that it become a part of the
fabric of your thinking as you con-
duct these regional programs.

Another aspect of the currently
evolving RM P program that deserves
commendation is its scientific spirit—
that is, its willin~ness to depend upon
observation and experimentation be-
fore reaching firm conclusions. The
danger of national blueprints or
models is their usual inflexibility.
Your objectives arc laudable, and they

require implementation which per-
mits ready change, It would be diffi-

CU1t to disagree with this statement
from the Report on Regional Medical
Programs to The President and The

COTLgrcsS5 of June 1967——
<’. . . every person whose life and
well-being may be in jeopardy
from one of these diseases should
have the full strength of modem
medical science available to him
through the cooperative efforts of
the medical and related resources
of the region in which he lives.
These arc the goals to which Re-
gional Medical Programs are
dedicated.”

This utopian ideal, however, will
be realized in varying degrees depend-
ing on the ability of the medical pro-
fession and the health care industry
to make available such services and
facilities, and upon the patient popu-
lation to utilize resources as they be-
come available.

I am” deeply impressed by a recent
article by Lahav 6 on “Methodologic
Problems in Health Manpower Re-
search.” His observations are espe-
cially germane as you develop meth-
odology for effective implementation
of this law. He identifies some of the
countless variables that make health
economic research so difficult and
facile conclusions and recommenda-
tions so perilous. He notes, for ex-
ample, that Government sponsored
programs can contribute to a more
rational distribution of medical and
other health facilities but that their
ability to effect a comparably rational
distribution of health personnel is
relatively small because, in a free so-
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ciety, distribution of professional
manpower is predominantly a func-
tion of personal decisions made by in-
dividual practitioners.

In discussing rural health centers
in rural northern Michigan, where
MchTerney and Ricdel ‘ found that
their productivity ~~as low in terms
of unit cost and that they had diffi-
culties in attractil]~ and maintaining
qualified profcssiomd ancl administra-
tive personnel, Lahav noted that the
clif%culties in this situation could not
be modified easily under conditions
of “nonsocialized medicine” ~vhcrc
practicing physicians had a large
measure of independence. The keen
observation that dccisionmaking on
a voluntary basis may tend to frus-
trate the impatient administrator with
limited authority clearly applies to
RMP. I urge a frank discussion of
this question and your resolution of
the problem in favor of voluntarism,
for the gains that you will make in
terms of flexibility and physician sup-
port will far more than offset any
losses you may incur.

Another important point made by
Lahav is his emphasis on the coordi-
nation of scarce resources rather than
the mere creation of new ones. It may
well be, as we strive together to create
the best possible health care system
for our nation, that the emp]lasis is of
RMP on cooperation, coordination,
and regional planniny \rill turn out
to be far more productive than pro-
grams clcsitgned simply to increase the
output of health ])rofcssiona]s. Cer-
tainly, th(’ lattrr is n[wwmy; }J[lt tl]cir

placement in an cficicnt, rationally
organized, ancl economically con-
ducted system may be even mom
important.

In this connection, the rcccnt com-
ments by Dr. Marston q when he
talked to a group in Illinois are es-
pecially appropriatc—

“AS one views the currcrrt health
sccrrc, iL sccrns incvi[ablc that, as
an increasing proportion of our na-
tional wmdth is clcvotccl to health
ancl as the expectation for health
servirm continues to rise, there will
be marked pressures for the most
effective allocation of health rc-
sources. Tllcse pmssurcs will exert
influences in such critical areas as
the distribution of resources be-
tween short and lon~ goals, that
is, between biomedical research,
for example, and the immediate de-
livery of service. Within scrvicc it-
self, there will bc pressures for the
distribution of c~ort bctwccn im-
provements in ciuality on ‘the one
}Iancl mnd extensions of access to
})callh care on the other; the allo-
cation of resources for general pur-
poses as opposed to targetivc ob-
jectives; exploration of mechanisms
to alleviate the acute shortage of
all health talent; and the need to
explore the division of rcsprmsi-
bility bct~vecn those health rcspon-
sihilitics carried out throu,gh the
(rovcrnmc>ntal sector and the re-.>
sponsibilities of the voluntary in-
stitutions ancl organizations. ”
I want now to turn to another- sub-

itcl of sl)(.ria] if)t[rmt 10 ln(xli(ill($:

Continuin3 education. The problems
of medical care and continuing medi-
cal education arc inseparable. In fact,
continuing medical education offers
the ,qrcatcst potential for rapicl wicle-
sl)rcad solution of the icfcntiliccl prob.
lcins or difficulties in the gcmcral area
of patient care, In tllc plannirlg and
early operational RMP ]jro~rams, it
plays a major rolr. ‘1’IIc AMA is cs-
]~ccially anxious that this aspe(t of
the evolviny proSram 1x: emphasized.
Marston and Mayer,:’ in their article
on “The Interdependence of Re-
gional Mccfical Pro3rarns and Con-
tinuin,q Eclucation,” indicatc-

“Thc fol]owin~ two points con-
cerning the clevclopmcnt of contin-
uing education activities within a
given RcSional Medical Program
arc of prime importance. First, the
Division of RcSional Meclical Pro-
ryams Carlmake grants fOr two pur-
poses only (a) to plan or (b) to
establish Rc,giona] Mcclical Pro-
~rams. It cannot rnakc grants for
the cstablisl)mrnt 0( continuir~g (,cl-

),ucatlon progrzrrns.
Understanding the preclusion of

sLlpport of regional continuing cclu-
cation programs alone, we hope that
special emphasis will be given to this
aspect of a regional pro,grarn, since
to a si~nificant degree the ~ap that
nlay exist bctwmn scicncc and scrl”icc
can lx: rninirnizcd by such continuing
education. Inciclental]y, this problem
of contintlirlg the education of physi-
cian’s ani other health professionals
in a rapiclly chan~irl~ scientific cli-
rrlat(.wxs Cor)si(l(’n,(l ;L[l(,rl~<(ll1)>,{1](s

recent Presiclential Commission on
Health lfanpo~ver on ,vhich I had
the privilege of scming. YOU \vill re-
call that one of its rather controver-
sial recommendations \vas that rcli-
ccmsure of physicians bc considered
as one means of stimulating physi-
cians to continuously to rcvietv new
information. l~hatcvcr technique is
uwd to assure a physician’s up-to-
clatcncss, t}lc prot.ision of continuing
cd~lcation throuyh the dcvclol]rnent
of core curricula ancl other tcch-
niqucs, and the utilization of comm-
unications technolo~ now rapidly
becoming available, must be pursued
vi,qorously,

The RMP program has stimulated
widcly favorable reaction from the
medical profession. As a \rhole, the
medical profession at the bc,qinnin,q
of tllc year 1968 is probably more
deeply involved in the plannin~ proc-
ess to determine the natu,re of the P\e-
~ional }fedical Pro,qrams than it has
been in the planning of any previ-
ous I:cderal pro,gram. Xfany of our,
rrlmt distinguishcc] rr](:dical Ica[lcrs
arc pa!-ticipating full or part-time in
the Regional Programs.

Many State and county medicai
socitics arc cooperating actively or
in an advisory capacity and have ex-
prmscd their enthusiastic support.
Dr. ~~ullatt,’” for example, in the
Oklahoma State klecl ical dissociation

JouYnal for ,Ipril 1967 said:
“The Regional kfedical Pro-

~rarll ]las the potential of makin,q
remarkable improvcnlents in the
[.(jnt]n(!in~ (J(lll(:ltinn r,f ]l}]?si-



cians, an objcctivc to which wc
hzve always been clcdicated.”
North Gamlina prepared a special

issue 11 devoted to RNfP in May
1967. In an editorial in that issue, the
follo>viny comment is made:

“In the months and years ahead,
these early times of the pro~ram
will no doubt be regarded as the
critical period, when the shape of

thinSs to come became apparent.
Thus far the Medical Society has
played a creative role and our
State’s program is out ahead of

many others because of this atti-
tude. ‘1’he only sensible course is to
continu,c to act intelli~ently and
constructively. ”
Dr. Frank Jones,’2 the president of

the Medical Society of the State of
NTorthCarolina at that time, said:

,’ ,.. the rnrxlical society repre-
senting the physicians of North
Carolina is involved in the Re-
gional Medical Prog-ram. It was
involved in a somewhat similar
program before Heart, Stroke, and
Cancer ~ras birthed, and it will
ccmtinuc to be involved, working
with the rc[)rescn tativcs of the
public and the other deliverers of
health cam and the involvwf State
governmental a,cymcies in a con-

tinuin,q pro~rarn (Iirccte(l toward

(Iualit) care at ail ]wchj.”
In the xune Journal, Dr. .?ussm-,’:’

cxecutivc director of the association
esta}]lishecl to conduct this pro,qram,
said:

“There is no question of the pro-
fession’s ability to do the job. The
important step is to direct our total
talent and energy to it. The job—
well done—will reassert and secure
our leadership in health affairs and
assure an ever improving state of
national health.”
In Georgia, Dr. Battey,” a mem-

ber of the steering committee for the
program, said:

“ . . . it is the intent and sincere
desire of the members of the
Georgia Regional Medical Pro-
gram advisory group that this ap-
proach, dur-ing the planning phase,
will seek out and find those in-
terested individuals all over the
State who will be anxious to take
part in what n]ay \vcll be our ~rcat-
cst opportunity to achieve the best
of rncdical care for all paticmts
utilixin~ the regional and the truly
cooperative approach.”
In Missouri, a physician who ini-

tially had serious misgivings about
this program is now conducting a
valuable regional project on the man-
agement of cardiac emergencies.
Under his direction, certain clcfi-
cicncics have berm identified and
many individuals and facilities are
cooperating enthusiastically to rcm-
mly these deficiencies.

I am impressed also by an article
in t}lc (klcjnda:,,:r (k)urlty Mmlical So-
(i(ty “l\ullctin” in Nr(,w York rc-
r(]untill~ t}](. sprcific projcrts bcin,q
ronsidercd under their Re3ional
Mcciical Programs. All available rec-
(~rclsare being anal~zcd to evaluate

existin~ facilities; rural mcclical man-
power is under study; a number of
hospitals have opened their records
for review of current handling of pa-
tients with heart disease, stroke, and
cancer; communications among hos-
pitals within a region are being ap-
praised; interconnecting color tele-
vision among these hospitals is being
considered, as well as the educational
television network; the transporta-
tion of laboratory specimens to central
areas is under study; the use of heli-
copters for transport of the sick and,
perhaps, physicians, is a possibility,
and an extensive library project is
already underway. The strong sup-
port of the County Medical Society is
implicit. This same attitude of study,
inquiry, and active implementation
exists in many other medical groups
in the country.

Clearly, RMP has stimulated a
}malthy atmosphere of voluntary co-
operative review of current health
programs and a refreshing willing-
ness to express self-criticism of a con-
structive type. In a sense, the program
combines the better features of the
Iibcral and conservative approaches
to a crcativc society. The traditional
liberal depcnclcmcc on the Federal
Govcrnrnent as a means of solving all
problems is mitigated and redirected
into a ncw type of proxram sponsored,
it is trur, by the Icclcral CJovcrnmrnt
but c!mphasizin% the usc of local as
itx:ll as Fcclcral funcls and dt!pcmdinrg
upon local regional clecisionmakirrg
and significant participation by the
private nongovernmental sector. The

conservative also can feel reasonably
comfortable in the context of this pro-
gram because it is not intended to be
a revolutionary substitute or a na-
tional blueprint for existing patterns
of behavior.

Rather, it builds upon the past and
the present, adding new features,
changing old ones, as local demands
and resources make possible. Its flex-
ibility, pragmatism, and acknowledg-
ment of regional variations, particu-
larly appeal to me as wise emphases.

This program can make a real con-
tribution to personaI health services
if it continues to pursue what appears
to be its main thrust today—to serve
as a catalyst for and to facilitate those
winds of change which blow in the
right direction. If your zeal and en-
thusiasm are tempered with a sym-
pathetic understanding of the tradi-
tions and basic motivations of those
who now render heaith care, I pre-
dict that they will cooperate willingly
with you, and that in this cooperation
you will have the basic ingredient for
success. Basically, we all have the
same desire: To help the American
physician to provide the best quality
of care to the American people, in the
American tradition.
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D R. ~cErrriRc. Now, wc arc talk-
in,q about cxccllencr or qLlality

aIld aVa1121>llIty ()[ 111C(ll (’ill care, A 11([
I ha~’c hrcn Iwatin,y tbc drums for tx-

ccllence for the last 8 or 9 years. I
do not \vant to lessen my feeling
about excellence or give anybody the
impression I am not in favor of ex-
cellence as far as we can bring ex-
cellence, but >ve need to think of
availability from thr point of vir~v
that excellence is fine, but if it is not
available it really isn’t very helpful
to any particular patient.

And I thought I would go back to
an c,xperience I had in the war. Mr.
(Stephen ) Ackerman told me this
mornin,q that I had used this once
before, but I hope it was a clifferent
,group or smaller group, because as I
came east on the plane yesterday I
thought, “There is the basis of ~vhat
I want to say.”

I was at Western Reserve at the
beginning of the war and helped form
the fourth general hospital there; and
we were commissioned. The unmar-
ried men became lieutenants, those
who \vere married became captains,
and if yOLIhad a number of children
you might make major. WC1l, I had
four children so I became a major,
and that \vas the way it was done in
that outfit; possibly for the same rea-
son, I was the assistant chief of the
medical service.

This was a talented group, as the
general hospitals affiliated \vith uni-
versities were, in the sense that they
had assistant and associate and other
professors ancl clinical professors in
the various specialties. There ~ras a
talent in dcpt}] here.

Wc arri~ccl in .M{lbou rnc and srt
LI[).Soon 1 Iras assi~~l(ci to the ~ob of
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setting up a venereal disease hospital
because that seerned a little more im-
portant than a Seneral hospital at
that point in our history. But, after
a while, I mana~cd to feel that there
v<asrrjrnancc in lNew ( ;uinea or sornc-
brjdy nccdcd mc there and I mana~cd
to get there, It \vas the experience
I had in h-e~v Guinea—the fact that
I got through it—that has driven me
into the things I am interested in now,

In the front lines onc could find
a ]ic!utcnant W~l(J ]Iad rcccnt]y gradu-
~tecf or, if one were visiting the Aus-
tralians, a sergeant who did not have
a medical education except as taught
b~ the doctors, but \vho }vas avail-
able to the people \\rhenthey were
\\ounded or }vhen they \vere first ill
\\ith malaria or ;vhen they first had
the beginning of an emotional break,
Hc ]\as available to stem things just
as they started, and he handled, I
\roulcl say, probably 80 percent of the
cases that came to him,

It was rny considered opinion after
hcinq there for about a year that proh-
zbly more KOOCIwas done in the thea-
ter and inore help was given the sol-
clicrs by the doctor-s or corpsmen who
}vcre available at the time help was
nrzclccl than by those who might have
been better trained in narrower spe-
cialities, hut \vho were ttvo or three
hospitals away.

I think the same J)rc)},lcrnexists in
wcicty at the prwcnt tirrrc. Doctors
I.,ho }]a~-eberm in practice have brcn
taught for years, for :erreraticrns, per-
ha])s ~ir)ce Hip]mcrates, that they
~,!lollldn’t qr Ollt and ]ook for w’oIk:

they should do the best they can
the work that comes to them.

with
And

now, with the advances in medicine
that have occurrwl in the past two or
three dccadcs, it perhaps bccomm
necessary for sornc rcprcscntativcs of
those doctors to go out and seek the
~vork for themselves or for others.

There are 30 million people in the
United States who hardly know what
medical care is. As some of you know,
~vehate started a project in the Watts
arxzi of I,os An,qclcs, and wc are work-
ir~gwith a group of people there hop-
ing that we can turn the project over
to them when it gets going well.

When we first got this group to-
gether-, we asked them what they
thou~ht they needed most in Watts—
finally, a woman Kot u]] and saicl,
“What wc need is a slab on every
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corner. ” And a little further question-
ing s}lowed the slab was to lay them
on while they are waiting for the am-
I)ulancc or the hearse. Ancl further
c]ucstions brought out dlat this was
the conrx.pt they hacl of mcdicinc.
And 1 arn sure this applies in lar~c
areas of our country to certain parts
of our population.

Now, to take Los Angeles as an ex-
ample again, I have long been asso-
ciated with the Los An~eles County
1-Iospital, which is atl cxccllrmt hos-
pital. And for those who are arutely
ill and for those less ill it gives very,
very good care. But it is about 13
miles from Watts. And it is 13 miles
from many other areas of Los Angeles
where people aIso get sick and can-
not on the whole afford private
physicians.

I think we should picture a }voman
in one of those areas who has a
child who is sick. I have seen these
infants and small c.hildrcn come in
moribund who should have been in
a couple of days earlier. Even if a
mother with a faxnily of two or three
or six children knows that one of hcr
rllildren is sick and tlmt she should
take it to a physician, a hospitaI or a
clinic it may be impossible because of
the distance. For her 13 miles is prob-
ably a greater distance than 50 or 60
miles is in a rural area. She may not
rwcn have the rnorrcy for bus fare
which is almost $2 a round trip. Shc
can’t impose on her neighbors be-
cause there aren’t that many cars in
the areas \ve arc talking about. And

patients, or of them to care, becomes
a vital part of any program that is
~oing to succeed in this Regional
Mcc]ical Program.

The transportation of care, the
availability of care, is just as inlpor-
tant as the excellence of care. We
must think of these things as a coor-
dinated plan where we use, insofar as
we can, the people who are already
working in the areas, and bring peo-
ple into those areas where they have
not chosen to ~vor-k bccausc there
wasn’t much reward of the kind they
really had to have.

So just to begin, I \vould like to
make the plea that availability in our
case is every bit as important as
excellence.

Dr. TRUSSELL. I would like to talk
to the issues of availability and quality
and the opportunities for and chal-
lenges to our RMP from some urban
experiences which I have had, from
some New York State experiences,
and from some frustrations I have
had being a member of HIBAC,
ivhich is the council that establishes
policy for medicare subject to the ap-
})roval of the Secretary of Health,
Education, and w’clfare.

Each Regional Medical Program
operates in a different climate. There
are different precedents. different
things ~oin~ on, different understand-
in~s, cliffercnt clc;rccs of lrillin~rlcss
to face up to the realities. ,And Re-
t~ional Medical Programs may be thea
leaders. I have described RMP legis-
lation as the first Legislation in this

the transportation of care to such country that ever gave the scientific
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community a chance to get together
and tell the public what it needed
and how they would like to do it.

Regional Medical programs may

bc the Icader ancl innovator, or RMP,
as is true in some urban areas, has to
find a way to fit itself into what is
already goin,q on in order to achieve
its goals and make the kind of addi-
tive contribution to ~vhich Dr. Brcs-
low addressed himself so WC1l this
mornin,g.

I think that many in this room
wOLIIC1CiO\vell to t}linli seriously about
Dr. Ilrcslo\v’s Iucssa.qc bccausc it was
the voice of experience. If you look
at the stuclics of cluality of care in this
country-and they arc time consum-
ing and cxpcnsivc-you find a wicfc
range of excellence in care. Almost
invariably, the hi~hest scores are
achieved in the medical centers with
teaching programs and the lowest
scores in the small proprietary and
voluntary hospitals. I don’t think
there is any reason to argue that there
are not differences in quality of care
in a given city or in this country.
There are exceptions to the rules that
I have mentioned. I can think of sev-
eral excellent small hospitals, and I
can think of several poor lar,ge hospi-
tals. .Nevcrtheless, the generalization
emerges from the studies that have
been done in this direction.

One thinks about remedies to un-
even quality of care. One immediately
supports Dr. Wilbur’s view that there
shouldn’t bc a national standard be-
cause, as somebody pointccl out, a na-
tional standarcl \\oLJ]dhave to be a
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minimum. This is what mcdicarc is
faced with. Congress enjoined us to
sec to it that any hospital which had
a utilization committee and was ac-
credited by the Joint Commission on
Accreditation of Hospitals must be
certified as a provider, if it also com-
plied with Title VI. That is a mini-
mum standard.

There were a lot of hospitals which
were not accredited. So we took the
Joint Commission stanclards, ancl
modificcl thcm ancl saicl if the hospi-
t~]S III(>Lt]lOSc>il[l(l ]lIC] a Ilti]i%atiorl
committcc arrcl compliccl with “~itlc
VI, they could bc certified. That is an

~ ~, , .,y,--,’
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even more minimum standard. As a
national instrument, medicarc con-
tributes nothing to raising standards
of care in most hospitals of any size
ancl importance. There arc absolutely
no controls on the quality of the med-
ical care or on the utilization of the
care outside of hospitals cxccpt as
carriers may draw attention to excess
utilization which, as a result of fee
review, may appear to them to have
occurrccl.

So racl~ R(~iorral ,Mccfical Pro-
(.IaIII ()(l’(,rs ;L r]tarv(.101lsil)strurllent,?
to [urtl)(.r stinlulat(> an interest in and
furtherance of stanclarcls. It has an
opportunity to clraw on the profes-
sional talent in the rc,qion ( anti thrrr
is a lot of talent in cvery part of this
country) ancl let that professional
climate develop which one finds in
centers of excellence which we all
strive for and realize we will never
have completely. But let RMP be the
professional leader to the extent that
is possible. Let RMP speak out for
the person who is getting poor care
and in favor of that person getting
better care. But this is voluntary, and
it dots require courayc.

I would point out that we arc
now in a much larger ball ,qarnc than
wc were at the turn of the century.
There are many organized ap-
proaches to the delivery of care, ancl
these offer excellent opportl]nitics
for clcalirl~ with the subject of qual-
ity. There are administrati~,c deci-
sions that can be made and have been
ruadc in certain settin,qs,

For example, at onc time, I hacl a

study made of what kind of care I
was paying for in \’oluntary hospitals
in Sew York City. It that time, I
was authorizing about $60 or $70
million of care for poor people in the
voluntary system, in adclition to
spendin,q a couplc of $100 rrrillion in
the municipal system.

JVe found that 85 percent of the
care \vc were purchasin,q from the
voluntary system ~vas in approved
tcachinx pro,qrams, ancl I ~voulcl s\Ks-
pcct that, as a national score. that is
])rrtty qo(xl. I)ut 15 JJf,r(’(>llt of tllzt
care tsas irl ]lospitals that wvrc ap-
proved for nothin~. They didn’t have
interns, Thry might }lavc hacl 1- or
2-year approvals in a L-cMplcof spc-
cialtics. ‘1’hesc }lospitais \\cre t}lc
same hospitals that turn up in medi-
cal audits with lo\v scores, in health
department inspections with lo~v
scores, in laboratory testings with Io\v
scores.

And so, through the auspices of
the Interdepartmental Health Coun-
cil, which was started by Commis-
sioner Leona Baunygartner \vhen shc
was Commissioner of Health in Xe\v
York City, \ve set up some standards
\\rhichwere a,qrccd to by all the city
agcncics—by the cit~, controller ~yho
disbursed the money; by the Board of
Hospitals \rho established policy for
the Department of Hospitals, and
by the Inter-Departmental Health

Council. And wc just set out some
simple little guidelines.

First, we announced we }vou]d not
pay for care in a voluntary hospital

which tvas not accredited.



SeconcfIY, we prohibited payment

for care of children on pediatric serv-
ices which were not approved for
residmcy training.

Third, we rec]uired that adults eith-
er be cared for cjn a service approved
for residency training or be taken care
of by c]ualified specialists.

IYc set up some other standards
t h r o u g h the Interdepartmental
Health Council, using expert advice
from outside of sovernmcmt, on \vhat
kinds of services amr)utccs needed.
The city then offered all the institu-
tions in the city an opportunity to be
certified as amputee centers. And 14
out of the vast array of health facili-
ties in Xew York City qualified. The
city then adopted a policy of paying
for services to arnputccs only in those
14 centers.

With the help of L groui] of outsicfc
experts, all nongovernmental \\riththe
exception of one who happcnccf to he
a cmcer expert in the City Health Dc-
partmtnt, wc established some standa-
rds to guide the payment for the care
of patients with cancer and limited
payments to the hospitals that met
those standards.

These were administrative deci-
sions which were made about the use
of public funds, but called cm expert
advice outside of ,yovernment to
achieve them.

I;in,illy. ,ti( I,;I,I lf] c{),I1,: 1[) s[,rJi(-
tt]ir!~ t}l~itis riot.rl(:iv ir) Itlis (’OIIr)Lry:

L!ILIL I>, VJIIII. sort of r(’u, ui:itory II I(’c!I:l-

nisms. A hospital code was developed
\rith the help of an expert committee
of ab{)ut [)() ix!ol)]f! to govern propri(>-

tary hospital codes, For example, the
code prohibits major surgery by men
who arc not trained to do major
sur,qery.

This code has now been upheld
throu~h tlm Federal Suprernc Court,
thereby determining the right of gov-
ernment to protect all patients in in-
stitutions which have been licensed
rather than just patients who are paid
for by public funds. This code has
now been adopted essentially for all
hospitals in New York State.

Wc now have a code in New York
State which affects all hospitals and
which establishes a minimum which
is far beyond the requirements of the
Joint Commission. In fact, one of the
requirements is that every hospital
must become accredited. I once re-
(luired rwcry proprietary hospital in
New York City to become accredited,
and 33 became accredited compared
t{) 13 that had already been.

\t’hen it comes to availability of
service, there have to be some very
large-scale public decisions made. I
am all for continuing education. We
have one of the largest continuing
education programs in my school
[Columbia] of any School of Public
Health in the country, but training
bright practitioners to give better care
to private patients will not satisfy
the intent of Rexional Medical Pro-
~l:lll]s, ‘] ’11(1( tl:LS to 1)(: :111 ilU[)ll)V(:-

1111,11[ ill [II(L j(.rvi((, Jvtli(.tl is [I]:ui(.

’11:LvaI d )1(; Irl LIII)L II] x llings 10 I)cop!c
>vho are entitled to free care. And
Reyionai Medical Pro3rams has to
make a conscious dcr-ision to allocate

its money and its policy in that di-
rection.

And finally, in some parts of this
country, regionwidc planning hti
gone far ahead of this recent RMP
prey-am. In New York State, we
have a system of seven councils cov~
crinS the entire State. There can be
no building, no modification of a
building, no establishment of a build-
ing, without approval of this local
regional council which is a locally

elected group broaclly rcprment~tive
of the community, then the approval
of a State Council which is again
broadly representative, but appointed
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by the Governor, then
the State Commissioner

Whatever Regional Medical Pro-
grams is going to achieve in the way
of major program changes and facil-
ity changes in New York State will
have to be done through this pre-
existing network of mandatory com-

munity planning. By some people,
this has been viewed as the end of
voIuntarism, by others the beginning
of a control of excess costs through
preventing unnecessary building and
of rational planning for health serv-
ices.

Dr. LLOYD. Health is a major re-
source of a community and a nation,
and it should spend its money to
protect its health. I do not believe
that spending money for research
and continuing education compro-
mises the delivery of health care serv-
ices. And the country need not delete
funds from research and from educa-
tion to finance the delivery of medical
care.

The delivery of medical care is
spotty and the quality varies within
the country. Regional Medical Pro-
grams can work in a variety of ways
in our communities. One of the best
ways that it can function is by devel-

.
oPW 1: areas that do not have com-
prehensive health care planning and
undertaking the development of com-
])rdlcnsivc profyams that lvill clclivcr
([~t~llty IIC:LIL]I care to the poljtll~tion.
Wc do not lxlicvc that there is an
LlnUSUal rising expectation for un-
usual medical care. I believe that the
legitimate expectations of the citizens



of this country regarding medical
care have not been reaIly fulfilled and
that this country h~s paicl for the
clelivery of medical care that has not
been rendered under the systems that
we now have.

If the country was receiving ade-
quate medical care and the delivery
was ,good and the quality was good,
there would be no real reason for
the Regional Medical Program. The
mere fact that we are here means
that in some way the volunteer sys-
tem has failed in delivering quality
medical care to its population.

I believe also that we need to re-
evaluate the delivery of medical care;
and I feel that the private practi-
tioner may not be able to be available
for all of the services that he has been
available for before and that we
should look much more into provid-
ing that first line of medical care with
other personnel. In continuing edu-
cation, I believe that the programs,
although extensive in the country,
have failed in getting into the physi-
cian’s ofiice.

We have been concerned with one
small program and having physicians,
private practitioners, do Pap smears
in their office.

We held several meetings in which
all practitioners in the community
were invited. And then, we checked
the laboratories to see if the number
of Pap smears increased; the Pap
smear statistics did not show a lar,qc
increase.

So we did a cfiffercnt thing. We
took a page out of the pharmaceutical

house sales technique, and we sent
into the private practitioner’s oflicc
individuals with a small, 3-minute
movie that showed how a Pap smear
should be done. We left samples of
twenty Pap smear kits and paid for
them, to be read and returned. This
has increased the use of the Pap
smear in the community in which we
have been working some 200 percent.

I believe that the Regional Medi-
cal Programs should be a mechanism
for further experimentation in the
delivery of medical care. Now, we
must go outside of the medical pro-
fession for help in the delivery of
medical care. I do not believe that
wc can depend totally upon the uni-
versities or the public health depart-
ments for the delivery of care. It is
community involvement, and it must
be a community involvement, that
will make health care much more
available to the population and
also have some control over the
quality of care that is rendered to the
population.

1 believe that the Regional Med-
ical Program can serve this purpose.
If it serves the purpose only of per-
petuating the type of care that we are
now givin,g, it will be just another
line of frustrations for those who are
looking to the Government for the
provision of adequate and quality
medical care.

Dr. JOHNSON. I SUcssI was chosen
to talk to you here today to brins to
you a message about remote areas
ancl tfle provision of health care in
these areas. And in order that you

know how remote I am and back to
what fundamental Imsis of primary
rncdical care I go, I practice in my
village where I was born, and I have
been practicing there 34 years. When
I went back to practice in my village,
it had 642 people in it. But after
World War II, we had a population
explosion and we have got 700 people
now.

It is my contention that people who
live in, Dr. E~eberg, the Watts dis-
trict of Los Angeles or, Dr. Trussell,
the Harlem district of New York, are
perhaps more remote from the stand-
point ‘of having adequate available
health care for them than are most
of the people who live in rural com-
munities throughout the United
States. There has come to be in mv
thinking another dimension of what..
constitutes adequate health care cov-
erage. And that dimension relates to
time. And I firmly believe that any
person who is within 30 minutes of
adequate health care facilities avail-
able’ is adequately covered for the
matter of health care.

Now, wc realize, those of us who
come from small communities and
rural communities, that every cross-
road in every community wants a
doctor just like they want a preacher
and sometimes need an undertaker.
And in my village, the man wanted
to be convcmicnt so he built directly
across the street from lne. But that
is a little bit too C1OSC,ancl that stimu-
latccl mc to l]pgrade my quality of
care.

I firmly believe that every small

community does not need a physician.
Ancl I bclicve t}mt many of the small
communities in this country who no~v
have physicians will no longer have
them when the ones who are there
now pass on. I am sure my commu-
nity will not have another one when
I am gone. .4nd I don’t think they
need one,

When I came there, people who
lived 5 miles from my community
were over 30 minutes away from my
office. Now, we have paved roads
running in every direction, a hospi-
tal 17 miles on each side of us, where-
as we had a hospital 45 miles away
when I started there. .4nd by auto-
mobile or ambulance, a person can bc
in either onc of these hospitals with-
in 15 or 20 minutes if they are in a
big enough hurry.

So that I think it is axiomatic that
any community that cannot support
at least two physicians, a measure of
group practice; can ill expect to re-
tain one. And I think that the prob-
lem that we are going to have to face
in this country and it is going to have
to be faced at a community level, per-
haps with some measure of stimula-
tion from regional programs and
other approaches to the provision of
health care for people, is to stimulate
these small communities to combine
into a larger cornmunit~.

In many instances. it is cntircl;
I)ossiblr to tak(, f(xtr or fiv( s~[]allcr
rural communities, where each of the
communities is ~vithin a measure O(
20 or 30 mi]cs of another Commllnity,

and somewhere in the center identify
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a lcm;ation ;vhrrc two, thmc, four, or
!if,c ]Iliysiciwls can locate arl(l do cx -
(111(,rlt work

!V’cll, now, a ccmlrnunil-y that can
support four or five physicians can
also afford to have an attractive com-
rnuni~y where a physician and his
family mi,qht want to move and to
raise a family. Certainly not every
crossroads can do this. I have re-
gretted many, many times that I
raised my children in the small com-
munity where I did because I had to
sr:nd them oFf to preparatory school
>vhen they were about 8 or 9 years
old, and I am sure I lost much of the
contact that would have been ,good
for me to }lavc had with my family.

And I don’t think I would do this
a~ain.

“ IJut if wc can, by workitls with the
colnl]lunitics and allowing the corl-
sumers to have a part in the planning,
get a half dozen communities to agree
each to give up their little one com-
munity and form a lar~er community
in which the community can support
half a dozen doctors more or less, can
support an cxcclkmt school system,
can support excellent religious facili-
ties, can support good cultural facil-
ities, then, there is reason to believe
that there will be physicians who
will be willing to move into these
amas.

But wc do have to have a com-
munity adequate to be attractive to
physicians if we are going to get phy-
sicians in there. And one key to at-
tracting a physician and keeping a
physician in this sort of a commu-
nity is havin,q a situation which is
tolerable to the physicia]~’s wife, a
litdc l]it :Lttrartivc t(, lIK: [Illysician’s
wife. ‘l’her-c is no one factor more in-
volved in where a physician lives,
particularly as it involves smaller
communities, than the satisfaction
that his wife gets from living in that
community.

No\v, also, a group of physicians
can reasonably expect to provide con-
tinuous and comprehensive care for
their people around the clock and
around the calendar, because one per-
son can talcc night calls this week, an-
other next week, and maybe you only
have to take the night calls onc week
out of every rnonLh or every fifth

week. The same thing with weekends.
O1w l]llysicizrn ca[l cover all of the
cl]lcrgcncics for the entire ,gro~l]~dur-
ing onr wcckcnd, allc[ tllc otlwr three
or four can have time off. And that
will make life tolerable so that a per-
son can live with his family and help
to bring his children up and keep his
family a closely knit unit.

So I think that the onc thing that
we must do—and maybe the Re-
gional program can be the stimulus-
we must have some effort to consoli-
date the smaller communities and
have medical care available within
the time limit of 30 minutes.

Now, if wc arc goirlg to CIOthis, wc
have to have the type of physician
who can earn a living in a small com-
munity. And that physician has to
be trained a little more broadly than
the presently conceived specialist.
“l’his physician has to bc able to talic
car-e of something like 75 or 80 pcr-
ccnt of all of tlm ills that beset nmrl-
I(itt(l. AI)(I il \v[’arr ~oing to lmw: tl]is
physician, the rllcclical scllocrls arc
going to have to face up to the fact
that they have to produce a family
physician or a primary physician. And
no place else except the medical
schools can do this.

And if they are going to do it
effectively, they must have an on-
going program providing this sort
of care within the confines of the
medical school and the hospital as-
sociated with the medical school in
order that the medical students can
identify with this system of the pro-
vision of l~ealth care. Othclwisc, the

medical students will not identify
with it and \vill not go into it.

A littlc story about the abi]ity of
tllc Rcgiomd I?rogrmns to produce:
We have seven counties in southwest
North Carolina, in the Appalachian
region, that are quite unique. They
are mountainous counties, and they
do not have too many resources.
They have 110,000 people. They
have 62 doctors. They have eight
hospitals, two of which are accredited
by the Joint Commission on Accred-
itation of Hospitals.

This community got a little bit of
catalytic aid from the Regional Pro-
gram mtcrcsted in community p]al1-
ning. They organized a community
planning corporation. The doctors
organized an Academy of Medicine,
all 62 of them. The hospitals agreed
to have the Joint Commission on
Accreditation of Hospitals come in
ancl survey every hospital there with
the iclca in mind that, after the sLirvc’y
\V:lSdone, tllcrc Wolilcl IX :111Cffclrt
to build in the center of this area
which, incidentally is called the
“State of Franklin,” a facility that
would upgrade the facilities available
for every person in the community
and those going to every hospital in

the community—the X-ray treat-

ment, the electrocardiographic work,

laboratory work, multiphasic screen-
ing. And they agreed that the Joint
Commission would work with this

project with the idea in mind of
doing some innovative work in this
area ancl that ultimately, within a
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year or two, the situation would be so
improved, as to the provision of qual-
ity care in this area, that the Joint
Commission would agree to accredit
all of these eight hospitals with their
central unit—to upgrade them as one
unit.

I have been on the Joint Commis-
sion now for 7 years, and I am work-
ing with it. And I think that that is
going to be a demonstration project
that all of the Regional Programs may
WCI1look to with pride. Ancl it may
cut a pattern whereby wc can im-
prove the quality and availability of
health care for the people in the re-
mote areas of this country.

Dr. EGEBERC.Now, 1 am going to
acldrcss a clue.stion or two Jr)d per-
haps people will disagree with one
another here. I would like to start
with Dr. Lloyd if he doesn’t mind.

He stressed something very im-
I)ortant—cclrl)r]lllnity it]volvcnwrlt in
(I)t. (It.livt,ly of” ]Il[xli(al (.iirt’. Aii[l 1
worldcr if’ IIc ;v<juld take a {oliplc of
minutes to enlarge on this just a bit—
lay versus medical.

Dr. LLOYD. 1 believe that the lay-
men can be sophisticated enou,gh to
have something to do with talking
about the quality and the delivery of
medical care. I believe that third
parties who are paying for the care
can certainly, again, have something
to say about the quality of care they
are paying for and how the care is to
be supplied.

You are not afraid at all of other
involvement when you are clelivering

good care. I have been sitting on a
tissue committee in a large hospital,
and have noted that men who are
practicing good surgery don’t mind
Setting the unusual letter that they
get from the tissue committee, for
whom they have nothing but the high-
est respect. It is men who are not
doing good work really, I suppose,
who move to other hospitals when
the tissue committee looks critically
at their work.

Wc ~llust give the tylw of car-c that
a cotnmunity WOUIC1like to have. We
have given the kind of care that we
would like to give at times, and it has
been not what has been wanted in
that community or needed in that
{’olllmunity. mlc co]tlllrllr]ity n]zmy
times will know much more of what
they need than we do. And we must
talk to people in communities-I am
talking about qroups, civic leagues,
Inhor {Il]ions, :Ln(l t})(. like ---who have
rIItI(lI 10 (tll [Is ;Il]{)tll [I)(. tlt.liv~:l”y
C)I]Il(di(,al (.ar(,,

I was in [jracticc for at)o{]t 10

years, too, so that I can talk as a prac-
titioner. A physician’s office is a very
inefficient operation. It is only be-
cause wc have so much profit built
in that Ivc can run the business the
way we do it, It is a very inefficient
operation, and we have shown that
\re can take many procedures, that
physicians have been doing all the
time because of the history of them
doin~ them, and get people who have
much less trainin,g to do these pro-
cedures even better than the phy-
sicians.

Again, with regard to community
involvement, we are not economists,
we are not businessmen, and many
times in the community, we can find
these aids that we need.

Dr. EC~B~RG. Thank you, Dr.
Lloyd. I think medicine has perhaps
suffered from feeling that it has had
to have a majority in most groups that
decide on medical affairs. If they had
worked more often with less than half
the votes they might have had some
I])orc insi~l]t nll)brxl into thcln.

]>r. ‘[ ’russcll brou~}~t out one way
of assuring a higher level of rncdical
care which I thou~ht was intrisuin,g
and almost needs repetition. It has
been said that pm-haps another way
of msurin<g a lli~tlcr level of lrlcd ical
care might be through hzrvin~ every-
body in practice belong to some orga-
nization responsible for the delive~
of meclical care. And I would like to
0s1{ Dr. ‘1’rIIss(>ll wl);lt II(. tlrillk! of

111:1(,

I)r, ‘I’I<[lss].f, r., I L})illk tl)at (.v(, Iy-

lJody woLlld agree tlrat physicians
who arc in association \vith one an-
other contribute to more thinking
and self-criticism and that they are
better doctors by virtue of belonging
to some kind of an association.

In urban areas and particularly
in the ATewYork City area, we have
unknown thousands of doctors who
have no rcco~nized hospital appoint-
ment. This creates some very real
problems for RMP in trying to in-
volve these incliviciuals in continuin, q
vclucation, 1 ckm’t knolv tyhmt tll(.
ans}ver is,

To enlarge a little on vour state-
ment about availability, Dr. Egeberg,
one of our problems in N’ew York
City was too much availability. Ne\v
York City has traditionally been the

portal of entry for poor people. Right
no~v, we have our immigration from
the south and from Puerto Rico.
These people need free care, And for
decades they have received free care.
The problem was that it ~vasn’t uni-
form ly good, and wr had to undrryn
:1 lllass~vc rcor~allimtlon.

And I am sure Dr. Johnson, ~vho
obviously hasn’t been in Harlem,
will be greatly relieved to kno~v that
Columbia University staffs the Har-
It.rn IIospital llndcr a city contract
currently at tile rate of $12.5 million
a year. It is matchin,g interns and
filling residency slots. There is a new
800-bed hospital which will be open
next year. And thipqs arc sorncwhat
1,(11,, ill 1I:,rl(l,, (I,:lrr 11,(.) IVIn L

I’tlv y(.;ll”s :Iqo. l;\t.rr 11](.(;f)v(.rl)~)f ii
q)i]r: to l)~lild a State ofIiLc. l~uildin:q
just 10 blocks away from the hospi-
tal—which is real progress.

l~ith respect to making thin~s
available also, Dr. Egeberg, again,
I \vant to say you can do some thinqs
rvhen they are of proven value bv
requiring them, at least w’here there
is an institutional right to impose a
requirement. It is generallv rcco~-
nized that ccmical C)toloq~ is a prc-
\entivc tcchniquc ivhich has a Yen
hiqh yielcl in ~vornen bctircen the
aqx of 21 mncl.Y-in fact, 70 pcrccnt
nf all cancer of the cer~ ix in .Yc}v
York State that is reported is in that
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wge group. And in our State hospital
code, there is now a requirement that
any woman who has;t had a Pap
smear within the previous year when
she is admitted to any hospital in
New York State and is in that age
group has to have a Pap smear,

There is also a requ-irement that
anybody who hasn’t had a chest
X-’ray within the previous year has
to have a chest X-ray unless the Com-
missioner of Health deems it epi-
demiologically unnecessary in that
hospital to have this’ uniform
requirement.

There are some high-yield chest
X-ray programs in Harlem, Bedford
Stuyvesant, and the Bellevue areas.
On the other hand, you can go 50
miles out of New York City, and it
isn’t worth the money to tak”ea chest
X-ray on everybody. It is left up to
medical judgment. But it is the phi-
losophy in New York State, rein-
forced by the law, where a preventive
measure has proven of value to pri-
vate patients as well as public pa-
tients, it is now being bufit into the
requirements on hospitals to provide
that preventive measure for all
hospitals.

This does not, of course, extend to
private practitioners in Dr. Lloyd’s
program. And his description of en-
couraging more doctors to do more
Pap smears was a very exciting
discussion.

Dr. ECEBERG. Thank you, Dr.
Trussell.

Just one interruption here. I re-
cently attended a medical association

meeting in southern California where
this question of Pap smear came up
along these same lines. And there was
a sharp difference of opinion. Every-
~dy over the age of 60 thought this
was a real interference with the prac-
tice of medicine and that a county
society was trying to tell people how
to practice. Practically everybody
below 50 thought it was a wonderful
thing.

Dr. Johnson, you talked about get-
ting physicians into smaller com-
munities. I am sometimes amazed
how many people want to live in these
large sores that we are breeding
around the country, but apparently
they do. I have heard that it is the
wives who feel that they would rather
live in a large community. And I have
often thought that if some of these
people could be introduced to a small
community, maybe that would be all
that would be required.

I was on a medical manpower com-
mittee concerned with the armed serv-
ices not too long ago in which some-
body suggested that perhaps the
draft’s main drawback was that it
didn’t involve everybody and perhaps
everyone ought to take a year of some
kind of service. Those who didn’t have
to go into the armed forces might do
their service in some small commu-
nity, and many of them might stay
there if they fell in love with the com-
munity and their responsibilities.
Would you care to remark on that ? I
know what you are going to say.

Dr. JOHNSON. I would be very
glad to comment on that. If you could

introduce these people in their form- charge as much in order to pay the
ative years to an attractive commu- bills at the end of the month. We are
nity, you might do something, But so going to have to make medical care
many of them have gone out into more available, but I don’t want us
preceptorship programs and have to get way out in left field and make
seen communities like the one that it available from those who cannot
I live in where I am on call 24 hours supply quality care.
a day 7 days a week around the clock
around the calendar, and the educa-
tional facilities, the cultural facilities,
et cetera, are not up to par, and I
would say that a preceptorship pro-
gram, if it is a forced preceptomhip
program, will start with a bias built
in against it. A preceptorship pro-
gram has as much potential for harm
as it does for good. But if you can in-
troduce folks into an attractive com-
munity and get them interested in
fishing and hunting, and so forth,
you can coerce them a little bit,
Maybe you can teach the wife to
shoot quail.

I do believe this, however, that
this business of putting communities
together cannot be done by bureau-
crats; it cannot be done by medical
educators; it cannot be done by peo-
ple from the top down; it cannot be
done by people who represent a mass
pool of practical ignorance, you
might say, about how to provide
health care services for people in
these communities.

But we are going to have to make
health care available, and I do agree
that the physician is going to have to
learn to use his time better. I have
four assistants, and I assure you that

my productivity is much greater be-
cause of that, and I don’t have to
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REPORTS ON—

PROGRESS AhTD ISSUES

I would like to focus on some of
our contemporary issues by c]uotin~
s\litablc words from the past. “Our
knowledge of the clinical pathology
of the heart has acfvanced with such
rapidity during the last decacle, and

Robert Q. Marston, M.D.
Associate Director

National Institutes of Health and
Director, Division of

Regional Medical Pro,crams

Karl 1). Yorrly
Drj]uty Director, Division of
Regional Medical Programs

T he progress and issues in the im-
plementation of individual Re-

gional JMedical Programs are stated
in your agenda. They are the same
progress and issues faced by the di-
vision viewed from a slightly diflerent
perspective.

This year your steering committee
has focused this entire Conferencc-
Workshop around the question of

quality and availability of health serv-
ices, In our report to you this morn-
ing, the division of Reqional ~fec~ical

Profyams will present reports on
selected areas related to this Seneral
problem. Dr. Bucher will report for

his group on progress in the use of
operations research techniques and
methodology. Dr. Schmidt will docu-
ment the increasin,q activity in the di-
vision ccnterecf on the substantive im-
provement of health services.

the sub iect as a whole has become so
technical, that at the present time it
is difficult or well-nirqh impossible for
the general reader t: keep pace with
its progress. The writings are scat-
tered; they call, in the reading, for
consiclcrablc preliminary knowlccl~e
of the subject matter c]iscusscrf.

“In contemplating tllc work of d]c
past few years, it seems to mc that
a stage of the enquiry hac~ been
reach&1 at which it- wa’s possible to
~ivc a review of the main results of
the numerous researches, and to place
before the student of general medi-
cine the evidences upon which the
chief conclusions of t-he present day
rest.

“A number of I>henormcna. ob-
served in clinical and cxpcrimcntal
studies, are dcscribccl sicfc by sicle in
this book, and an attempt is rnadc to
show the manner in which abnormal
actions of the heart, as they occur in
patients, may bc identified ‘with simi-
lar disturbances artificially creatccf in
laboratory cxpcrimcnt.” This quote
is from the preface of Sir Thomas
Lewis’ book on “Mechanism of the
Heartbeat,” pub]ishec] Dcccmber
1910.

I have chosen Sir Thomas Lewis
bccausc Dr. William Branch Porter,

,.
]Iiy Ijr<)fcssor of r]led]clnc, was a stLl-

dcnt of Lewis’ and always used a

stethoscope given to him by Sir
Thomas. Sir Thomas clcclicatcd his
[Icx)k ~t) his L[.a[l)t,rs, Makrnzic ancl

Einthovcn. Last week at the I_Jnivcr-
sity of Chicago Board of Trustees
dinner for the faculty, Professor
Chanrfrasckhar, in speaking of dis-
tinction in scicncc, tracccl the geneal-
ogy of Nobel Prize winners in chem-
istry in an unbroken student-teacher
relationship back to 1901. He em-
phasized the point that cxce]lence
hqycts cxccllcncc. Lfmlicinc has been
pmticu larly clc]mnclcnt 00 the precep-
tor concept, tllc 1 to 1 ratio of student
to teacher or physician to patient.
The urrqucstionccf valicl ity of this ar-
rangement to assure exccllcnce,
though proven throur#l the years,
constitutes a major challenge when
you and I address the complex issues
of the maintenance of excel Icnce in
the or,qanization and clelivery of
health services.

Two speakers on our proxranl last
year spoke pointedly on this isslrc.
Urrdcrsecrctary Cohen said, “Son3c
have ar~ucd that there is an incon-

sistency, or even conffict, between
high quality ancl widespread use.
They believe that cxccllrnm is such
.7 rare Incl tcnclcr flower tll.at it can
only bloom in special and carefullv
protcctcd c!lvironrnents. They hzve
su~gestec] that \vc can lose m’erythin,g

As I was proofreading this speech I \vas
informed that one of my Srmt tcachrrs,
I,ord ~]orcy, whosf’ dt!ve]opmcfll of l)cni-
cilli]i earned him a Nolx-1 Prize, died Feb-

ruary 22, 1968. (R. Q.M.)

by trying to mass produce what re-
quires the most skiilecl craftsmanship.

“This point of view, I be]icve, is
contrary to our national history and
commitment. I think \ve have the
capabilities as a society to make the
very best available to all our people.’:

Dr. Shannon, in a para~raph that
wc have quoted often, stated, “al-

though we must contend with many
diverse geographic and social circum-
stances, NH, in administering the
Regional Mcclica] Programs, trill
strive to prcscrvc existin,g centers of
cxccllencc in science, cclucation, ancl
service while, at the same time, work-
ing \},ithState and ]Oca] forces, e~-olvc

a system that will make available to
the bulk of the population medical
semices that are excellent in qualit;’
and adequate in quantity-at least in
a major segment of the diseases that
plague us all.”

It is appropriate to consider for a
morncnt the Rc~ion~l lfcdica.1 Pro-
(rra,ns in t}~e context of thr Fcclcml-1
role in the organization and deliver>’
of health services. In its present out-
lines, that role is relatively ne~r, ex-
cept for the facilities pro:rams and
some of the previous stirrrulation of
])]anning as dcscribcc! )cstcrday b:
Dr. Brcslow. Experience ~vith the ma-
jor nc~v components of that role is
limited. The effects of medicare ancl
medicaid are just bccomin,g known.
lfost of the Regional \Ieclical Pro-
~rams have not yet entered opera-
tional plImc. ‘rhc r=xjmricnrc tvith
compwhcnsivc health l~lanning is at

a still earlier stage of development.
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DR. MARSTON

An expanded health services research
program is mostly intent. But the
urgency and public awareness are in-
creasing, and one can describe some
characteristics of the road that lie
ahead.

The nature of this Federal role al-
most certainly is different from the
current Federal role in the support
of medical research, such as the grant
programs of the National Institutes of
Health, or in the direct delivery of
health services, such as the Veterans
Administration hospital system. It will
probably be different from the emerg-
ing Federal role in support of medical
education, though the fuller outlines
of that role, while further along than
the health services role, are still in the
process of being determined.

Federal research support is primar-
ily involved in the support of some
functions within an institution. Sup-
port for medical education becomes
more concerned with the viability and
strength of the total institution. But
it seems apparent that the Federal
role in the organization and delivery
of health services must be concerned
not just with single institutions but
with the interrelationships among
many institutions, organizations,
health personnel, and the consumers
of health services. The importance of
the consumer was described forcefully
by Dr. Lloyd in his presentation yes-
terday. It is clear that this role will

not be characterized by the direct de-
livery of health services by the Gov-

ernment on the Veterans Administra-
tion model, Rather, we see a fertile

environment for the exercise of that
peculiar propensity and genius of our
society to invent new institutional and
organizational frameworks to meet
new challenges. In my previous re-
sponsibilities, 1 have often heard
young physicians and medical scien-
tists from other countries praise our
unique ability to bring together the
skills of those from many disciplines
to focus on particular problems. To
carry this approach into the problems
of health care will require not only
the focusing of a variety of individual
talents, but also a wide range of in-
stitutions and organizations, each of
which can make a particular and es-
sential contribution to the solution of
the health care problems,

Regional Medical Programs them-
selves have challenged our capacity
for organizational invention with a va-
riety of results, One concrete mani-
festation of a creative organizational
response has been the emergence of
new nonprofit corporations to serve
as the common arena where many
institutional interests can meet for
common purposes, These new orga-
nizations will be tested in the com-
ing years to see if they can truly en-
compass the many relevant interests
within a new unity of purpose,
relate effectively to other activities in
the health field, and avoid the dan-
gers of becoming protective or static.

In stimulating new structures and

relationships in health, much of the

Federal role will probably be indirect,

through influencing a vast and dy-
namic health endeavor that is based
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on local institutions, organizations,
and initiatives.

A Governmental role will not pre-
dominate at the actual meeting point
of the. provider and consumer of
health services, even though the pro-
portion of financing through Govern-
mental channels is likely to increase.
The efforts to preserve voluntary ac-
tion will continue to shape the char-
acter of the Federal role.

While maintaining local freedom
of action, one aspect of the Federal
role is clear: It must facilitate the im-
plementation of productive and de-
sirable change in areas affecting
health services. One of the major
for-cm for chan,qc is the strong clrxirx-
for lligll standwds of Cxcellc]]cc that
has permeated our medical activities
and that has led to so much impres-
sive accomplishment throughout the
history of American medicine. The
tradition of excellence and its con-
tinued pursuit will continue to create
much of the need for changes in the
organization and delivery of health
services. The same tradition will a]so
continue to create opportunities for
improved health care. The Federal
commitment to the wider availability
of the best in medical care and the
continued support for the develop-
ment of medical excellence are two
aspects of the same interest. This re-
lationship was a central theme in Dr.
Chapman’s presentation when he re-
ferred to research in the service of
mankind. But to accomplish this role
of facilitating productive change, it
will be necessary to capitalize on all
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of our resources and energies in the
health field. We must be as concerned
about integrating the public and pri-
vate segments of the health endeavor
as with avoiding the isolation of the
ivory tower or the solo practitioner.
There will be a continued need to
focus on special problems, such as the
critical health problems in the urban
slums, but that special attention will
need to include the development of
relationships between these special
efforts and the rest of the health serv-
ices framework in order to avoid re-
placing old isolation with new.

If these are some of the possible
outlines of the Fcclm-al role in the
orrgtnizrtion :ul(l (If.livrry of l)t.alt}}
scrviccs, l]OW do l{c~iol)al Medical
Programs relate ? Dr. Ilrcslow said
yesterday: “TO those concerned with
the improvement of health care in
this country, regionalization has be-
come the order of the day. ” Because
regionalization is essential for ac-
complishing the purposes of this pro-
gram, we have chosen in our revision
of the Guidelines to describe the
mechanism for achieving the goal of
the Regional Medical Programs as a
process of regionalization.

That goal is described in the
Surgeon General’s Report on Re-
gional Medical Programs as . . .
clear and unequivocal. The focus is
on the patient. The object is to in-
fluence the present arrangements for
health services in a manner that will

permit the best in modem medicaf
care for heart disease, cancer, stroke,

and related diseases to be available
to all.”

We have described the process of
regionalization in the following terms
in the new Guiclelinm:

Regionalization amon,g the full ar-
ray of available health resources is a
necessary step in bringing the bene-
fits of scientific advances in medicine
to people wherever they live in a re-
gion they themselves have defined. It
enables patients to benefit from the
inevitable specialization and division
of labor which accompany the ex-
pansion of medical knowledge be-
GLr-rsc it provicles a systcm of workin~
rclationshilx a.mo~l~ hcalttl personnel
arl(l It]f. i))stil(]tior)s :111(1 orf;;ll]iz;tti{)r)$
i~) ~vl~idl tllcy work. ‘1’llis rt(luircs :L

comnlitrncnt of inc]ividuai and insti-
tutional spirit and msourccs which
must be worked out by each Regional
Medical Program. It is facilitated by
voluntary agreements to serve, sys-
tematica]ly, the needs of the public
as regards the categorical diseases on
a regional rather than some more nar-
row basis. Rcgionalization within the
context of Regional Medical Pro-
grams has several other important
facets:

It is both functional and geo-
graphic in character. Functionally,
regionalization is the mechanism
for linking patient care with health
research and education \vithin the
entire region to provide a mutually
beneficial interaction.

Regionalization provides a means
for sharing limited health man-
power and facilities to maximize

the quality and quantity of care
and service a~~ailableto the region’s
population and to do this as eco-
nomically as possible.

Finally, regionalization also con-
stitutes a mechanism for cocmli-
nating its categorical program with
other health programs in the re-
gion. As a result, their combined
effect may be increased so that they
contribute to the creation and
maintenance of a system of com-
prehensive health care within the
entire region.
Because the advance of kno~vledgc

chan,?cs the nature of mcdica] care,
r(.~ionalization can best I)(L \,ic\vecf as

:L ff)rltir]lf(~lls I)l(x(,ss r;ltt)[r (Il:lr) ;!
~,larl whic]l is totally devdopw! and
then irnplemcntcd. ‘rhis process of re-
giona]ization consists of at least the

follolring elements: Involvement,
identification of needs and opportu-
nities, assessment of resources, defi-
nition of objectives, setting of priori-
ties, implementation, and evaluation,
I will describe and discuss these seven
elements in the process separately, al-
though in practice they arc interre-
lated, continuous and often occur
simultaneously.

First, involvement. The involve-
ment and commitment of individuals,
organizations, and institutions which
will en,gage in the activity of a Re-
gional Medical Program, as well as
those which \vill be affected by this
activity, must underlie a Regional
Program, By involving in the steps of
study and decision all those in a re-
gion who are essential to implementa-
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tion and ultimate success, better solu-
tions may be found, the opportunity
for wider acceptance of decisions is
improved, and implementation of
decisions is achieved more rapidly.
Other attempts to organize health
resources on a regional basis have
experienced difficulty or have been
diverted from their objectives because
there was not this voluntary involve-
ment and commitment by the neces-
sary individuals, institutions and or-
ganizations. The act is quite specific
to assure this necessary involvement
in Regional Medical Programs: It de-
fines, for example, the minimum com-
position of Regional Advisory
Groups.

To insure a maximum opportunity
for success, the composition of the
Regional Advisoiy Group should go
beyond the minimum requirements
to be reflective of the total spectrum
of health interests and resources of
the entire region. And it should be
broadly representative of the geo-
graphic areas and all of the socio-
economic groups which will be served
by the Regional Program.

The second element, identification
of needs and opfiortunities. A Re-
gional Medical Program must iden-
tify the needs as regards heart disease,
cancer, stroke, and related diseases
within the entire region. Further,
these needs must be stated in terms
which offer opportunities for solu-
tion.

This process of identification of
needs and opportunities for solution
requires a continuing analysis of the

problems in delivering the best med-
ical care for the target diseases on a
regional basis. And it must go beyond
a generalized statement to definitions
which can be translated into opera-
tional activity. Particular opportuni-
ties can be identified by: ideas and
approaches generated within the re-
gion, extension of activities already
present within the region, and ap-
proaches and activities developed
elsewhere which might be applied
within the region as part of the
process of regionalization.

The third element, assessment of
resources. This implies a continu-
ously updated inventory of existing
resources . . . an inventory of ca-
pabilities in terms of function, size,
number, and quality. Every effort
should be made to identify and use
existing inventories, filling in the gaps
as needed, rather than setting out
on a long, expensive process of creat-
ing an entirely new inventory. In-
formation sources include compre-
hensive health planning agencies,
hospital and medical associations,
and voluntary agencies. This inven-
tory provides a basis for informed
judgments and priority setting on

activities posed for development
under the Regional Program. It can

also be used to identify missing re-

sources-–voids requiring new invest-
ment—and to develop new configu-

rations of resources to meet needs.

Definition of objectives is the

fourth element. A Regional Program
must be continuously involved in the

process of setting operational objec-
tives to meet identified needs and
opportunities. Objectives are interim
steps toward the goal of Regional
Medical Programs, and achievement
of these objectives should have an
effect in the region felt far beyond
the focal points of the individual
activities. This ripple effect can be
one of the greatest contributions of
Regional Medical Pro~rams.

Element number five is setting of
priorities. Because of limited man-
power, facilities, financing, and other
resources, a region must assign some
order of priority to its objectives and
to the steps to achieve them. Besides
the limitations on resources, factors
to consider include: ( 1) Balance be-
tween what should be done first to
meet the region’s needs, in absolute
terms, and what can be done using
existing resources and competence;
(2) the pcstentials for rapid and/or
substantial progress toward the goal
of Regional Medical Programs and
progress toward regionalization 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.

The purpose of the preceding steps
has been to provide a base and im-
perative for action. Thus, im@emen-
tatio?z is the sixth element. In the
creation of an initial operational pro-
gram, no region can attempt to deter-
mine all of the program objectives
possible, desiqm appropriate projects
to meet all the objectives, and then
assign priorities before seeking a

grant to implement an operational
program which encompasses all or
even most of the projects. Implemen-
tation can occur with an initial oper-
ational program encompassing even
a small number of well-designed
projects, provided they will move the
region toward the attainment of
valid program objectives. Because re-
gionalization is a continuous process,
a region is expected to continue to
submit supplemental and additional
operational proposals as they are
developed.

After the implementation of an
operational program, there are two
potential threats to be avoided. One
is the projects will lose their regional
identities by becoming institutional
projects, and thereby cancel the op-
portunity for the operational program
to have regional scope and effect.
The other threat is that projects will
lose the relationships one to another
which maintain the interaction of
patient care, education, and research.
Preventing these breakdowns requires
project and program administration
of a high order. It also requires sus-
tained communications, involvement,
and the application of evaluation.

This brings me to the final element
in the process of regionalization:
Evaluation. Each planning and op-
erational activity of a region, as well
as the overall Regional Program,
should receive continuous, quantita-
tive, and qualitative evaluation wher-
ever possible. Evaluation should be
in terms of attainment of interim ob-
jectives, the process of regionaliza-
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tion, and the goal of RegionaI Mecfi-
ca.1Prorrams.

Obje~tive evaluation is simply a
reasonable basis upon which to
determine whether an activity should
be continued or altered. and. ulti-.,
mately, whether it achieved its mrJ--
poses.’ ‘Also, the evaluation of ‘one
activity may suggest modifications of
another activity which would increase
its effectiveness.

Any attempt 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 simpIy counting numbers of
people at a meeting to the most in-
volved determination of behavioral
changes in patient management.

As a first-step, howeve~, evaluation
entails a realistic attempt to design
activities so that, as they are imple-
mented and finally concluded, some
data will result which will be useful
in determining the degree of success
attained by the activity.

By this rather detailed definition of
re,gionalization, we arrive at the
criterion for judging the success of a
region in implementing the Urocess

A

of regionaliz&ion. Success is meas-
ured by the degree to which it can be
demonstrated that the Regional Pro-
gram has implemented the seven es-
sential elements of regionalization:
Involvement, identification of needs
and opportunities, assessment of re-
sources, definition of objectives, set-
ting of priorities, implementation, and
fina~ly, evaluation.

U1timatc]y, the overall SLICCCSSof
any Rc,qional Medical Pro~ram must
be judged by the extent to which it
can be demonstrated that the Re-
gional Program has assisted the pro-
viders of health services in developing
a system which makes available to
everyone in the region the best care
for heart disease, cancer, stroke, and
related diseases.

In giving you some of the content
of the revised Guidelines, I would like
to reassert, as was done in the report
of the Surgeon General to the Presi-
dent and the Congress that the basic
concepts of the Regional Medical
Prorp-arns remain unchanryxl. As You
review the revised Guidelines, which
I hope to have available for you in
draft form on Friday, you will find in-
creased clarity, not surprises.

I believe that it is important to
point out that this program is still in
its infancy. It has not yet been sup-
ported by a critical mass of money, it
still awaits extension of its initial legis-
lation, and it still must document
more firmly its value. However, all
the pressures leading to its existence
have intensified in the past two years,
and new conditions such as the im-
plementation of medicare, medicaid,
and a greater concern for increasing
costs have become realities. Wc also
have gained some meaningful experi-
ence—exemplified best by this meet-
ing itself.

As the programs evolve, now and at
times unexpected probIems will
emerge, and some of thcm will test
sorely the stability of Regional Mccfi-

cal Programs. For instance, the car- I>IVISIONT OF
rnarkin,q of solnc of the RMP funds REGION/\I. MEDICA1,
by the Congress is viewed by some as PROGRAMS
a threat to the concept of regional ini- REPORTS ON—
tiative and regional determination.
We believe, however, that this will A ATEW EMPHASIS

not occur. We must try to continue to
estimate honestly the potential of Alexander .M. Schmidt, M.D.
RIMP. One organization was de- Chief, Continuing Education and
scribed sardonically by the Economi.rt Training Branch
as a “permanent institution devoted Disision of Regional
to proving there is not enough food in Medical Programs
the world.” Results, not assertions,
will be needed. Richard F. Manegold, M.D.

And yet the consciousness of the Associate Director for Program

problems of our society is not due pri- Deutlopment and Research

marily to our incrcascd sensitivities Diuision of Rrqionol

but rnorc to the strc[l~t}lcncd lmwcr Lfrdicir[ F’ro,gramr

of the people in demanding that their
needs be met. The question remains,
however, whether the inertia of the D r. Manegold and I appreciate
system in a large and complex nation the invitation extended to us
can be overcome. by your program committee to re-

The energies and high hopes of port on some sia~ificant recent de-
those now working in the regions velopments in Regional Medical
must overcome the problems of an Programs. These developments have
ingrained system. Through no choice two things in common: They orig-
of any individuals, the time for inated in regions, but have stimulated
change is now. The forces of evolu- chang-e here at the division of Re-
tion should prevail and the system <gional Medical Programs, Secondly:
should move to respond to the de- they reflect the current status of the
mands of the Nation’s needs. programs. These developments rep-

resent a new emphasis on the rele-
vance to patient care of both the pro-
,grams and the ciivision, During the
next few minutes, I would like
to characterize further this new
emphasis.

To gain perspective, I would re-
ruincf you of the first National Con-
fercncc on Regional Medical Pro-
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grams, held here one year ago. Those
of you who attended, or who have
seen the recently distributed Proceed-
ings of that meeting, may remember
its dual purpose: To encourage ideas
from a representative group of in-
dividuals that could be used in prepa-
ration of the repmt of the Surgeon
General to the President and Con-
gress, and to provide an interchange
of information on planning and on
the goals of the program. The first
meeting did much to characterize
the program in its early stag-es of
development. The meeting was dedi-
cated principally to the problems of
definition and elaboration of the con-
cepts of cooperative arrangements,
local initiative, and evaluation.

The meeting now underway is sig-
nificantly dfierent. It is obvious that
major program goals have, for the
most part, been defined and accepted.
Based on these goals, program activi-
ties have begun. Indicative of this is

the relatively rapid development of
operational programs. Six months
ago, four regions were operational;
before the next 6 months are over,
we expect between 24 and 36
regions to have submitted their re-

quests for operational funds. The
obvious implication is the regional

planning is fairly well advanced.
1Iowever, we have been intrigued
by the impact of regional planning
which the first operational projects
have had. Regions have discovered

the benefits of shifting their attention
from the immediate objectives perti-

nent to a particular project, to long
range program goals.

As regions matured, the division
perceived this important shift of em-
phasis. Last fall, the division reor-
ganized so as to respond better to
evolving regional needs. The plan for
this reorganization has been given to
you in the News, Information, and
Data release of January 11, included
in your Conference book. One of the
major results of the division reorgani-
zation was the appointment of an As-
sociate Director for Program Devel-
opment and Research, Dr. Richard
F. Manegold. This new activity of
the division represents the main re-
sponse to the stimulus from the re-
gions. The activities of the new
branches of the division will be di-
rected toward major problems per-
ceived by the regions. These prob-
lems will grow out of the acceptance
by regions of the patient as the proper
focus of its program. Because of op-
erational activities there has been a
renewed—or in some cases a new—
emphasis on the relevance of program
and projects to the system of h-ealth
care.

Titles from the printed program
of this meeting illustrate this emphasis
on the patient and the system of
health care. I need only to select two
examples from papers being given
later today. One title is “Clinical Data
Collection with a Purpose.” Another:
“Nursing in the Regional Medical
Programs: Alliance for Better Care.”

Even the title of the discus.sicm group

on continuing education—’’Continu-

DR. SCHMIDT

ing Education and Training, For
What ?“-demonstrates the accept-
ance of the challenge to make Re-
gional Medical Programs relevant to
major health care issues of today.

These issues are readily identified.
There are now at least six groups of
distinguished individuals in the health
fields, in government, in professional
organizations, or in foundations seek-
ing a rational approach to what is
viewed as a health care crisis. One of
these, the President’s National Ad-
visory Commission on Health Man-
power, reported recently “There is a
crisis in American health care . . . .
The crisis, however, is not simply one

of numbers . . . . If additional per-
sonnel are employed in the present
manner and within the present pat-
terns and ‘systems’ of care, they will
not avert or even perhaps alleviate
the crisis. Unless we improve the sys-
tem through which health care is
provided, care will continue to be-
come less satisfactory, even though
there are massive increases in cost
and numbers of health personnel,”

The report then goes on to make
a number of recommendations in sev-
eral areas. But you may have noted
in the report that while pages 1
through 31 speak to the specific prob-
lem of health manpower, pages 32
through 77, or more than half the
report, are concerned with improving
the health care system.

In point of fact, whether one con-
siders the manpower shortage, or the
increasing demands for service, or the
rising costs of medical care, or the
lack of health care in our urban
ghetto areas, or even the problems
surrounding continuing education
and training of health manpower,
one is forced to consider the present
health care system, and how it must
change. Predictions are that by 1975
many new patterns will have been
established which will determine
many aspects of our work in the health
field. The relevance of this to the
Regional Medical Programs was
stated by Dr. Ward Darley: “It is the
response to the heart disease, cancer,
and stroke legislation more than any

other one thing that is presently pro-
viding the common ground upon
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which the interests are gatherin,q that
are necessary to plans that will meet
not only tke growiny, but also the
changing demands of our society. ”
This responsiveness to major issues is
newly bein,g emphasized by Regional
Medical Programs.

Acceptance of the challenges posed
by the health care crisis is well dem-
onstrated by the activities of regions.
One region, faced with the not un-
common situation of a large number
of hospitals wanting to establish coro-
nary care units, was initially con-
cerned with the mechanics of build-
ing and equipping such units. Their
attention shifted, however, to a con-
sideration of how the region might
give the best diagnosis and treatment
to all patients with myocarclial in-
farction. What started as an emphasis
on hardware in hospitaIs developed
the potential of bringing the best tal-
ent in a region together to consider a
number of critical problems, includ-
ing the need for trained manpower,
the nmxl for sp(’cial in’{{ rcsollrc(vi in
:1 (()))}fl]llllily Il(xl)il.11, :1!](I 111(.1)(.I.(1
to cfoc~lrll(.nt for’ wd~]ulio!) p(trlxm+
what emerges from a possible clra-
matic change in the care of patients
within a region.

Another region, finding itself with
a number of small hospitals already
having established coronary care
units, has turned to the difficult but
necessary task of studying the effec-
tiveness of these small units, and the
cost/benefit realities of such units in
smafl hospitals.

Even the ~roblems surrounding. “

continuing education and training of
health manpower forces Regional
Medical ProSrams to consider other
major issues. One region has within
it an expensive and excellent facility
for the production of audio-visual ma-
terials, such as color motion picture
films and television tapes. 13ecause of
the need for such materials by that
region, the production facility and the
region are working cooperatively. But
attention has shifted from the mec-
hanics of the production and dis-
tribution of teaching aicls to the neccl
for the determination of the proper
content and usc of such matcriak in
teaching programs. ‘1’hc region and
the producer have jointly begun to
study these problems in the specific
terms of educational needs. In addi-
tion, they have rccogmizecl their
unique ability to conduct such a
study, which promises benefits to all
regions.

On the other side of the country, a
re~ion unable to procluce its own
;Ll[(lio-vis\]al :ticls has (1(.ci(ld to cl(l-
Iifl(. (:lr[.flllly ils II(YYI for ])ro!:r;I III

ll):ll(>l’i:lkil o!ld ol}[y l] Ic1l [() S(Y” II I’(:

thcrn from a nci~hboring rc~ion. Irl
these ways, interrcgional coopcmtivc
arrangements are being structured in
order to solve elaborate hardware
problems. The point to bc made, how-
ever, is the switch from primarily a
hardware problem to the larger issue
of the proper usc of educational aids
within a program.

I would like to turn now to the
central issue of continuing education

and trainin,q pro~rams. Continuing

education ~vas specifically mentioned
in our enabling legislation as a means
of improviriy the hcaltb manpower of
the Nation. Continuin,q education
has been acccptcd as a reasonable and
desirable process by most cvcryonc—
but the cluestion asked by Dr. Geor~c
Miller in his article in a rcccrrt issue
of the Journal of Medical Education,
and to be askecl by our panel this
afternoon — ‘<Continuing Educa-
tion, For What?” is a very impw-tant
one. The answer, at least for Regional
Medical Programs, ~vould appear to
have been given by these words from
the report of the Sur~con C,cneral to
the President. “’l-he ultirnatc objec-
tive of Regional Medical Programs is
clear and unequivocal. The focus is
on the patient. The object is to in-
flucrrce the present arrangement 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 availabie to
all. ”

Many r(’j;inrls JIM.II()!Vr((xorrlinirl!!
11)(.il ({)lllilllli]lf: (wl(l(:llio]) l) Iof:t:IIIIs

ill or(l(,r (() rrl:lt(. (11(.rllIllor(” (’los(’ly
to the objcctivrs of l{e~iooal M(>clical
Programs. For example, a continuing
education task force of onc region has
stated that ,generally, continuing
medical cc{ucation is to be considered
as part, and only part, of the intc-
g-rated activity of that program. Sec-
ondly, the objectives of the educa-
tional proq-ams would relate directly
to the objectives of the region as a
whole, and would be based directly

in the health care process. Thus, if

one is to make assessment of needs for
educational programs, this assessment
must bc based on the systcm of health
care, the role of the learner, and his
ncecls. Inescapably, what ~ physician
or a nurse or a technician actually
dots is ~vhat mLISt dctcrminc ccluca-
tional needs. A paper to be presented
later today accepts this premise, and
reports on a study of physician office
practice. I tvould like to emphasize
by repetition a most important point
made by Dr. flhvi,ght tVilbur yester-
day. The probltms of medical care
and medical education are insepara-
ble, and medical cdllration offers the
,grcatcst potcntia] for rapid ancl wide-

spread solution of identified problems
or deficiencies in this general area of
health care. In medical education, at-
tcrrtion must bc focused directly on
the questions: “Will this effort
change behavior?” and, “Will this
change in behavior result, in fact, in
the patient receiving the maximum
benefit of modern knowledge?” The
1)(.n(lits (1(.ri\(. not only I_ro]ntlif’ nms
LII()\vl(Ylf,,I.(II” III(. (11.;IIIII(.111f)( (li\-
[,;1S(, I)IIL:1S\\(i] ff’[)J1l [11( kllo\\k(t<,{

d II(W systems of health care.
I have said that these emphases of

the regions have stimulated the divi-
sion to respond, and I mentioned the
establishment of a new office for pro-
gram development and research
within the division. As you may have
noticed in the information you have
received, the already established
branch of Continuing Education and
Training wilI be closely allied }vith
a Regional Health Services branch.
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This alliance will allow the desired
interaction between the branches.

The Continuing Education and
Training branch will add some
neecfed units to those already existing.
We have had an Allied Health Pro-
fessions section for some time, as well
as an Education Evaluation and Re-
search section headed by Dr. Frank
Husted. The latter section is pre-
pared to consult with regions about
the difficult task of program evalua-
tion. We are now establishing an in-
structional media unit, and a cur-
riculum design unit, among others.
A reference unit will be set up to

assist in the collection of information
specifically relating to educational

and health service programs. These
units are intended to serve, on re-
cluest, regional as well as divisional

needs, and will work closely with the
as yet embryonic Health Services
branch.

The ReSional Health Services
branch is now being developed. The
need for this branch was anticipated
in the earliest days of the division.
However, because of the pressing
need to support early planning ef-

forts, an[i the relatively higher- prior-
ity assigned to the educational
programs, creation of the Health
Services branch was delayed. The
new emphasis upon the patient and
the system of health care obligates

a new priority. Further, it is now ap-
parent that medicine, a holistic

system, can no longer reasonably

separate educational f[lnction from
service.

The Re~iorlal Health Scrviccs
branch will be prcparecf to conduct,
encourage, and support research on
needs, criteria, and methods for new
and improved capabilities for deliv-
ery of health services on a regional
basis. There will necessarily be an
important relationship with the dc-
velopinS National Center for Health
Services Research. There will also be
developed relationships with private
institutions, medical school depart-
ments of community medicine, and
professional associations.

The branch will obviously have a
review and evaluation function,
which will lead naturally to a role of
consultation and service to the
regions.

The challenges faced by Regional
Medical Programs are now readily
apparent and, while ,great in size and
s~~pe, are matched ~y the potential
for solution offered by the programs.
The fragmented medical services, the
rising costs of care, the shortages, the
impersonalized and disjointed sys-
tem, and the educational imperfec-
tions arc the fabric of our health care
crisis. ‘1’11(! ncw cmpl)asis bcin~
placed on these major issues by Re-
gional Medical Programs is being
reflected by the developing resources
and energies of the programs.

DIVISION OF
REGIONAL MEDICAL

PROGRAMS
REPORTS ON—

OPERATIONS RESEARCH
AND SYSTEMS ANALYSIS

Robert Bucher, M.D.
Dean, Temple University
School of Medicine and

Consultant to Diuision of
Regional Medical Programs

Herbert P. Galliher, Jr., Ph. D.
Professor of Industrial Engineering

University of Michigan and
Consultant to Division of

Regional Medical Programs

Jack H. Hall, M.D.
Director of Medical Education

Methodist Hospital
Indianapolis, Indiana and
Consultant to Division of

Regional Medical Program;

Maurice E. Odoroff
A$sistant to

Director for Health Data
Division of

Regional Medical Programs

In March 1967, the Division of Re-
gional Medical Programs entered

into a contract with the University of
Michigan Colle~e of Engineering to
obtain the consultative services of Dr.

Herbert Galliher and his operations
research group. Together with Mr.
Maurice Odoroff, biostatistician on

the staff of DRMP, they began work
on a number of topics. In August, two
individuals with experience as medi-
cal administrators joined the Division
for a 6-month period on leave from
their respective institutions (Dr. Jack
Hall, Director of Medical Education
of the Methodist Hospital Graduate
Medical Center in Indianapolis, and
Dr. Robert Bucher, Dean of the Tem-
ple University School of Medicine).

The similarity of interests of these
people soon made it obvious that we
Ivould function best in some type of
team fashion, and the feeling is shared
by all that a great deal of progress has
been made because of our “coopera-
tive arrangement. ” It is my privilege
today to give this presentation on be-
half of the group by ( 1) using an ex-
ample for illustrative purposes, (2)
summarizing briefly some of our ac-
tivities, and (3) making a few major
recommendations.

There have been, to date, few if any
demonstrations of the successful utili-
zation of operations research in rela-
tion to the health care system. Never-
theless, a number of attempts are un-
derway to model portions of the sys-
tem, and these appear promising
tmou@ to justify our conviction that
an effort to develop health related
operations research should be under-
taken. As we do so, we must be mind-
ful of the lessons learned from devel-
opments in other areas. Probably the
most notable contributions of oper-
ations research have been in the fields
of industry, transportation, and de-

fense. In each instance, it took a
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decade of intense work before a rea-
sonably complete definition of the
system was accomplished. The health
care system has complexities which
exceed any of these and, although
some of the specific methodologies
already developed may be utilized
with minor modification, we should
not expect the health system to yield
to definition in a matter of months or
even a year or two. This leads one to
reason that initial attempts should be
focused on specific problems which
can be clearly defined, and a more
global approach should be reserved
for a time when more of the pieces
of the puzzle have been described
and codified.

Those of us who are interested in

DR. BUCHER

and connected with Regional Medi-
cal Programs should recognize the
opportunity and responsibility which
we bear in this development. Opera-
tions research can function only as
there is an operational laboratory
within which studies can be under-
taken. As the regions develop their
cooperative endeavors, they will be
constructing the organizational forms
which have previously been unavail-
able. In the past, an institution repre-
sented one of the few health organiza-
tional entities which existed, but they
rarely related themselves to a popu-
lation, and tended to deal only with
isolated episodes of illness. A Regional
Medical Program, on the other hand,
has the opportunity to concern itself
with the totality of the spectrum of
specific disease processes and their
management. Thus, the country could
logically look to this program and
each of us involved to lead in the
development of more systematic
methods of relating our resources to
the benefit of all our people.

In cx.amining my own experiences
during the past 6 months, I realize
how difficult it is for a physician to
gain an understanding of just what
the discipline of operations research
represents. General contact with a
systems approach as applied to plan-
ning efforts may lead one to the con-
viction that there is a methodology
available which can help to clarify
complicated processes. However, as a
specific approach is made, unfamili-
arity with the mathematical symbols
and formulae which are the tools of

the operations researcher produces a
feeling of frustration. I am going to
take a risk at this time and assume
that many of this audience have had
little more experience with or insight
into operations research and the proc-
ess of modeling than I have had. If
this is true, it is foolish to try to ex-
plain, utilizing vocabulary with which
we are familiar. Rather, I thought it
might be helpful to review brieffy
one specific mathematical model
which we have been developing, in
order to illustrate the process by
example.

The operations research approach
to an operational experiment may be
thought of as consisting of six defini-
tive steps: ( 1) Formulating the prob-
lem; (2) constructing a mathematical
model to represent the system under
study; ( 3 ) deriving a solution from
the model; (4) testing and refining
the model and the solution derived
from it; (5) establishing controls over
the solution; and (6) putting the so-
lution to work. Performance is then
compared with expectations ancl, if
necessary, the process is recycled. This
particular example represents an ap-
proach to the manpower develop-
ment problem within a closed system
such as a region. It is not being pre-
sented as a finished product nor for
the purpose of communicating its con-
tent. Rather, it is presented as an il-
lustration of the first three steps in
the operations research process. The
first stage is that of formulating the
problem, and slide 1 illustrates this in
graphic terms.

The upper line on the slide repre-
sents the health care demand of the
population in the region over a pe-
riod of time. The increase in demand
in each of the succeeding years is a
function of anticipated growth of the
population. The solid line below this
represents the amount of care capa-
bility which would be present in the
region during the next 10 years if no
new capability was produced. In this
hypothetical situation, in order to
build a model, we have expressed each
of these quantities in terms of time
per year, and the symbols define these
terms. For example, N(t) represents
the amount of capability existing in
time period t.

This line would diminish by virtue
of annual attrition if no persons were
added to the system. Assuming that
the training of people w“ill be accom-
plished within the region, the heaviest
line represents the situation which
could occur if some of the capability
(X amount) were to be directed
toward teaching. Assuming a 2-year
training course, at the end of 2 years
there would be manpower capability
added to the region as represented
by the dotted line, and if the same
amount of teaching were continued
in each year, the total manpower
capability per year would rise as de-
picted by the continuation of the
dotted line. It now becomes clear that
one of the objectives of any strategy
should be toward the diminution of
the gap between demand and existing
capability over a period of time, this
gap being designated as ~ (t) . In
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order to examine this more closely,
let us look at two of the blocks in
somewhat greater detail. The next
slide (slide 2 ) illustrates the situation
as it exists in the hypothetical model
at this time. The total area is defined
as N(t) and is expressed in this in-
stance as minutes per year. The area
labeled X(t) represents the portion
of the capability which is given to
teaching during year (t) and the area TEACHING
designated p(t) represents that por-
tion being devoted to care during that
year. For example, if this block rep-
resented physicians, the N(t) would
be the total number of minutes of
physician time mvailablc for the year,
:Jncl .Y(t) wnlll(l IN: tl)c [old ]Illmbc]
of minutes of physician time cx[xmdcd
in teaching.

The block to the right represents
the situation 4 years hence. There is
a new value for N(t) since additional
capability has been produced. This is
designated as q. X which means that
the number would be equal to the

CARE
amount of personnel produced by
each unit of teaching time multiplied

by the amount of teaching time ac-
tually expended (X) . Q is essentially
a student-faculty ratio figure. The dif-
ference designated by ~ represents

the attrition which is anticipated by
loss of people due to death, retire-
ment, or other types of departure
from the system. This can either be

expressed in numbers or as a percent-

age of the total number. No teaching
time is indicated in this second block

~(t)

~(t)

SLIDE 2
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putedcm the basis of neecledproduc-
tion of persons for future years.

In simple terms, we have now for-
mulated the problem and begun the

SLIDE 3

n,(t)

n2( t )

CAPABILITY Ni(t)

I ~,(t)

needs which can be fulfilled only by
a physician, type 2, those that can be
fulfilled by a registered nurse, etc. The
capability existing (designated N)
can also be divided in terms of the
types of skills which exist. The next
side (4) is a matrix which illustrates
the interlocking activities. A person
having capability of type 1 can do all
of the tasks required for all four care
types. A person of capability type 2
can accomplish care types 2, 3, and 4.
In the hypothetical region posed, we
also stated that a person of capabilty
type 1 teaches students of type 1 or
2, and so on. In addition, there are
varying course lengths for each of the
student types. The mathematical sym-
bols must reflect these varying types,
and the numerous possible combina-
tions and permutations of efforts ex-
pended by the various capabilities in
providing types of care and types of
teaching are obvious.

One other assumption made in this
process is that it is linear in ranges of
normal operation. It is likely that ab-
solute linearity does not exist in bio-
logic or social systems. However, for
computational purposes it is appro-
priate to assume linearity under con-
trolled conditions as is illustrated in
the next slide (5). As time expended
in teaching is plotted against the ca-
pability produced by that teaching
effort, it is quite possible that a non-
linear relationship exists. At the lower
point of the cu~e, it is conceivable
that minor increments in expenditure
of time in teaching would have little

~2(i)

~ (t)

3

~ (t)

4

construction of a preliminary mathe- situation somewhat more realistically.
matical model. H~wever, the real life It can be seen that the need (desig-
situation is not quite so simple. The nated n) is divided into several types.
next slide (3) perhaps depicts the For example, type 1 might be those effect on the production of capability;”,
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SLIDE 4

CARE TYPE TEACHING OF STUDENT TYPE

1 2 3 4 1 2 3 4

x x x x x x
x x x x x x
x x x x x
x x x

and that at the upper end of the curve but a few examples can be shown and production of j-type persons by i-type
there might be a saturation effect explained. The next slide (6 ) illus- teachcrs durin~ time periocl t and
wherein large additional increments
in teaching time might produce no
significant increase in manpower pro-
duction. However, the part of the
curve with which we are usually con-
cerned is probably close enough to the
straight line to allow the relationship
to be expressed as a linear one.

No attempt will be made to illus-
trate all of the mathematical state-
ments which describe this problem,

tr~tes the general statement ‘of the
amount of capability which exists at
a given time. The equation reacls as
follows: Nj (t) (theamount of j-type
capability at time period t) is equal
to the amount of j-type capability
lvhicb cxistccl at the previous time pe-
riod plLIStllc surnmxtion of the time
cxpcnclcd in tcmhin~ the j-type
stucicnt by tllc i-type tcacbcr times
the factor relating teaching time to

minus the loss o~ j-type personnel dur-
ing the preceding time period. Each
activity can be rcprcscntcci in mathe-
matical symbols and each positive
statement of fact becomes a mathe-
matical formula.

U]) to this time thr operations re-
searcher clid Ilot lcno~v tvhat spcci[ic
mcthc)clolq~ies ancl trchniql]cs cm]ld
bc utiliz(d. As the situatiorl ~v:w clis-
playccl it was possible to identify that

it could be approached best in terms
of a multitime period linear program.

We can anticipate in the medical
system that some models may defy
existing known methodologies. In
these cases, the operations researcher
may have to derive new methodolo-
gies. Or occasionally in the interest of
expediency, simplification of the
problem to put it into known methods
may allow usable approximations of
solutions.

One other thin~ which must be
clone is to constrain the computation
so that it will not pmducc unaccept-
able solutions. Two constraints in
this problem are illustrated on the
next slide ( 7) . The quick solution
would be to turn everyone’s efforts
toward teaching and therefore pro-
duce the needed manpower rapidly.
However, this would be unacceptable
since the level of care rendered would
be intolerable at the current time.
Thus, the first constraint states that a
total of all of the types of capability
rendering care in a given time period
must be greater than or equal to some
minimum level of care \vhich is
stated.

Another constraint is that the
alnount of capability de~’oted to cam
and to tcachiny must not bc greater
than the total amount of capability
existing within the system itself at any
one time.

While construction of a nlathr-
]Ilatical 1710clelis fvitl)in the sphrrc ()[
(-Cmlprtenc(’ of the operations ~f:-

sc:lr{licr. it is illi!mrtant to reco~lli~.r
that he cannot C]Othis alone. but must



SLIDE 5

TIME EXPENDED IN TEACHING

have the partnership of someone
familiar with the syste-mand one who
can assist in obtaining the most ap-
propriate methods of measurement.
.4swas statecI, this particular problem
has been ciefinecf as a multitime pc-
riocl linear program. Ivithout en-
deavoring to explain what a linear
program is, I would on]ystate that it
is one Jvhich has been USCCIfor Illany
purpcms, and computer pro~rams
exist to enable the solving of those
~rhich arc complicated and extensive

(e.g., in the automobile inclustry a
linear program on the assembly o~J-
craticm is run each night). In brief,
the rncthorlology picks the optimal

piified hypothetical situation utilized
toclcvclop the model. Ileal situations,
when p]accd into the model form,
will often rcslllt in an incrcmc in the
llumbcr of variables and computa-
tional tirnc will rise in relationship to
this increase. Whilcthis may prohibit
manual solution, computer solutions
may ncvcrthclcss bc fcmsiblc at a cost
that is reasonable in relation to the
planning priority.

Credit for the mathematical meth-
odology for this problem is due to Mr.
Leonard IG-ystynak, a graduate stu-
dent working with Dr. Galliher. He
has derived the initial solution and is
currently subjecting the model to
further testing. We are now prepar-
ing real-life data for insertion into the

model. However, it is not our purpose
to examine this specific model, and
further discussion’ on it will await

v
A

strategy by selectively searching
amonS the totality of all feasible com-
binations and pctmutations of al-
locating time expenditure for each of
the capability types in each time pe-
riod to each type of care and to the
teaching of each specific type of stu-
dent in each time period. This partic-
ular model with the hypothetical four
types of care and personnel results in
a linear program problcm consisting
of 110 formulas and 200 variables.

Once the data has been inserted, a
man usin,q a calculator could SOIVC
the problem in several weeks. The
corni~utcrj however, can SOIVCit in sev-
eral lninutcs. Of course, this is a sinl-

,;:1,,
,Iqd:4

(L)
another time. Hopefully, it may have ,~t

helped to give some insight to those
of you unfamiliar with operations
rcscarcl] on dlc way in which it
functions.

It is exential that there be an
atmosphere of partnership and par-
ticipation between the operations re-
searcher and a teammate who can
iclcntify a problcm, state the problem
clearly and precisely in English or
,graphic illustration and assist in find-
ing the most suitable units of meas-
urement. The operations researcher
can then formulate the mathematical
statements which summarize, in un-
ambiguous specification, the exact
facts and principles of the problem.
From here, he can identify the specific
type of mathematical processes to be
utilized in identifying the optimal
strategy.

SLIDE 6

Pqii”~i

TOTAL AMOUNT OF CAPABILITY EXISTING AT A TIME

AMOUNT OF CAPABILITY WHICH EXISTED AT PREVIOUS TIME

AMOUNT OF CAPABILITY PRODUCED BY A UNIT OF TEACHING

AMOUNT OF TEACHING TIME EXPENDED

ATTRITION WHICH OCCURRED DURING THE PREVIOUS TIME

OBJECTIVE——— MINIMIZE ~ ~(t)
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SLIDE 7

cONSTRAINTS

1. ~pii(t)~ Mi(t)e

~ToTAL OF CAPABILITY RENDERING CARE

MI NIMUMLEVEL OF CARE STATED

2. Xpii(’) + ZXii –

F

‘N’t)3

AMOUNT OF CAPABILITY DEVOTED TO CARE

AMOUNT OF CAPABILITY DEVOTEb TO TEACHING

TOTAL AMOUNT OF CAPABILITY EXISTING -’”

The last slide (8) illustrates the
process and, in addition, indicates the
magnitude of in[]ut ncccird at cinch
stargeby operations rcscarcllers and by
medical peopIe familiar with the sys-
tem and capable of making value
judgments. One can see that the bulk
of the effort in all but two of the
stages must be contributed by meclical
people. The actual solution is purely
mathematical and the model testin~
phase is often heavily mathematical.

The particular methodoloacg used
in the example given (linear pro-
graming) is only one of many which
are available, and this is but one of

a number of problems to which the
Sroup has directccl its a.ttcmtion. A
major portion of our activity has berm
cxprmcfcd in mvicwing tllc accom-
plishments of OR–SA in other areas
and assessing possibilities of relating
these accomplishments to health
problems. A few specific examples arc
cited:

1. Within industry and the mili-
tary services, OR–SA has developed
theories and methodologies related to
the prediction of demands for prod-
ucts ancl services. One example of a
health problem to which these maybe

appllcd is that of coronm~ care, and

a mathematical model has been de-
veloped and is being validated. A
stochastic model is bcin~ attempted
with the objcctivc of cletcrmini n,gllo~v
nlany coronary care uniLs should lx
provided in each locality. If success-
ful, the model may be useful for each
region.

2. The methods of approachin~
production scheduling problems in in-
dustry may be applicable to a host of
medical problems. The example cited
today is one of these. Another on
which work is progrcssin,g is that of
coronary care capability programing.
This represents a multitime period
capability pro,q-amin~ of coronary
care moclaliticx arrcl of manpower
provision. The objective would be to
determine as accurately as possible
how the division and the regions
should allocate their funcls md other
rcsourcm in the cstablishmcnt of coro-
nary care units anc[ manljowcr. ‘1’hc
tirnc dynamics in this ijroblcm am
comparable to those shown in the ex-
ample.

3. A rheumatic heart disease con-
trol model, which inclucles a multi-

stage moclel of the disease ancl con-
tains both ci)idcmio]o~ic and profm-
sional training com~oncmts, is being
devclopecl. This ~tilizes decision-

theoretic rncthodo]ogies which have

been clcveloped for process ancl qual-
ity control, and military surveillance.

4. Regional economic problems in
industry related to location of plants,
wamhouscs, anti sales re~ions have
bmm msistccl by another set of rnathc-
rnatical processes ~rhich give promise
in approaches to regional economics”

in health care. The group has ex-
amined this and some preliminary
work has been done.

5. The study of patient trajec-
tories has also been instituted. The
methodologies in this problem are re-
Iatcd to those which have been de-
veloped and used in marketiny
research and consumer behavior.

It is our conviction that we arc
just entcrirl~ upon the threshold of
a new scientific cfcwclopmcnt in med-
ical care. Hopefully, we may leave
two major points with you at this
time.

First, health operational research
will bc sllcccssftll only as tl]crc is f{Ill
~carrl~vorkbetwcc, n the operations re-
searcher ancl mc:clical people. Full
tirnc commitment of significant rncd-
ical manpower is essential.

Second, Regional Medical Pro-
,qrams represents an operational ex-
periment. Operations research is the

science of operational experimenta-
tion. Thus, those of us here assembled
have one of the best opportunities for

a leadership contribution in the

clevclopment of its application to
health.
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FORMULATE PROBLEM

SLIDE 8

CONSTRUCT MODEL
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A NATIONAL VIEW
OF DEVELOPMENTS IN—

HEART DISEASE

Donald S. Fredrickson, M.D.
Director, National Heart Institute

National Institutes of Health

Some time ago I would have con-
sidered this morning’s program

best defined as an “interfaith meet-
ing.” My judsgmcnt and pronuncia-
tion have improved alike. I now
know that this is better described as
an “interface meeting.” Defining the
surfaces at which the programs of
the categorical institutes and the Re-
gional Medical Program mutually
interact is a difficult exercise, but
essential to perform.

In organizational language the
mission of the National Heart Insti-
tute is to develop new knowledge that
will lead to both a reduction in the
rate at which healthy individuals de-
velop cardiovascular diseases and
improved care of those who have
such diseases.

The major mission of Regional
Medical Programs would seem to be
to promote the application of that
knowledge and to see that its benefits
are available to the greatest number.

This separation of the concepts of
discovery and delivery seems splen-
didly convenient. It is also not very
l)clpflll and cm[ld I)c :]hsurdly wron~
if it)krprctccl x n pc:rftx:tly w{)rk:kl)lt’

division of labor as we all move to-
gether to meet the Nation’s needs
for better health care.

Our mutual involvement in this
common endeavor obviously is com-
plex and our roles are not so clearly
divicled, for discovery and application
are not easily separated. Society—not
unreasonably—supports all of our ac-
tivities because it expects something
better for itself. It gains when dis-
covery is applieci. In this sense, dis-
covery may only bccomc real when it
brcomcs practical and safe ancl
clearly beneficial, and when it bc-
comcs available to those who need it.

Thus, the I-Ieart Institute has its
stake in delivery of such gains it may
achieve through research. And RMP
has its stake in applying the mecha-
nisms of discovery. For how shall you
know, save by applying the best of
experimental methods, how to solve
the problems of application, to deter-
mine the needs, and to evaluate the
worth of interventions? And how
shall ncw techniques bc taught and
disseminated most widely except by
those who have acquaintance with
the method of their discovery.

We have common purposes, then,
and must be prepared to blend and
exchange our efforts, expertise, and
resources at many points of contact.

As we sec the programs in the re-
gions unfold, there arc several inter-
faces between these programs and
those of the Heart Institute that arc
particularly identifiable at this point
ill lime.

‘1’11{.stI1[.:trt Itlsliltl({’ :lctivili{:s :lr~.

of three or four major types. The first
concerns training of individuals in the
techniques of cardiovascular research,
diagnosis, and care. Our training pro-
grams have several aims of impor-
tance to regional activities. Currently
wc have as fellows or trainees pri-
marily learning how to do research,
nearly 1,800 individuals. since its in-
ception, more than 11,000 scientists
have been trained under the training
grants and fellowships pro~ram.
Some of these mcn arc now leading
ancl participating in aspects of Re-
gional Medical Pro~rams, ancl more
will follow.

Of more direct rclcvancc is a rela-
tively new program of clinical train-
ing ,grants. Begun in 1966, 35 of these
grants are currently bein~ supported
by the Institute. The objective here
is to train physicians who understand
enough of research to make it easier
for them to apply new developments
and to teach them to others. They are
an essential “hybrid” in~redient of
the plans to up~racle the ]jractice of
cardiovascular moc]icine, Tllcy will
not all remain in university centers
and most are not expected to pursue
research as a major means of their
livelihood. Their contributions should
have a major impact on the success of
ReSional Medical Programs.

The Heart Institute is also inter-
ested in some aspects of the training
of special paramedical skills. On an
experimental basis, we have been sup-
porting, for example, the Duke Uni-
versity t~frort [() lr:\in ])l]ysi~i:lrl
;wsisl:lllts, ‘1’11(:s{:irl(livi(lll;~ls s;lv(. l)lly-

sician time by taking over tasks in
intensive care units, hyperbaric cham-
bers, emergency rooms, hemodialysis,
and other functions. The Institute has
looked upon such an effort as re-
search, for all discoveries of impor-
tance are not molecular in nature,
The broader application of successful
portions of such prototype experi-
ments is not within the resources of
the Institute and is distant from the
center of its mission. It is much closer
to Regional Medical Programs.

A second pro,qram of direct impor-
tance to Regional .Mcdical Programs
is the development of cardiovascular
research and training centers. These
are units envisoned in the President’s
Commission for Heart, Cancer, and
Stroke and for which planning funds
were first awarded in fiscal year 1966.

With respect to the Cardiovascular
Reseamh and Training Centers pro-
gram, I should begin by stating that
no centers are presently in existence.
At least one is ready for funding and
10 arc now in the planning stage, but
the first specific operational grants
under the center concept are expected
in 1969. Thereafter, given available

funds to support the operation of such

centers, the NHI timetable calls for
two to become operational in 1969; a
total of five in 1970; seven in 1971 ;
10 in 1972; and 12 in 1973.

What will these centers be? lt~e

hope they will represent true car-
diovascular “centers of excellence”
:1s (.nvisi(,nml t)y (hc Prrsi(l~nt’s
(h)]li[rlissit)rl.
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.4s we are now planning for them,
each center will be an organizational
unit, existing within the framework
of a iunivcrsity or similar instit(]tion,
for the purpose of attackins a broad
ran,ge of cardiovascular disease
problems.

Ideally, the center wwulci be orga-
IIiz[:d Ull{lcr ii sinql(: [)utstwlclin,q [li-
rector. It would be staffed with a
corps of scientists and clinicians rep-
resenting not only the clinicaI disci-
plines, but aiso the physical, enginccr-
in~, ancl social sciences.

Provision wii[ l-J(; rr]acic for sl]ch
scit,rltis[s to w~~rki[l s(lllicicrjtiy C](}SC
proximity toencourage free exchange
of information, ideas, and construc-
tive criticism.

While the center will be conducting
a broad range of studies, it will also
be involved in research cfircctly rele-
vant to the solution of clinical prob-
lems posed by the cardiovascular
diseases.

Thus it will provide, or else be
closcIy allied with, personnel and fa-
cilities essential to the conduct of ad-
vancccl dia,qnosLic arlcl ti}t!rapcwtic
procedures, The operational grant
will provide funds for the care of re-
search patients both on an inpatient
and outpatient basis. The ccntcr will
be a clinical resource for referral of
patients rcquirin~ highly sophisti-
cated diagnostic or therapeutic pro-
cedures not generally available in the
average community hospital or clinic.

The center will provide a training
resource for equipping scientists and
[~llysicians wit]] ttlc diiils ancl tech-
niques of modern biomedical re-
search. Through its clinical training
programs, it should be a focus for cf-
fectivc dissemination of the fruits of
its rcsem-ch to the region which it
serves, The activities of the center
will be national or even international
in scope but it will exert its strongest
in[lucncc on cardiovascular research
and clinical care in the region where
it is located.

It is axiomatic that a Sood clinical
research program in a hospital has
a way of improving the mcclical care
rcccivc(i by the rqyular ward patients
in that Ilos])ital. In tllc case of tiic
center, we hope that it will serve as

a standard of excellence for hospitals
in its sphere of influence. We also ex-

pect them to be foci of activities rele-
vant to Regional Medical Programs.

We expect to increase the number
of planning Srants to 20 or 30. This
will provide a competitive basis for
selecting the 10 to 12 that will qualify
evcnt~ally for full operational sup-
port. The criteria of excellence that
wc have sct for these cerrters are ad-
mittedly hi,qh. Given the corrtinucd
availability of funcls for this program,
we expect that enough institutions
will ,graciually develop the capabilities
needed to qualify for an equitable
geographical distribution of centers to
be achieved.

Meanwhile, there are many units,
smaller than the centers envisioned
above, which are now being funded
as program projects. They, too, pro-
vide a combinccf attack on cardio-
vascular diseases by multidisciplinary
support. The Institute was a pioneer
in creating such programs and be-
lieves they have si~nificantly enriched
the clinical capabilities in major hos-
pitals, both university anti unailil-
iated. Again, the basis for funding is
primarily research productivity. The
cluality of the diagnosis and treat-
ment in these institutions, however,
has invariably gone up hand in hand
with research.

I expect that Dr. Masland will deal
with activities relative to stroke
c.enters, for his Institute has a far
lar~cr share than o[lrs in such a pro-
~ralll. WC ar’t. ]I]cascd Lo [x: able to
participate in joint council activities

concerning this program, offering

such program help as is primarily

vascular rather than cerebral in
origin.

A third kind of program of interest
to our discussion this morning is
coordinated research. Much of it is
funded by contracts and aimed at
solving specific problems of general
interest and judged to be especially
important. Generally these deal with
accelerating developmental research
or testing out on a large scaIe the
efficacy of possible interventions.
Both are the inevitable byproducts
of more basic research. All tend to
bc expensive, complicated, and
highly demanding, both of Institute
and community resources. They are
also essential for advancement of
means for managing cardiovascular
disease.

The first of these is our Artificial
Heart-Myocardial Infarction pro-
gram. This program is combining
bioengineering and biomedical ap-
proaches to the problem of heart
disease in general and the acute heart
attack in particular.

The bioengineering attack on this
enormous health problem is being
carried out by the Artificial Heart
i>ranch, It is presently concentrating
on the development and refinement of
devices to provide pumping assistance
to dama~ed or failing hearts. There is
reason to believe that temporary car-
diac assistance can salvage patients
(iyill~ of a tcnll>orary loss of suficicnt
,ar(iiac i)umlling rcscric. We nccCi

better devices and more investigation
to prove their capabilities as well as
their limitations. Within the present
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constraints, we are also supporting re-
search aimed at solving certain vital
problems of materials, pumps, en-
ergy, and controls necessary for
development of a permanently im-
plantable device to replace the heart.
It is presumed—and I think cor-
rectly—that such a device will be
feasible. It will only be desirable if
it permits complete rehabilitation of
a productive individual. We proceed
on this premise. In this regard it
should be noted that heart transplan-
tation and artificial devices are not
mutually exclusive. Indeed, develop-
ment of both possibilities—as a total
problem of “cardiac replaccmcnt”
11[,(:(1sto proc(d (,[)llil(($r:llIy.

~)f !I]orc ([irccL ]xl”tincmcc W ]{c!-
gional Medical Programs is the co-
ordinated program to improve all
phases of medical management of the
acute heart attack. This is the primary
goal of the Myocardial Infarction
branch of the Artificial Heart-Myo-
cardial Infarction program.

Presently it is supporting the estab-
lishment of Mymardial Infarction
Research Units, or MIRU’S, at five
university medical centers. Even-
tually, 10 to 12 will be established.

Each of these units will bc espe-
cially equipped and staffed to conduct
intensive research on acute heart at-
tacks and their complications while
providing unexcelled medical care to
heart attack patients.

These units will attempt to learn
as much as possible about the pres-
ently unpredictable clinical course of
acute heart attacks. They will attempt
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to determine what drugs or other
measures might be used to minimize
heart-muscle damaSe resulting from
the attack.

They will seek to understand better
the development of arrhythmias, car-
diogenic shock, and other potentially
lethal complications of the acute at-
tack and means for more rational
management.

They will evaluate, more precisely
and thoroughly than has previously
been possible, both accepted methods
of treatment and promising new ones,
including assisted-circulation techni-
ques and devices.

The units themselves will bc WCII
(.(lllil)l](.(i :111(I itlslr.(11]1(.111(.(1:111(1

sh[~cd for I.()(ll l([-l]l(>-[. I(W, ]< IM’{-JrC]I

and ptient care. An aim is to attract
to this neglected problem those who
have felt infarction to be too hopeless
or complex for application of their
special skills.

The MIRU’S will be training
grounds for medical and paramedical
people needed to extend acute coro-
nary care to as much of our popula-
tion as possible. The ultimate effec-
tiveness of the MIRU program is
clcpcnclent upon the ckwclopmcmt and
clissemination of new knmvled~r and
techniques that can be applied when-
ever and wherever heart attack cases
start.

The Myocardial Infarction pro-
gram will do more than develop
MIRU’S. It will actively support a
program to develop animal models of
infarction, study contracts to close
gaps in knowledge, and to examine

the problem of sudden death, that
large segment of infarctions or other
coronary deaths which do not reach
the hospital.

The Myocardial Infarction pro-
gram will seek to coordinate the ac-
cumulation of knowledge of many
aspects of its specific concerns. Its co-
operating research units ncccl not bc
restricted to 10 or 12 Iar,yeoperations.
Ways arc being considered now of
how the facilities of the ReSicrnal Pro-
~ram mi~ht be utilized and joined in
this effort.

Of direct importance to t~e Re-
gional Programs is an example of
coordinntccl researc}l to tly out the
(.fTi(:l(y or ;1 1)1’()/:1’:111110 ]Il(w{.llt
l[]y(l(:lr,(li:~l i~ll”:ll(tit)ll. ‘1’llis is 11!(.
Coronary Drug project—a secondary
prevention trail.

Mortality from first heart attacks
is about 30 percent; but with each
recurrent heart attack the patient’s
chances of survival decrease sharply.
Most heart attack cleaths are due to
recurrent attacks; and, with each re-
currence, the likelihood increases that
death will be sudden or else occur so
swiftly that hospitalization proves
impossible.

The goal of the Coronary DrL[~
project is to sec if lipicl-lowcrin~ drll~s
can improve long-term survival
among heart attack patients by re-
ducing the incidence of recurrent
heart attacks and other complications
of preexisting coronary heart disease.

Elevated blood lipids, especially
blood cholesterol, have been found
consistently associated with increased

susceptibility to atherosclerosis and
coronary heart disease. It thus seems
reasonable to suppose that elevated
blood lipids also a.dvemely affect sur-
vival among patients who have sus-
tained heart attacks by increasing
their susceptibility to recurrent heart
attacks and related complications of
preexisting coronary heart disease.

We hope to establish that long-term
reduction of blood lipid levels will
confer some protection against these
complications and thus improve lon~-
terrn survival among these patients.

We hope that one or more of the
lipid-lowering drugs being tested will
rcclucc the 5-year mortality rate by 25
1,(.r({.r]l or rrlort.,

‘i ‘~lc!CfrLlgsb(. illgcw:d\l:ltc[[ :lIC coll-
j ugated equine estrogens, d-thyroxine,
nicotinic acid, and chlofibrate. All

are known to reduce blood Iipids and
to be free of serious toxicity, and all
are currently available to the
practicing physician.

The study involves 5.5 clinics
throughout the continental United
States, Hawaii, and Puerto Rico.
E\-entually, it ~vill involve a total of
8,500 patients, more than 1,200 of
which are already enrolled. The clini-
cal phase will be completed in 1974.
Amon,q the clinics participatirr,g arc
some involved in Regional Medical
Programs. Here is an example of ho~r
Reg-ional programs with its coordina-

tion, access to large number of
patients and special expertise in
patient management may find op-
portunity for important research.
Field trials are indispensable for
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determining applicability of research
findings. ‘1’llrough I{ MI’the “ficlcf”
is now better organized and can be
more helpful than ever before.

There are other NHI freld trials,
such as effect of relief of extracranial
occlusions on incidence of strokes, of
the value of renovascular repair or of
treatin,g pyelonephritis, or hypcrtcn-
siorr,of gamma globrdins in prevent-
ing hepatitis after open heart sur~e~,

to name a few. .4gain, some partici-
pan~s in RMP units are already
involved.

Finally, there is one more new co-
ordinated pro~ram that deals with
problems of great national and re-
~ional concern, the availability of
blood and blood fractions.

This is the National Blood Re-
source pro3ram, now in its second
ycm c)f (){)cratic)r). Althollgh h(:a(l-
(lllal’~(’l(!(l ;tt .?xll I, (Ill!i j)ro~<l-;,],)is :~
(’OOI)I, LVILIV(! (.[l CI(,:lVOI’ i]l\:ol\fill,T :1
nun]ber of [nstil\lt(;s and ciivisior]s of
NIH, other Federal aSencicx, and
non-Fcclcral or~zrnizati[)ns such as
the American Red Cross and Amcri-
ran Ass[~cia[iC~r~[~f l; Iocx1 Ilai]ks. ‘1’llc
participants share a common interest:
Ml are concerned in some way with
the acquisition, processing, stora~c,
clistribution, usa,qe, or study of blood
ancl blood products.

The major goal of the pro~ram is
to improve all phases of technology
related to the handling of blood and
blood products. Only through mom
efficient production, storage, and dis-
tribution of blood products can a
steadily accelerating demand for

292-414O—68—5

these products be met without serious
strains on existing blood rcsourccs.

“~hc clinical demand for specific
blood components such as reef CC1lS,
platelets, or specific protein fractions
has increased rapidly during recent
years. It will probably increase far
more rapidly in the near future, for
the usc of whole blood whcr-c some
specific blood component is called for
is being incrcasirrgly consicfcred un-
desirable and wasteful. The list of
such components is increasin~, and
includes frozen cells, as well as pro-
teins, platelets, and leukocytes.

The use of the specific blood com-
ponent to correct a specific deficit
yields superior clinical results while
diminishing the risk of transfusion
reactions. At the same time, it makes
it possible for a sin~lc unit of blood
to scrv( tllc t]cr(ls of ]I):ltly lmticnts.

01]( 01 Ll]( s])e(i~i( {;oals 01 tll(:
,N;l[iot);(l l;lOO(1” I{(w)(lr(( l)roj;r;i]ll is
to insure an aclcquate supply of bloocl
fractions to meet clinical ancl re-
search nrxds. With contract s~lpport
from this pro~ra}n, the American
.Naliooal Itccf Cross is wor!iin% on an
irltcgratccl blood fractionation system

for the large-scale production of

specific blood components.
When perfected, such a system

could be installed in lars-e, strategi-
cally located blood banks around the

country to serve regional needs for
blood and plasma fractions.

Other major concerns of the pro-

,gram are research on ways to reduce
the losses of whole blood and cellular

components of blood that occur
through outdatin~ in storage. This
includes the study of chemical addi-
tives as well as the storage of cellular
components at very low tempera-
tures. Present frevzing techniques,
which are expensive and rather
cumbersome, need to be streamlined
and, where possible, automated if
their full potential is to be exploited.
The National Cancer Institute, like-
wise, has a considerable program re-
lated to blood products, particular
platelets and other formed elements.

It is planned that the National
Blood Resources program will also
study the feasibility of better com-
puter-based inventory systems for
blood and blood products than are
now available on a regional basis.

These, then, are some of the
I)rc’scml qoals of the Nationa] Tlloocl
ResoIIr(x. ])ro,qr:ul). ‘1’tw ultinlatc
f;od) of Cotll’sc, is 10 Llwl[rc!thal an
adequate! supply of Whole Noocl,
plasma, or specific bloocl fractions is
always available whenever and wher-
ever it is nccclccl.

How some or all of these programs
will specifically intcrlocfc with re-
gional activities is to be resolved.
Your presence will be of the greatest
importance in making our own pro-
grams more meaningful. We’re glad
you’re here. WC will do our best to
~vork with you ancl for you in every
way wc can.

A NATION.4L VIEW
OF DEVELOPMEATTS IN—

CANCER

Kenneth M. Endicott, M.D.
Director, National Cancer Institute

National Institutes of Health

ecent and important develop-
R ments in the field of cancer at
the moment are not in its treatment
and diagnosis, but its prevention. The
pace of discovery in the relationship
of viruses in the production of cancer
is indeed rapid. I personally regard
it as certain that viruses play an im-
portant role in causation of human
cancer and I entertain some optimism
that we may, indeed, discover an ap-
proach in that clircction in the prc-
vrntion of this cliscasc. ‘1’his has :d-
re:tcly bccil accorl) plishccl witl~ rcgarcl
to certain cancer i!l experimental ani-
mals and I do not think man is all
that different. That is the only hope
I scc at the moment for any general
solution of the problem.

~To,v ~e are certainly not kicking

causes for cancer. There are at least
a thousand different chemicals that
can produce the disease in animals.
We do not kno~~ ho~v many of them
have something to do with human
cancer. Several forms of radiation
produce cancer. Various hereditary
factors seem to operate from time to
time; endocrine imbalance and, in the
light of some recent studies, probably
arrangements of the immune mech-
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anisms have something to do with it.
There are so many causes of cancer
that to climinate them all ~vould bc
a stlpcrhunlm task. But the virus 21)-
proach, I think, oflers nl~tc}l l]opc.

lNow, that is Ilot 10 say that tllcrc
are not advances in the diagnosis ancl
treatment of cancer. There is slow,
steady progress in surgical manag-e-
ment ancl improvements in radiation
therapy. Of particular interest to me,
because of my background, has been
progress in chemical treatment of can-
cer so it is now possible to say that
some forms of human cancer can bc
curccl with drugs. That is an impor-
tant cfevelopment, even though the
field of application at the present time
is quite limited. Chemotherapy, in the
better centers, has come to represent
an important therapeutic cfcvice for
palliating advanced and disseminated
cancer. Its skillful use can keep many,
many people reasonably comfortable
arid productively enga,ged until vir-
tually the end of their disease.

We have long been concerned at
the Cancer Institute with the problem
of the provision of services. “rhe Na-
tional Cancer Institute, which is the
oldest institute, was charged by the
Congress, with the total job of brinS-
ing the disease under control. The
Cancer Institute, crcatccl in 1937, hacl
authorization from the bc~innins to
cn,ga,gc in the prol’ision of scrviccs m
\vell as in research and education. It
is interesting to look back and see
what has been done about this. Two
of the first things done included pro-
curement of a large supply of radium

and its preparation for loans to phy-
sicians and hospitals arounc] the coun-
try. That prqqram is still in cxistrncr-
but m yoLl tail well apl)rcciatcj dlc
(Icvt,lo]llllrllls in tl[r ficl<l cr[ radia~ioll
sin{.c 1!137 Ilavc so]lImvlIal dil]linisllcd
the importance of radium use. ‘~hc
second ]vas a ,grant to Dr. E. O. Law-
rence in California for examining the
potential of the cyclotron for the
treatment of human cancer.

The institute ~vas very small and
consisted largely of an intramural
basic research prosram until 1946
~vhrn t}]c present phcnol]lcnal ,growth
of NIH lx:~an. Shortly aftrr that a
number of new programs were estab-
lished by the National Cancer Insti-
t~ltcwhich were aimed at the problcm
of the provision of scrviccs. The first
of these pro,yranls was a teaching
grant to medical schools and dental
schools for improving the undergradu-
ate cclucation in the diagnosis and
treatment of cancer. That program
was cliscontinuccl about 2 years ago
ancl replaced with a ne~v one which
has a much broacler tarSct. It is callecl
the Cancer Clinical Training Grant
progam and is aimed at improving
the ec]ucational environment in the
medical schools and univcrsity-tcach-
in,g hospitals to enhance the educa-
tional cxpcricncc of everyone \vho is
rcccil,ing cduratiorr and trainirlS in
tlmt illstit[ltion. ‘1’}]c ~rainin~ prograrll
no longer airncd just at the medical
student but at the house officers,
nurses, paramedical personnel, and
post~radllatc sttldcnts such m prac-
ticing [physicians. Approxi[r]ately ha]f

of the medical schools have qualified
and are being funclcd uncler this pro-
~ralll. I rnigtlt illdicatc that our a(l-
visors rcrol!lrllcnd ~llat (very (,[lort
sllf>~lltl lx) l]ix(lr to ]Il:lkc Lllis lmv
ljro;rartlj in yc~ur tcrrlls, “intcrdc-
norninational or interfaith, ” so we
llavc cnco{lragccl the medical schools
to in~’olvc multiple clcpartments and
establish a pro,gram which dots not
become a captive of a single clcpart-
rncnt,

In the late 1940’s, radiation was a
fielcl of intense interest, and the ra-
cliolo~is[s \vrrc vr-ry fn~lcll i[lteccstcd
in hard~varc, I ‘nl happy to say that
they still arc. One of the nc~v pro-
grams at that time, ~vhich has a real
rclcvancc l~crc, was the dcvcloptmmt
ancl installation of a series of mc,ga-
voltagc instruments for exploration of
their therapeutic possibilities. From
this has come the present generation
of linear accelerators and betatrons
ancl the lilie. This program has just
been brought out and clustcd off and
,givcn a new start Jvithin the past year
or two. The radiologists ac]vising LIS
believe that the present Generation of
high cncrqy sources is outrnodcd ancl
that it is possible to crcatc a ncw
,gencration of radiation sources, par-
ticularly linear accelerators and elec-
tron beam so~lrccx which will bc rn~]ch
rtlorc stlit(d to II Ioderm clay (rcatrnent.
WC ]l:L\’ril dcvcloplllcnt progranl un-
derway. I hope \vithin a matter of a
fe~v months to let contracts for the
fabrication of the first ne~v machines,
~t,hirh lvi]l ~cr on trinl in per-haps
L[lrcc <)u foLIr [)hc’cs s() \trc Inay bc

able to make available sornethin,q
much }>ctter than yOLI ha~”c no~r for
hiyll ~olta~e thrrapy. Orlc of I}le ~rcat
sl]or[:i~cs) uc }>vlic\c, so far as the
l)m~)cr lllall:)~rl]lrrlt {,[ [ancrr pa-
tients is (onccrncd, is lllc S]lol’tagc of
radiation therapists. At t}le risk of
being shot clown by sorrw of my col-
]caglles in the audience \\-hoarc ~en-
eral radiologists, I \vould like to re-
port that ww have been advisecl ancl
\ve agree that the training generally
,given in therapeutic radioloaq in the
course of preparation for general
rdiolo,y;, is qllitc infldcyjlratc. Abol]t
6 years ago WT launchcc] a program
to improve and increase the training
of therapeutic radiologists. It ~ras
startling to clisrm.cr that in 1960 there
\vcrc some 15 therapeutic racliolo,gists
in trainin~ in the United States, of
~~’hich ei,ght were foreign nationals.
After 6 years of intensive effort in this
fielcl, the number of American na-
tionals in training has gone from sev-
en to 70, There is quite a little em-
phasis yivco to radiation bioloSy and
radiation research in the course of
train in,g. About 15 or 16 m-e being
trained each year. They are being
snappccl up in the meclical centers and
schook and \ve could p]ace many
more than we hate. We are continu-
in~ to expancl the trainin,q base as
rrlore persons com[j]ctc thr trainins
and move to ml institution Tvhcrc
they can set up a nc~v focus, ~ ~vou!d
think it may be from 5 to 10 years
before there \vill be enough to ade-

(Illatcly man the mcdiral schrm]s that
\vill be ill existence at that tilne.
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The field of cancer is somewhat
unique in terms of its research base.
Alon3 about the same time that the
Co]lgrcss was establishing the Nm-
Liol]al Canccx Instilutc, several con~-
munitics or States dicl the same thing.
The State of New York established
the Roswcll Park Memorial Center at
Buffalo. The State of Texas estab-
lished one in Houston, the M. D. An-
clcrson I-Iospital. Private philanthropy
established the Sloan-Kettering Insti-
tute in Ncw York City which became
associated with Memorial Hospital.
Through Dr. Farber’s effort, the Chil-
dren’s Cancer Research Foundation
was established in Boston. There was
another one in Philadelphiaj one in
Detroit, and these have come to be
the backbone of cancer research and
advanced cancer clinical training in
the United States. If they have a uni-
versity affiliation, most have a rather
tenuous one, and many of them have
none at all. These arc the cancer cen-
ters in the United States—some of
them are large and very expensive or-
ganizations. I think the budget for
the Memorial Sloan-Kettering may
be on the order of $25 million a year,
including the hospital. Such centers
as Memorial Sloan-Kettering, M. D.
Anderson, Roswell Park, have what
I regard to be an adequate clinical
base to serve geographic rcSions in
terms of training, consultation, ancl of
accepting referred patients afflicted
with almost any form of cancer.

It is quite obvious that in the near
future we are not going to have 50
M. D. Anderson hospitals or Sloan-
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Kettering Institutes d is t r i b u t e d
around in the 50 regional medical
programs with which you are con-
ccrnrcl. This is not to say that there
is no cm]ccr potential. I ~~’ouldn’t
want to suggest this but we have very
few complete centers. This has been
a matter of great concern to the Na-
tional Cancer Institute for a long
while and, since 1960, we have had
funds provided by the Congress to do
something about this.

These are cancer center funds; Dr.
Fredrickson mentioned the same
thing in the heart field. We had a
running start on him because we al-
ready had some complete centers and
some bits and pieces that might be
put together around the country. So
we have tried to build upon whatever
nuclei we could find. And I might
mention some of the things that we
encountered. In one institution, per-
haps, the department of surg~
would be sufficiently interested in the
cancer field to be willing to set aside a
substantial number of research beds to
create a cancer clinical research cen-
ter ~vhich then might take on some
“interdenominational” flavor and
serve as a focus for other departments.
In other medical schools, it would
turn out to be the department of
radiology. In a few, very few I might
acid, the department of medicine was
intcrcstccl, and wc bcSan with a clini-
cal center that was oriented primarily
for chemotherapy. It is most unusual,
in fact, I am sure I wouldn’t use all
of the fingers on one hand to list
medical schools that had a strong in-



terest in the three major areas. Wc
be~an makin~ these ~rants in 1!360,
I think there are perhaps 20 by nolv,
most of them limited pretty much to
one field.

At tfle time, or shortIy before the
le~islation \VaS passed ,vbich created
this program, \ve \verc gi$,cn an zrp-
propriation of funds for planning
grants by the (Iongress and have made
a number of sLIch grants, some of
which looked to ambitious canccx
programs. One, in a large mctrol~oli-
tan area in the west, envisions the
construction of a 700-bed cancer hos-
pital in connection with a general
hospital which woLdd provide serv-
ices, scmc as a research and teaching
center, and as a geographical referral
center. The cmtirc administrative and
staff support for this is being included
in the plannin,g. I don’t know if it
will ever cornc into being, but at least
someone is takin,q a swing at it.

Our involvement in therapeutic
trials has been extensive, and has
stretched over marly years. I am sure
there isn’t an institution represented
here that has not participated in
these trials at one time or another, or
in one way or another. As you know,
cancer is the seconcl Ieadirlg cause of
death, but that doesn’t mean very
much because it is really a collection
of relatively rare diseases. I don’t
know how many types there are, you
can’t ~ct the patholqxists to a,qree on
that, but there are pr-obably well over
100, This presents very serious prob-
lCIUSin therapeutic trials because no
smglc institution, no rnattcr how
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large, is likrly to see enough patients
of the right variety in a reasonable
time to carry out a therapeutic trial.
So it became ncccxsary to set up some
kind of cooperative network iri ~vhicb
a number of institutions could work
on a common protocol to compare
this therapy with that t}~erapy, We
were particularly interested bc!cause
\vc hacl a large dru,y clevelopment
program ancl this meant nothing
unless dle drucy were ,givcm clinical
trial. So bcginnin~ about 1956, a
series of cooperative groups were
established which have involved hos-
pitals and primarily medical school
faculty members all o\er the United
Statrx. They be~an in the ficlci of
cflemotherapy. They were latrr ex-
tended to examination and combina-
tiorl thcrapim, surgery and chenlo-
therapy, radiation ancl sur~ery, and
differcmt mockrlities of radiation so
that at the prescut tillle approxi-
mately one-sixth of our entire buclrget
is invcstecl in therapeutic trials of one
sort or another. In some instances,
thcw ha\e been or3anizccl on a re-
,qional basis. This usually happcnccl
with tbt: more corrunou types of
tumors \vherc yoLl colllcl find errou~h
paticmts in a re~iou. lforc orcfi narily,
they have been or~anized on the basis
of specialties. ‘l’he pediatricians scat-
terf:d around in tllc thilclrcm’s hospi-
tals band toqethcr to study the
therapy of aclltr leuk~lTlia or rhatx-lo-
Iuyosarcoula or what have you,

IVC maclr one effort in study ins
drugs irl wfl~atis called Phase 2 studim
where you try a ncw clnlg a,qainst a

broacl spectrum of different kinds of
cancer. WC tried organizing this on
a regional basis, eastern, middle \vcst-
crn, far ~vest. It didn’t work very ~vell
and ~ve finally collapsed the thillg
about 2 to ~ years ago ant] put it cm
a national basis operated by the Uni-
versity of ~Tiscorlsin at the prmcnt
tillle.

We have reachccl the stage where
we C]Onol believe that the present or-
O-anizational framework for thcra-

;cutic trials is adequate to rncet our
urrds for the tcxtinq of ncw dru,qs and
\\’eare goixl,q to set ~lp a much smaller
or,qanization for that, concentrated
~vithin just a few institutions. How-
ever, the uscfulrrcss of cooperative
rwt~vork still remains; in fact it is
about the only w’ay to test out new’
therapeutic ideas in a reasonal,le
tillle. Of course, we arc not Soins to
abanclrm this prokgram; ~ve are ,qoinq
to keep it goin,q.

Ho\vevcr, I think that wc have a
co~n~non task here to scc ~vhether
rllucfl of this coLIlcl be better orga-
nized and bcttvr acc-on~plisllcxl ~vithin
the framework of the RMP. ‘1’hcrr
arc crblio~lsly solllc of tllc lesions (hat
haven’t a lar~c cnou~ll population
base 10 rrtakr this feasible. If ycru arc!
(Icoin~ to studv a cliwase ~v}lic}l has an,>
incidcncc of perhaps 10,000 cases in
tflc United States in a year, then the
intcrrnou,ntain plateau out in my
home country jllst Trill not grneratc
cuouqh cases to do rnllch ~vitll, If this
~vere t(ohe undertaken in sornc of thr
rllore srmrscly s(,ttlccl s(,ctious of thv
country, it ~volllcl ])rohably bc nccm-

sary for several ad jaccrlt rcSions I )
coordinate and consoliciate their (1
forts.

It’e made a Iittlc try about a y(!t
a~o Iritll a spcxial probler~l I miyll (
Ilwntlorl In the field of cllorlocarclT)-
oma in ]vomrn. It is nolv possib]f’ 1~)
tlc;at this (Iiseaw ~+itll clrugs, to s21(
the utenls, and for the Ivomcn to hal (
successful pre,gnanrics a[(erlvarcis, ‘1 (,
do so requires Iatllcl (,xtcllsi\.c lalm)
atol~ facilities ancl trca[mrnt facill -
tirs anti s[)critilly (rained physical].
a{lcl Iahorat or->’])co[)Ic, T}lr incicler)f {
is lo\v in tile I--nitrcl States. ‘flc cax .
arc ulld~r 1,000, so it lias l)rcJl)oscd !ji
s(o1]lc of the Icadcrs in this field thcll
a regional approach hc ruaclc to t!ll
]~mb]elll ])!’ setting LI]) l) fJ’haps a ha~ i

clown (rntc~s scatt(, rcd at stratcy.jl
ccnt(’rs tllrollghout tklt’country ~vhct(
the clis~asc could tlo~j Ix Ilot ouii
diayuoscd but also tr[atecl. ‘Tllme o) I
\io~lsly \\oIJld hc (Jnga,q(,clin rcscarcll
W’V a[)l)roacllcd 1)r. Jfarston abol
this lJrohleI II and it (l(:~rlolxxl that II

\\:1S \ (>1-}’ aff’k;f’al’(1 tO tJ’\’ tO d(> t]]k hi

t]l(’ R1l P })(>(’:lLL>e (\’(’rythirl~ in I{\[ [’
ILas to lx> irlitiat(cl lt)cally and S,’1
filttr~d l)> [11( l(x.LI collllllittcc all
corllc to \~ashillqton. I’hat li-cmlci 1)
pretty IIanl to en~inrcr+ \vt>tllou~lll
:Tt least at that St+:t’. II’(, Sollght ’111
other lray to h:m(lle this prthlcm {Inlll
tl)(. Rhf P can sllakc tl{~lin a little !~il
I)llt I think it is :2 ~(md cxarlLplf l)!
l\”]l:Ltllll~}lt [)(’ (lO1lt” iUt(?lliS(>Utl\- I(
l]:~J,(ll( a cc,llcctio,l of rtl:ttil(ly -rLlr
(Iiscasrs (Ilat an, cxtrcltlrly (Ilffrcllll
an(] (,xlwnsit(. to tr[,al.

lin:dl\i 1 \vo[[l(l Iikc to a(llrlit ti.,



IVCarc kibitzin~, JVe shoulcl he able
to do a lot rnorc about cancer and so
arc en,qaginq in a luxury of kibit~i n,q-.
And we haire scvcra] studies in prog-
ress that may turn out to be useful to
YOU. One is the evaluation of the re-
quirements in the field of radiation
therapy for an adequate therapy cen-
ter in terms of equipment, personnel,
the population base that it can serve:
probable case load per population
base ‘f’he group which is ~vorking on
this, crcatrxl by onc of the study sec-
tions, is a group of academic radiolo-
gists. They are ,going to try to develop
some outline for the ideal ccntcr. One
car-ilearn a lot about this from Europe
>vl](:re tll(’y L(;ll(l tO}l:lV($J{ilCliUlrlllC-
II1;L1;I1l[l w}i(:u: [}](!y (10 :L]iric)bl :t[l

radi:l~iorl llI(Jfi]Jy. ‘1’lI(y ar(; alsf) (11:-

veloping what they call halfway
houses. These, I think, are a more
realistic plan of what ~ve could do to-
day \vith t}lc manpower wc }mw: ancl
~ivitllt}lc resources.

I am happy to report to you that I
think \vehave more resources that we
need in one area. I think ~ve have
more cobalt machines than \ve need
and one solid contribution would be
a cobalt collection program to get
some of them back. Thank you.

A NATIONAL VIEW
Of? DEVELOPMENTS IN-–

STROKE

Richard L. Madancl, M.D.
Dii-ecto r, National Institute of

Neurological Diseases and Blindness
National Institutes of Health

I arn sure the excitement we have
felt here in Bethesda at seeing Rc-

~ional Medical Programs come into
being has not been as great as yours
in the regions, because you can look
forward to Cbe thrill of being in di-

~icture, and I can assure YOLI that to-
bay there is considerable’ excitement
in that.

Tbc wholr conce]]t of b]ankcting
the country with rc~ionally based
programs for improving distribution
of medical services and speeding the
application of research and technical
advances was so revolutionary that
many of us expected ,great opposition
md difficulty. The op]~osition turnccl
out to hc rr&li,qihlc’ ~omparcd with. .
t}lc c]]tl)(]siaslr)j ant] although en-
deavors of this kind arc never easy,
the launching of 51 programs and in-
volvement of over 1,700 people in
less than 2 years is nothing short of
spectacular. lf we can maintain this
momentum, we will soon begin to sec
practicaI realization of one of our
highest goafs.

Drs. Fredrickson and Endicott as yet extremely inadequate in
have very ably prcscntcd their III- tion to the size of the problem.

.,,’

rela-
Esti-,..

stitutcs’ pro,qrams in heart disease ancl mates place stroke mo~tality at 200,-.—
cancer as they relate, or will ulti-
mately relate, to your work in the re-
~ions. I ~trould like to rcvie~v for you

the form and some of the substance
of the program of the National In-
stitute of Neurological Diseases and
Blindness in stroke.

Our eflort and, in fact, the whole
national effort in the stroke field are

000 deaths a year: ancl morbidity at
2 million. Costs exceed $1 biIlion per
year in medical and nursing care and
loss of earninSs.

JOINT COUNCIL
SUBCOMMITTEE

Our program in stroke began to

take shape about 7 years ago with

DR. MASLAND
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formation of a Joint Council Sub-
committee on Cerebrovascular Dis-
ease consisting of National Advisory
Council members from the Heart and
NCL]rology Institutes, and other con-
SLllt~IItS expert in sl]ccific arms. ‘1’his
~ro[lp is t]lc (-]licf glliditl~ I_Orcc0[ (11(:

program, and has been in large part
responsible for its coordination and
development. Advice to the Councils
and Institutes, sponsorship of meet-
ings, conduct of surveys, provision Of
the “push” to get new teaching pro-
,qrarns started are a few em.rnples of
the work of this subcommittee. The
whole program is under its constant
review, ancl much of the program is
a direct result of the group’s recom-
mendations.

CENTER GRANT PROGRAM

By about 1960, it had become ap-
parent that many of the broader ques-
tions in medical research would prob-
ably never yieId to the piecemeal ap-
proach of simply supporting the
proposals of individual scientists,
project by project, as they came in,
no matter how worthwhile they were,
individually. We therefore began sup-
plementing our project grants by
awarding funds for centers where
major aspects of chronic disease prob-
lems might be given a team approach.
We feel that we are thus responding
to two great needs: ( 1) The support
of specific projects, for the answering
of the more discreet questions, each
answer adding a little to the growth
of biology, or refining in some degree
our knowledge of life and disease, and
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(2) the support of broader, coorcfi-
nated attacks on groups of problems
by perhaps as many as 15 to 20 physi-
cians and scientists, plus various kincls
of technicians ancl other supportin:
Stafr.

~~t’ now llavc 16 of I.]l[w>cvl~tf’rs
working exclusively in ccrcbrovascu-
lar disease, and two more have been
approved by our council but not yet
funded. The ccntcrs vary consiclcr-

ably, clepending on the p~oblerns they
are attacking. Several are dcvotecl ex-
clusively to sin~lc approaches, such as
cpiclcmioloLgy, or the stucly of aphasia;
otllcrs am \vorkill~ wit]) scvcml rc-

Iakd apl)roacl)(s, 5LIcl~ as the ])llysi(nl

lll(Y’ll Wli(’S of c[’I’(’])1’LL] \)]O(Kl (] OW’,

ccrcbral cxllLdar mctabolismj and ef-
forts to affect these factors with clrug-s,
inhalccl gasses, and other means, Al-
thou~b most of these ccnLers arc less

than 3 years old,. reports arc be~inning
to flo~v from them in considerable vol-
ume, and we have ~-c~~hi~h hopes for
this part of our pro~ram.

hlorc rcccntly, on rerornmcnclation
of the Joint Coullrii S~rl>(ol~lrliittcc.

\\( l);tv(: ()[]’(xr(hd Kr;~I)Ls for n ~)(p, ty])c!
of facilitv which \vc will bc calling
the outp~tient clinical research cen-
ter. These units should substantially
cxpanci our opportunities in cpiclc-

FIGURE 1

STROKE RESEARCH CENTERS SUPPORTED BY NINDB -1968



FIGURE 2

CEREBROVASCUI_At3 RESEARCH PROJECT GRANTS
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miolo~y and othcrarcas where ambu-
latorypaticnts can bchclpcd zmd can
make a contribution to research at the
same time.

Project grant~.-In addition to the
broadly tar~etecl work of the centers,
about 50 research projects are bcin,g
conducted with Institute support.
These cover practically the entire
spectrum from basic laboratory

studies in such fields as neurophysiol-
OLT and biochemistry to clinical in-
vestigations of clrug effectiveness, the
improvement of clia,gnostic dcviccs
and tcchniqucs, ancl development
of ever more ingenious sur<gical
approaches.

Coopcratioc ~tuclit:~. — Another
promising approach to the problem
of stroke is through cooperative sta-

tistical studies, because of the large
amount of data that can be collected
and analyed through the combined
efforts of a number of institutions.
The Institute has been supporting a
Cooperative Study of Intracranial
Aneurysms and Acute Subarachnoid
Hemorrhage among 24 university-
based centers here and abroad since
1958.

f;
.. ,,
II ,1’

In ,,
‘!,‘>,

.
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Personnei at a central registry at
the University of Iowa have analyzed
the accumulated data on over 6,000
cases and have published a wealth of
carefully derived statistics of value to
physicians in deciding upon courses
of treatment. This study has produced
data on the most common causes of
subarachnoid hemorrhage, suscepti-
bility of various age groups, sex dis-
tribution, most common sites of
aneurysms, sites related to age and
sex, percentages of patients who had
warning signs, the relation of environ-
mental events to hemorrhage, and the
value of angiography in detecting
muItiple aneurysms. Also produced
were new analyses of the mortality of
nonsurgically treated cases, the risks
of death and of reblceding at various
time intervals after hemorrhage, the
statistically critical size of aneurysms,
and the inffuence of age, sex, aneu-
rysm site, and general patient condi-
tion on survival. Among the study’s
highlights was the statistical verifica-
tion of intracranial aneurysm as the
most common cause of subarachnoid
hemorrhage—5 1 percent. Next most
common is hypertensive arterioscle-
rotic cerebrovascular disease—15 per-
cent. Other findings were that the
peak frequency for hemorrhage due
to aneurysm lies with the 50 to 54 age
group and that hemorrhage from an-
eurysm is more common in women by
a ratio of 3 to 2, though men pre-
dominate below age 40. The study
also rcveaied that headache and dizzi-

ness occur before hemorrhage in at
least 90 percent of the cases.



FIGURE 3

COOPERATIVE STUDY OF INTRACRANIAL ANEURYSMS
AND SUBARACHNOID HEMORRHAGE
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With the discovery and use of ef-

fective antihypertensive drugs has
come a decrease in the number of peo-
ple dyin~ of strokes. But no onc knows
the clmycc of prot{’ttio]l tllrst’ dnl~s
afford, which a~ltillyl~crtcrlsi\c drugs
have the greatest effect onstrokc, or
whether the effect could be enhanced.

The Institute is supporting a coop-
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crativc study at ci~ht institutions of
hypcrtcnsivc patients showill~ siqts of
cerebrovascular disease, in order to
Imrn thr ~nswcrs to thcsr and othrr
flll(~sti(}lls :Iix)llt this ilrl[)orl; lrll r(’l; l-

tionsl]i]).
Some of you are also familiar with

the National I-Ieart Institute’s joint
study of cxtracranial arterial occlu-

sion. The purpose of this study is to
improve the criteria for selecting pa-
tients for carotid artery sur,gcry and
to cnahlr sllrcymrlsto IJrc(lict it) \vllicll
(y]){% (1I (.;LS(,S(11(.y (.;111(.s1)((’1 Sll[’(’lsh
\~illl lIIL!lJI’(K[lf\ll”U. ‘i”\vt’llLy-S[’\r(’llill-
vcstigativc teams arc no\v contribut-
ing to the stucly. Much valuable data
has come from this project, anti it

serves as another illustration of what
can be done cooperatively, As the Re-
~ional Medical Pro,grams dcvcIop, I
am sure they will provide many excel-
Icnt new opportunities for collection
and analysis of data.

TRAINING

One of the principal reasons for
the modesty of our past cfTorts in
stroke research has been the shortasc
of people trained in the necessary
professional specialties and scientific
disciplines. Since its establishment in
1952, the Institute has alIocated
about 25 percent of its budget to
trainin,q support for tcac.hin,q ancl rc-
search-approximately 9,000 pcopl(:
have received training during this
period—but it has only been within
the past several years that we have
heen able to begin trainin~ programs
specifically in stroke. NTo\v,however,
wc arc making considerable progress
in this area with seven cerebrovascu-
lar training programs at Minnesota,
Wayne State, the University of
Tennessee, the Medical College of
V“irginia, Bowman Gray, Massachu-
setts General Hospital, and at the
Mayo Clinic.

These arc in a sense supplemented
by o\.er 130 training procyams in

ncuroloq. ncurosur,gcry> and all the
otllcr ncurolo~ical ciiscil~lincs in-
\()l\(xl il) (.(.1(,1)1.ov:Is(.IIl;tr (lis(,:l~(,

M()\[ 01 0111 II:li[,i[l:; 1)1()~1:1111$ III

in fact clisciplinc-oriented. so

impossible to state very exactl}

portion relates to stroke.

it is

\vhat

. .



FIGURE 4

COOPERATIVE STUDY OF CEREBROVASCULAR DISEASE
AND HYPERTENSION

?<”
Of particular interest toyou people ships activeat the moment, and hope

maybe another new type of support
to expand the program substantially

wehavc begun to offer which we call
in the next several yearn.

the cerebrovascular clinical trainee-
A new program for clinical train-

ship. These are for practicing physi- ing of cerebrovascular nurse-special-

cians seeking a few weeks or more ists is also underway. This program

of intensive study of the latest devel-
will give nurses who have the R.N.

opments in diagnosis and therapy. degree6to 12 months of specialized

We have a number of these trainee-
“bedside” training in the field, and

‘=.-_J_r --_._,
\

will give nurses holding the bacca-

laureate degree 2 years of specialized
training toward a master’s. Stipends
for the trainees will be funded by the
Public Health Service’s Division of
Nursing, while salaries for ‘he. ‘ey
faculty personnel will be derwed
from NINDB’s cerebrovascular cen-
ter grants, or other sources. A com-

nittee composed of three neurolo-
gists, one ophthalmologist, and

;everal nurses has been established

in the Division of Nursing to review
applications, and we are doing every-
thing we can to move this program
ahead as rapidly as possible.

COMMUNICATION

The improvement of communica-
tion in the stroke field has been one
of our most important program goals.
Through our Joint Council Subcom-
mittee, which I mentioned earlier)
we sponsor scientific conferences,

both on specific aspects of the prob-
lem, such as aphasia and rehabilita-
tion, as well as larger meetings cover-
ing the whole field. One of these was
the sixth in a series of biennial con-
ferences at Princeton, N. J., which I
attended last week. This was a tre-
mendously exciting meeting~ at-

tended by virtually all of the leading
people in the field. 1 think everyone
felt that things are at last beginning
to happen, and that a new day is

dawning for the stroke patient.
Coming up are several other meet-

ings of particular interest. Dr. Arthur
L. Benton at the University of Iowa
is organizing a workshop for us on

behavioral changes related to cere-

brovascular disease. Also, the second
annual meeting of the chiefs and

senior staff members of our cerebro-
vascular clinical research centers will
be held next month in California.
This meeting will be specifically con-

cerned with an in-depth review Of
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FIGURE 5

JOINT STUDY OF EXTRACRANIAL ARTERIAL OCCLUSION-1968
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hypertension asrelated tostrolce, and
will include sessions on neurora.cli-
ology of stroke, ccrcbrzrl metabolism,
therapy, and microcirculation of the
brain.

Another important aid to com-
munication sponsored by the Insti-
tute is a service providing monthly
package of reprints of stroke articles

appearing in medical journals. This
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service, hcadedby Dr. Robert Siekert
at Mayo, has been very well rcccivecl
by physicians and rcscarchcrs, and
n]ay ulti!n~tc]y be cx]mndccl illlcr ml
abstract journal when the volume of
stroke literature bccomcs sufTicicntly
heavy.

Srv{rml other l~ublirations arc of in-
Wrrst: \\( l]av( publislwd a C;(Lr(bro-
\as{ular Bibliogral]by rc%ularly sinct’

‘-w
*INSTITUTO OE NEUROL061A

MONTEVIDEO, URUGUAY

@OITELLA INsT cTR
NEURO. INVEST.

BUENOS AI RES, ARGENTINA

1961. The biblioyaphy, issuecl every
3 months, consists of a selection of

stroke and rclatccl listirl~s [roll) tl)r
National I.il)rary c)f htcdicillc’s 1~/~/{.~
Me(licus, and proviclcs a. continuing
rcfcrcncc to virtually all rt:scarch in
the fiCid.

‘1’]Ic Joint Collncil Subcomrnittce

is also ]]lakitls l)lans [or r’cvision of
:1 Sllrl’(!y l<~[>c)rt011~CL’CbL’OVXCLl[:lr

Disease, reviewing the entire field and
telling us where ive stand in preven-
tion, thera~v, and rehabilitation. Our
]ast’editio~j published in 1965, was
well received, and is still available.
The revision will probably require 2
to 3 years to produce, but it should
be a valuable reference document
when completed.

These arc the principal clcmcnts
of ollr pro:qranl ill stroke. I \VC)Ll]d like
at this point to mention the five or
sixmajor areasin which our scientists
are working, and then move on to a
very brief summary of the field’s most
urgent needs.

RESEARCH AREAS

E~]idemiology. — Epidemiological
studies of stroke are of utmost impor-
tance, because detailed knowledge of
the distribution of the disease, corre-
lated with genetic and environmental
factors, diet, and other influences,
could provide important clues to its
causes and results.

A considerable body of evidence
has accumulated pointing to varia-
tions in deaths from stroke in different
countries; variations among popula-
tion groups rvitbin some countries:
variations from onc time to another:
an(l even seasonal variations. Epi-
(I[,liliolq%ists ayr(r th;~t mrnr (If th[’

\zwiations arc cloubtlcss amo~lntablc
to cliffcrcnce in methods of clmsifi-

catirm and standarc]sof rclx>rtiny. but
t}lcy also agree that some of the \,aria-

tiotl ill tllc tltcs is real, and thry ll:~\’t’
nladc this tllc object of irltcllsc study.
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an(l L!+’() ct,lll[:ts (1(,v()(I .(1 10 111[, (:l)i<l (;-

miology of stroke, the Institute is
funding by contract with Johns I-Iop-
kins a national epidcmiologica-1 study.
Data is being gathered and analyzed
for comparisons of customs and prac-
tices in certification of deaths, and is
being correlated with hospital records
ancl with physicians and household
interviews. For the first time, accu-

rate information will become avail-

able about the incidence and mortal-
ity of stroke and the validity of rc-
portccf cliffm-cmccs in different parts
of the country.

BLOOD BRAINT BARRIER

Within the brain there is a sensi-

tive barrier system which separates the
brain tissue from the circulating bloocf
and yet permits the exchange of nu-
trients and waste products between
the two compartments. Derangement

of this barrier, which commonly oc-
curs after brain injury, can lead to
serious complications. Considerable
research effort is being invested in
studies of this mechanism, with the
aim of finding means of minimizing
l)rain d(:str(iction f(jllotvinq stroke or
r~[lJ(:rilljliry.

The occurrence of stroke is a dy-
namic process. “~hcrc arc constant
variations in tile flo\vof Ijlooc] through

tlic brair]. .Ycw rllcthods using rzdcfio-
opaquc cfycs or radioactive tracers are

f

FIGURE 6

STROKE AND RELATED TRAINING PROGRAMS
SUPPORTED BY NINDB -1968
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making it possible to obtain precise
in[(jr]]l:~[ion al)o(]t tl)(: rorrdilion 0[
tl]( :~rl(,]ics Of tile l)l’:lill :1[1[1lIIC! dis-
11’i]~(]li(}rlof’ bloo(] flow t.]lroug}l thcln.
l’hc dcvcloprllcnt of si]nplcr, less ex-
pensive procedures can greatly in-
rrease the usefulness of these meas-
ures for early rccqq-nition of the
sLro]<c-prone individual, arrcl the pos-
sible prevention of vascular throm-
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bosis within the narrowed blood ves-
SC1.Srvcra] of o(lr crntcrs are con-
r(:]lLrali]l:q on i)lood [Iolt, sl\ldi(!s, allc]
on the iIllpr(J\wllcnt of tcchlliclllcs
ancl iIISMLIHICIltS for them.

APHASIA

MU(11 can be C]OIICto remedy the
clisahility 01 the paralyzed, aphasic,
or othcr\visc ncurolo~ically cripplecl

./

individual through modern methods
0[ rr(d(l(.ation. Irrvcstisltions cm rrcu-
r(~lo~i[al ccrlltrol Illcrllanisnls are clc-
\“clopin~ Srcatcr kno\vlccl~c of normal
pr-occsses, as \vell as means whereby
deranged channels of input and out-
put may be supplemented or by-
passecl. Intensive study of normal and
clcrangcd higher nervous activities is
pro\iclin~ means for remediation of



aphasia and other disorders of the
intellect.

TREATMENT EVALUATION

E~aluation of methods of treatment
is another major area of research ef-
fort. In addition to the cooperative
studies which I mentioned earlier, a
number of our research centers are
heavily involved in this, as well as in-
dividual investigators.

Development of improved methods
of diagnosis is also of utmost im-
portance. Angiography, isotope scan-
ning, thermography, rheoencephalo-
graphy, echoencephalography, and
the EEG are among the diagnostic
trchniqucs undergoing constant im-
provcmrmt and mfincmcmt.

NEEDS IN THE REGIONS

Now to summarize a few of the
field’s most urgent needs: In consid-
crin~ the types of stroke programs
which lmay evolve within the various
regions, I think wc ShOLllClstart \vith
a review of the total needs of the
stroke problem. For a total pro~ram,
any society must bc prepared to cope
ill sornc lvay ~vitb the followirlg neccls:

1. stroke /)reu(’ntiorr-–In its ulti-
mate, the prevention of stroke prob-
ably depends upon the prevention of
arteriosclerosis. Lacking this, wc still
have the ability to recognize the
stroke-prone individual and to pro-
vide for such an individual certain
prophylactic measures. In generaI, the

stroke-prone are those with hyper-
tension, with diabetes, or with very
high-blood cholesterol levels. Pro-
,grams for the early rcco,qnition and
trt!atlncl]t of such persons is thus a
part of a total stroke program.
EcIually important arc measures for
the early recognition and prompt
treatment of patients sho~ving minor
ncurolo~ical symptoms, such as the
transient ischmic attack.

2. Early accurate diagnosis of
~troke.—Ccrcbrovascu lar disease may
present itself in a variety of forms
ran,gin,g from the most minor dis-
turbance of sensation, movement or
consciousness to sucfdcn coll~pscj and
profo(lnd rormr. Thr difl(rcrltial (li:~~-
nosis is oftcrr diflcllll an(l rllay re-
quire sophisticated cliagnostic equip-
ment. Each rcg-ion must assure itself
of the existence of such diagnostic
compctcncc, and of the orientation of
tbr practicing pl]ysician rr~:lrding thr
ncccl for and the availability of s1lc1l

special s~rviccs.
~. ~mcrgcncy trcatm(mt,-T’hc pa-

tient with sudclcn ccr-cbral h(:nlor-
rha~c rcprcsrnls a lncdical Cnl(’ry’rlcy.
Not dl cases of (cr(bra] 11(.morrh+qc
arc fata]. Nursing care for th(’ (’olna-
tosc patient rccluircs S]jccial skills. 14it-
tle consideration has yet been given
to the lo~istics of harrcllin,gtflcsc clifTr-
crrlt cases. In rcgarcl to treatment of
the acute phases of stroke, here also
there is much to indicate that the
existence of programs and pcrsorrncl

especially conccrncd \vith applica-
tion of currently available methods,
coulci C1Omuch to rcducc death anti
clisability.

4. ,Yur,gical r’?lterz)rntion, ---’1’hc LIS(I-

fulncss of surgical intervention in clis-
cascs of the cxtracranial arteries as
WC1las in the mana~crncnt of intra-
cranial aneurysms is still highly con-
troversial. When our statistical stud-
ies in these areas arc concluclcd, wc
will know much more. I am con-
vinced that there will bc a continued
role for sur~cry in some forms of
stroke until Iar,gc sca[c prevention is
ac.hicvccl.

~, Re~toration of /unction.-Thc

lorl~-tcrrn natllr(’ of stmk(: rcsiclu:lls.
:trid t[l(!ir ([[!vasl:t(illq illll)a(’t on crtl-
ployability arc major clcnlcnts in the
problem. The CliStribLItiOn of rehabili-
tating scrviccs, their relation to the
~cncral hospital, tbc nursirlg llomc
an(l the ((jmnlunity r(pr(xrnts an-
other irr)l)ortat)t ;trr:l fot (oll)flll[rli[y

a(’tlo]l.

6, ~.ong-t(’r)n ca7(’.--hc’hc paticrlL
~vit[] sLrokr r’[’sidlral dis:lhi]ily rcpr(’-
s(’nts a Iltajnr social :11](I (,(wnor~]i(’
])rolll(.])). oll(,-six(l] to (jl}(.-s(\(lllll of
tllc lx~li(rlLs ill our St;it(. rlr(lroljs).-
c}liatric, ]lospitals arc patients ciisablrcl
by ccrcbrovasculzrr disease. l’ct Lhis
rcprcscnts I>(ita snlall fraction of thr
total problrnl. Wc need morx- infor-
mation re~ardin~ the characteristics
of this clisahlccl ]Iol]ulation and the
rcsourccs available to proviclc thcm

with the best chance for a continuing
useful or at least meaningful life.
Where and by ~vhonl are they best
carccl for?

W(> }l:Lv(; Ilr)tcd it scri(j[ls lack of
documcnLs out]inins- Xuidelincs and
concepts for community-based stroke
control pr-o<gramsthat ~vould utilize
total community resources, Reports
by expert committees hate been pLlb-

lislLccl by the IVorlci Health Organi-
zation for heart disease and cancer,
but nothirlg is available in the strokt’
area. The Joint Council Subconlmit-
tcc has formed a task force to develop
ancl outline a community control pro-
gram for stroke, and I kno\v that this
(It[tlirl(. Iiill be of ,qrcat \.:llII(; to tl](,
lt(~iond Ylc(lica] l)ro~rar!ls :111(1
odler pub]ic and governnlcntal agcn -
cics \\,henit bccomcs available.

All of these needs are pr-cssing, and
it is harcl to assi,qn priorities to them,
But I r~)iglltsay in roncl~lsiol) that the
!<rcat(.st ncc(] of all is rcco:qni[ioll t}lat
]I]ucb can bc done for stroke pa-
Li(’nts-rnucb more than \rc am c[o-
]n,q rLow. l~c can ]Jrcrcllt some
strok[, s,lv(. can brill~ bcf,trr [Iifi:rlosis

CaIl do Irlorc t[~ ITStOLI! furlc Lion.
~[any thousands of stroke victinls

who coLI]c~ bc helped lie help] CSS,
slotrly detcrioratirl~ to;varc{ states of
organic dementia.

‘“l%is is now within our po\ver, and
I know we will meet the challenge.
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PANEL DISCLTSSION ONT—
HEART DISEASE

Panel:

Jesse Edwards, M.D. (Chairman)
President, American Heart

Association

Charles T. Miller Hospital
St. Paul, Minn.

Samuel M. Fox III, M.D.
Chief, Heart Disease control

Program
National Center for

Chronic Disease Control
Bureau of Disease Prevention and

Environmental Control
Public Health Seruice

l~illiam Likoff, M.D.
President, Am crican Collc,qc of

Cardiology

Hahnemann Medical College

Philadelphia, Pa.

Theoclorc Cooper, M.D.
Associate Director

Alational Heart Institute
National Institutes of Health

Campbell Moses, M.D.
Medical Director

American Heart Association
New York, N.Y.

D R. EDWARDS. As a Regional
3!Icc1ica1 Program pzmcl 011

l~cart cliscasc in January 1968, tvc arc
in an exciting atmosphere. The past
has given us many gifts and wc are to
participate in shaping these for prog-
ress in the future.

The progress I see for the future
has three P’s: One, perfection; two,
productivity; ancl three, prevention.
By perfection ~ve mean refinement
and greater availability of the many
techniques now prcscmt to treat the
afflicted ancl the dcvcloprncnt of ncw
techniques where applicable. By pro-
ductivity tve refer to the accomplish-
ment, either in the home or on the
job, of the person who has heart dis-
ease. By prevention \ve mean accom-
plishing the y-catest of all accom-
plishments, that of keeping the clivine
gift of the normal heart unaltcrccl by
disease.

The three P’s have berm translated
into old terms; namely, treatment, rc-
habi!itation, ancl ]~rcvcnt ion. Iltlt
~vhilc the terms arc old, wc must ap-
ply ncw inlaginativc iclcas to lllak~
full usc of the tools with which we
now work.

In a narrow sense trcatmcmt may
bc considered in the rcalrn of puttinq
out brush Iircs, that of takin~ cam of
illness ~vhen and where it happens.
If treatment of an acute illness con-
sists simply of shepherding the patient
through his immediate physical prob-
lem, the cruelest thing we can do to
a patient is to discharge him from the
hospital, for the disease treated in the
hospital has many broad ramificat-
ions outside of the hospita].

l~ithin o~lr capabilities, [Iischargr
of tllc p:lticnt fr(jlll tl]c llns[]ital ill-

volvcs opcnin,g broad avenues of ac-
tivity, activity that pertains to the pa-
tient’s illness. These include, among

many others, physical rehabilitation

of the patient, mental rehabilitation
of the patient, evaluation of his ca-
pacity for work, orientation of in-
dustry as to the usefulness of the pre-
viously ill, cciucating the families as
to the dietary ancl crnotional recep-
tion of the pfiticmt upon his return
home.

In the past 2 days wc have had
clemonstratcd many sophisticated
techniques for the physical care of the
patient. ‘rhcsc techniques absorb
physicians’ time ancl energy. We must
seek ways of clcvcloping nonphysician
personnel capable of doin~ certain
tasks now traditionally done by the
physician.

A reservoir of rcsourccs of various
ancl (Iivcrsc ty]ms is av:~il~blc to us
from such uni~s m tllc: National
I-fcart IllsLitulc, t]lc IIrart I~iscmo
Control program, and the American
College of Cardiology.

To consiclcr dcvclopmcnt of many
of the necessary ancl ncw scrviccs, the
voluntary hcaltl~ agrncy, tllc Heart
Association, has the know-how and
the will to assist RMP in cstablishinq
a blueprint for the future.

Dr. Fox. In thinking of ncw clcvcl-
opmcnts in heart disease, the interest
in coronary care units is a perfect
example of the synthesis of ne~v
kno~vlcdsc into a practical operation
packa~c ~vith ~tidcsprcad Usefulness
U~lfort[lnatcly, ~vrdo not ll:IIr all ~hf
statistical (I(,lillitio[ls of Lilt’ cosl-
bcncfit ratios that support coronary
operations.

Dr. Jack Hall has a most interest-
ing design in the }vind from which

we think we ~vill learn much; but
even with the lack of ~vhat ~ve do
clesirc in the way of justification on
the statistical case for the coronary
care efforts, there are ve~ few ~~ho
feel what \vc are doing across the
hTation in this effort does not have
real virtut.

There are many opportunities for
fascinating work that still remain and
most of them appear to lend them-
selves very ~vell to the RMP type
cfTort.

This is a slide tvhich I am sorry
is a little complicated, but \ve \vill
try to look at it in easy stages, It may
illustrate some of the ncw approaches
tllst perhaps will expand our present
CC)])(C1]Lof coronary (zrr.

T}le hcmrs on this slide rrprcwnt
:LSC1of hypothetical units in a systc]n
of coronary care, a system in the
sense of the practioneer mther more
than systcm analysis.

In the ccntcr of the boxes here is
onc Iabclecl “Survcillancc for Dys-
rhythmia.” This ancl the box inmnc-
cliately belmv it, “Intensive Cme.”
such as we can provide for circulatol~
failure-ancl that perhaps poorly
named but cxpressi\.cly convcycd con-
cept of the carciiogcnic shmk—these
represent the major loci of coronary
care efforts at the present time.

TCI the ri~ht here is a unit. “Con-
tiou(’cf Suricillancr ancl C:~rc,l’ the
lilst st:~g(:of r(~l’(ssiv[: (:lr(. in \vllirh
there is a si~nificant mortality still to
be conquered, Those cases \vho sur-
vive through the suneillance area
pass on to the progressi~e care unit.
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Above and furthc!r alonq is ‘(Educa-
tion and Rehabilitation,’: about lvhich
there is mtlch enthusiasm but insuffi-
cirmt evaluated cxperierrcc at this

time.
The Heart ~>iscasc Corrtro] lJrY)-

gram is very intcmstcxf in look.inq at
physical rehabilitation as tvell as ef-
forts through an increase in habitual
physical actitity to prcvcmt hear-t ciis-
caw in the primaq’ sense.

To thr far ri:ht is “Prrvcntilc Pro-
j:t’:llll’%,” :11,011{ \vlii(l) 01111.IS \vill

:$1)(<1l.. ‘!\’! 111[{1 l!) I.ll(llu ,1 ‘1(.11 dl.11

JJ1OL’C, :LJ )v~s 1)1”()(1$11 OIIt I)y ]~1

Fredrickson yesterday.
My opportunity is to look at ~vhat

might be callecl the front end of this
system, that into which We JCOUICI li~c

K) attr:lct. ]x(}l)le rnorc prc)III])tly, All
to~~tk)~r too IIlany coronary victims

die before t}jcy even ,go into the hm]]i-
tai, not to speak of a coronary care
area,

It is estimated, on the basi~ of \vhat
\ve must admit are not t(JO aclcc]uate
statistics, that over 200,000 inclivicl-
ua!.s die c,utsidc of hospitals with acute
cfjronary events as compared to es-
scmtia]ly the same number dyiqg
~rithin the hospital. This is a com-
menta~ on our inadequate systcm,
if you ~vill,

Most of those }vho die outsicfc un-
cfer these circumstances clie acutely.
Tilcy arc not t}losc l~rithlon~-stancfing
symptolris except in the very elclcrl~
who, as a matter of philosophy, arc
permitted to pass on in the warmth of
their family, tvith Irhich I think Ive
must ha~e some sympathy.

No!v, ~vhat can we do to persuade
those ncedins the protection of coro-
nary care scrviccs to Inakc earlier
prwclc]]tclccisions? A coronary rcccp-
ticm area might be of assistance. This
is a concept almut \vllirh nothing

really has bccm cfonc of ~vhich I am
alvarc,

The terms coronary care atrium or
coronary triaqe unit Ivcrc consiclcrccl,
but Ollkid(: of the health professions
these terms lni~ht not be well under-
Sto{,(ll :!III1{)(I[:I1 1 (I]i]il< ;IIII(JII:; 11s
11)111 1111.IIIlllf,, ]lIifI,l]l lj~. :1 Iill]( 1111)1{

j~l((is(.
IVllat is suggcstccl? PerhLps the

receptive cnvironmcmt easy to enter,
having a low impeciiencc appcarancc,
if we can paraphrase our electrical
(.nyinccrin~ coll(a,qtlcs, no admission

cf(’lay, f[~]] Inoniloring’ j)rior 10 U12 in-

vestigation of si~ns, synll)tolms, kd>-
oratory data and thin,gs of this sort,
ancl above all, staffecl by colnpetcnt
persotnnc!l but possib]y in Icsscr’ num-
bers than occur in the coronary care
unit as ~vc no~v have it constituted
because the probahilitics of acute elec-
trical ratastrophc presumably woulc[
he much kX. Those would be ]JL1lllP
failure and such thin~s that WOL1lCIgo
c~nin an intensive care urea as pres-
ently constituted. Low cost \voulcl be
a necessary part, acccptahlc, thcrc-
forc, to third-party insurance as is be-
corniny incrc!ming]y a part of our
medical scene as to the person ancl
the family.

The lab backup for enzymes and
such should bc available; and indeed
~ve ncccl }vhat wc mi,qht classify as a

low outpecficmce, namely, a means of
ScttinS sprung from such circum-
stances hack into active life if the
probabilities seem reasonably accept-
able that the cpisoclc which sugSestcd
the ncccl for ac]mission is not any
lonscr acutely lycriptic. Later c]iscus-
sion rni~ht help c]cfinc the opportuni-
ties a12cl problems of this area in
sommvhat more detail.

In Scptwnbcr of last year I had the
l>rivil(~c of riclinS out with tflc mobile
(ft]oll:ily IIlli( ivllicll lI:Is ;ILII:I(l(.(1
I<,ll~i{l[l:lljl(, ;Ill(, [n;oll it) I!,.lf:lsl,
~yo,[], ll(. [:lll(l. 1)1. l~r;LIIk l):tlllli(:;(

\vill I)c before tl]c cardiolo~-y nlcetinS
in San Francisco and I think he has
clone a great clcal to lead the ~vay in
sho~vin,qwhat can be clone in the way
of mobile scrviccs.

A lj]~ysician :m(l a nllrsc go oLlt
fron] the coronary care unit where
they arc other-wise c~llp]oyccl to meet
the ambulance at the pickup point.
They quickly so to the scene with
claxon horn blo~ving except when
they approach the immediate Iocalc
at which time they make a very quiet
and thereby not too alarming entry.

Most of the devices of the coronary
care unit arc taken out of the van
into the home or site in which the
suspect coronary case is founcl-cloc-
tor, nu rsc, monitoring clcvices, nmdi-
cation, including intravenous ancl
defibrillator. They stabilize the pa-
tient physiolo~ically, reassure the
patient ancl family, and then from
the ~lsually hiShly anxious circum-
stances accompanying a heart attack
they quietly move the patient off

without horns and such to the coi-o-
nary rare LIIlit at the main hospital.

This is beautifully done in Belfast.
Can Ive do this in the United States?
I tl:in!i there is no question Ise can.

ll~e must build some type of front end
on the coronary care system and after
~vc have done so, Set more prudent
decisions earlier in the course of the
coronary experience.

The Heart Disease Control pro-
gram looks for~~ard to continuing to
!!ork Ij,itll tllrhsc in the ric~ir)nal
,I[[(li(:ll I)[(,::f;,ri,s (Ill (I]is 0!1(1 ,V(S
II()]N [11:1[ IjLL \vill 1)(: :IIJ1(,10 11(.IIJclt,-
lirw soll]c of the.sc circumstances.

Dr. LI~OFF. There resides in the
broad field of cardiovascular disease
ample reason TVhythe Regional Med-
iral pro~rams, structured as it is by
Ia!t,, aflorcls a remarkable op])ortunity
to improve lmalth care, The intensity
of’ LIICdiseases of tlmheart ancl blooc{
\csscls over~vhelrns comprehension.
Inclceclj in this ~restern culture, these

afflictions are almost a Jvay of life,

The economic loss from abbrevi-
ated and attenuated ;vork ri~’als ex-

penditures for prolonged armed
conflict. Prevention is tragically en-

snarled in concept. Hardly a fragment

of clear fact supports a myriad of

fashionable beliefs regularly urged

LLpOII the public, and any standardi-
zation is late and often LlnCertain.

Treatment is as dependent upon
nature’s generosity as upon scientific
~eniL1s.The small capsule of effecti\re

measures often may lead to as much
disability as it ~vasdesigned to correct.
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In this arid environment, each
fresh effort in treatment, even tlough
only a hopeful inquiry, is unde~tand-
ablv overdramatized as a break-,
through.

For the stricken, accommodation to
useful life is totally undisciplined.
Guidelines, obscure enough in their
own right, are misunderstood? misap-
plied, or newly stmctured out of
prejudice.

Stung by peculiar public laws
which hold cnnployccs forever rcs[~on-
siblc for the consequences of maturing
heart disease, industry is a traditional
foe of rehabilitation.

Finally, the public is more than
vaguely conscious of these facts be-
cause wc have trained it to be able to
criticize and in its acknowledged
restiveness it wants more of what is
available, and more to be available.

Embodied in this totaI issue are
challenges to advance knowledge, to
improve education, and to perfect ap-
plication. The magnitude of what
must be accomplished immediately
has great confu~on and, just as ad-
mittedly, inertia.

How can the wheel be loosened?
The first plea is for simplication of
objective, for a clear recognition of
the boundaries that must be set for
your effort. At least at the outset we
are laboring under a practical law.
Goals should be interpreted in fiat
spirit, whether the intent is to ad-
vance knowledge or improve the ap-

plication of what is already known.
Objectives, secondly, cannot be en-

gaged as separate enterprises. Knowl-

edge, education, and application defy
clear separation.

Where the cardiac resides in your
region, how great his number is, and
what his fate is over the years may be
a prosaic inquiry compared to molec-
ular biology, the cardial sick cell,
or any other unit in the body; but
this simple discovery assumes new
dignity if it has a frontal impact upon
education and upon application. Sim-
ple corrclatccl ~oals then arc rcasona-
bk! and t[lc!sc arc the attainable ones.

Thirdly, judicious assumption of
regional needs by responsible men of
action is an essential requirement for
a proper takeoff even though this is
perhaps contrary to the spirit if not
the letter of the law.

How far off from actuality is the
presumption, for example, that acute
coronary care is delayed, that
ausculation is a limping art, that clin-
ical physiological correlations are
poorly understood, that new instru-
mentation is unavailable or its role

not fully comprehended.

It may be folly to expect action
from the periphery when the needs
themselves truly remain unrecog-
nized. There are two more simple
determinants of sincere and definitive

action. The first is the forthright en-
listment of regional talent through

whatever unit or organization or

affiliate this cadre can be recruited;
and finally, operations through ex-
perimental modules probably repre-
sent the most effective method of get-

ting the show on the road.
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Dr. COOPER. As outlined by Dr.
Fredrickson yesterday, we in the
Heart Institute feel that we have a
very practical interface with the l{c-
gional Medical Programs. Wc view
our job as providing you ~vith new
practical means of treatment for cor-
onary heart disease, a disease ~vhich
has not yet seen a material benefit in
terms of reduction of morbidity and
mortality,

About 2 years ago the Heart Insti-
tute had a very small but elegant
group of consultants surveying many
of the rnerlical centers in order to find
out what the clinicians need in new
findings for the treatment of coronary
artery disease; the thing they found
out was most needed was interest and
research activity in this disease. Ap-
parently coronary artery rliscase had
become somewhat less glamorous for
the invcsti~ators.

Following upon this report, the In-
stitute in the context of its alreacly
established Artificial I-Icart pro,gram
initiated a “targeted” Myocardial In-
farction program. This program is a
supplement to the millions of dol-
lars being spent already by Heart In-
stitute grantees in areas of research
which, under the grant mechanism of
laissez-faire research, bear on the
treatment and diagnosis of coronary
artery disease.

It was felt, however, that the more
organized and focused program on
the problem of coronary artery diswrsc
wouid be a great stimulant to re-

search efforts in the area. Increased

activity would be helpful in identify-

ing some critical gaps in our infor-
mation. ‘rhcse findings could then
mature into means of practical treat-
ment for this rfcvastating cliscasc.

What was agreed upon at that time
was a program of contractual research
in myocardial infarction. The initial
core of this program was designed as
a series of research units which would
bc located in medical centers through-
out the country. It was originally en-
visionccf there shoulcl be 12 such
major research units. These are re-
search units, I would emphasize, that
are concerned with the clinical inves-
tigation of the patient with myocar-
dial infarction. All ancillary labora-
tory work is directed toward this end.

In the past year five such major
units were implemented at a cost of
roughly $5.1 million. In December of
1967 we rcccivcd an additional set
of bids for the enlargement of this
network. Wc anticipate that in the
cominx year wc shoulcl bc able to add
an acfclitional three or four such units.
Hopefully next year, if our budget
permits, we will reach the critical
mass of these 12 units.

Around this core then we shall at-
tempt to stimulate further interest in
various segments of the country by
having sort of mini-units which would
be located in existing coronary care
units. These smaller units could be
the testing ground for the application
of the new findings found in the
ccntcrs of major investigational ef-
fort.

Finally, another segment of this
program will direct itself to specific

contractual research in such areas
as pharmacological interventions on
arrhythmia, furthering understand-
ing of the pathology of coronary
cliscase in man, etc. Wc have to reach
the point where we have based about
50 percent of our effort in a major
clinical investigational effort and 50
percent of our program in specific
laboratory research projects related to
the management and diagnosis of
coronaly artery disease.

Complementing this, wc have our
Artificial Heart program. YOL1 will
recall, on Dr. Fox’s diagram, one of
the practical means of therapeutic
support for the complication known
as cardiogenic shock is mechanical
circulatory assistance. We are now
spending $8.6 million in contractual
research designed to improve the ma-
chines that are now available and to
develop new types of mechanical as-
sistance to the circulation. Perhaps
in some years to come wc shall bc able
to produce a total replacement for the
heart, a mechanical prosthesis.

Dr. MOSES. Within the Heart As-
sociation we have tried to encourage
our various affiliates and chapters to
ofrcr their assistance to RMP pro-
grams around the country. In some
places this has worked out quite
effectively; in others, it hasn’t. In
some, the Heart Associations have
been really quite unaware of the ob-
jectives of the RMP program. We
arc making strenuous efforts to cor-
rect this because the RMP proyam
offers an opportunity to provide real
muscle to achieve many of the long

term goals of the American Heart
Association.

The public and professional edu-
cation programs of the Heart As-
sociation have now with the RMP
pro~ram a chance to expand and
develop and to succeed, and we are
very pleased that this is the case.

Let me point out to you some of
the areas where the various volunteer
agencies can be useful to RMP. For
example, in the area of personnel,
whether wc are talking about volun-
teer personnel or professional staff.
Many of the full-time RMP people
have come from the professional staff
of the Heart Association.

This is entirely appropriate. At the
volunteer level, RMP programs are
providing support in dollars for some
of the activities of people who were
volunteers with the Heart Associa-
tion. The same, I am sure, is true for
the Cancer Society. Onc comes to Dr.
Gordon Barro~v ~vho, of course, was
vcly active as a volunteer in the
Heart Association for many years
and now is director of the Georgia
program.

One of the other areas where the
volunteer health agencies can be of
use in the RMP programs around the
country is in the development of ef-
fective educational materials. We
have requests, for example, from
RMP programs to develop 5-minute
radio spots to be used in various
places around the country, and hope-
fully other associations such as the
Cancer Society programs can be im-
plemented, can help RMP programs
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in many, many ways in the pubIic
education field.

This interface has been used by
afmost every speaker in the last 2 or
3 days, but certainly the intcrfacc be-
tween the public and the RMP that
can be bridged by a volunteer health
agency is a very realis~ic one. After

all, the volunteer health agencies have
been for many years, long before
RMP, interested in improvin~ the
lcvel of patient care—-particularly in
cancer and heart disease.

I would like to conclude with onc
reference to Dr. Fox’s diagram. You
recall that in his diagram he had on
one end of the scale the need for im-
proved ways to provide better input
into the coronary care formula—the
coronary reception area that he
talked about—and at the other end
of the scale he had the importance of
education and preventive programs to
achieve a more complete control of
the coronary disease problem. Well,
it is at these two ends of the scale
where the Heart Association can be
most useful in providing insight, and
in providing people who are accus-
tomed to working in the prevention
and public education spheres.

I urge you as professionals with the
Regional Medical Programs to take
advantage of the expcricncc, of the
background and dedication of the
workers in the voluntary health
agencies.

I think if you will talk together, if
you work to~ether, you will find that
both tllc volulltzry Ilcalt]l ;Lgcnci(,s

and the Regional Medical Programs

are really working for onc common
goal and that is improved health care
for the people of the Unitccl States.

Vorc~. I wonclcr if Dr. Fox would
~i~c us ]lis current (~slill)at(: o[ the

cffcctivcncss, and in any \vayhc wants
to define this, of coronary car-c units
in the present state of the art.

Dr. Fox. Unfortunately, \vc clon’t
have the statistics we all would like.
For a while before the aggressive ap-
proach to prevent catastrophic events
came in, wc could say that so many
patients hacl conditicms considered to
be lethal were it not for the inter-
vention of a trained team and tech-
niques with the monitoring system.
At that time it WOUICIlook as if there
were csscmtially six to ci~ht persons
pcr hunc]rccf coronary ac]mi.ssions that
were in the category where cflcctivc
coronary care efforts were saving
them.

Now, the long-term meaning of the
discharge of a patient having suf-
fered myocarclial infarction and hav-
in,q been rcsuscitatccl or Otherwise

preserved has not yet been dcfinccl;
in the sociological sense this is most
important. But I think there is an
encouraging early trend to indicate
these individuals do not become 5 or
6 month average survivals and then
dic after an intensive attcrnpt at re-
habilitation and do not cssmrtially be-
come of critical importance as a part
of their community or their families
in the socioeconomic sense. There are
no clata that ,go much bcyoncl this.

l~r, I;mvmw+. [ slipposc ll)is (ltIcs-

tion has two aspects to it. One, how

many people arc specifically saved by
the resuscitative potential of the cor-
onary care unit, and the other, clocs
t}lc very prcscncc of a coronary car-c
unit with tl]c training and attitudes of
personnel that go with it have an in-
clircct influcncc on top of the specific.
benefits to the patient who required
actual resuscitation?

Dr. LII<OFF. I think that there is a
,growing belief that, in the area of
electrical ratastrophc, the acute cor-
onary care unit has been successful in
amclioratins the mortality ancl morb-
idity statistics and that in the area
of power failure there has been no in-
fluence whatever upon the mortaiity
rate.

There is also LIIC vcI y distinct ir]l-
prcssion that the prcscncc of an 2LCLttC

coronary care unit in any onc institu-
tion upgrades interest, care, and per-
haps the ability to treat as opposed to
those institutions that do not have an
acute coronary care unit. However, I
rcmincl you that this w1101cproblcm is
LIP for cxanlination. There arc sLlfiI-

cicnt feelings on both sides of the
fence to warrant, for example, that
this topic matter was included as a
controversy in cardiology at the forth-
coming scientific sessions of the Amcr--
ican Collc~c 0[ Cardiolo~y.

T)r. MOSES. Anotllcr answer to this
question is that wit}l tile irrlroduction
of continued survei]]ancc IVC have
really had a charrgc in our interpret-
ing of the results from the coronary
cam units. Initially, if a patient suf-
fcrwl a IIlaj{)r calastroljll<: arl(l }vi(s
rcsuscitatcd, this was put on the credit

side of the ledger. Now, since most of
the electrical disturbances do ,give
warninx ancl there arc some chan~(,s
in the monitorin~ that indicate that
this catastrophe is imminent, it’s no~v
possible to prevent many of these and
thcrcforc wc now say if you have a
resuscitation event in a coronary care
unit it’s probably a small black mark
in the record because perhaps they
m isscd the warnin,g signs.

So it’s vcty clifficult to answer yOLlr

question accurately, but ccrtain]y the
~rotvin~ cxpcricncc with it, if ~vc can
get some kind of data analysis, ~vill
be able to lead LIS to some intelligent
judgments as to ho}v these should bc
implemented and just how many TYC

nrd to II](wt our po])ulatio]l nc(,cls.

VOKX. I think that Dr. MOSCS’re-
marks should bc immccliatcly quali-
fied about the black mark bit by say-
ing that it’s no black mark at all if

the patient also has po}ver failure.
Resuscitative efforts on po~ver failure
still occur frequently and arc unprc-
vcntabIc.

It would appear to me that the
triage area can never really justify
itself because presumably the setting
would be in a hospital with a coronary
care unit; trained personnel wou]d
rrronitor this froro the onit or main-
tain it fronl the ~mit. It cmlld lx’ VCT
rlluch rnorc expeditiously rmolle(l
merely by changing admission policy
to the unit, by having patients ad-
mitted directly without delay to the
unit providin,q there w’cre a few more
Ix(ls IIla(l(: n~lil:d)lc irl tllc llnit for
tl)is purpose.
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It’s almost implicit if it’s to work
it has to have patients admitting
themselves to the unit without physi-
cian recommendation either to the
triage area or to the unit, anti this
could pose a regular mare’s nest of
problems.

]>r. ~~L)WAI<DS J“)r. FOX, IVOUk] yOU

c;Lrc to (OIIIr II(>flt 011 Il]is (Ili(++ti[]tl?
1 t}]iIlk Wlhs}lf)uld d(,filil: a Iitl](: l)il

what we arc talking about. Dr. I;ox
has already indicated that among
fatalities in coronary disease about
half occur outside the hospital. The
indivicfual, sometimes without any
previous illness, that witnesses no pain
at lcast, suddenly dies. Some people
do have a preamble to death and in
this preamble stage is where so much
can be accomplished.

Dr. Fox, I think what wc are faced
with rf,(lllirm sortlf! typr of opma-
Lior)alr(.s(!:lr(’[1.1 ]IOIX!1 Itl:l(](! il cI(!:lI’
that this conccl]t of the rcccption
area is only something to shoot at. I
think we can do better.

The problem that some of us see
is that people are reluctant to enter
themselves in anything that has the
formality of the present coronary care
circumstance; and if we can reduce
what we as physicians don’t consider
to be much of an impedience but
which apparently is an impedicncc in
the mind of the public, if ~ve can rc-
cluce the steps that they had to take
prior to making prudent decisions and
draw them in earlier in the symptom
course, wc }~avc a chance of doing
SOrn(!lhill,L; if L]l(tr(: i!i :Ln :Llrlol]lll 0(

tirnc from early, usually unappre-

ciated, or unrecognized symptoms
until more major catastrophes in a
fair number of cases.

Dr. EDWARDS. I wonder if we
could just have another comment. It
is, of course, a problem to plan resus-
citative measures or preventive meas-
llrcs in tl]c person who is abo~lt to cfic
s(i(l(lcnly. 11(MJtail wc dclinc this in-
(li Vi([(l; ll, :illd ([() ]1(101)1(: I’(!ii][y dic t]l;LL

suclclcnly from acute coronary disease,
and do some of them not have symp-
toms which even the physician and
even the electrocardiogram have
failed to rc]alc to major coronary
cfiscasc?

Dr. LII<oI~r. The potentiality of
sudden death from coronary artery
disease is recognized by all of us.
Secondly, preamble to death, if it
does exist, generally exists in the form
of irrr,qu]ar or ahcrrant electrical
:tclivily of L])(: ll(>i~rt. ‘1’l}irdly, il is
uillikcly ttlat sudden clcath occurs as
a result of independent so-called
power failure, that this is a rather
gradual event that is in effect
predictable.

VoIc~. One of the things that you
brought LIp seems to me to be some-
thing ~ie haven’t thought about much
here at all and that is the epidemi-
ology of this problem. In what group,
in what population do we look for
these premonitory signs, and can we
define the population in whom the
incidence of myocarclial infarction or
other cardio accidents is highest?

Dr. f2)OIJI;R, The cpidemiolo+ra]
:ltl,:l 11:1stx~(:ll0( collsid(:r:ll)l(: inlrrcst
from dlc pragmatic standpoint for

research. Some months ago in the
clinical literature there appeared the
results of the Baltimore study, in
which Lilicnfcld and his colleagues
said that, in the retrospective analysis,
they were able to document that an
overwhelming number of the persons
who hacl diccl suc]den]y sou,qht mccfi-
cnl advirc for conditions related to
cardiovascular clisease. 11 lllay ll:lVC!

been up to 90 percent. Wc ncccl to
have this type of retrospective infor-
mation to develop and design pro-
spective studies.

Wc WOUIC1like to help the people
in the hospitals ancl the practicing
physician identify these patients, and
in some way monitor them, so as to
prevent this so-called “sudden death.”
I think it is becoming more and more
apparent that sudden death in a com-
pletely well indivic?ua] is really not a
very Collllllml clltity. 1 tllil]k tl]crc is
an area where the public education
programs of the Heart Association
and the Regional Medical Programs
cou]d offer a great deal.

Dr. Mosses. But they have to be
backstopped with the professional ed-
ucation program and the physician
has to have something reasonable to
do in these people that are identified
as increased risks and we are not quite
so comfortable about that, aside from
the very gcneral thing-s controlling
the risk factors: High-blood pressure,
shock, and hypercholesterol.

Dr. EDWARDS. Unless we can do
somctbirl,q for them, wc mi~ht scare
lII[!I1lto d(!atll. WC would Ilavr 10 plm)

something in the ~vayof making avail-

able a resuscitative measure and this
is a major magnitude problem. I em-
phasize again, this involves about an
equal number of people to those who
die in the hospital.

VOICE. I wanted to thank you for
saying the “divine gift of the human
heart.” So often many pcople think
God is clcad ancl they say nothing
about wlla~ the Divine Physician ciocs
in cooperation with other physicians.
I just wanted to thank you for that
remark made in public.

Then I wanted to ask Dr. Moses if
he would think a routine test with the
electrocardiogram done on every pa-
tient would help for better patient
care.

Dr. LTKOFF.A routine electrocardi-
ogram is almost worthless as a screen-
ing instrument for the presence of
coronary athcrosc.lcrosis. On the cor-
r(’kltivc studies that have been c]onc
on lneasuring anatomic changes in
the arteries, it has been repeatedly
demonstrated that the electrocardio-
gram remains normal in the face
of other considerable anatomical
change.

Dr. COOPER. I would like to take
a little issue with Dr. Likoff on that
response. We recently have reviewed
some of the routine electrocardio-
grams from the Framingham study.
The study is stiIl reaily in progress.
In identifying those that had “sud-
den death”, the retrospective analy-
sis showed electrocardiograms re-
vealed that over 50 percent of them
lMC1so-callccl benign arrhythmias; I
don’t say that this necessarily demon-
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strates cause and effect, but I do
think there is some merit to pursuing
such an analysis in detail with mod-
ern computer technology. The rou-
tine electrocardiogram is a method
for obtaining some further informa-
tion on this difficult problem.

Dr. MOSES. 1 think what Dr. Likoff
meant was that any given individual
cannot be labeled falsely or accu-
rately from that data alone.

Dr. LIKOFF. That is very correct.
VOICE. I would Iike to say, with

this incidence of the higher use of
hospital bccls, that it would bc won-
clrr[il} if ~v(: cmIl(l :Lssljr(: :1 lxlticnl
lle i:ould S0 illto Iflc Il(jsl>il:d as rap-
iclly as possible with the first real
knowledge of a coronary. That is a
major problem in our area: Just to be
assured that the patient could bc ad-
mitted to the hospital and let alone
to this coronary care unit to be ob-
served and diagnosed.

Dr. EDWARDS.I think we are talk-
ing about an area of patient service
that really has not been considered
in developing hospital services with
proper identification through mass
studies of the need, and first of all,
the magnitude and the potential for
doing something about it. Therefore,
it may very well be that our pattern
of hospital construction and bed
availability will ultimately change to
overcome this problem and that is
what we are here for.

VOICE. I would like to ask Dr. Fox
in view of his recommendation that
a mobile unit would be of value to
supply, how in Ireland do they know
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when to send the unit out. When
the phone rings, do they all then go?

Dr. Fox. I don’t bclicvc I can really
represent Dr. Frank Pantridge’s phi-
losophy from the very brief time I
spent here. It’s like a 2-week tour of
Vietnam. I had 1 clay’s tour of Bel-
fast’s unit, but I had the impression
that the physicians of Belfast and the
area around were the prime caIlin,q
source for this unit, that there was
nothing verging on self-admission.

On the other hand, the police am-
bulances ancl nonmedical calls were
rccrivcd ancl rmlxmclccl to. The na-
fi(m:ll r!.s!rnijlt of !1](. N{)rtl) l;(]rf)-
[M.:11’I I)]iql]( Icc(I) :Lsyst(.111ill [.(JII(I’(J1
Ll)at nlig]:t not bc ~(,fl(’rally rcalim’cf
clscwhcrc.

I hope I make myself clear in my
ignorance of exactly what this means,
but I think onc of the very important
operations problcrns to define is who
calls the unit, under what circum-
stances and under what level of rela-
tive priority is the unit sent out ancl
~vith ~vhat manning circumstances,
particularly in large cities where mul-
tiple calls might be concurrent,

Dr. EDWARDS.Dr. Fox, do you have
any idea of what the clistribution is
of live patients to dead patients by
the time the scrvicc gets there?

Dr. Fox. No. Dr. Pcmbcrton who
is the epidemiologist in the area has
some statistics and I am afraid I
can’t give them offhand. The number
of those found dead is I think rather
minor ancl, in a recent letter from Dr.
Pantridge, so far nobody, even those
tvith complicated electromechanical

coupling, heart block, and the like,
has been lost in the ambulance; but
hc doesn’t feel this type of exccllcnt
record will be maintained at the 100-
pcrcent level.

They have shortened the admission
time now to less than half an hour
from the time of first call cxccpt for
the time in which they stabilize, ancl
bccomc acquainted with, the patient
on the scene. This stands considerably
better than the 6-hour delay that is
rcportecf from Eclinburgh, which as
far as I know is a shorter period than
any reported zs zn a~’era,qc fi<(Ire
:LflI,r sy])]l)tot]ls it) 1111, (Itli((.(1 ,S1:!1(’s.

VOI(:K. 011{, [)1 [11{. 1)1’01)1(111s ill 1111

pcripl IL,Iy or lh(: ,yr; u++roots” is 111(:

reacly, quick intcqlrclation of clcctro-
carcliograrns by a practitioner in the
field, particularly those in more re-
mote areas. I wonder if Dr. Fox or
the others WOU]C]COInlnCllt on this
current evaluation of EKG for trans-
mission by telephone and how C1OSC
are we to more ~viclcspreacl applica-
bility anc~ availability of CO1llpL1tCr-
izcd interpretations. Ho\v good is a
computer now on arrhythmias?

Dr. Fox. Heart clisease has abnor-
mality. Dr. Caesar Caceres has been
working on it for some 7 years now
in getting this effort started. As an
example, onc Regional Medical Pro-
gram, Missouri, is in large part dup-
licating a system which ~vill provide
a means on the data phone, to com-
puter on magnetic tape, and teletype
feeclback of clcctrocarcliograms. The
basis of the Caccrcs development is
to have the ability to get a good ma-

chine reading. The machine system
maintained by paramedical and engi-
neering personnel seems competitive
~vith what is ~ikely to be most availa-
}Ilc.

The ability to put in a mobile front
end to this unit though is stiIl a bit
of a m-oblcm. III other ~vords, one
has ‘the elect rographic machine
plugged into the data phone which
IllUSt bc able to go through clean tele-
nhonc lines. which don’t ahvavs exist,
and as the result of priority selection.
on the computer and back. This in-
tcrfacin~ }las not bcwn resolved ancl I

sor)]c places in the country that ra-
diotclcmetry will be evaluated in a
cost-benefit sense. The state of the
art in science permits this to be un-
clcrtaken, but at sizable cost and with
some problems with the Fedcral Com-
munications Commission. Some of
these have to be }vorked out as op-
erational problems, but they a]] lend
themselves to reasonable solution.

Dr. EDWARDS.JVChave in the room
Dr. George Ii’akerlin who is the past
medical director of the American
Heart Association and now is Mis-
souri Regional Medical ProSram Di-
rector. Dr. l~akerlin, would you care
to respond?

Dr. WAK~RLIN. I }vou]d make a
comment about various thinm th~t
have been discussed. For c~arnple,
\vith reference to coronary care units



and whether they really save lives or
not, we have a specific example in
the Missouri region of an intensive
cardiovascular care unit which was
manned under RMP auspices back in
April. According to the figures of the
people who are responsible for that
unit, particularly the director, Dr.
Glenn O. Turner, in the past 8
months or so 23 lives have been saved,
men who otherwise would have died
if they had come into that same hos-
pital during the period prior to the
setting up of the present form of the
intensive cardiovascular care unit.
This is only one unit, but I think there
is no question about the fact that bet-
ter care, closer attention to patients
is bound to save some lives.

While it’s very desirable to have
statistics, I think that we shouldn’t
wait on any large statistical gathering.
RMP should proceed as rapidly as
possible to assist in the setting up of
intensive cardiovascular units and/or
coronary care units in representative
hospitals, particularly smaller com-
munity hospitals within their regions.

With reference to the use of com-
puterized electrocardiography, this is
underway as Dr. Fox indicated in
Missouri and we are about to set up
six terminals in various parts of the
State. Hopefully there will be a total
of 20 within approximately the first
year, and one thing that I am sure
will hasten this along will be the fact
that Dr. Arthur E. Rickli, who is Dr.
Fox’s predecessor as chief of the Heart
Control Disease program, has joined
the Missouri Regional Medical Pro-

gram as Director for Operations of
the program. So another important
source for RMP personnel in addition
to voluntary health agencies is the
U.S. Public Health Service. For ex-
ample, Dr. Earl Simmons who was
with the Heart Disease Control pro-
gram is also a member of the staff, an
associate director for stroke of the
Missouri Regional Medical program.
I must say I was a little surprised to
hear Dr. Moses recommend the Heart
Association as a source of personnel
in view of the fact it has lost some
four or five of its key people. We must
keep a strong Heart Association also,
but I think all is fair in love and war
and it is up to the individual himself
to decide where he wants to go.

Dr. MOSES. What you are really
after is the control of cardiovascular
disease. The label or the hat, whether
you are doing it for free or pay, is
really not the most important thing.

Dr. EDWARDS. As president of the
American Heart Association, I am
unconcerned about the fact we are
having a certain amount of traffic
from the Heart Association to RMP.
At the same time we are happy that
we have people that are attractive to
other organizations.

But seriously, this whole subject of
personnel is important as it relates
to our areas of interest in this panel.
There is no question about the fact
that the more sophisticated methods
of diagnosis and treatment of
patients require more physician time.
We have fewer doctors to do the job
as we program things like the Re-

gional Medical Programs and siphon
physicians away in some instances
from practice into administrative
jobs.

The matter becomes even more
complex as we add the need for
administrative people, and the volun-
tary health agencies represent a very
natural resource or reservoir for this
type of person. I think we have
reached the stage where among the
other things that we have to con-
sider is the universities’ providing an
educational program which would
train people for the jobs that health
agencies and RMP require, just as
the universities now train individuals
to be hospital administrators. I think
we have reached the point in our
medical development, health devel-
opment in this country, where uni-
versities should take on the job of
educating people who will be in-
volved in the areas that we are
discussing,

Dr. WEINBERG.1 may have misun-
derstood earlier, but I thought I heard
Dr. Fox, in speaking of input im-
pedience in the coronary care units,
mention there was a certain resistance
on the part of patients into entering
those units. We haven’t found that,
The patients like the units. They like
the feeling of security in there and if
anything, we sometimes have trouble
in getting them out. They don’t like
to leave to go to some other part of
the hospital. Our problem in the in-
put is more with the practicing physi-
cian. He is likely to put in his high-
risk patient with power failure, for

whom we can do little. But the young
patient who is a relatively gced risk
and the one, when he does have com-
plications, who is likely to have one of
an electrical nature and have a good
chance of resuscitation, that is the one
that he hesitates to put in. We are
making some headway in pleading
with the doctors to put those patients
into the coronary care units. But that
has been our biggest problem.

VOICE, Dr. Fox, could you elab-
orate on the present state of the art
in programing the computer to in-
terpret arrhythmia?

Dr. Fox. This is not as far advanced
as is the interpretation of the stand-
ard 12-scale electrocardiogram. There
are programs going on in this at a
number of places: Dr. Caceres’
group, Warner in Salt Lake City.
There are quite a few groups in Cali-
fornia and elsewhere. None of them
is as definitive as a good arrhythmia-
interested electrocardiographer at
this time. However, they will do
things which we at this time cannot
economically afford in tying good
arrhythmia talent to the monitoring
of patients. They can present displays
of the time rate of occurrence and of
premature ventricular complexions
whether they are essentially of the
same form, presumably unifocal in
origin or multifocal, on the basis of
the variance in forms. This type of
display will give us the ability to de-
velop criteria on which rules, if you
will, for nurses and others may be
built. As such, I think that hand in
hand with the development of a ca-

7’5

~...=..... ....... .. ..



pability to “hack the dysrhythmia
electrocardiogram,” to use jargon,
will be an ability to know precisely
what is its understanding for manage-
ment.

VOICE. Dr. Fox spoke about using
an identification card for those peo-
ple at high risk for electrocardio-
graphic or cardio accidents. Here is
such a card. I am not member of
that population. That is my normal
electrocardiogram.

Dr. EDWARDS. Do you think this
electrocardiogram is really normal?

VOICE. I see no reason why it
couldn’t be applied by the Rcgimral
Nfedical Programs to persons in
whom appear four or five or six of
the cardinal indices of high liability.

Dr. LIKOFF. Do you provicle these
to all of your patients?

VOICE. We provide it at the time
of annual periodic examination. My
name is Webb and I am a colonel in
the U.S. Air Force.

Dr. EDWARDS. Your point is that
people should carry their last electro-
cardiogram around with them and
use that as a baseline in the event
of a question of change.

VOICE. This is quite possible. It is
not expensive. It’s quite easy to carry
out. If this were embossed on an Ad-
dressograph card which had the per-
son’s essential d~ta embossed on the
other side, it would really facilitate his
admission to the hospital.

Dr. Fox. I think onc commentary
is this: Dr. Robert Grant USCCIto say
our criteria for the electrocardiog-
raphy is comparable to saying all men

76

of normal height range between 5 feet
and 7 feet 7 inches or something. We
have very slack criteria and the use of
something of this sort immediately
makes much more sensitive our ap-
preciation of change.

Dr. EDWARDS. Dr. Likoff, would
you care to comment on this point of
the base line electrocardiogram?

Dr. LII<OF~. I am not really cer-
tain where this discussion has drifted,
nor to what purpose. Is it implied
that it is difficult for a patient with
overt symptotns to bc aclrnittccl to a
hospital or is it impliwl Ihcrc: is SOIllC
dif%cul[y in the cmcr~cncy station or
first care of this patient becoming
COnfLISC’C]as to what is wron,g?

Actually, this is the crnlx or tht:
nexus of the whole problcm. If this
in truth is so in your re<giorr,then
clearly some identification of a pa-
tient who might get into trouble
would bc worthwhile, but then would
statistical analysis, itself worthwhile,
be necessary proportionately because
there arc a number of people without
any warning signs whatever who get
into cleep trouble almost immecliatcly.
I can’t really see this is a pertinent
point unless one can establish that
this sort of thing goes on routinely
throughout the country. I rather
doubt it.

VoICrz. Perhaps the time has come
for the panel to begin to cliscuss the
cletection and treatment of coronary
heart disease via excrcisc.

Dr. LI~{oF~. Do yoLl ask such a
q~lcstlofl I)ccallsc you (!nvlslo]] s(l~l] a

. .

project?

VOICE. I am aware that we have a
vogue for this. I think the vogue is

fairly well documented and certainly
it is accepted by a large number of
cardiologists. The problcm is how to
prevent or how to make our spectator
sport-conscious public more aware of
the fact that perhaps they woulcl do
thclmsc]vcs rnorc good if they in-
clLdgccf in it a bit thcmsclvcs.

Dr. EDWARDS. Are yOLt speaking
against Sunday professional football ?
I think it really is amazing the num-
Ix:r of pco[)le who sit themsc:lvcs clown
011 a Sunday afternoon watcllill,q
when they ccmlcl bc cloin,q somcthinx
possibly to better their health.

VorcF,. Wc have bccm talkin~
a[)out the clctcc’tion of coronary cfis-
case. I askccl the question for thr
lxmel to cliscuss the ro]c of cxcmise
of a practical sort that might help.

Dr. EDWARDS. Dr. Moses, would
you care to say something about exer-
cise as a practical matter in coronary
disease?

Dr. MosrM. I can’t speak to it
authoritatively from the point of view
of diagnosis, but I think Dr. Likoff
or Dr. Fox rni,ght. I can say that there
is now ample data that the regular
exerciser, the person who as part of
his claily llabit either at ~vork or at
play cnga~cs in significant physical
exercise, this person is lCSSvulncrablc
to the catastrophic heart attack. Hc
probably is not any less vulnerable to
heart attack but is less vulnerable to
a catastro]] hr.I think the first p,art of
d)c ]]ian’s ([u{,stiol~ I]:LcI10 (10 wit])
cxerclsc allcl the diagnosing, and I

think I am not qualified to answer
that. Dr. Likoff may well like to com-
ment or Dr. Fox.

Dr. LIKOFF. This is the type of
area, the inquiry into this problem,
the advancement of knowledge, with
which I think, the Regional Medical
Program must engage itself if it is
to be an cffcctivc type of program
throughout this country, because the
answer regarding exercise both diag-
nostically and therapeutically is un-
known.

‘1’here arc again lnany concepts in
this rcgarcl arlcl precious little truth.
As far as cxcrcisc for dia~nosis is con-
cerned, it is stated by the most astute
amon~ us that the physician taking
a careful history ancl performing a
careful examination can dia,qnosc the
ollsct of coronary artcty cliscasc in all
but about 20 percent of the candi-
c{atcs or potential inquiries that come
to his office. Secondly, if exercise were
performed as a method of clarifying
the 20 percent that he cannot put
his finger on, 20 percent of that base
figure—20 percent of 20 percent—
would be salvaged by the more so-
phisticated exercise tolerance studies.

NTOW,this is an overview. There
arc proponents and there are antago-
nists to this view, but I think it’s a
reasonably fair one. In all likelihood,
fro[n the clia,qnostic standpoint, ex-
crcisc cannot do much for you unless
you are intcrcstcd in physiolo~icai
parameters and detail of tvhat careful
hcclsiclc techniques are apt to clo.

ill tcnt)s of tl)cmpy tllcrc is l)c-
:irlning to be an acct~~n~llationof [act



to inclicatc that the I>crforrnance of a
cardiac patient cxcrciscd through a
leisurely routine is greatly improved.
I-Io\icver, the likelihood is apparently
that he dies on the sarnc clcsi:natcd
date, crnlyhcdics ill [j(:lL~’r[:{~?lC]iti(}ll.

Dr. EDWARUS.l~r. k’ox, wouid you
care to comment on exercise?

Dr. Fox. Only, I don’t think we
have the data today to indicate when,
but I certainly agree when he dies
he \vill have died having led a more
active and lrc hope Ilwr(’ rcwarrlillg
life.

VOICE. I think this is very prn-tincmt
because I think the thin,g that bothers
most practicing physicians is the re-
focus and r-ccmphasis on the post-
coronary lnanagcIncnt of their pa-
tient. In other )iords, patients arc
told about the value of exercise and
so arc doctors, but this has not acle-
cluate]y hecn clarified; so I think there
does remain a qrcat deal of confusion.

Now, there arc so[nc fairly good
sLudics t}~at have been done. hfany
are now in pro~ress trying to more
(’~r’(:ft]l])’ dclincatc how much excr-
(isJ(:c:it) lx: iljll)os((l irl 1})( rcllal)ili -
tativ[: j)l]asc 01 })os1 Ij]}warxlial ifl-
farction uncf I think the Regional
.Mcclical Program should involve it-
self in these studies ar]d do a better
job of both profcssicmal and public
mfucatic)n at this point.

Wrc have t{) rcIll(lrllx:r for ]Jlarly
years ~ve have preached the philoso-
phy of intensive bed rest and treat-
ment of coronary patients ~vith kid
21OVCS,so no~v \vc arc in fact chang-
i]lg and rcnwrsing this l~osiLion. .4,s a

Itlalt(:r’ or [:1(:1, Lhcrc II LLVC! I)cc:n Solll(’
exccllcmt papers pub]ishc!d >vhich
lroLdd indicate that the role of anti-
coagulants really rc[lccts the fact \vc
have now lnoc]ihccl Lhccare of tllc cor-
ollwy Ijaticmt 10 inLroc[~lI’c the cxcr-
cisc ccr[[]lmllc~il; so in cflcct wc have
introduced another variable in evalu-
ating, for example, anticoaSulation
procedures. Dr. Fox’s group, I am cer-
tainly sure, is vc~y much interested in
this; and if the IIcart Association also
is intcrcstcd, wc pm-haps ou~ht to dc-
VC]OII solnc SOOC1Suicfclincs which
would be based on sound exper-
imental data such as is available with
the help of physicians in making
sounder decisions in this matter. I
think there arc possibly some lcSal
ccrrnpliancc cases regarding t}lcsc
rnattcrs about which the doctor is also
concerned.

Dr. EDWARLKS.1 think you arc
clualificd to ans\vcr this clucstion
Iihich I wtrulcf like to put to you.
W’}mt is yc)llr a~titudc about a forfmal
Ivor!i evaluation of dlc ]Jatic!nt tvflo
I]:Ls rccovcrccl ancl is considering rc-
tlirllillg to ~w)rk?

\l{)I(;J:,,1 L})itll<I,l]is lI:lS IX!{LKL ()[1(, 01”

tli[. kc) intcrcstins foci of the I Icart
Association. WC have hclpccl with
governmental aScncics to sponsor ancl
supl)ort ~~orkc:valuat’ion tests. Wc feel
ii’s a lli~-lliy itn]~ortant thirl~ to clc-
t~clo]). Wc tvoulci ]ikc L]lc ]}ractic’ill~
physician to finow the availability of
these units so that hc could help sLlp-

port his patients.

Of course, cxcrcisc evaluation is
]xu-t of d)is I)rogram. 1 think that any

titlw ycr Ll inlrocl{lcc a I)rograln 0[ cx-
crcisc in an individual who }las hat]
a myocardial infarction this has to bc
done unclcr fairly carefully and prc-
scribccl circxrmstanccs. It’s not sonm-
thins you can do l]aphazardly, ancl
you cannot say that cvmyonc is going
to be treated the same; so I think this
area deserves a great deal of con-
sicleration, particularly in view of the
rather significant switch in our phil-
osophy of the care of the patient ~vith
nlyocar(lial infarction.

Dr. EC)WAR~S. I will agree \vc
haven’t even bcsun to scratch the
surface. I think we should have ques-
tions from someone who hasn’t
spoken.

VoIcri. The question is to Dr. Fox
anti perhaps the other nlcmbcrs as
WC1l.Can you tly to briefly summarize
what we know about the economics
and effectiveness of coronary units in
relation to the population served for
the 50-bcd hospital, 200-bccl hospi-
tal, so forth.

Dr. EDWARDS.Do yOLtLlnclcrstand
the question ?

“[IL-.17crx.1 believe I C1O,Imt I ~vish
you ]lLLC[tl’LxkcCl iL h(!(’:LLISCil I’c\’CLlh
my iSnora]lcc; I am sorry to say there
arc no data that really tell us the an-
swer to your question. Part of the
clucstion I think is: Is it \\’orth\vhilc
to set up a unit which is clcclicatcd to
tlm rc:lativcly unique care of coronary
patients in smaller hospitals? .4nd this
is an area of great interest that has
not yet been fully explored, but it
would appear when you get below the
average acute hospital size of 100 beck

you run lower than 100 infarctions as
diagnosed on exit, either dead or
alive.

If you then spread this patient pop-
ulation over the number of beds that
can bc maintained eilectivcly in the
cost-bcrwfit sense by the two com-
petent people that are considered
necessary for resuscitative efforts, you
will come up with a very disadvan-
tageous personnel-to-patient ratio;
and, therefore, in these smaller hos-
pitals it seems important to try to put
together a combined unit either with

intensive care of other sorts, the post-
surgical recovery room, back of the
emergency room, in which patients
in the area of trauma and such are
cared for by the same personnel, but
where there is a reasonable degree of
isolation, particularly acoustical iso-
lation of the coronary patient so he
isn’t kept anxious as a result of the
hustle and bustIe attending the car-c
of other sorts.

Much must be done. The Congress
recognized this and gave moneys
\vhich are in the RMP budget this
year specifically to explore SITldl hcrs-
pital ancl otllcr facility coronary care
cfiorts, for \vhich a brochure of ex-
planatory text has been issued by the
RMP office.

VOICE. 1 saw something in the
Sprin#ield, Mo., coronary care unit
~v]]ich irnprcssecl mc very lnUCh. They
have developed something which
merits consideration; that is, the reha-
bilitation of the postinfarction situa-
tion. After the patient has Sone
through the I. C. C. U., he comes out
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and then he progresses into a reha-
bilitative phase and there is the op-
portunity where you can begin to
induce the philosophy of exercise to
the patient or begin to talk to the
patient about restructuring his living
in regard to diet and other things
which are going to greatly influence
his way of life in the future.

I think we probably ought to pay
serious attention to this thing-because
I think it does offer a good way to
restructure the life of a postcoronary
patient.

Dr. EDWARDS. We realize in clos-
ing we haven’t really gotten very far.
We have estimated that 20 million
Americans right now have heart dis-
ease and a year from now a million
of them will have died. We have
major areas of challenge. Our biggest
challenge is in the area of athero-
sclerosis and coronary heart disease.
One very important point that has
not been discussed very much in the
past which is bound to IX n S!Ibjrc.t
for tl,,. ftit,,rt. t)vt,t :I,,cI {>l(r :Iy,:,ill is
tllc [x~ticlktwho thinks Ilc is wtll :md
might bc dead within the next half
hour from coronary disease. The
acute death occurring in perhaps a
quarter of a million people a year out-
side of the hospital emphasizes how
important a practical problem this is
to determine the identification of the
individual and to prcn’iclc facilities to
prevent the catastrophe.

We have had just a few words
about rehabilitation and recognize
that if our economy is to remain
stable with this tremendous weight of
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coronary patients in the population,
extensive eflorts in development of
appropriate rehabilitation must be
undertaken.
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D R. FARBER. lt has been a year
since the last mectin~ of the

Regional Mcclical Programs. A great
deal of expcricncc has been gathered
by J)lany grou]x thro[l~hollt tllc cotln-
try, and it srctl]rd to thr divisiotl th:~(
th(, ti[l](. lvits rilx. to [Iiw(rss sf,rrlr of
the qurstiom of cancer IIlorc spcci[i-
tally. I am goirl~ to ask Dr. Michael
J. Brcnnan, Professor of Mcdicinc at
Wayne State University, to begin.

Dr. BRE~iYAN.I have been asked to
talk about the Regional Medical Pro-
Sram in .Michigan and the needs of
this program in cancer in the Iight of
the studies that we have been in-
volved in for the past several months.
Notv, in the State of Michigan, we
flavc divided the State into three sub-
regions. The total population of the
State is around 8 million and there
are 4 million in the metropolitan area
which is composed of four counties—
Wayne, Macomb, Oakland, and
Monroe. The great problcrn with the
clisease is it is concentrated in the
metropolitan areas because they are
where the population is.

When ~ve started off, we had the
iclwr that our bi,ggcst clif%culty was
\vIt}I the dcllvcry of cfirc to what arc
callccl t]w disadvantaged urban polx
ulations. We have 6,000 deaths from
cancer a year in the metropolitan re-
gion. This is about one out of every

50 people that die in this country of
1}1(.(Iisrzsc.

poverty classification and clisadvan-
~a~ecl in one ~vay or another, and that

the stage at which people present
themselves for the treatment of can-
cer in this ,group is much more far ad-.. -.
vanccd than it ]s in the people ,qoiny
to I)rivatr physicians, thrm one would
tllillk tll:lt :Lvrry lmrgc savin~ in lives
(’OLl]d h[! 2LL’COIlll)lk!l CCl h~ SiIIl])]!’ ELk-

in,< the level of care available to these

people to that available to the portion

of the population which can afford to



so to private physicians and be
treated in private hospitals.

FIowevcr, if one corrects for the
fact that a ,yr(zrt IIurrlbcr of tlicsc
Categorically indigent people arc peo-
ple over 65, livin,g or) socifil security
and rctircmcmt income, then it cfc-
velops that mrr optimism about the
effect of widespread programs of de-
tection among the poor ~till be too
sanguine,

Lfy calculations would indicate,
and I won’t so into them in detail
here, that ~ve JVOLIkf be able to save
somewhere around 450 more lives a
year if we gave to this indigent popu-
lation the same attention that }ve give
to the paying population, in the large
hospitals ~vhcre we have the best
medical talent and facilities available
to us.

Now, lthy (Ion’t wc pick [[p a much
lzr:cr Irmlgin 0[ control if wc rnarl-
agc greatly to improve the medical
surveillance over somewhere in the
order of 30 percent of our popula-
tion? The reason is that the distribu-
tion of cascx, according to disease site,
is so far different in the private hos-
pita~ group than it is in the COLIrLty

hospital youp, The county hospital
,group is at a disadvantage in terms
of the Pact that they are older people
and lnore of their mortality fro~n
cancer is >vith kinds of neoplasia for
lvhich }VCcfo not at the present tirnc
possess any effcctivc system of therapy
and control.

“l’his disapp(~intii~y fact of L}]Crrlat-
tcr brouyht horrrc, after I had realized
it, something which I noted for the

first time in the report of the Presi-
dent’s Commission on Heart Disease,
Cancer, and Stroke, While a ~reat
dd \VX+ Cal[Cd fOI’ ill t]l~ \VayOf ~C]U-
cational facilities, research facilities,
specialized hospital facilities, training
of chemotherapists and so on, there
clidn’t seem to be any general realiza-
tion that until we arrive at the time
where wc have a significant major
tcchnolo,gical improvement in our

ability to handle this discme—par-
ticularly in that portion of the popu-
lation over 65 in which 50 percent

of the disease is concentrated—until
that time comes, wc have to face up
to it that around 60 percent of peo-
ple ~vho have this diagnosis made—

this inclcrdcs all cases, skin and else-

where-are going to die of cancer.
Studies on our service at Henry

I;ord I-Ios]}ital, \vliicll is a lar~c cancer
chemotherapeutic and medical man-
agement service, showed that in the
last year of life, the median length of
time required in hospital for the fu~l
palliation utilization of the radiologi-
cal, neurosurgical, surgical, chemo-
therapeutic, and medical maneuvers
which to our best judgment were
needed for the help of these patients
was 45 days in the last year of life.

Multiply that times 6,000 people
dying of the disease, and you can

get an idea of how many hospital bed
days you require. It turns out that,
for the ma]lagcmcrrt of the late pa-
tient, we need sorncwllcrc in the orclcr

of 1,000 hospital beds and an out-

patient visiting service with a
ity of 1,500 patients pcr week.

capac-

Now, of course, these people are
being carccl for in cmc way or an-
other at the present time, often
shalncfcrliy and often times far below
the level at which wc shou~d bc able
to help them. But, in terms of inte-
grated facilities for the management
of disseminated cancer, we only have
at most in the Detroit metropolitan
area 200 beds that would qualify for
such a designation in terms of the
kind of men who are in charge of
them and in terms of the kind of fa-
cilities and skills available to those
men and within those institutions for
the management of this kind of dis-
ease.

It seems to me, therefore, that the
most greatly needed development for
the Regional Medical Pro9rams in
the context of our existing situation
(not the situation we hope for 5 or
10 years from now, but our existing
situation) is the development of an
extended-care type of facility suitable
for the management of patients un-
der chemotherapy, under radiother-
apy, under medical management for
disseminated cancer. These institu-
tions need not be as expensive nor as
heavily stafFed as the conventional
hospital. They ought to be satellite to
the general hospital and ought to
have a ready flow back and forth of
patients according to need. Unless we
create them, wc may fincl ourselves in
a situation where: wc clon’t have room
in t-he general hospitals for the care
of acute illness,

All of these things flow out of a
sociological change which has hap-
pened in our society. The large fam-
ily struc,turc has clisappeared. We arc
dealing ~viththe unit family structure.
In people past 65, this unit family
structure often consists of two per-
sons, both of whom are afflicted with
one or another form of chronic illness
or disability. To talk about bas-
ing cancer care on home care pro-
grams under these circumstances is to
talk about havirlg to provide nursing
service and practical nursing service
in homes all over the city, in homes
\vhich are small, \vhich don’t have
resources to help with the care of
these seriously ill people. We have to
realize that we must find ways to
make up for all of those things which
the extended family structure did in
the past for the elderly and for the
sick-all those kincls of support, loans
and physical assistance, nursing as-
sistance, transportation, help with
shopping, all of these things.

ln the cancer patient and in the
stroke patient—and these two diseases
are very much alike in what they im-
pose in these regards—these diffi-
culties are severe, protracted, and be-
yond the reach of any unit family
structure to deal with. We must,
therefore, develop institutional or-
ganizations ~vhich respond to needs
~vhich wc cannot think of as being
primarily or solely medical, but which
arc medicosocial.

Dr. FARRER. The second speaker,
Dr. Juan del Regato, is director of
the Penrose Cancer Hospital in Colo-
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rado Springs. He is a member of the
National Advisory Cancer Council
and is known to all of you, not only
for his preeminence in the field of
radiotherapy, but also for his broad
philosophy of patient care, diagnosis,
and research in the field of cancer.

Dr. DEL REGATO. As you know, I
am a therapeutic radiologist, al-
though my interest in cancer is wide.
For the purposes of this session, I
shotdd concentrate on the particular
aspects that are involved in the re-
sponse to the needs that you might
find in the field and the actual possi-
bilities of solution. Radiotherapy is
only second in importance to surgery
in the treatment of cancer.

We feel that it is not enough, of
course, in order to create the possi-
bilities of fruitful curative treatment
as well as palliative treatment with
radiotherapy, to just acquire the
equipment. As we have repeatedly
said the skill has to be there first
before the equipment comes, and the
equipment is only a very small part
of the whole business.

To begin with, in our own concept,
one cannot cl~ adequate radiotherapy
in any place unless there is a com-
prehensive care of cancer available
in that particular place. That implies
competent diagnostic facilities, com-
petent cancer surgery in the various
specialties, competent tumor pa-
thology, which is an itcm often disre-
garded. We do not treat the patho-
logic report; we treat the pathologic
entity. And a pathologic report is
sometimes at variance with the truth.
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There slloulcf bc also, of course, in
such a center cancer chemotherapy
and other ancillary services such as
rehabilitation, followup facilities, et
cetera. Unless these circumstances are
fulfilled, it is not likely that anybody
in an isolated place is going to do
adequate radiotherapy just simply be-
cause he has the equipment. And even
if he were skilled, he needs all of
these other conditions to have been
fulfilled in order that he can do ade-
quate radiotherapy.

But to give you an idea, assuming
that we are already in a position
where wc have decided where the
center is going to bc, there are two
approaches for you in the field-the
onc is to reinforce the centers that are
alrcacly there. Ancl the second one is
creating ncw ccntcrs. WC1l, the first
one is, of course, easier. It may not be
geographically satisfactory, but it is
much easier.

Now, we figure that a major center
will need at least one radiothcrapcutic
unit for every 300 ncw patients pcr
year, one high-voltage or cobalt unit,
ancl onc or two other radiothcmpcutic
units such as rocnt~cn therapy of con-
ventional volta,ge. And then, there
should be also availability of radium
and superficial radiotherapy equip-
ment. This is a minimum for every
300 ncw patients at the major center.

This equipment ~vill require addi-
tional suppnrtin,q facilities such as
transverse tomography, drcssin{q
rooms, follo~t’up examination rooms,
trcltrncnt planninS simulators in

orclcr to diminish the time that is



misused in trying to study the patients
within the room \vhere the main unit
is.

‘~hcre is, of course, nccxl for minor
surgical suites ancl all of this kind of
t}lirig that goes filong with such a
center. ~f~chinc shops are usually
necessary, accessory to departments of
radiotherapy, because of all the
minor different thin,gs that have to be
built to treat patic!nts adequately.
And, of COL113 (’, I woulcfn’~ I)ass I]y the
(Jl)iiolls tl((.(1 l(~t.I)lly\i(is[s ill ;Iliy\II(l]

1{, !l [(,1 :111(1 51)(V i411i/.fYl (1(~.si]ll(.liiils
or sj)((:i:~l (((lltl(}lo~:isls, 1((’]]lli(i:~)is,
Ilurscs, ct tctcra, without \\’llicll onc
cannot think about haling an acfe-
quatc center for radiotherapy.

No\v, it is obvious that there are
r.rrtain in(lirations ()( racliotll(>ra[y
ttl~l c(JIII(l lx [ak(,n c:lr’( of \\,itll(]l]l
all of thal, but dIc ]x)int tt)at lvc wc
thirlkin< atwut is a center tllat is re-
sponsible for, respondent to, all of
the needs with \vhich we might be
presented, all of the possibilities, not
a selcctccf ~roup. The sclcrti\ity Inigbt
come at the secondary centers level
where the people in charge mi~ht cle-
cide to take up on]y certain problems
that can be rnana,qed at this level ancf
then transfer dle others to the major
centers. That is a question of lo,<istics
in \vhich I cannot nor am I ccLm-
petrmt to go.

My emphasis has to be upon the
fact that \vhenever jou contemplate
racfiothcrapy, as Dr. Endicott alreacly
incficatcxl yc.,tcrclay in his brilliant acl-
drfw, ~~c l)rol~:~ljly lIa\f(, ;Llr(::Ldy too

many coklt L1lli LS ir[ tllc (oLIlll Iy j

\vhat wc need is people who know
how to hancllc tbcrn. The cobalt will
not do the job. It is the skill and the
facilities, the ancillary facilities that
~0 \vit}l the clcpartrnent of racfio-
tllerapyj that are nccclml. Ancl thmc,
of course, are not easily accluirecl.

There is a total of 300 well-quali-
fied ancl specifically trained radio-
therapists in the country-exactly
299–-for the entire country. A g-rcat
deal of tbc racliotllcrapy will have to
(oll(iilli(. 10 1)(s(10111, for soil I(: till)(: I)y
I]irft wli{) :1)(. \\,illil l!; ii]}(l :1]{, (:11):11)1(,
01” [l[)il,~ I,cIII] [;,(li,)tli:i~ll<)sis :,IICI
rxliotllcra]]y since wc do not IMvc,
nor can expect to have, in the near fu-
ture a sufficient amount of radio-
therapists, We need easily eight to 10
titllcs as many as wc }}avc at the prcs-
(.tlt titll(:. Atld tli(: r]ti[l)l)cr of IIIen in
the training of theralx~ltic radiology
is rather rcxfuccc[. IL is of the orclcr 01
.50 to 60 in the entire NTation. That
yields, at most, some 20 new radio-
therapists per year. This is really a
very small amount of new radiother-
apists for such a larSe countly with
such great needs.

This presents, I am certain—and
I ain not trying to make it worse, but
rather make it cviclent—a very” seri-
o[ls problcm to cnvisa<qc. It isn’t easily
sol\wf, but it is obvious that. the so-
lution of the problem is not neces-
sarily to buy the ccluiprncnt or to will
this no lonyx a problem. It is a
problcm and will continue to bc a
problem.

,Aro\v,fmn] c)~lrlx)illt of view, ollt-
sicfc (J[ tlIc [icld 0[ radio tlxrapy, wc

have lived just long enough to know
that it is a tragedy to put a tremen-
C1OUSeffort in the early diagnosis of
patients only to see them mistreated
or neglected aftcrwarcls. If wc under-
take any such thin: as a regional
smears project for the diagnosis of
cancer of the cervix before it has be-
come an infiltrating cancer, the im-
portant thing is that the patients that
are found to have carcinoma in situ
rcccive aclecfuatc treatment or the pa-
[i(.ills lli:~L ;II’(! foiln(l ill [hat ])rmx!ss
[11;11Il:tv( :lll’(.; l(l!, (,:11’ly ill[illl.:l[i]]~
(;ll(ii)ol)l;~s [(>c(.i\(: :U1(’(l~lalc trc!al-
ltmnt.

It is not because it is early that it is
easier to treat it. In fact, it requires
a greater skill sometimes to do the

job even thou~h the patient is early.
‘1’lle sa]~]c llling a])l}lics to sLlcll things
.as cancer 01 the brc.ast. Whether the
cliagnosis is done in every doctor’s of-
fice, as it should be, or whether it is
done in special cancer centers like our
own, a great number of early cancers
of the breast can bc found, and they
can be found by young physicians who
are specially trained to palpate thor-
oughly the breasts of all women in
followup examinations.

We have a large clinical followup
examination of thousands of patients
that were treated for minor things
lilie basal CC1lcarcinomas of tbc tip
of the nose whom we have followecl
now for periods of 15 to 20 years. All
patients arc properly examined an-
nually ~vhcm they come for their fol-
lmwlp cxamirmtion and this yields a
collsidcrablc Ilcullbcr of cancers of the

breast among the women and cancer
of the prostate and of the colon
among men.

In our hospital, in one year in
which we made a record of it, a
~vhole third of the patients with can-
cer of the breast ~vho were operated
in our hospital were women who had
cancer of the breast discovered by a
resident in training when the women
were not aware that they had any-
thins the matter with them. That is
\rllcll it is fr~litf~tl, of co~]rsr, to [lis-
t’{j\’{’1”{’:111[’t’t”:111{1to tr{~;lt il. ]]t[t it
\~OLIidlx! too lxld 10 clis(o\rm a llLllll-
bcr of early cancers of the breasts and
have someone do a simple mastec-
tomy on them. This is the time to
do really adequate surgery, and this
is the thins that I think is ~vorth
clllphasiiing.

Dr. FARBER. The third speaker is
responsible for the largest program in
the world today—the National Can-
cer Institute.

Dr. ENDICOTT. I thought today I
might talk a little bit about some
of the problems of operating a can-
cer center because we have sort of
a cancer center. Perhaps it is a little
on the long-haired side because it
is primarily research oriented, but
it comprises many of the features of
so-called excellence which I third-i
medical schools and university-based
cancer centers would want. It is part
of a more general facility in which
many diseases are studied. So it is not
really a cancer hospital, although
\vc have separate wards. Most of the
specialities tlmt might bc concerned



with the treatment and diagnosis of
cancer are represented and most of
them have seporate wards of their
own. It is concerned primarily with
treatment and research on therapy of
advanced disease, but it also includes
substantial leavening of studies of the
abnormal physiology and biochemis-
try of the disease and something
which I regard as very important—
we insist on the right of our physi-
cians to admit patients with other
diseases and to carry out studies in
ot}]cr areas.

Ncnv, 1 tllin!i this is sollwtllin~ vuy
important in kccpin,g first-rate mcn
working in the management of ad-
vanced cancer. They have to have
some outlet, sornc psychological out-
let, especially the younger ones, or
they simply can’t take it. They can’t
face those patients, especially chil-
clren, day in, day out, unless they have
some variety in the diet.

Our group requires ~vhat many
would consider to be excessive sup-
port in terms of laboratory facilities.
Part of these laboratory facilities are
directly related to what they are do-
ing in patients, but even more is re-
quired to do the research they want
to do which is not directly patient re-
lated. And I am sure that it is nec-
essary to provide this if you are going
to get first-rate men and keep them
on the job.

We have 250 beds. Of those, 150
are in the clinical center in Bethesda,
and they are all research beds. Wc
have another 100 beds in the Public
Health Service Hospital in Baltimore,

and only a portion of these are re-
search beds.

The beds are expensive. They arc
much too expensive for patients who
are ambulatory. And we have long
since developed arrangements with
local motels for patients who are
taken care of in the outpatient fa-
cility and live in motels. This is es-
pecially helpful in dealing with chil-
dren, especially children with acute
leukcrnia. We have beds enough to
brill~ thcm in when they really rc-
([ltir(. itlt(.t)sii(’ C:lr(’, hut for tll(’ 1110s[
I)art, tlLcy arc card for in tlm oLlt-

patient facility.
To do this adequately, obviously,

rcc]uircs more than the orclinary out-
patient faciiiticx. Onc has to analyze
the kind of thing that is going to bc
done in this facility and prepare for it.

Now, I am convinced that many of
the medical schools, medical centers,
that arc going to bc involved in this
program over a period of years can
attract ancl keep the kind of men you
are g-oin,g to need to do the educa-
tional job, the consultation job, the
central referral job, if you will provide
research beds, some laboratories, and
a good ambulatory care arrangement
of some sort.

Mike Brennan has talked about onc
possibility. I have mentioned the LNC
of motels. Perhaps we might get Dr.
Farber to mention how he hancllcs
this same problem, especially with
children.

Dr. l?ARR~R.The final formal pres-
entation will bc given by Dr. Guy
Robbins, the Director of Planning at

the Memorial Hospital for Cancer
and Allied Diseases in New York City.

Dr. ROBBINS. I have found that
working in the vineyards which arc
being irrigated and nurtured by the
Regional Medical Program is really
one of the most stimulating activities
that I have been involved in. I fount]
early—I am trying to speak as a sur-
gcorc--that onc of the greatest things
that onc had to do was to take the
Billy Graham approach, not the Billy
Sunclay approach.

My f:lt[l(l” ,V,LS:L M([l)()([i slItlitlist(hl”

dOWIl i,l SOLldlCrll 1 nclia,la. Wc OSCCI
to have these mcn and women come
in to save souls. This basically was the
utilization of a tcchniquc which
would ,gct SotllsOLltor l}lC!Baptist and
Christian Church into the Methodist
Church. And I remember as a small
boy one of these characters coming to
town and taking me out to get a soda.
Right away, I was suspicious bccausc,
having deal t with a lot of ministers,
they usually didn’t give very much

away. So I said to Mrs. Barr—fimt, I
drank the soda—’CWhy clid you do

this?”

Shc saicl, “GL~y, I am here to help
your father. Now, sometimes during
my first evening, things clon’t <gojust
right, ancl I want you to get one of

your friencls, and when I am giving

my plea, if things don’t so right, I will
give you a sign, and you come on
down the aisle.”

And I will never for~ct to my cly-
ing day as I pul]cd this other littlc

ragamuffin out into the aisle and \vent

down there, this woman said, “And a
little child shall lead them.”

But, you know, you do have to take
some sort of an approach to all of
these thing-s and look for techniques
and for ways of communicating that
will present your objective. And as
you know, with many of Billy Sun-
clay’s converts, they stopped near the
local bar to celebrate their salvation
on the way home and that was it.

But I think that from what I have
seen, the tram tlmt has hccn (lmwl-
(J]M,([11(,](: is [:lkill~, 111(:I;illy ( ;r:lll:irli
:LIJl)r(>:~(:l).A~)cf this is a tough thiny
for surg’cons to do bccausc, yoLlknow,
wc arc pretty egotistical, ancl most of
us, I think, really shy a little clear of
call(cr bccausc solnellow or anoth(:r
it is woven into our philosophy that
you CIOsomething like a hernia, and
it gets all done, and that’s fine. But
if you take care of a cancer patient
and there is a recurrence and there
arc all these family problems and
Cvcrything else, yOLIsort of look at it

as a clcfcat of your otvn. To try and
clcvclop among surgeons and those
working with surgeons an intradis-
ciplinary approach to look at the
patient as a whole, a person, this is
touSh

But there are more and more peo-
ple that arc doing this. And certainly,
it falls within the philosophy of the
\vay of life that I think can be clearly
clcfincd as Americanism.

I have been very fortunate to have
been involved with the Cancer Com-
mission of tbc College of Surgeons for
~ number of years, and with Murray
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Copeland and Lee Clark and many
of the other people I see here in the
room I am part of a team that is
working with the regional medical
group. And I can tell you we are 100
percent behind the program, and we
are not too far behind, either. We
are right in there with it.

Many of you mayor may not know
about our regionalization program.
We had a tumor registry program.
It has been going for a long time,
And under John Klein, Lee Clark,
and Murray Copeland, we decided
to do an audit on this just to see how
good it was. This started about 5 or

6 years ago. We found out a lot of
things that you are finding-things
that we thought were all right.

Well, instead of shaking a nasty
finger and saying, “It is no good; get
rid of it,” we g-et together to try to do
something about it. The first thing we
did was to broaden our cancer com-

mission to get this intradisciplinary
activity on the road. We have repre-
sentatives from general practice,
pathology, radiology, radiation ther-
apy, and general medicine. We also
have entwined in this practicing sur-
geons all over the country and are
succeeding in getting them to look at
this problem—the way of helping
people get along, utilize what we
have, throw away some of the things
that are bad. But we have found there
are very few things that are bad; it
is just the way that they are used. I
am sure that you will find extra man-
power if you will utilize these men
that are all over the country now.
There am 200 of them. Many of
them are in the program now, but
there are some that would like to be
part and parcel of this.

We have found that our tumor
registries are a good way of evaluating
how things are going. However, we
have found one thing that we were
terribly lacking in. We have had all
kinds of support at the local level and
certainly at the national level from
Mary %vitzer and her group in voca-
tional rehabilitaticm. It is great to
diagnose a patient. It is great to treat
him right. But the trouble is so often
that that is where our treatment has
stopped.

All of us in this room believe that
you should do everything to get a
person back into the socioeconomic
swing of things, but what are you do-
ing about it? There are ways, We

used to say, “Well, the laws are no

good; we can’t help a cancer patient
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until five years.” There are ways to
take care of that.

I wish you could see the way New
Jersey’s DVA works with the State,
the Federal people, and with the pa-
tients in the hospitals. They are doing
a great job. New York is coming
along, too. This takes a lot of Billy
Graham approach, though. You
can’t do this overnight.

One of the most interesting and en-
lightening meetings I ever went to
was one that Dr. Smith down in Jer-
sey fielded. They had 500 practicing
physicians in the middle of the week
listening to the problems involved
with getting the aid that is available
at the community level, and it was
great. And there are going to be more
of those meetings.

They were a Iittle surprised, as a
matter of fact, how good a turnout it
was. But they had spent a lot of time
disseminating information about this,
utilizing the many, many forms of
communication. These are the things
that we have got to do, Wc have got
to get the people that may even be
considered by some as just too busy
making a living, but if you give thcm
just the slightest notion that you ~vant
their ideas and you want them to help
get this thing on the road, it \vorks.
And, of course, this is the heart of the
whole Regional Medical Program.
And it is a sermon that everyone is
preaching that is workin~ in this
group.

There is another thing- I think that
is awfully important for sur,grons to
CIO,and some of us are doing it, but
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I don’t think near enough of us are—
and that is finding the time to help in
the lay education program. There are
parts of this country now where pa-
tients come in, and they arc too far
advanced even to consider as possibly
being a cure. There are parts of this
country where everybody has a radio,
70 percent of them have televisions,
but in the local newspapers there is
nothing on health. And on the tele-
vision and in the radio programs,
there is nothing on health. I think wc
need some comic books and things of
this type. Because if people can be
sold, if you can sell a population cig-
arettes, why can’t you sell health pre-
vention a~ainst these diseases?

We have worked hard, and a lot of
money has been spent. But there cer-
tainly must be something more wc
can do. And I have found that if you
put a surgeon on his guard to try to
g-et him motivated, if you get this fel-
low going, he is almost as big a terror
in this sort of thin,g as hc is in the
operatinS room.

Dr. ANDREWS.Neil Andrews, Ohio
State University. When I was in Tuc-
son at the AMA meeting, I had the
opportunity to talk to Clif Mount and
Bradigan about a program that is be-
ing done—and I think you alludccl
to this just a moment ago, by a num-
ber of organizations, including the
Collcqt of Surgeons, the American
Cancer Society, Collcyc of chest
Sur~cons and others-in cancer rcq-
istrics if I remember correctly. Coulcl
yoL[~ivc (]s a l~ro~rcss re])ort on thot?

Dr. l{orm~s. ‘1’here arc two pro-

grams, I think, to which you might be
alluding. One is the tumor registry
program which has been going on for
30 years. WC believe that if you arc
going to evaluate how a patient is
doing or has done or how you as a
physician are working, there should
be some records kept.

Now, just to take the names and
numbers and a<gcand site and stage
and so on, that’s great. But if you
just put that in a repository and never
utilize it, it doesn’t make any sense.
And we have found administrations
don’t like to ,spcncl money on some-
thing that their staff doesn’t use.

One of our main efforts through
the regionalization program has been
to try to get these rccorcls used in
teaching exercises and in self-evalua-
tion. I was asked to go to a 500-bed
hospital in Westchester and give a
talk on breast cancer. And I said I
would love doing it, but I wouldn’t
go unless they had one of their men
give their experience in what has been
clone and then I would bc glad to clis-
cuss things.

Well, one of their men went into
the tumor registry, and he found, al-
though they hacl had several hundrecl
breast cancers, primary cases, out-
patients that they had operated, they
dicln’t have a single one that hacl lived
5 years. Ancl this man gave the 5-year
survivals at the national lcvul wit]]
n(yativc! Iloclcs ancl positive ]Io(lm.

Wlllm I Spol<c r ~avc tllc llsllal cl(f-
inition of a spccia]ist. Then I said,
“lIcrc :~1( llly sli[l[,s; 1 :If]t tlot :oit}:
to usc them. I a]]l not goin~ to

show them. He has told the whole
story, and I think it is up to you fel-
lo\vs to do a self-analysis ancl find
~trhatis Ivrong. Is it your followup or
is it that a lot of you are doing slip-
shod operations and modified simple
mastectomies?”

I didn’t know if I }vere going to
get out of the room or not, but t~vo
or three peopie came up to me and
saicl, “This is what ~ve have needed
for a lonS time.” And then I found
there had been two or three people
~vho had been trying to do this. They
had put this particular hospital on
notice that if they. didn’t get a clinical
program along ~vlth their tumor reg-
istry, we weren’t goin~ to okay their
tunlor registry. Jjre feel ficeping rec-
ords and not using them is not good.

The second part is the study that

JVChave been designated to do on
looking into a number of hospital ac-
tivities to see if wc can get ideas as
to how they are cloing thing-s in the
management of cancer patients. We
will have a lar3e bulk of information
that can be passed on.

That is the W’arren Cole Commit-
tee that is doing this \vork in con-
junction with all the specialists, in-
ducting those in the Acacfamy of Ckn-
cral Practice. In no ~ray are Ive
chargecl to set up standarcls. IVC arc
findin~ out a lot of things that are
IIlcsstlntcrcsting. In one hospital, \vc
fo~[nd dlry llavr wonc[crf~l] llori -
z{J!]L:lIc(~ltll~l~lllic:\ti(Jlls,hut the scxi;~l
scrvic(: ~vorkcr }lad never met tflc marl
\\llt)\vas ill c}]:ll:c ()[ tllc C:lnr(,r lJro-
~ralll for t}lat hosl)ita]. .4nd Lhesocial



service \vcu-kcrhad 16 master’s de,mce
social service workers \vorlcin,g ~ith
her. This particular chief of the social
scrsim clel)artlncnt had been in ttlis
hos[)ilai since 1952.

Wc also fouIlcl that, &lthc)@l tllc!y
didn’t have a rchahiiitation program
and that the social service workers
didn’t actually know anything about
what they were cloin,g, the orthopocls
were doing a fantastically good job.

‘rhosc on medicine and those in
the nursirl~ area and those in the so-
cial scrvicc clcpartrnent said, “~ce, wc
haci better work together; wc Iook
sort of silly. ” All horizontal communi-
cations, no vertical communications.

Now, coming up with data of this
type is not Soing to chan~e the way
rnmlicinc is practiced, but I think that
it will make people utilize what they
have. We ha~e found that there arc
some hospitals who do not have an
X-ray therapy clepartmcnt. But they
have a regional arrangement so that
their patients are Setting excellent
care. Arrcf certainly, we wouIcfn’t say
this was bad.

Dr. FARBMt. At this time, I would
like to call on Dr. Margaret Sloan to
say sornethin,q more about the Amer-
ican College of Surgeons’ relationship
with the division of Regional Medical
Programs.

Dr. SLOAN. I would like to com-
ment a little bit on what Dr. Robbins
has just said and to set in proper
perspective this activity which is

now known as the Warren Cole

Committee.
Section 907 of Our legislation says

that the Surgeon General shall estab-
lish and maintain a list or lists of med-
ical facilities in the country staffccl
ancl cquip[xc] to provicle the latest
acfvanccs in tlw cfiacylosis atld trcal-
mcnt of heart cliscasc, cmlccr, ancl
stroke, and to serve as training situa-
tions in these diseases.

It further says that the Surgeon
General, in carrying out this activity,
shal~ from time to time turn to ap-
propriate national professional or-
rJanizations in the country.

The division, in trying to clctcr-
minc how to rcsponcf to this part of
the legislation, decicled that as an in-
itial step, it \voulcl be appropriate to
consult with the national professional
organizations of the country. Wc arc
thoroughly appreciative of the great
sensitivity of the mcclical profession
toward federally imposed standards,
and wc do not propose to develop
federally imposed standards through
this activity.

Knowing that the American Col-
lege of Surgeons had already estab-
lished the Cancer Commission, which
included in its mcrnbcrship repre-
sentatives of all the professional or-
ganizations in the country most
closely involved in the diagnosis and
treatment of cancer, wc turned to the
American Colle~c of Surgeons and
asked their help in this unclcrtaking.
The Cancer Commission includes
representatives of the American Col-
]e,qe of Surgeons, the American Med-

ical Association, the American
Academy of General Practice, all the

surgical specialties, the American

College of
Gollegc of

Radiology, the American
Pathologists, and others.

And wc have negotiated a contract
with tbc Anl(’rican Collc,gc of Sur-
geons 10 consic][!r dlis fic!lcf, to con-
sider ~vbat shoulcl r(!ally Ix present in
a medical facility which is going to do
the kind of job ~vc would all like to
see in the diagnosis and treatment of
cancer.

When these criteria, as we arc call-
ing them, or guidelines arc available
in the field of cancer, which wc ex-
pect will happen sometime next sum-
mer, wc propose to make thcm avail-
able to hospitals all over the country
for their own internal guidance and
to pro~ram coordinators and mem-
bers of their staffs in t}m Regional
Medical ProSrams.

ThrouSh the availability of these
guidelines, wc hope it will be easier
to identify the gaps in the diagnosis
and treatment of cancer, in the capa-
bility of a region to carry out goocl
cancer diagnosis and treatment. This
will be a guideline, both to hospitak
in their clevclopment as better in-
stitutions for the future and a guide to
Regional Medical Programs in try-
ing to develop regionally the capa-
bility they will need to perform adeq-
uately in this area.

I bclicvc that we have been very
fortunate in persuading Dr. Warren
Cole, \vho is kno~vn to all of you and
has the respect of all of yoLl, to chair
the committcc, representing all these
professional or~anizatio:~s, which is
strugglin~ with this problem. They

have clcveloped a list of such Suide-

lines. They xrc now’ testing thcm as to
their fca~bility in actual \isits to
various types of hospitals around the
country. And if this works I\,cll and
productively in the field of cancer,
\vc propose to undertake similar ~c-
tivitics in the field of heart disease
and stroke.

Dr. COLLINS: Collins from North-
western Ohio. I happen to be a path-
ologist in a community hospital pro-
viding service in pathology to several
small conununity hospitals-let’s say
from 50 beds up. I have been im-
prcxsed with the fact that in the
smaller community hospitals, “ cer-
tainly in my area, there has been no
long-term followup of cancer pa-
tients. Perhaps in a surgeon’s own
personal experience, he has followed
thcm, but to my knowledge, there has
been no collective experience. These
cases may move from community to
community.

With this background in my, let’s
say, puzzlement about how to work

out a proper fol~owup situation, I
woncler if a rcgionwide tumor regis-
try isn’t the answer. Most hospital
tumor registries I have been familiar
with have been as Dr. Robbins has

already cited—dead. The material

goes into’ a file and nobody ever looks
at it.

And I am very much disillusioned

with the hospital tumor beds. I was

very much impressed with Dr.

Smart’s presentation on the Salt Lake

City, and I think it might bc the an-
swer. I don’t know.



Dr. ROBBI~S. You are a great
straightman for Dr. Smart, and I am
another of his straighten and so is
Andy lvfayer of the College of Sur-
geons and so is Murray Copclancf. We
think this man has come closer to a
workable sort of a regional tumor
registry than anyone else that we
know. And this is primarily because
of one thing: He is doing quality con-
trols and really working with the local
hospital ancl i~sstaff and giving them
prestige and also giving them a prod-
uct that they can use and understand.
.bfr. Chairman, maybe Dr. Smart
might want to comment.

Dr. SMART: I believe that one of
the most important things that we
can do in improving the quality of
cancer care at the present time is to
follow the lead of the American Can-
cer Society and the American CoIlege
of Surgeons in trying to make these
hospital tumor registries really effec-
tive.

A tremendous amount of work has
gone into the gathering of this data.
And if we can induce physicians to
followup their patients regularly
By “regularly,” I mean every 6
months, preferably. I think it depends
a little bit upon the type of malig-
nancy they have, but they need to be
followed.

Now I think a tumor registry must
have a mechanism for relicvin~ the
tremendous amount of secretarial
work. The problem at the present
time in the community hospital tu-
mor registry is this: A tremendous
number of patients, tremendous num-
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ber of variables, lots of different kinds
of cancer, all different types of exist-
ence as far as survival is concerned,
and yet, the secretary is not a statis-
tician, she is not a physician, and
even the physician is not a statistician
and is unable to cleal with the tre-
mendous number of facets.

How can the American College of
Surgeons or the Regional Medical
Program or any other program sim-
plify this tremendous number of
facets? I think a meaningful com-
puter program can actually scrvicc a
great number of hospitals as individ-
ual hospitals and yet corrclatc the
statistics that come from the health
departments. It can account for all
the deaths and immediately update
aIl the registries simultaneously. It
can pick up the patient that moves
from one hospital to another or from
one doctor to another. It can simul-
taneously, then, update the registry
which will send out automated Ictters
to doctors to remind them, at 6-month
intervals, of certain patients. And,
not only that, I believe that it is im-
portant also to bc able to have some
kind of action arm so that, if the
patient is lost to that physician, wc
have some ethical way of approach-
ing that patient.

And in our particular area, we
have tried to dey,clop an action arm
throuqh the ]jtlblic hca]th clepart-
ment \\,hcrc\\,ccan utilize the ]Illblic
health nurses actually to visit the pa-
tient with the permission of the l)hysi-
cian and say, “How is it that yoLl
haven’t Ijcrn qoin3 to your ])bysician

for a checkup? Wc feel that it is im-
portant that you C]Oso. Ancl if yOLI

arc unllapl)y lvith him, Ict’s find an-
other one.”

And I atn arlxious to scc the Ameri-
can College of Surcgcons in particular
try not only to cstal>lish these cancer
registries, but in sornc way to sec if
wc can’t develop a mechanism by
which wc can ,givc thcm an inc]ividual
hospital automated followup.

I think for about $50 a year that
most community hospital registries
could yet a report of the survival
curves on all their patients, listings of
all their I]aticnts, and a listing to each
individual physiciar) of the patients
that he has been following for that
year. I think it could be clone cheaply.
I think it could bc clone eflcctivcly.
Ancl I think that these tumor reg-
istries which they have been pushing
could actually bc made to be a very
effective tool in education and in re-
search, as well as in saving patients’
lives throLlgh follo\vup.

Dr. ANDREWS. Dr. Farber, if I
may just comrncnt to my collcaSuc
from Lima, the clepartrncnt of health
of Ohio State did until about 3
years ago maintain a central cancer
registry. Unfortunately, this tvas un-
available as regards follo~vup mate-
rials. So it \vas clisbanclecl, ancl ~vc at
Ohio State now are attcrnptin,q to
put to:cthcr an automated p!-oxrarll
sLIch as ]>r. Snlarl has stated so that
wc can rnakc this available throu~h -
out our rqgion as \vc have dcvclo])cd
it.

l)r. W[],RAR. lj’illjar, West Vir-

~inia I can’t help but compare, as
I listen here, the heart program ancl
the cancer prey-am, They run into
clifhculty in that in the heart pro-
qram, there is a cardiologist ~vho is
the captain of the tcarn; in the cancer
proqarn, there isn’t any captain of
the team. Many specialists arc inter-
ested in cancer.

When it comes to g-cttirlg adequate
examination for cancer of the large
bolvcll I think one of the troub]es is
that the internist, the surgeon, the
])roctologist, the pa-tholoqist, the gen-
eral practitioner, are interested, but
nobody has the lvhole interest. The
public health person is intcrcstcd.

Ma)be this is a shot from the blue.
but ~vc have specialties that deal with
a ~’ery narrow part of medicine. Per-
haps plastic surgery is one example.
There is no specialty board for on-
cology or tumors, for cancer. Perhaps
there should be such as \ve have for
carcliology.

I wonder what the panel \vould
think of that. I kno\v it is sort of per-
haps a ne~v iclea.

Dr. BRENNAN: The American So-
ciety for Clinical Oncolo~y was
formed approximately 3 or 4 years
ago. One of the problcrns which im-
mediately came up following the or-
ganization of that society, ~vhosc
membership consisted Iar,qely of men
\\,llohacl bccm active in clinical re-
srar(ll as ol)l)oscd purely to the care of
ranmr patients. was an impetus on
tllc lmrt of tllc ,grmip tmvard the
fomlation c)f a subs[~ccial~y bored in
oncolo~y,



Well, I have found myself opposed
to this idea. As a hematologist, I
never found it necessary. The Ameri-
can Society for Hematology suc-
ceeded in doing all that we wanted
it to do for us or we wanted to do
for hematologists without going the
route of the subspecialty board.

However, this does not detract
from the fact that there must be a
captain of the team in every institu-
tion. He should be, I suppose, in an
old Latin way of expressing it,
fn-imus inter pares, the chairman or
head of a group of equals, who con-
sultatively deal with the management
problem of the patient. As we know
from all human affairs, there must
exist a last place of responsibility and
decision. Now, who that man should
bc will depend upon t}w staff of the
institution itself. In some cases, it will
be a surgeon who has a long and
wide-based interest in cancer man-
agement. In others, it will be a radi-
ologist. We have the Penrose Hospital
captain sittin,g right next to us here.
In other places, it will be an internist,

Our problem is that we don’t real-
ize the degree to which American
medical institutions, the whole ap-
paratus, has been around the problem
of acute illness. And yet, we now are
tying in stroke and cancer (I exclude
heart from this problem) to deal with
chronic illness in this acute care
framework. And the whole apparatus
has to bc changcrl to fit chronic
illness.

We have hurt ourselves with the
idea that there are social needs and
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medical needs. Actually, there are
only jjcrsonal needs—needs of indi-
vidual persons who are part of a social
matrix the entire integrity of which
is disrupted when the personal needs
of individual members are not met.

In chronic illness, it is very obvious
and clear that we have to respond
in an altogether different way than
we have before. We have to go out-
side the ranks of medicine as such to
do this. These are not simply medical
problems; they are also problems that
require the skills of sociologists and
social workers, the whole range of
helping professions. And we need
captains for these teams, but I don’t
think that we can identify them in
terms of their medical specialities. We
can’t identify them in terms of where
tllcy cmnc from i]] trail)in~. Wc can
only idcrrtify thcnl in terms of where
they stand in competcncc, in interest
and in concern at a particular time.

Dr. DEL RIZGATO.I would like to
introduce a consideration in which I
think all of you will have an interest.
It is a fact that you would have easily
confirmed that this country has a
lesser number of cancer hospitals
today than it had 30 years ago. And
the reason is that the concept of a
cancer hospital in this country has
been a total, full-time staff type of

approach to the treatnlent of cancer,
with which the American medical
profession as a whole doesn’t go along
very well. So this flas been limited for
tlw lrmsl Ijarl 10 the trcatt~lenl of in-
cligcrrts or to outstanding research
institutions.

I
you

would like to point out to all of
the fact that there is a different

approach which we undertook 20
years ago, and that now is being
adopted in certain other areas than
ours. It is the small cancer hospital
in association with a lar,ge ~eneral
hospital, the cancer hospital utilizing
all of the advantages of the special
institution and nevertheless utilizing
the talents and facilities that are
already there.

This is worthy of consideration in
practically any city in the Unitccl
States of any size IJccausc you alrcacfy
have talents there that can bc used
and do not need to be displaced in
order to start a unit of cancer ap-
proach that will involve all of the
skills that are necessary in pathology
as well as in radiotherapy, clmmo-
thcrapy, ct cctcra.

Dr. ~AVIES: I]r’. [)~vics, h4c1rlphis.
I would Iikc to acldrcss this question
to Dr. Brcnnan. In making an appeal
for an extended care facility, you
pointed out that there arc some 6,000
deaths from cancer in Detroit a yca,r
and that only 450 lives could be saved
if you went the route of early detec-
tion and increased facilities for early
diagnosis.

Doing a little arithmetic, since you
said that the deaths come to about
onc out of 50 dexths in the country, I
set a figure ‘of some 7,000 people,
lives, that could be saved in the COLILI-
try, which I think is a fairly sizable
Ilunibcr.

Dr. BRr:NNAN. I believe that you
could increase the salvage rate, the

ultimate salvage rate, in cancer by
using optimally the available detec-
tion facilities, not by 450, but by
closer to 1,000 a year in the Detroit
metropolitan area. My point was that
if we brought up the level of accessi-
bility of care and the quality of care
for the indigent to that which holds
presently for the nonindigent popula-
tion in America today, we would save
only 450.

Now, I don’t believe that the pri-
vate profession is utilizing detection
mcthodolobgy in an optimal way. And
I a~rcc with you, \vc neccl to took to
detection and find intelligent \vays of
doing this.

We have experience with a can-
cer detection clinic which is 20 years
old and which examines approxi-
it~mtcly8,000 patients a year. Ancl wc
kno\v \cry \vcll what the yiclcl of
l[ICK! cxaIllinatioIls can bc. ~Llt on{’
has to think in terms of priorities, I
believe, too. And the overwhelming
and crushing problem that is in front
of us today is that, because we insist
semantically in separating out social
and medical needs and writing insur-
ance programs for one and not for
the other, we are ending up with a
wastage of hospital facilities, a de-
moralization of the profession and
the discouragement and despair of
many patients and their families
simply because we can’t make the
sociorncdical product wc need for
chronically ill people in acute care
insLi L(llionS.

Let us try to understand, for cx-
arnplc, why a doctor keeps his patient
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in the hospital when he isn’t actively
treating him any more. Why have so
many of us over-used the Blue Cross?
It is not because we are careless about
the Blue Cross; it is because, in many
instances, we recognize that the hos-
pital is the only existing acceptable
facility in which, in the totality of this
patient’s situation, we can reasonably
say he should stay. This is a great
prob~em.

J)r. SmmJ;.~. Storry, Phil:lcfcllAi:l.
I v.’ol[id Iik:! 10 ask :t (Iucsti{)!l lI)A1 is
related to the discussion that }las just
gone on, but I would specifically like
to ask it of Dr. Smart. Specifically, it
is whether or not you consider it
practical to make cancer a reportable
disease in any given region. What I
have in mind with that is that we
don’t have too much difficulty getting
information on mortality and we are
able to get morbidity statistics
through tumor registries of hospitals
which have tumor registries, but we
have great difficulty in finding out
what the true incidence of any form
of cancer is and what the prevalence
of the disease is. And we also have
great difficulty in finding out what
the stage of cancer is in any given
community at the time that it is
diagnosed.

It seems to me this is critical in-
formation, and we have got to be
able to get this. And we have dis-
cussed the possibility of the mech-
anism of making cancer a reportable
disease as being a way of getting at
this kind of information, but the gen-
eral feeling among our people is that

this is impossible; you would never be
able to get the health care system at
several levels at which it functions to
cooperate in such a program.

Dr. SMART. Dr. Baylor of the Na-
tional Cancer Institute is presently
undertaking, again, beginning in
January 1969, a 3-year study of ten
cities and of two States to try to de-
termine the incidence by having every
physician pick up every single case

. .
Wltlllll t]l:l( il!’(.il.

Now, I]OWrnuc]l tlN: nerd is t-o d{}
that in all areas of the country, I am
uncertain. But I would say that in
Utah and also in Montana ancl also in
Idaho, it is a reportable cliscasc, ancl
they arc ~etting reportin~ of about 10
percent of the cases. And the reason
that they are getting reporting of
only 10 percent of the cases is be-
cause they aren’t giving anything
back to the physician. They are re-
questing more and more work of him,
but they are giving nothing back in
return.

And the answer is that the reports
have simply been filecl on a desk in
the health department and nothing
has ever been done with them. The
only incidence figures they have ever
come out with are the incidence fig-
ures that have come from the Cancer
Society where they say 285 patients
per 100,000 are going to develop a
malignancy.

We took the approach of hiring
eight medical students and sending
them out so survey all of the hospitals
of the State. We went into every rec-
ord room; we pulled every record,

beginning with January 1966, up to
the present time. We did get as close
as we could, but we still didn’t go to
the practicing physician’s office.

This was a very efficient methocl,
and we were able to survey in a pe-
riocl of 8 ~vceks 41 hospitals in the
State of Utah and 36 hospitals in the
State of Wyoming with eight medical
students in a period of 8 weeks. That
is one way of ~cttin,q at this thin,q.

Wy{llllirlf: I[)oli :1 (Iilf’[t{.11{ :l/J-

I)ro:u.11. ‘1’11(.ys:li(l, “W}I:ll \V(S 01[!$11

to Clo is l~)2Lk( it a ]:tW, ” And they jIIst
passecl the law in Wyoming that all
patholo~ists mllst scnci a duplicate
report of the l~isto]ogy of every case
of malignancy to the State health
d<>partment. And in lhr kLSt :]
months, even though it has been a
reportable disease by physicians for
several years, in the last 3 or 4
months, they have picked up more
cancer cases than they have in the
entire 3 years previous. And that is a
pretty efficient way of cloing it.

Dr. FAR~~R. If you will permit mc
to make a few concluding remarks.

First, I do want to acknowledge
the distinguished leadership which
Dr. Robert Marston has given to his
staff and to the country in this very
great and important program. It is
one of the most important moves, I
believe, in the history of meclicine in
this country. We arc gratCfLll to him
and to the splendicl staff that he has
brou~ht to ~vork with him in this
important program.

Wc arc grateful to our panelists
here for their contributions to the

problems of cancer in the Regional ~
Program. I think it is quite cl~ar to

YOUthat all of us will leave this room
some~vhat dissatisfied because there
are so many problems that we would
like to have discussed. If we can con-
vey this to Dr. L(arston, perhaps \vc
can have another session in tl~e not
too distant future with much more
time allotted for the discussion of
rrrany other problems which arc con-
c~.tti(.(1 tvilll (;III({.I. if) 111(. 1{(.f(loll:ll

l’foKr:rllls.

‘1’h(.re arc :L few points 1 wotilcl lik(
to make here because I think they arc
of some importance to our \~ork
which will ,grr on hvforc the n(’xl
con f(,r(~nc(~.

lhlcntion was rnadc by Ilr. Brcnnan
of that important segment of the
population which is less favored than
others. Of course, we are all deeply
concerned in seeing to it that even
man, \voman, and child in the coun-
try has access to as fine methods of
cancer diagnosis detection and diag-
nosis and then treatment, and finally
rehabilitation, as any other man.
woman, and chilcl in the COL!nt~.

BLit I would emphasize that if \ve
did no more than carry on the kincl
of cancer diagnosis and treatment
:LIailable today to patients who arc
in the favored group able to pay, we
would not be doing our job. There
are two more jobs to be done.

The first is to see to it that eve~-
onc. including the private patient.
receives everything that medicine, sur-
:cry, and laboratory science has to
offer today for their prolongation of
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life ancf hopefully for their cure. I
have figured and I am willing to cfc-
ferrcfthese statistics, that if wc applied
everything that is known today to
every patient in the country, includ-
ing those in favorable economic cir-

cumstances and those who have no
private doctors at all, we could save
100,000 patients this year of the
300,000 who are going to die of
cancer.

I think this should be our imme-
diate goal in the Regional Programs.
We must be certain that when wc
initiate these prqgrams, we must not
permit Gresham’s law of economics
to operate, We must not have poor
work pushing out ,good work in an
attempt to spread this to everyone.
W’e must raise the standard for pri-
vate patients as WC1las for those who
arc lCSSfavored.

I think there arc a (CW delusions
urrclcr which we huvc o]xratcd in L]](
past. One is that mm-y doctor’s officx
is a cancer detection center. That is
impossible. We must not impose that
load upon a ~eneral practitioner, who
is not ‘ecluippccf by ‘training or with
the propf:r instrllmentation or with

t}Ic j)ro[)cr }]ml)ila] l)x’k IIl), to a(’(’(’])1

the responsibility of telling a given
person that he has or has not evi-
dence of cancer.

To follow this along, I am glad that
this was brought out by Dr. Robbins
that no one doctor can take care of
any orm patient with cancer. There
never was a time when any one doctor
COUICIdo that.

This team approach is essential. It

is a much abused term. I have used
another term—the conception of
total care of the patient which brings
in everyone, every discipline, that
might be of aid to the patient. I was
pleased with this question about who
is the leader of the team. The leader
could be any one of the specialists
mentioned and one more.

There is one speciality that could
he added, Dr. Brennan. There was a
man named James Ewing, and there
was a man named Dusty Rhoads;
both of thcm were pathologists, and
they were Icaclcrs. What is important
is that in this interdisciplinary ap-
proach to the entire problem of can-
cer treatment and cancer research,
there must be someone who is highly
skilled in his own discipline, who by
his nature and interests has a broad
view Of the entire field of cancer and
awarcnrss of wlial it means 10achicvc
~oals of Ijrcvcnl.ion Ind Koals of cure.
That man can come from any dis-
cipline. We must not permit any of
the rules of craft unionism or the spe-
cialty boards to determine who will
be the leader of a group interested in
t}]c l}aticnt with cancer.

W(. II:lv(! 10 ,qn back, llOt O1lly tO
Ltle hospital, but to the medical
school to bring into the medical
school the word “oncology” as an
honorable term, rcprcscnting a pur-
suit that brings in people from every
clisciplinc represented on the faculty
of the medical school. And such a
division of oncology in a medical
school must be so created that it will
not interfere with the development of

the disciplines of biochemistry or in-
ternal medicine or surgery or pathol-
ogy. It should detract from none of
them, but brirr~ additional strength
to every one of these disciplines.

If we do that in every medical
school, we will turn out doctors who
are already accustomed to an inter-
disciplinary approach no matter
what field the new doctor may enter.

I would say one final word here.
We have gone through a period of
discussion of continuing education, a
matter of tremendous importance.
We have also gone through a period
of data collection, planning, and
study. There is no question that this
is a field of great importance. But
these are supporting structures of the
program that will lead us to the final
Seal of these Rcyional Medical Pro-
~rams. That is the ram of the patient.
We mlust ~rt to the ]xlticnt as rapiclly
as possible \viLlloul wzitin% for 5 or
10 years of study and planning.

We must help them ancl wc must
help the continuing education peo-
ple. But with knowledge and re-
sources of mcclicinc in this country
toclay, wc can apply wi~at is known by
those wl)o arr IIlor.c cx]wrt, r]lore cx-
pcricncccl, in cancer than those who
have not worked in the field, to every
patient of every doctor in the country
ancl to every person who is sick with
cancer, whether he has a doctor or
not.

I WOUICIurge that wc push aheacl
with plannins which leads to the care
of the patient. That’s the goal, and
that’s what the Regional Medical

Programs were created for. We must
not be content with years arrd yeal>
of application to the base upon
which we are going to build because
there is so much that is known today
that we can use for the benefit of
those who do not have what is known
to those who are most expert in this
field. I would hope that we will have
in the near future another confer-
ence of those interested in the prob-
lems of cancer related to the Regional
Medical Programsj and that we will
talk about more specific programs
which can be instituted today and
which hopefully will have been in-
stituted by those of us who are here
today to report on at the next confer-
ence.
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D R. BORHANI. The first item that
we will cover this morning is

the epidemiology and early detection
of cerebrovascular diseases in the
United States.

Disorders of the cerebral circula-
tion, grouped together under the
category of Cerebrovascular Diseases

(ICD 330-334), rank third among
leading causes of death in the United
States; they are outranked only by
arteriosclerotic heart disease and
malignant neoplasms.

In 1965, a total of 201,057 persons
died of cerebrovascular diseases, a
rate of 104 per 100,000 population.
The age-specific death rate increases
with age, from 15.4 per 100,000 in
the age group 35 to 44 to 430 per
100,000 in the age group 65 to 74
and 1322.2 per 100,000 in the age
group 75 to 84. Death rates also vary
among the races and between the two
sexes, 96.3 for white males, 108 for
white fcrnalcs, 113.5 for nonwhite
males and 115.9 for nonwhite
females.

Cerebrovascular diseases impose a
multibillion dollar burden on the Na-
tion’s economy each year. The most
recent data from the National Center
for Health Statistics indicate that in
1962 the loss from the labor force
reached 177,700 man-years at a cost
of $701.8 million. The direct and in-
direct estimated cost of stroke in 1962
amounted to $1,147 million.

Nearly 50 percent of the clircct cost
of $211.6 million was for hospital
care; more than half of the indirect
cost or $468 million was associated
with morbidity from cerebrovascular
diseases.

The analysis of mortality data re-
veals that there exists a marked
clustering in mortality from cerebro-
vascular diseases within the United
States. The highest rates are found in
the South Central and South Atlantic

States and the lowest rates are in the
Southwestern and Mountain States.
It should be noted that the geo-
graphic clustering of cerebrovascular
disease mortality in the United States
does not, in general, conform to geo-
graphic distribution of mortality
from arteriosclerotic heart disease.

The findings of the recently con-
ducted National Cooperative Study
on Mortality from Cerebrovascular
Disease indicate that the observed
geographic variations in mortality are
real and not due to statistical arti-
facts.

More specifically, analysis of the
death ccrtificat{x for white males ancl
females, agc 45 to 69, fmrn nine areas
of the United States, rcprcscntirrg
high, intermediate, and low reported
cerebrovascular disease death rates,
showed that the difference in rates do
not secm to bc due to:

1. Coding cfiffcrcnccs in selec-
tion of the underlying cause of
death on certificates that list cere-
brovascular disease diagnosis,

2. Differences in certification
practices by coroners or medical
examiners,

3. Usc of vagLlc tcrrninolqyy,
and

4. Large number of deaths at-
tributed to cerebrovascular disease
in nursing homes and outside of
hospitals.
The findin~s of this study bring to

focus the need for a comprehensive
morbidity study to further explore the
reasons for the geographic differences
in mortality.

Unfortunately, not enough infor-
mation is available on incidence of
ccrcbrovascular disease in general
populations. Those data which are
available are difficult to compare.

The Middlesex County, Corm.,
study reported an annual incidence
rate of 2.3 per 1,000 population of all
ages. This incidence rate increased
tremendously with age, from 4.1 per
1,000 in the age group 55 to 64 to 50
per 1,000 in the age group 85 and
over.

In Framingham, Mass., among
5,106 men and women aged 30 to 62
years who were found to be free of
both coronmy }lcart disease and ccrc-
brovascular disease during the initial
examination, there occurred 90 cases
of cerebrovascular diseases in 12 years
of observation, an incidence rate of
less than 2 per 1,000 per year. In
Framingham, thrombotic brain in-
farction was by far the most common
type of cerebrovascular disease, ac-
counting for 63 percent of all such
events, Hemorrhage into the brain
was the Ieast common (4 percent),
but most lethal type of cerebrovascu-
lar cliscasc.

As far as prcva]cncc of ccrcbro-

vascular disease is concerned, the
available data leave much to be de-

sired. By and large it is believed that
total prevalence of this disease in the
United States is bet}veen 1 and 2
million. It shoulcl be emphasized that
accurate data on prevalence of
cercbrovascular disease are not avail-
able and are much needed.
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In summary, the available data
sug~est that there is no appreciable
sex differential in cerebrovascular
disease, that Negroes experience more
cerebral and subarachnoid hemor-
rhage than Caucasians, that increas-
irr; a,qc and blood pressure arc
cl{:iriy n:latctl 10 llIc {lrvl,lol)l])fmt {}f
{c:rci)J.ovast~ilfir (Iiscasc, tl)al hylx:r-
cho]esterolemia is associated with
the risk of developing this disease
only in the age group 30 to 49, and
not thereafter and that there is some
evidence relating cigarcttc smoking to
cerebrovascular disease.

Major deficits in our knowledge of
the occurrence and the nature of
cerebrovascular disease are evident.
Many aspects of the epidemiology of
cerebrovascular disease need urgent
systematic studies. Furthermore, as
was reported by the President’s Com-
mission on IHeart Disease, Cancer,
and Stroke, mairy fundamental prob-
lems of physiology, pathology, neurol-
ogy, neuropathology, circulatory dy-
namics, and blood clotting, to name
only a few, need to be studied with
respect to development of cerebro-
vascular diseases.

If intelligent programs aiming at
the prevention and control of cerebro-
vascular disease are. to be established,
it is vital to:

1. Be able to distinguish be-
tween various types of cerebrovas-
cular disease and their precursors,

2. Know accurately the mor-
tality and case fatality of the
various types of untreated cerebro-
vascular disease,

3. Ascertain the true incidence
and prevalence as well as the
ma~~litude of disability resulting
from each type, and

4. Accurately assess existing
therapeutic and rehabilitative re-
sources and measures, as they may
:l[Lcx tl)c natur:Ll Ilis(ory of v:lriotc+

Lypcs of d]is disczrsc i[l lhc (“orIl-

munity.
Once cerebrovascular disease has

become manifest, its treatment is es-
sentially limited to either surgical
procedures, or acute supportive medi-
cations. Also with modern medicine,
many patients anticipating ccrcbro-
vascular disease can be treatecl cfTcc-
tively to avert catastrophe; and,
among those who have suffered severe
attack, treatment can reduce or pre-
vent chronic disability. It is commonly
believed that all new and modern
techniques of therapy and rehabilita-
tion could, and indeed would, pro-
vide benefit to the patient, when in-
telligently applied. What is not
known, however, is information re-
garding utilization of current knowl-
edge in the medical community and
how judiciously these measures “are
being applied to the cerebrovascular
disease patient population as a whole.

Indeed, questions arise as to how
effectively the medical community is
utilizing the information already
available with respect to ccrebrovas-
cular diseases. Are the high risk in-
dividuals being identified and to what
extent the risk being altered? Are ade-
quate diagnostic procedures and fa-
cilities being utilized ? To what ex-

tent have current advances in the
field become known to the practicing
physician ? What rehabilitation serv-
ices are available, are they adequate,
and how are they being utilized?

It is evident that there is a great
need for basic reliable information to
IN’ coll(:ct(xt. ‘i’his IIlust lx, clone br-
forc any IIlcaxlinglul prcvclllivc or
control measure could be applied. To
me, these questions pretty well chart
the way for the activities of the Re-
gional Medical Programs throughout
the country.

I think we can leave the epidemiol-
ogy at this point and hear from our
distinguished panel. The first mem-
ber of the panel who is going to dis-
cuss the subject of various aspects of
management of the acute phase of
cerebrovascular disease is Dr. Clark
Millikan.

Dr. MILLI~AN. If wc start with the
presumption that the Regional Medi-
cal Program is going to attempt to
do something about stroke patients,
it seems wise at least to discuss the
matrix into which we may mold the
stroke setting.

I am going to begin in terms of
personnel and facilities because, after

all, the core issue has to do with the

kinds of people that are going to
address themselves to the individual
care of individual stroke patients, or
the prevention of stroke in individ-
uals, plus facilities, meaning all of the

physical components, the two molded

together into an organizational com-
plex which might in this instance bc

called the RMP approach to the
stroke program.

So we start also with the presump-
tion that for a given region there will
be centers of excellence. or a center of
excellence, which must interrelate in
terms of the original law to all por-
tions ancl 211 cmrlrnlmitim and all
persons of the region. I mn going to
start with the theoretically optimum
center setting to demonstrate the
complexity of the problem we are
talking about, what kinds of persons
or disciplines should be represented
as far as the center is concerned.

Now, the word “should” was used
advisedly. This is in a sense a theoreti-
cal concept, and you will see not
many fulfill the criteria as the criteria
are elaborated. Here is a list:

One, Neurology. Now, neurology
might handle EEG, brain scans, and
encephalography in a given setting,
but often different personnel will be
involved with some of those items.

Two, Neuroradiology, for contrast
studies. In some instances this in-
volves scanning, or they handle echo,
or may not, of course.

Three, Medicine, including Cardi-
ology, the inspection, diagnosis, and
therapy of hypertension, and hema-
tology in reference to blood constitu-
ents. Now we have the business of the
high hemoglobin raising its head, and
what the meaning of this is going to
be remains to be seen; obviously the
diagnosis and long-term care of
diabetes.

Four, Surgery, vascular and neuro-
surgery. Although there has been

I
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considerable emphasis on the surgery
of occlusive disease in the cervical
portions of the cerebral circulation,
we must reflect that differential diag-
nosis obviously includes other condi-
tions inside the head, and when we
get to the subject of hemorrhage,
whether subarachnoid or intracere-
bral, we have a situation that falls
into the province of the neuro-
surgeon. In some settings the neuro-
sur,qcon has become accomplished at
doing peripheral vascular surgery. So
number four is surgery.

The next one is Rehabilitation.
And in the setting of the research
center the whole concept of rehabil-
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itation may have to be subdivided, as
far as personnel is concerned—physi-
cal medicine, speech, and language
pathology.

N71r.\i)l,y,and all th(’ suljportin~
structures th~t go aro~lnd nursin:,
either in terms of prevention, prog-
nosing stroke, or the completed stroke
setting—this kind of personnel ob-
viously is mandatory to the setting.

The next onc I have put down is
,Tocial ,Vcr7Ji(:(:. ‘Ile kin{l Or I)crsot)nrl

nccdrd to dIc return of an individ(u~l
to the community, the interrelation-
ships between the cost structure of the
patient and the patient’s family—all
of this must be worked out through

persons involved in the social setting
of a particular patient’s problem.

Number eight, Clinical Pathology.
This is the type of professional in-

dividual who heads the backup

laboratory services which are manda-

tory for the research, training, and
the actual practical care of patients
in this setting. Now, recall I am
cfiscussin~ the most sophisticated of
patients’ setting, the ccntcr, the hub
of the wheel. Clinical pathology, and
her-c we see individuals who must in

some instances look after brain scans,
and others must of course take care of
the clot lysis phases of th(! problcm;

chemistry in ,general, ancl in certain
instances, tissue pathology.

I have put down the next one as
the general area of Sccretariczl. This
is the kind of supporting personnel
that is mandatory to the fillin~ out of
the various kinds of forlms, transcrib-
irl,qreports, et cctcra.

We go on to number 10, Neuro-
pathology.

Then I put Epidemiology. Wc arc
talking about the center now, for thr
stucly of the impact of the disorclcr

on the community, the collection and
analysis of data in refcrencc to the
spread of it and its possible meanings.

Number 12, Ncuro-oPhtl~alm olo,~y.
Number 13, N(rlro/)~y(:l/(~l(j~).

N(lllll)cr 1’1, fortl)is ([rlt(.t Iiitl[l (If

business, Computer Methodology. It
is fairly obvious as we get further in-

to the 20th century that the use of
computer technolohqy and method-

ology is becoming a part of our eve~-
day life.

Number 15 is a collection of items
under so-called Basic Science, and
here is experimental pathology, phy-
sics, mathematics, electronics, neuro-
chemistry--a whole host of different
kinds of people who well may need to
be involved in the mix of research in-
vestigation at the level of the cere-
brovascular research center.

And finally, 16. I have put down
other administrative types of persons
having to do with Fiscal Arrange-
ments, the accomplishment of the
attainin~ of various kinds of space,
its remodcling, and that sort of thing.

You sec how ridiculous this is in
terms of taking care of Mr. Average
American with a stroke. As Dr. Endi-
cott said yesterday, $25 million for one
cancer center that can handle a fetv
hundred patients is not a realistic
look at the problcm of cancer in the
United States.

So let’s change our vie~v a bit and
say what is possible in a county com-
munity in Illinois, or in Missouri or
in Florida, outside the irnrnecliatc
scltirl,g of the Sreat rncclica] ccmtcr.

lt~e might look at it from a dif-
ferent standpoint and say if we take
the temporal profile of cerebrovascu-
lar disease where can ~ve make an
impact as wc hc,gin to str~[cturc rrr-
~animtional r]lat.ricrs for 21) :Ltt;Ick
()11(.(.r(.l)rov:isc(! l:lr d is(>as[.?

Well, of course, as Dr. Mas13nc1
emphasized yesterday, tve turn to the
matter of prevention and what kinds
of pm-sonnel mi<ht be invol~~ed in a



rorrurlunity in scrrxmin,g ancl at[(nl\]t-

ircg to do something about l~rcvrm-
tion, and what kind of physical facil-
ity is necessary.

I have written down here that one
of the key issues sooner or later must
hr t}lat a ]]hysician bc in the II]ix who
knows something about the brain. For
the moment let’s temporarily discard
the concept of the formal disciplinary
distinction. There have been argu-
ments among some of us at times
about what kind of a discipline-
oricntecf physician could really know
something significant about the brain,
but it has been a belief of some of us
that we can train individuals in short-
term training experience to at least
become knowledgeable of some of the
practical aspects and, theoretically,
every physician should have this
knowledge, or should have some abil-
ity in this rcgarcf, updated from time
to time by continuing education tech-
niques. So that some sort of physician,
whether called formally and board-
certificxf in neurology is not the issue
at the moment.

Ir~ the first place, it is not ]mssiblc
for all the communities.

Dr. lMaslancf, how many are cer-
tified in neurology now?

Dr. MASLAND. About 1,200.
Dr. M’ILLIKAN. Close to 1,500.

You get the complexity of the prob-
lem and the im possibility of the proh-
]cm in tcrrns c)f distributing these
people to make even administrative
contact with every citizen in the
7.Jnited States.

The matter of the sur,qery at the

so-callccf minimum level is a[l irnpor-
t~nt ]natlcr. Wc start with some liincl
of individual who knows something
about the brain—this may be an in-
ternist, this may be a man in general
rnedicirm who has hacl some special
train ins cx[)(.rirmcc-–and if we arc
Xoing to discuss practic~l prcwmtion
in terms of screening, then action, we
have to get action.

Before closing I want to make a
comment about this. We have to get
inclusion of someone who knows
sornethin~ about vascular sur(gcry,
~vhctl]cr titlccf a ncurosur~(:on or a
general surgeon with special training
in vascular surgery.

I want to make a plea before clos-
ing—I don’t know whether I will get
strenuous objection from the panel or
theaudicmcc or not. I want to make

a Pica that we do not construct
matrices for the approach to the pre-
vention of stroke in which we put
vascular surgeons in an isolated set-
tin~ to do the whole job. I think that
as wc see referred problcrn patients,
that onc of the commonest sources of
problcm patients come from settings
wllcrc there has been a very, very
vi~orous sur~ical operative approach
to the clotted arteries in the neck by
people \vho have not yet had their
lifetime medical experience enriched
by finding out anything about the
brain. And I personally bclicvc that
i~ is hixhly important that this sur-
gery not only be conducted by in-
dividuals who are technically expert
at handling the problems of vascular
surgery, but who are working in con-

j [Inction, consultation, ancl full com-
munication with some kincl of person
who knows something about the
brain.

Perhaps we will have an oppor-
tunity later on to come back to
further cliscussion of the matrix be-
cause thcr-c is a great clcal rnorc to bc
said about this.

Dr. BORHANI.Dr. James Toole will
talk about intracranial hemorrhage.

Dr. TOOLLZ.Those of you who are
experts will have to bear with me
while I ,qive you what I would con-
sider a basic talk on hemorrhage
within the head. Intracranial hemor-
rhage within the head occurs when
an artery, a capillary, or a vein rup-
tures, allowing blood to spill into the
surrounding tissues. Depending upon
the site of the rupture, this spillage
may result in the accumulation of a
blood clot which can act as a mass
compressing and displacing the adja-
cent structures and tissues and/or
spasm of the arterial tree in which
the rupture occurs, and lastly a reac-
tion to the blood itself as in the chem-
ical meningitis which occurs when
there is a subarachnoid hemorrhage.
Vessels may rupture because the walls
are weakened by disease, occasionally,
because the intraluminal pressure is
excessive, or because of trauma which
tears the vessels.

In many instances two, or even
thrrm, of these factors may occur in
combination with one another.
Whether the resulting clot enlarges
depends upon many factors, only two
of which are the clotting mechanism

and the site of the bleeding. In some
locations, bleeding seems to stop more
quickly than others, and obviously if
the clotting is abnormal, as in leu-
kemia, or in a patient on anticoagu-
lants, the bleeding may continue,
when it would cease in normals.

Even though head injury rep-
resents a major cause of intracranial
bleeding, I have decided today to con-
sider only bleeding due to disease of
the vessels, so-called spontaneous
hemorrhage, with a very occasional
allusion to the traumatic injuries
which arc such a great problem as
causes of hemorrhage.

As mentioned earlier, bleeding may
be arterial, capillary, or venous. Ar-
terial blood, being under higher
pressure, usually results in more mas-
sive bleeding with a more rapid evolu-
tion of events than does capillary
or venous bleeding—obviously with
some exceptions. Hemorrhage can
occur from any site or from any
artery or vein within the head—for
example, vessels may rupture into the
pituitary gland but some vessels rup-
ture more frequently and as a result
some structures are involved rnorc
often than others.

Again I want to emphasize that I
am addressing this talk to thow of
you who have not studied the anat-
omy of the skuIl, the meninges, or
brain.

First, I would like for you to con-
sider the venous anatomy of the
brain.

(Slide) You can see that the brain
is covered by meninges, the dura
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mater, the arachnoid, and the pia
mater. Outside the dura you can see
the middle meningeal artery and vein.
Rupture of one or the other of these
two vessels causes epidural hema-
toma—almost always the result of
trauma to the overlying skull. At
times a barely preceptible skull frac-
ture causes mpture of artery or vein,
with the rapid accumulation of a
blood clot, which presses on the brain
like a tumor. Evacuation of the blood
clot removes the tumor and ligation
of the vessels cures the patient, but
delay even for an hour or two may
be fatal.

Beneath the ciura is the pia-arach-
noid and between them are veins
which, when ruptured, result in sub-
dural hematoma, which is another
mass lesion within the head caused by
a blood clot. Blcccling in this instance
is almost always venous so that the
evolution of events is usually more
chronic, often with insidiously pro-
gressive signs and symptoms.

(Slide) Here is an example of an
accumulation of blood cIots beside
the temporal lobe. You can see that
it presses up on the brain, displacing
the structures which are ordinarily in
the midline and resulting in displace-
ment of the hemisphere and compres-
sion of the midbrain which ultimately
caused the patient’s death.

(Slide) The next form of intra-
cranial hemorrhage which we will
discuss briefly is the subarachnoid
hemorrhage. In this disease, bleccfing
occurs within the pia-arachnoid and
blood flows freely through the cere-
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bral spinal fluid, up over the hemi-
spheres and down around the brain
stem into the spinal theta. Local
blood clots accumulate, and this can
act as a mass lesion, but most of the
systemic signs are secondary to the
reaction to blood in the cerebral
spinal fluid. This results in acute
headache, stiff neck, and change in
level of consciousness. About half of
the patients with subarachnoid have
a ruptured aneurysm. The others are
of unknown cause.

Most aneurysms arise from the
arterial circle of Willis or the arteries
which fcecl or arise from it. Aneu-
rysms arc thought to bc congenital
and to be the result of herniations of
intima through congenital defects in
the media. This herniation may bc
brought about by elevation in sys-
temic arterial libad pressure.

Unfortunately, the clcvclopmcnt of
an aneurysm cannot bc anticipated.
They hardly ever produce localizing
si<gnsor symptoms which onc could
utilize in mass screening pro~rams to
decide whether or not one might
eventually have a subarachnoid hem-
orrhage. However, in the majority of
people who have ruptured aneurysms,
hypertension is found, which gives
some hope that control of hyperten-
sion might result in reduced fre-
quency of this disaster.

The next type of hemorrhage that
I would like to cliscuss is hypertensive
intcrccrcbral hemorrhage. Rccall that
wc have just discussed aneurysms of
the circle of Willis and the major
arteries at the base of the brain. There

is another type of aneurysm which
seems to develop in patients with sus-
tained hypertension. These are micro-
aneurysms which occur in the arteri-
oles which penetrate the substance of
the brain. These aneurysms are micro-
scopic in size and appear to be a
tortuosity of vessels, beads of out-
pouching. In some cases, these micro-
aneurysms rupture and produce an
intracerebral hemorrhage which de-
stroys the parenchyma of the brain.
Most people have felt there is very
little to bc done about these clots once
the rupture has occurred, for it de-
stroys structures, many of which arc
vital to normal function. Most occur
in the region of the internal capsule,
or in the thalamus—areas of the brain
which arc both very difficult for the
ncurosur<gcon to approach.

The point to emphasize about all
of these forms of intracranial hclnor-
rhagc is that all arc bctt(!r prcvcntcd
than treated. Identification of pa-
tients who might suffer subarachnoid
or intraccrebral hemorrhage from
either form of aneurysm is partly the
identification of hypertensive patients
and it is hoped that the control of
hypertension would rcducc the inci-
dcncc of these tragic diseases. The
traumatic forms of hemorrhage—epi-
dural and subdural hematomata—are
also better prevented than treated.

In summary, the most common
forms of intracranial hcmorrhar+ arc
those scccmclary to trauma to the
head and hypcrtcnsivc extraccrcbral
hemorrhage. Each of these can bc
prevented at least in part, and the

therapy for each is dependent upon
having a properly trained group of
people avaiIable, as was discus=d by
Dr. Millikan, with adequate equip-
ment for the rapid management and
initiation of the steps necessary to re-
lieve the condition.

Dr. BORHANI.Dr. William Spencer
will talk about the various aspects of
rehabilitation in stroke.

Dr. SPENCER. I approached my
part of this perhaps a little differently.
We might entitle it “A Tale of a
Noncategorical Approach to a Cate-
gorical Problem,” because I think
there is some question in your minds
on the relationship of rehabilitation
to RMP, either as physicians or a-s
administrators or as people concerned
with the administration of Regional
Medical Programs.

What is the relationship> of rehabil-
itation as a method of patient man-
a~e[[lcnt to these various categorical
prob]erns? I suppose stroke is prob-
ably the most evident one, simply be-
cause the person with a completed
stroke vefi often has problems of
mobility or movement, and it is in
the disturbances of movement that
physical rehabilitation, at least in a
medical sense, has had great utility
and development.

Unfortunately, ho~vever, this leaves
in your mind a residue which is not
consistent with what is happening in
rehabilitation medicine, and that is
a realization that rc}]abilitation offers
a way of plannin,q for the mana~e-
mmrt of an individual so that on the
one hand it is possible to limit the de-



velopment of those conditions that
will lead to his inability to function
in a life responsibility, and on the
other hand there arc cfevcloping pro-
cedures and precise rncthocls for
better, more integrated usc of a
variety of health services, health serv-
ices which help the individual achieve
life adjustment.

There is another trend in rehabili-
tation which has particular impor-
tance to Regional Medical Programs,
and that is: WC are becoming aware
more and more of the anticipatory
elements of care of the individual.
The movement of early care which
considers the individual from a point
of view of disability potential, from
a point of view of the impact of his
charact(v-istics as a person, his Iivin,y
situation, his natural life space upon
what happens to him in terms of sur-

vival and in terms of prognosis. This
is something we have to be concerned
with right from the very beginning.

Most of you probably think of re-
habilitation as a “Humpty-Dumpty”
operation, which is to put I-Iumpty-
Dumpty back together again after you
have a catastrophic dissolution of
every aspect of human behavior—a
physical, personal, psychological,
emotional, social, economic catastro-
phe. This is the way rehabilitation es-
tablished itself in medicine. That was
the meaning of the so-called third
phase of medicine, and I think, too,
perhaps this is the reason that reha-
bilitation was usually considered late
in the course of disease and disability
and didn’t fit into the neat cate-

gories—disease categories, we are
discussing.

What are the trends in this field?
T’hcse suggest that aspect of rcha-
bili tation a-sa model of extended care
which has as its focus ultimately not
only personal life adjustment but
management of those conditions
which will threaten the life of the
individual and his ability to adapt
and adjust.

First, in stroke \vc are secin$ an im-
proved ability to preclict stroke prone-
ness, as wc have heard, by advances
in the quality of the mathematical
predictive models, as they are called,
that are being developed for estimat-
iniq the likelihood of these conditions,

I think this wiI1 improve increasingly
in the near future so that ri,qht away
wc will be forced into having a pro-
cess or a procedure to care for people
who have a high risk of increased lia-
bility to these conditions.

Let mc illustrate what I mean. On
the one hand, in society wc have pro-
posed advancccl automated health
screening. Now, RMP is one of our
few possible solutions to having a pro-
cedure or process to do something
about those discovered once we
identify the people who have in-
creased risk. It is onc thinS to know
it is ~oing to happen. It is another
thing to be prepared to do something
about it, and I suspect that people
believe we are giving attention to the
latter more than the former, that they
will assume wc will do better diag-
noses and hope that this is matched
by an adequate backup of care.

In the rehabilitation context, what
this means is that we are seeing im-
proved ability to pro,gnose what will
happen to an individual as a conse-
quence of stroke in the totality of his
situation. We are learning better how
to say whether the realistic outcome
is goinS to be cure through natural
recovery or improvement through
usage of some definitive medical or
surgical procedure, or whether it is
likely that with a comprehensive and
extended program of a highly inten-
sive kind we can help this individual
to adapt and adjust to nonresolvable
neuroanatomical impairments. For-
tunately these may not be paralleled
by identical functional impairments,
hecausc the brain is so plastic. Alter-
natively wc may predict whether
lnaintenancc of life, just simply sus-
tenance of life is all that is going to
happen, or whether there will be a
continuing regression and dissolution
of the person.

This is very important to know. Al-
though wc don’t presently have these
distinctions in those aspects of mor-
bidity statistics, these should be the
basis for our planning and our basis
of deciding what can we do at a local
community level or for us to con-
sider at a central Icvcl of organization
of health scrviccs. The implication of
such studies is going to have tre-
mendous impact on the organizational
structure of health services.

Offsetting disability must be added
to medical care as a part of the acute
care process. The acute care process
has to have built in procedures to an-

ticipate the consequences of the long-
term situation, to a greater extent in
stroke perhaps than in any other
condition.

We have learned from studies of
ideally healthy men, simply immobi-
lized under bed-rest circumstances,
that there is rapid deterioration of the
physiological capacity to adapt to the
physical environment, and indeed
even to the psychological environ-
ment. Irregardless of the pathology,
the consequences of our circumstances
of car-c, if they produce inactivity, im-
mobility, and deprivation of sensory
and motor input or experiences,
problems will be created which we
call the immobilization syndrome—
leading to the disabilities which are
cqually as Sreat and dcvastatins as
the original disease process and these
can be offset.

The impact of this on care is that
the reorganization of community hos-
pital services to prevent disability, to
prevent the effects of immobility and
inactivity is an essential, realizable,
early ingredient of what we can do in
our RMP programs. We should put
this up as a requirement of a satis-
factory operational stroke program if
we are going to make an impact on
the complete stroke situation.

The next thing that this will do is to

force us into a posture of having to
define better triage and prediction of
those who will benefit from intensive
rehabilitative services and those who
will be adequately managed and can
benefit from available community
service. We just have to face up to
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this because there are not enough pro-
fessionals for restorative services.
There are only 600 physiatrists. There
are probably fewer people than that
with any substantial trainin,g and con-
cern about this rehabilitation manage-
ment process in other specialities.

The next thing is that we are seeing
an evolution of institutionalization in
rehab medicine. If you define broadly
“institutionalization,” it is the organi-
zation of collective human effort in a
physical setting. In rehabilitation, this
is essential, because if you need the
assistance of many professions and
many disciplines you have to inte-
grate and coordinate what they do
around the patient’s needs, and as he
changes.

This means that the institutional
pattern of the intensive care, ex-
tended care of the severely disabled,
is going to increase in the future
rather than decrease if these accruing
numbers are to be diminished. Some
kind of model of relationships has to
be developed between these institu-
tional resources and the classic com-
munity resources of the hospital.

I don’t think there are enough pro-
fessional people or that there is
enou,gh money to model intensive re-
habilitation centers in every commun-
ity hospital as we have done with
surgical suites. Not for a long time.
Th&-efore, the teaching function of
these specialized resources has to ex-
pand out of proportion unfortunately
to the research and the care activities
that they are clcring if \vc arc ~oi~lx to
Inount any kind of a pro,grarn that
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will affect greater life adjustment suc-
cess of the stroke person.

Finally, I think w(! are secin~ a dv-
mand for a high rate of application
of research findings in this evaluative
prognostic process, and in this or-

ganizational aspect of care. The bar-
riers are on the one hand that ad-
vances in molecular biology are less

applicable to this situation of opti-
mizing and providing better health
care than we had hoped in our
original planning in bridging the gap
between research and its application.
Paralleling a reorganization of health
care services for stroke and other
problems that have produced ex-
tended needs for care is the require-
ment that we must very rapidly
understand these organizational fea-
tures through health services research.
This has not had in any sense the
attention it needs, if we are going to
be in a position to have good alterna-
tives to suggest to one another. And I
mean to one another, as I hope we
will find out what every group is
doing in rehab aspects of comprehen-
sive patient management.

In conclusion, I think that rehabili-
tation medicine in some elements, par-
ticularly in the processes of evaluation
of disturbed human function and in
development of knowledge about how
to understand adaptive behavior of
the human in the situation of disease,
particularly these chronic conditions,
will offer to you in llc~ional Medical
Programs a useful tcachin~ ancl dcm-
cmstrational model of c’onl])rcllcnsivc
and extended care which we see as our

distant goal and yet a realizable goal
for our citizens who have stroke, in-
cludin,q ourselves.

Dr. BORHANI. I will ask Dr. Mas-
Iand to emphasize and expand on
what he presented yesterday in terms
of resources and activities throughout
the country in the field of stroke.

Dr. MASLAND. Just to recapitulate
briefly: I have urged that, recogniz-
ing that we must start with limited
programs, our ultimate objective
should be a total program for stroke.

Such a program comprises, first,
facilities for the recognition of the
stroke-prone individual, and for pre-
ventive measures applied to such in-
dividuals, highlighting particularly
those with hypertension, with diabetes
and with certain biochemical abnor-
malities. I mentioned yesterday that
evidences of vascular disease may be
observed in conjunctival, and it has
been mentioned today that a high
level of hemoglobin appears to be
found more commonly in the stroke-
pronc individual.

Secondly, we need centers for the
sophisticated diagnosis of the stroke
patient ancl centers within which
there can bc appliecl the mcrclcrn sur-
gical and meclical mcthocfs of treat-
ment of the acutely ill patient.

Next we must provide for prompt
mobilization and effective remedia-
tion in an effort to achieve the maxi-
mum restoration of function in the
stroke-clisablccl individual.

Finally \vc have the lmlg-tcrrn
I)rohl(,rrl{JI’tllc lift. a(ljustr~lclll of surl}
inclividuals, whether this is to be ac -

complishecl at home, in the local
community, or ultimately in the lcmq-
tcml car(: instih!tion,

Wc have indicated the resources
\vllich the institute has deveoped for
this. I should point out that, as Dr.
Millikan has so ably outlined, the
neurologist per se is only one member
of a much broader team. Someho\v,
however, there must be brought to
bear on the stroke problem, especially
at the phase of diagnosis and acute
therapy, the capabilities of individ-
uals who have knowledge and under-
standing of the function and symp-
tomatoloa~ of the nervous system,

Fig. 1) * Here is our list of stroke
research centers. Some of them arc
rather specialized:

Berkeley Center is primarily
working with the epidcmiolo,qy of
stroke,

The Baltimore Center is also pri-
marily epidemiology,

The center in Boston is conccr]-
trating on the mana~crnrnt of
aphasia.

The others, I think, arc dealin~
with one or another aspect of the
clinical characteristics of stroke.
(Fig. 2) “x These are individual re-

search projects. These \ve have indi-
cated only to point out that here are
individuals who have an interest in

some aspect of the stroke problem,
However, many of these are of a
[u ndarrl(mtal rcsearc}l nature, an(l
they m~v have little relevance to thr
I)ra[tical prohlrrn 0[ d(.:ilirlg \ritll tllr

stroke patient.

*See pages 60–65.



(’Fi~. 3) ““ ‘1’}lis sllmvs lh~: rcnlcrs
wrhcrc tl]crc is a stucly of the sub-
arachnoicl hemorrh:~,qe arrcl intra-
cranial w](:unwns. And woli ~i,ill no-
tice in each of these maps there is a
Llisturbin% paucity of w:tivity ,v{st of
the Ifississippi,

(Fix. 4 j * Here is the cooperative
study of the value of hyprrtrmsivc
a,qwrts in the prevention of stroke.
This is a study in which a group of
patients with hypertension arc rnan-
agccf, They are” being- given hypo-
tensivc agents to see whether they
\vill in fact reduce the frequency of
stroke. \t’e are hopeful that this \vill
prove to be the case.

(Fi3. 5)* This is the study sup-
ported by the Heart Institute, focused
primaril~ on the surgical management
of stroke throu~h sur~cry of the in-
tracranial arteries, It is r)o\\~ randoll]
study in which some arc treated sur-
gically and some medically.

(Fig. 6)* I should have mentioned
ycstcrclay that there are t~~o types of
traini n: programs. We do have seven
pro~rarns specifically clircctcd totvard
the problem of stroke. Most of these
arc ~cneral neurological trainin,g cen-
ters whose men ~vill certainly be
kno~trledgcable and helpful re~arclin~
the differential diagnosis and treat-
ment of stroke.

I also failed to mention yesterday
two important elements in this pro-
yram of trainin,q. Within sc\,cral of

o(lr stroke rrsrarch ccntcrs \wI have
rf’rruitcd r}llrs[:s ~v}){~ ar(: skillful ill
neurological nursingj and in collab-
oration with the Bureau of Health

*See pages 60–65.

Manpower, fellowships am bcinz pro-
vided for nurses to bc trainccl in ncu-
rolq~ica] nursin% within these centers.
[f YOLI WUlt 10 llavc SOIIICllurscs
trained in the sl]cci[ics of ncurolo,qical
nursinS, the Bureau of Hca]t}l Man-
po~ver can he helpful. The officials to
contact arc Dr. Jessie lM. Scott, Di-
rector, Division of NursinS, Bureau
of Health Manpower, or Dr. Faye
Abdellah, Chief, Research Grants
Branch, Division of Nursing.

Secondly, within our training pro-
,qrams, a number of ccntcrs are pro-
viding special postgraduate training,
in the management of stroke. If you
have a man in your community who
wants to become more expert in the
diagnosis ancl mana~cment of stroke,
he can receive a 3- or 6-month or
1-year fcl Iowship-in effect, a resi-
dency-—within which hc can receive
special training in the problem of
stroke.

Dr. BORHANI. I would like to open
the floor to cliscussion ancl cfucstions.

Dr. I-IEUSTIS.A. E. I-Icustis, Mich-
i,qan. The panel has told us about the
things we Iniq-ht expect in the larger
renters. But I have a hypothetical
case, ~cntlemcn, a community of

100,(300, a good cadre of board-spe-
cialized internists ancl sur~cons ancl
no ncurolo,gists, an orthopedic sur-
geon with a yen toward rehabilita-
tion, a special part of a hospital with
an interest in rehabilitation. What

rt.ally (at) Lllis I)la(x: do, Imtll for the
Ijhysiciarrs in tl)c con)l]lunity and for
the physicians in the surrounding area

and for patients, from a real practical
stancllloint?

Dr. TOOLE, Onc thing I woulci
lmint out to yoLl is the guide for set-
tin~ up a stroke prey-am which has
just been clistributccl by the American
Heart Association. Dr. Millikan,
Chairman of the Council on cerebro-
vascular disease, ancl a variety of ex-
perts have workecl to put together a
manual for just such a community
as you clescribc: How to mobilize
community activity, what to do,
whom to recruit, and how to get some
action started. This is called “A
Guide for Affiliates and Chapters in
the Stroke Program.”

Dr. MILLIKAN. I would like to g-et
in on that hypothetical question. Was
onc of the conditions no neurologist?

Dr. HEUSTIS. No neurologist.
Dr. MILLIKAN. I would put in a

strong plug, then, for having some
person in the grouping, that you did
presume would go some place for
some short-term training experience,
specifically referable to stroke.

I don’t kno\v how other members
of the panel would feel about this.
I would guess that an internist-
typc incfividua] might be the one. I

\vouldn’t want to fully earmark this

as a disciplinary requirement. Some
individual might be selected for 3, 6
months of, experience on an active
stroke demonstration unit or an active
stroke service. Then that person could
hccnltlc the leader for dc!vcloljirlg thr
on-,qoin~ activity in your community

of 100,000.

Dr. MASLAND. In a community of
100.000 there would be a tremendous
opportunity for such an individual
who hacl received even that rather
modest amount of additional conl-
pctcncc. You might even consider
taking two people—a medically ori-
ented and a surgically oriented per-
son. Training programs are available
for each \~ithin which, in a relatively
brief period of time of practical ex-
perience, they can become knowl-
cdgcablc irl the ne\vest methods of

cliagnosis and management. Stipends
arc available to make it possible for
a person to do this without a com-
plete financial loss.

Dr. HUNT. Hunt, Virginia. I think
many neurologists in many communi-
ties, because of the magnitude of the
problem, are really un~illing to be-
gin the task. where can be a focal
point ? Or what is a good focal point
where the neurologist in the com-
munity can begin to approach the
problem without this total commit-
ment ?

Dr. SPENCER.Well, what was pro-
posed in the question before was what
can be done in a community hos~ital
which has some array of specialists,
and which has some interest, appar-
ently, in looking at the problem of
stroke in that community.

On the one hand, a great deal of
attention has been given to how yOLI

would build up the diagnostic capa-
bility for this ~roup. And I agree
that \vith short-tcnl] trainin,q, the
most interested and susceptible phy-
sician and physicians may be cap-
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tured to do this kind of functional
evaluation and comprehensive pa-
tient management planning and
guidance.

But I think the prnhI(vn is–-~vh:tt
cmpksis should the dia,qnostic train-
ing or educational cxpcricncc have?
Should it be in respect to triage or
sorting of those people that will re-
quire very elaborate and complex sur-
gical procedures, for instance, versus
those that can be probably quite well
managed in that institution itself?

Now, I think you have to there-
fore assess each individual institu-
tion’s capabilities as well as their ~oals
in coming up with a plan of education
which is acceptable to the people in-
volved. I think you have also got to
parallel this with a functional evalua-
tion unit in a community hospital di-
rected by a physician, perhaps part-
time, in a community, a practicing
physician who is supported and
trained for a period of perhaps a
month in an intensive rehabilitation
center so he learns the methodology
of functional evaluation.

Probably you will find a physical
therapist in that hospital, and develop
such an evaluation unit as a support-
ive service to the physicians and to
the hospital so you can begin the
triage process.

Dr. MILLIKAN. The question had
to do with how to get going in a com-
munity. I would like to suggest as
soon as you get home you get going
on this; and this does not require
elaborate personnel. There is a neat
cross-over—hypertension as a cross-

ing bond between heart and stroke.
I would suggest that you can whomp
up the hypertension bit and get a
screenin~ program goin~, You arc
l)robaf)ly aware of th(: activities of
onc Joseph Wilbcr, who has had an
interesting cxpdricncc in Atlanta in
a smaller community in the south-
east, where they have done a hyper-
tension screening. This is now re-
ported in the literature. The idea
being to find out those individuals in
the community who have hyperten-
sion and to get them into the hands
of their local physicians without
chan,qin,q the whole format of prac-
tice in that situation.

Wc all realize, even if you have a
neurologist, individuals vary in terms
of their professional disease-oriented
interest, and yOLL may or may not

have someone who is considerably in-
terested in the problem of stroke, or
someone \vho has a bit of time. But
if you use a larger item such as hyper-
tension—and I am relating this no~v
to prevention and screening—why,
you can begin a program with ex-
isting personnel, training laymen
and other individuals to do screen-
ing as far as blood pressure observa-
tion is concerned, the initial taking
of blood pressure, and get something
going.

Dr. EVANS. I \vould like to address
this question to Dr. Spencer. Bill,
I would suspect that there are more
people in the home and other insti-
tutions—not in hospitals—the kind
you are talking about—so would you
address yourself to the role of nurs-

ing, social work, visiting nurses asso-
ciations and community health orga-
nizations, their involvement? This is
not just a hospital situation.

Dr. SPENCI:R. I was ~oin~ to say,
the third C] CllL(’Ilt that yOLl clcfinitcly
COUIC1consider is what wc WOUICIcall
out-of-hospital extended care. And
here the visiting nurse associations—
in a community of that size I will bet
there is one or—

Dr. EVANS. Probably four.

Dr. SPENCER.All right, four. Un-
fortunately, what has happened in
these is that the physician is not ex-
perienced in how to usc thcm, so it
is not a part of his trcatrrumt clccision
making. But capability, with proper
planning for this functional evalua-
tion and the inclusion of community
agencies in this planning process
around individual patients, should
alIow the development of proper us-
age of such things as can be done.
And there are many things which can
be done in the home setting also. But
I think the problem is what he said—
how do you get this going? I sug-
gested that concept of evaluation
units. Physicians are familiar with

and accept laboratories, heart sta-
tions, and things of this sort. Can we
sneak in consideration for function
and have it under a physician, so you

can have physician-to-physician re-
ferral of consultation? Then you may
gradually introduce the other disci-
plines that are concerned with com-
prehensive patient management, that
exist and are continually telling us,

“Our problem is lack of optimal tim-
ing of physician referral.” -

Dr. EVANS. And continued super-
vision.

Dr. S]>ENC~R.I think realistically,
too, we have to Iook at tl~c adequacy
of our various care sponsom’ rncthod”s
of reimbursement for services to alIow
this to happen.

Dr. BORHANL I see in the audience
we have Dr. Carroll Quinlan, who is
the chief of the Stroke Control
program.

Dr. QUINLAN. I am sure many of
you are familiar \vith the Heart Dis-
ease Control pro,yram. For those of
yo[l w}lo arc not, wc arc an operating
branch of the National Center for
Chronic Disease, and we have re-
cently changed our name to Heart
Disease and Stroke Control program,
more or less to em~hasize ou-r interest
in the ~roblem of stroke.

It m’ight seem confusing to you who
perhaps are new in Regional Pro-
grams, how we may differ from the
hlational Institutes of Health. The
Institutes by and large, as Dr. Mas-
land pointed out, are working in the
area of fundamental basic research.
Our laboratory by and large is the
community. We are workin-g in the
same areas in which you are working.

Our purpose is to do research and
development on ways to put to work
those discoveries made by the Insti-
tutes and other areas of fundamental

research. There are certain activities
in which \veare presently engaged, in
which I think perhaps you might have
a clirect interest.



We are at the present time inaugu-
rating a national system of stroke
registries. We are doing this for sev-
eral different reasons. One, tve are
interested in the nature and extent
of the stroke problem. This, as you
know, is very poorly defined, both na-
tionally and locally, and I would
commend the idea of a stroke registry
to each one of you, because it seems
to me that if you are not aware in
your own region of the nature and
the extent of the stroke problem, it
is Soing to bc a very difficult one to
attack.

Now, as pointed out by Dr.
Lilienfeld yesterday, registries have a
number of different purposes, and
very valuable ones. First of all, they
are most important in pIanning and
programing. Secondly, they arc a
very good instrument for mana(gc-
mrnt. And thirdly, and perhaps most
iml]ortantly, they arc very important
in evacuating the effect of your
procp-arn.

All of you am bcginnin~ to start
community programs. I think that it
is well &osmlncf a note of caution, and
th~t is this. .-that sooner or later, ]wr-

haps in several years, you arc goin~
to be called upon to justify your pro-
gram, and I think if you have in-
augurated this, and know the nature
and extent of the prob]em, you will
hc ahlc to scc what cffert your pro-
gram has had,

We arc working in a number of
other different areas. We work by
contract and by assignees. In our ex-
hibit upstairs we outlined in written

form the various activities in which
\vc engage. We would be very happy
to work with any of you in your
rcg-ion in planning in any way that we
can.

Dr. SPARKMAN. Would Dr. Mas-
land comment on the nurse training
programs, please?

Dr. MASLAPiD, This is a new pro-
gram which is just getting underway.
Several of the stroke clinical research
centers have very competent nursing
staffs. We have felt that these people
who are recruited ancl maintained
primarily to support the research ac-
tivities should also be made available
for the training of other nurses in
the techniques and problems of
neurological nursing. In order to ac-
complish this wc have established a
collaboration with the Bureau of
Health Manpower, which is provid-
ing fellowships for nurses to receive
trainin~ in a well-organized training
program of the stroke research cen-
ters. The place for you to contact
would bc the Bureau of Health Man-
power.

Dr-. Sm.owAv. Dr. Fayc Abclcllah
woiilcl he ttm onc to contact on this.

l“~r. 1.Ev[N. David Lcvin, Gcnlral
Ncw York Advisory Board, School of
Social Work. I wanted to make an
observation that all of the changes
that are taking place which we see
here, social and rehabilitation services
divisions, in terms of welfare plan-
ning, will mean that you have a re-
source in the communities. One of
the questions I would like to address
to Dr. Millikan and Dr, Spencer is

how you can really involve the kind
of planning that is taking place on a
local level, because each of the social
workers in the public agency now will
have bracketed into its name every-
thing that comes from Washington
and from the State office of rehabilita-
tion. There is a tremendous army of
helpers, and I was wondering about
your experience, or your proposals—
how to involve them?

Dr. SPENCER.People get involved
best around an effort to solve a prob-
lcm which is of larger scope than any
one of them can handle. I didn’t get
to detail further this concept of a
functional evaluation unit in a hospi-
tal. It certainly should include the
vocational counselor and the welfare
worker from that community hospi-
tal concerned with these kinds of
problems. The evaluation process
and the commitment process, which
has to follow up what services are go-
ing to be committed by whom, is the
place for their participation. Again,
the problem is how you get this into
our systcm of medical care under the
physician’s direction and coordination
and intc~ration. This is prcciscly
what Ilc is not lrainccl to do. So all
you can do is try to use this evaluative
consultative device or something that
is familiar to the doctor. The diag-
nostic evaluative process which ex-
pands his activities and which in-
cludes in terms of human function,
inducting social function, may give
him real help around a real patient
that is his responsibility and produce
the desired result.

Then the next thing that may be
practical is to back up these func-
tional units with live communication
links with the resources that can give
the more sophisticated decision sup-
portive service, at least to help the
staff in these units to define the
patient that is beyond their scope of
management. That is going to require
two-way video and audio linkages.
This isn’t as expensive as people
think. On a line-of-sight basis we can
do it now for $4,000 per terminal,
and we have done it experimentally.
I am talking about two-way video
and two-way audio.

It can be done now. There are al-
ready networks for visual com-
munication developing rapidly by
industry and by national educational
television. We have even got a satellitc
kicked out by NASA which the Inter-
national Radio Relay League built.
We don’t have anything like this in
medicine for medical care and scien-
tific communication which is ridic-
U1OUSin the space age.

If you support these community
institutions as, already, experiments
arc showi n,q you can, with two-way
colnrnunication assistance, so that
when they have problems, they have
somebody to see and talk to, present
their problems to, then you have the
beginning of next element in educa-
tion. I think this is a valid concept.
Wc know at least that there is real
interest in it on the part of the com-
munity hospitals.

And the other thing, as Dr. Evans
pointed out, being realistic in terms
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of the problem, the first is to identify
the resources we have got by real,
indepth analysis of communities other
than our own, like this hypothetical
community of 100,000. You may be
astounded as to what is there in care
resources, and their susceptibility and
willingness to change. The problem is
we haven’t produced or demonstrated
visibly enough successful examples or
methods, organizational methods, and
of procedures which these people
can use and need that they haven’t
been trained in.

I assure you, assessment of func-
tions in the interpretive sense is not
simple. I can give you a specific in-
stance. If you get a vital capacity
value expressed as a percent normal
of lung capacity, what does it mean
in terms of that patient’s ability to
tolerxtc the encrqy [!x[x.nclitllrc of his
tl:ttural lift. :lcli\,itics ”:’ Is it :1 si~llili -
cantly dm,iated ]l)casurm[)cmt or not?
That is ~vhat I mean by functional
evaluation. You have to interpret
measurements in terms of individual
functional capacities, and the pa-
tient’s demands. That is not trivial,
but this can be done. This is what the
doctor is interested in as an antidote
to the laboratory measurement explo-
sion and the patient will benefit.

Dr. TOOLE. One aspect which
hasn’t been mentioned, and I just
throw it out, is education of the fam-
ily into being involved. WC are talk-
il~,gabout oLlr provision of care to this
passive person and his passive family.
My attitude is involvcrncnt of the
family and mobilization of members
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of it to provide as much of what wc
have been talkin~ about as possible.
And a huge emphasis has to bc placed
upon the methods by which the
people arc taught.

Also, another aspect of this that
I have been intcrestccl in is redesign
of the home. Very seldom does a
physician or other interested person
actually ,qo into the patient’s home
ancl see him in his own setting.

These two aspects we shoulc] not
forget. Perhaps the most practical
thing is such a simple thing as a soocl
architect or someone who knows how
to make a person mobile and produc-
tive in his own home.

Dr. BORIIANI. I think thzt wc (an
summarize today’s session: There
are two issues which were cm-
phasizec], and t}wy arc not rn[tt~la]}y

1“(*XL’llsl\’(,.
I:ilsl (,1”:~11,;IS is {vitlt,ll[, IIlt:r(, is

:i ,qI’L’:11need for basic, rcliabl(: irl-
formation on the magnitude of the
problem and the rcsourccs available
in the community for systematic plan-
ning of cflective pro,grams of preven-
tion and control of the cercbrovas-
cular diseases.

Ancl secondly, there is a ncccl for a
systematic application of our lmowl-
cdgc and resources in terms of pre-
paration of the community and bui]cl-
in,g on the resources alrcacly in
cxistencc in various comrnunitics.

1 tl)ink th;it th(w: t!vo issues pr(tty
\vell chart the way for the Rcgiorlal
?vfcclical Progran]s throu~hout the
country.

I \vould like to crnphasizc that \vc

should not go on and develop stroke
programs without really taking our
time ancl spcndins as much time as
needed—and this will differ from
cornmtlnity to community and from
region to region—to learn what is
really nccdecl in our region. I think it
is cssrmtial that we spend enough tillle
ancl clevelop a systematic program
activity that wc know exactly, bc it
in the hypothetical community of
100,000 that Dr. Hcustis mcntionccl
or whatever rc~ion we arc working
in. What arc tile rcsourccs really

available? What is the rraturc of the
problem in that colllmunity? And
what kind of prevention, control ancl
rehabilitation pro<gram is alreacly in
existence there that wc call build on?

Nobocly can tackle this problcrn
alorrc. No pro,qram can C]OiL a]onc.

A]}(I, as yoII Il(ar(l y(vil(’r(l:ly :In(l
l{)(luy, 1111.1’(’ill’(’ IIl:llly l“(.(1(.r:ll ( :0L’-
erllrnc!lt progrwlls, State pcogr:uns.
ancl I am sure, local pro<cp-amsthat
are alrcacly in existence. There arc
many people in various disciplines
of health alrcacly doing various ac-
tivities in this particular field. There
arc or(qanizations, voluntary health
organi~ations} and official or<gmiza-
tions, public agencies, that are doinS
certain things.

I think it is incumbent upon us to
bring these things into focus in the
rc~ion where we woLdc] like to ck!-
vclol) a pro~ral~l for stroke, an(l to
take aclvantaxc o f the L’W)LIL’CCS arlcl
funcls available.

‘1’IVOs])cci[ic (Iucstions Ilavv really
bother-ccl me for a long time, and I

hope that the Regional Medical Pro-
(q-ams \\,il]c]ircct thenlscl\.es to mr-
,>

swvring these cluestions. 1 ]nentionr!cl
alreacly, in the introductory remarks
I made, the \’ariations in the geo-
crra[)hic mor-talitv of stroke in \,arious

;tates in the cou;try. Iifc arc planning
to pursue further activities \vith the
support from NTINDB, NHI, Heart
and Stroke Control, and the Re-
~ional Medical pro,grams and all th~

various Federal Government agencies
that can help us, to chart some kind
of a program to finally learn about
the nature of the cliscasc throughout
t]w country. Final]:, I think in every
region it is important for us to learn

what t.lle proportion is of the stroke
(asm \vho never get to the hospital.
Dr. Spencer put it at something
ilrouncl 80 pcrccnt.

[ Illirrk it is v(r) ilrllx,rla]l(, if 1~’c
;11’(, f(i~lly t:ilkirl< :IIX)III cotl(lollill!:”
tcr(:l~rt)vas(li[:lr dis(as[. [01ltr(jlli[l~r
clcath, and morbidity from this dis-
ease, that we must know, because if
~vc concentrate in our hospitals and
ccntcrs, ancl these patients never get
to the hospital] then wc are jLISt ]osiny
the battle before it is started.

Secondly, wc must kno~v about the
nature of the problem. I think again
this must be done on the regional
basis, and I can guarantee yoLl that
the national clata on the cpiclcmiolo~
\vill provide useful data ancl, al-
llloll~h tll(’y can })(. }Ielpful, tllry \\rill
]lot I)c as hclpf{ll as tl)c kincl of clat;~
that yOLI \vilI col]ect in your own rc-

<iol~, b~ca~[s~ national clata \viIl diflcr

froln placr to place.



I think it is very important for us
to develop a systematic program of
surveillance-call it registry or what-
ever you want-a program which
will tell the people in charge of the
re,~ion of the nature of stroke in that

region, the incidence, the prevalence,
the socioeconomic classes of victims,
the age groups, and race groups and
all the various characteristics, that so
tremendously affect the outcome of
this disease in various parts of the
country.

I would think that there is a tre-
mendous opportunity for the Re-
gional Medical Programs to bind ali
existing programs together, and to
build cm them a true program of con-
trol so that the people wiII benefit.
And I arn sure this will he clone.
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GROUP DISCUSSIONS ON . . . . HEALTH MANPOWER—REVIEW OF

COMMISSION REPORT

REGIONALIZATION

URBAN PROBLEMS

RELATED FEDERAL PROGRAMS

HEALTH SERVICES RESEARCH

CONTINUING EDUCATION AND

TRAINING, FOR WHAT?

DATA COLLECTION AND REGISTRIES

HOSPITALS

COMMUNITY INVOLVEMENT

OPERATIONAL PROGRAM

DEVELOPMENT

The group discussions. held simultaneously on Wednesday
and Thursday, January 17 and 18, 1968, involved panelistswho
representedvarious aspects of the subject areas covered. These
sessionswere scheduled to provide conferees the opportunity to
voice their own ideas and exchange thoughts in each of the 10
topics of common interest.

The reports that follow were written by members of the staff
of the division of Regional Medical Programs, who attended
and recorded each of the sessions.To preserve the flavor of the
group discussions as they developed, the content and singular
styIeof each report have been maintained essentiallyassubmittcd
by the recorder.



GROLTP DISCLTSSION
TOPIC A :

“HEALTH MANPOWER—
REVIEW OF

COMMISSIOhT RE1’ORT”

Discussants:
James C. Cain, M.D. (.Moderator)

Consultant in Mcdicinc
The Mayo Clinic
Rochester, Minn.

Leonard Fenninger, M.D.
Dir~c.tor, Burcrru o/ Herrltll

Ma npoztx r
Public Hcaltl) .Scruic,

C. H. William Ruhc, M.D.
Director, Division of Medical

Education
American Medical A.wociation

Chicago, Ill.

.&N. Taylor, Ph. D.
Dean, School of Related Health

Services
Chicago Medical School

Chicago, Ill.

I)wi~ht Wilbur, M.D.
President-filcct

American Medical Amociation
San Francisco, Calif.

Recorder:
Veronica L. Coniey, Ph. D.

Education Sjmcialist
Di.vi.rio~lof Regional M((lical

Programs

Each discussant reviewed those
aspects of the “Report of the

National Advisor-y Commission on
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Health Manpower” of pertinence to
his specific area of interest and
expertise.

Dr. Dwi~ht Wilbur discussed four
iSSLl(!S COVCL’LXl it] t]lC RCpOL’t--thL!

supply of physicians, rcliccnsurc of
health professionals, foreign physi-
cians, and peer review. Dr. Wilbur
supported the rccommcnclation that
the nulllbcrs of mcclical schools ancl
of students should be increased. He
agreed that Federal funds tom,ard the

support of medical education are dc-
sirll)lri prmvidcd thr cxpansirrn in
fi(If II IJ(. rs is :t(,(,oll)l):llti(.<1I)y itf)l)rovi,-
IIICJILi]} tl]c ([uality ol’ cducatitrllal
programs.

On the issue of rclircmsurc of health
professionals, a highly controversial
one rrvcr a period of yc~rs, it wm
noted that ~hc Rrport rcrx>m[~]cll(ltd
that rcliccrrsurc bc fur’thrr (onsidrrcd
by appropriate or~anizations ancl
a,qencies. The public seems to gen-
erally support the concept of reliccn-
sure as a guarantee of good quality
care. A review of current State
I,icrnsil]q Bozrcl I)rrrrccl{lrcs \vns
strrswd as rsscntid since IIcaltl) lllall-

power- is a national asset, ancl mobility
bet~vcen States should bc assured
throu~h reciprocity.

Dr. WiIbur stressed that the
responsibility for and atlthority ovrr
forrigrl p}]ysi(iars shoulc] r(xi(l(i in
educational institutions. These physi-
cians, hc said, should be required to
have the same qualifications and pass
exams comparable to U.S. physicians.

The importance of peer revimv at
th(. local lrvcl was (w)pl)asimcl. The

American Medical Association and
other mcclical societies have assumccl
rrxponsibility for the Scncral inlprovc-
rnent of the quality of medical edu-
cation. ‘1’1]( ])~ll)lic is ~cn(’rally lln-
awarc of tl~e extent to which tllc peer
review prorwss is alrcm-fy unclcrway.
Research is needed to formulate cri-
tcn-ia by which physicians’ perform-
ance ancl patient rare can lx>
mcasurccl.

Dr. Ruhc commented on two
points in regard to financial support
for strrdrnts. The nerd for smnc slIp-
(xwl (J JJJ(xli[:ll (.(lll(:ltioll is I)(,w
~cncrally accepted. Corrl[)lctr sulb
port by the Federal Government of
medical education is supported by
some as a means of bringing in stu-
clcnts from the lower economic Icvcls
of society. This is a controversial issllc
which current statistics fail to s[[l~-
port. ‘rhc implied criticism of the
medical curriculum in the Report is
not justified in view of the constant
review and change in the curriculum
conducted by medical educators. Rc-
liccnsur-c has Ixxm discllssccl sporad-
ically since 1932. ‘1’hc crnphasis
should be on motivation of physicians
through appropriate continuing ed-
ucation efforts to improve their
practice. Only then should rcliren-
surc bc scricrusly considered.

In rcgarcl to the Report, 1)r.
Taylor stated that the title il~iplics
equal consideration of all health pro-
fessionals when in fact it is devoted
primarily to physicians. The recom-
mendation that education of hcalt]]
personnel bc assumed by univcrsitirx

is questioned in view of the current
trend by these institutions to remove
the education of such professionals
from their curricula.

Dr. Fcnningcr commcntccl that
the Report addressed itself to the
need to improve the health of in-
dividuals and of patients as the rea-
son for a system of care and heaIth
services. The public has demands
and expectations of services by health
personnel beyond what can be sup-
plied. The Report pointed to long-
arrd short- tcrrn issues which im-luclr
{Jlli~lity :Ir]cl cj!l~llllily of r:jn.. IIS(. of

skills, [)([t)lic [d(]catior), dn(l illur(>:~s(.

in resources.
During the question and arm~er

period there was lively discussion on
sLIch issues as Regional Medical Pro-
~ra]rls and their peer r(!vicw Tncrh-
anism, the improvcn]cnt of mcclical
education through the programs.
criteria to judge quality of medical
practice. and the determination of
medical manpo~vcr ncecls and better
utilization of manpower.



(;l{OUP DISCUSSION
“I”OPIC B :

“REGIONALIZATION”

Discussants:
Lester llrcslow, \l,D. (kfocfcrator)

professor of Health Administration
and Chairman, Health Services

Division, School of Public Health
University of California at

Los Angeles
Los Angeles, Calif.

Walter J. NfcNcrney
Executive Director

Blue Cross Association
Chicago, Ill.

William R, Willard, M.D.
Vice President

University of Kentucky Medical
Center

I,e.xi71gto7t, Ky.

Recorder:
Roland L. Peterson

Chief, Plannin,q Branch
Diui.riorr of Rc,gional klrdical

[’1’(),~r<l)ll5

T he discussion acldrcssccl itself to
the questions: 1%’hat is regionali-

zation ? What problems cloes it pose?
How can it be achieved?

Rcgionalization was dcfinccl by 1jr.
J\Jillarclas implyill~ linica~cs arncmg
health resources and as a procms of
gettin$ people involved and appro-

priate planning begun.
The functional aspect of regionali-

zation was particularly strcssccl. It
~vas ])ointcd oli L that thcr(! ]]]ig])L h(!
cfifrcrcnt bases of rcgiormlization for
cliffcring purposes. Dr. Sparkman
said that “rc~ions” for patient care
and continuing ccfucation WC1lmi~ht
difFer. Even paticmt care might re-
quire cliffcrcnt “regions,” as in the
case of acute coronary care vclsm
cancer therapy. While the functional
aspect was clearly rcco,gnimd, others
emphasized that gco~raphy ancl peo-
ple are fundamental to rcgionaliza-
tion.

lMr. McNcrncy pointccl out that
dlcrc l)ad ]x!cn ]]lany faii~lrcs in rc!-
gionalization. ‘~hc resistance tO rc-
~iona]ization was historical and
wiclcsprcacl, and included libraries
ancl schools. Speaking from his OTIII

cxpcricnce, hc cited the reasons for
the failure of an altcmpt in the ])ast
at rc,<ionalizat ion ol’ ]lospitals in ul)-
pcr h4icl)i~an. Sonic of t}mse reasons
were:

Attitudinal.-Too often the insti-
tutions involvccf in rc,qionalizatiorl
were more intcrcstcd in autonomy

ancl building up their own strcn@.. .
as an alternate to linking together
lvith others.

Eco~iomic.-Thcre were no incen-
tives.

.4dn~inistratiuc.-The administra-
tive uncfcr-pinnings ~~crc acl hoc and
incidental rather than continuin~ and
s[[bstantial.

Speafiin~ fro]]l the audience. Dr.
Charles Le\vis of the Kansas Program,
sa\i’ the principal problem of rcgion-
alization as one of sociaI cnginering.
Hc ~ras seconded by hfr. McNerney,
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who pointed out that little is known
about the social engineering and ad-
ministrative aspects of re@onaliza-
tion. The medical center, he observed,
is essentially an authoritarian setting.
Regionalization will require negotia-
tion and compromise and entering
the realm of “brutal politics.”

Dr. Breslow felt that involvement
might prove to be the solution. He
noted that getting the nontechnicians
and nonprofessionals to come to grips
with the problem is perhaps neces-
sary, since the former have too many
vested and embedded interests.

Mr. McNerney felt that regional-
ization must take into account com-
munity needs and must have

structure. Successful rcgionalization
requires a delicate balance of the two.

Dr. Breslow was optimistic about
the future for health regionalization.
He based this on—

greater experience in this regard,
particularly with regard to area-
wide health facilities planning;

a greater commitment to the con-
cept of and need for regionaliza-
tion. At the time of the passage
of Hill-Burton, there were a few
farsighted individuals but little
widespread commitment;

physicians and others, and not just
hospitals, are now involved. He
cited the number of practitioners
who had become involved in Re-
gional Medical Programs;

a greater public understanding for
the need of regionalization;

increasingly sophisticated technol-
ogy.

Dr. Willard said that if medical
centers and other institutions see Re-
gional Medical Programs onl~’ as an
opportunity or additional resource to
do some things they have always
wanted to do, then neither Regional
Medical Programs nor regionalization
will be successful,

GROUP DISCUSSION
TOPIC C :

“URBAN PROBLEMS”

Dkcussants:
Paul Ward (Moderator)

Executive Director
California Committee on

Regional Medical Programs
San Francisco, Calif.

Roger O. Egeberg, M.D.
Dean, School of Medicine

University of Southern California
Los Angeles, Calif.

Frank Lloyd, M.D.
Director of Research

Methodist Hospital of Indiana
Indianapolis, Ind.

Anne R. Somers
Industrial Relations Section

Princeton University
Princeton, N.J.

Ray E. Trussell, M.D.
Director, School of Public Health

and Administrative Medicine
Columbia Unive~sity

New York, N. Y.

Recorder:
Stephen J. Ackerman

Associate Director for Planning
and Evaluation

Division of Regional Medical
Programs

T he moderator, Mr. Paul Ward,
opened the session by pointing

Jut the distinct cliffcrenccs between
rural and urban areas in the solution

of the problem of delivery of quality
health care to people, and defining
the purpose of the session as focusing
on the contributions that Regional
Medical Programs can make to the
solution of the urban problem. The
following are highlights of comments
by the panel members:

Mrs. Anne Somers:

The medical establishment has
both the opportunity and responsi-
bility to make significant contribu-
tions to the solution of the problem of
urban health.

We know more of the internal
channels of the heart vessels on the
one hand, and the canals on the
planet Venus on the other, than we
do about the back alleys of our
,ghettos.

Special aspects of urban problems
in New Jersey are:

Increasing immigration of rural
poor from the South to city ghet-
tos.

0utmi3ration of physicians.
Vacuum of Leadership in academic

medicine.
The ~reat potential and promise

of Regional Medical Programs—
“to build a bridge of service be-
tween science and the people.”

Hopeful developments in New
Jersey:

The organization of the Depart-
ment of Community Affairs un-
der leadership of PauI Ylvisaker,
which little by litde is translat-
ing pan:s of conscience about

the needs of the inner city into
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substantive action,
Emergence of interests and leader-

ship action from academic medi-
cine through the stimulation and
organization of Regional Medi-
cal Programs.

Specific move in New Jersey to
have its program develop leadership
in communitywide planning for de-
livery of quality medical care by
bringing together the leadership of
the medical establishment with the
leadership of the urban community,
including the inner city, through the
cooperation of the Department of
Community Affairs.

Dr. Roger Egeberg:

The need for emphasis on availa-
bility of care rather than a priority of
concern for quality.

The need to change the focus from
the provider’s standpoint to that of
the consumer’s, and to change the
patterns so that the services are pro-
vided as the people want them and
can really use them.

Regional Medical Programs must
be concerned with regionalization,
subregionalization, sub-subregionali-
xation, and perhaps, sub-sub-subre-
~iona]ization, in order to fit the care

to the needs of the persons to be
served, rather than force people into
the mold of the producers.

All of the concepts about develop-
ment of new systems of care and the
use of new types of paramedical and
subprofessional health personnel are
within the scope of the programs,
where resides responsibility to usc

thcm in finding the solutions to these
problems.

Dr. Frank Lloyd:

Regional Medical Programs can
do well by helping to plan a compre-
hensive program with the delivery of
services in the urban areas.

By excluding Negro physicians
from hospital privileges, and from
educational programs in the health
professions (Indiana freshman class
has two), the leadership potential of
Negro health professionals in the
solution of these urban health care
problems is removed. It is of prime
urgency that these deficiencies be
reversed.

Wc are wasting health manpower

by makin,q mandatory unnecessary
training. Unskilled personnel can be
trained to do health jobs but it must
come from bottom up.

Paul Ward:

To secure the desired changes in

the delivery of health care and the
utilization of nonprofessional health
aides, etc., requires the application of
strong pressure behind the division
of ReSional Medical Programs in
Washington and State, regional, and

local health officials in the field. The
built-in resistance of multiple vested
interests makes progressive action un-
likely without such firm counter-
pressure.

Dr. Ray E. Trussell:

Problems in urban areas arc much
greater and must get a good deal of

publicity if persons with fiscal control personnel in positions of responsi-
are to react. bility.

Regional Medical Programs can How can Regional Medical Pro-
make a contribution to overcome lack Erams helu unde~rivile~ed ~hvsi-
of understanding on urban problems cians
through participation of the scientific come
community which can provide scien-
tific data to help public officials.

Neither Regional Medical Pro-
grams nor any other program can
bridge the gap between need and

service without major public decisions
about what can bc done.

Some problems and questions
raised in floor discussion were:

How can ideas and information
be gotten from people in the ghet-
tos and how can those people be in-
volved in planning?

Recognizing the need to involve
the underprivileged consumer, how
can Ieademhip be developed among
these groups?

The problem of Negro rejection
of Negro professional leadership
puts these people in the uncomfort-
able position of being needed but
not wanted.

With regard to the Piel Com-
mission Report in New York which
tended to preserve two care sys-

tems, one for the poor and one for

the others, the problem of the po-
litical realities of an existing large
body of civil service employment
forces continues in city hospitals.

The problem continues of se-
curing professional acceptance of
the use of subprofessional health

. . .
without staff pri&eges
part of the system?

be-
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GROUP DISCUSSION
TOPIC D:

“RELATED FEDERAL
PROGRAMS”

Discussants:
Daniel I. ~~vick ( lloclerator)

Associate Director for

Program f14anagenirmf

Health $rrvices Ofice

CorrZ rnunity Action Prog7arr]

O@e of EconorrLic OjOf’.rortunity

James H. Cavzmailgh, Ph. D.
Director. ~)fJice o/ {,’<>tjl//r{//t\i[:[[:[’

Health Planning

Ofice of the Surgeon General

Public H<alth S~rLic~

Donald R. Chad~rick, M.D.
Director, National Center for

Chronic Disease Control
Bureau of Disease Prevention

and Environ nzental Control
Public Health Service

Carruth Wagner, M.D.
Director,. Bureau of Health

Srruices

Public F[(a[th Seruice

Eugene Vcverka

Diuision of Medical Care

Adnzinistration
Burpau of Health Seri:iccs

Publir [I((lltll ,Tcrvic(’

Recorder:
Leroy G. Goldman

Program Policy S~)ccialist
Division of Re,qional Afcdicol

Progra)]l ~

108

Each discussant briefly dcscribccl
the principal programs and ac-

tivities of the a~rmcy hc rcprcscntccl,
and went on to discuss the relation-
ship between that agcrrcy and Rc-
~ional Medical Pro~rams,

Rcgardins the programs of the Di-

vision of Mcclical Care Aclministra-
tion, Dr. Vevcrka emphasized that
the division and Regional Medical
Programs shared the same goal of
bringing the best possible care to
cvcryonc in need in the most cflcctivc
and rfficirnt rnanncr. The clivision,
11(. 1101(’[1. is [{x)l)(.r:ltil)~ ~vitl) 11)(’
Dcpartnlcnt of I [ousing ancl Urban
Dcvcloprncnt in the provision of
mortgage loans for ~rotlp practice
facilities. Ad(litionally, the division is
concc, rncd \vith both health man-
po\rcr ancl facility ncccls, ancl hopes to

dovetail these concerns \rith the activ-
ities of Re,gional Medical Programs
in these same areas.

Dr. CavanaL!~h dcscribcd the five
major areas of the Ccrmprchcnsivc
Health Pkrnnin,g legislation (Public
Law 89-749) and rclmrtecl on its
procpcxs to elate. The first three scg-
mcmts of this lc~islation clcal prin-
cipally with State and arcawiclc
health plannin~, These include for-
mula ~rants to Sta@s for romprc-
htnsivr 11(31111 p]mnnin:, proj(’c[
,qrants for Ioc:l I :Incl arcawiclc IIealll]
planni]lq, ancl project ~rnnts for

tr~inin~, stuclics, and clcmonstrations
of health plannin,q. The final two scg-
mrnts (Iral \\,ith the provisio!l of
health scr\icrx thro~l~h both the for-

mula ancl project ~rant !ncchanisrns
on a nonratc,qorical basis.

Dr. Chacl\vick clcscribccl the role of
the hTational Center for Chronic Dis-
ease Control :1s bc’in~ of ]nost inlpor-

tancc in tbc trmsition lmt~vccn
activities of the ctatc:~orical institutes
of the ,National Institutes of Health
mrcl the operational activities of Rc-
,gional Mcclical Programs. As such,
its role has been onc of cfcnlonstrat-
irg the efficacy of nc\vly clcvclopccl
techniques hasccl upon the gro\\’th of
hiomrdirnl Icnowlrclqe.

1)).. lf~:l~tltr <l(.s(ril)(, (l [II(L I;III(IiI(I

of Hrald) Scr\iccs as the focal poin L
for the organization ancl clclivcr-y of
hca]th scrviccs. It, thrrcforc, is
conccrnccl \rith the cicvcloplncnt 0[
self-or,qanizirlg ])roccsscs to c(Tcct this
organization ancl deliver)’ \\rhichin-
CIUCICthe plannin,y process, consul-
tation, ancl certain certification
procedures.

Mr. Zwick in clcscribin~ the Neigh-
borhood Health Center program of
tllc OfTcc of FJcrrnomic Oppcrrtllnity
IIig}llighlrcl t}lr rrlationshi])s Ixlwccn

[ha t ])rqyam aIIcl Rc,qirma I Mrclical
Programs. Spccifical]y, hc nc)tccl, it
is the poor who suffer the most as a
result of the ,qap Imtwcen kno~vlccl,qc
and application. Aclclitiona]ly, hr
dcwribcd tllc (m]]lmon intrrcst of
Ix)lil I]ro{r;ll]]$ ill (l(.i(,l(j]]ill~ ;lll(. r-
nativ(. ~l]oclcls ir] I.t]cor,yanizrtiorl :1]1(1
clrliv(’ry of 11(’allb s(’rvi((x.

l)urin~ th[! question and ans~vcr
portion of the session, the principal
focus \vas on t}lc relationships bc-
tu’ccw R[’,qional Mv[licnl Proqrams

and the Comprchensi~c Health
Planning Pro~ram, particular]: at the
local-rc~ional level, Several pcrson$
rrlmrtccl on the developing
~x:ricncc in different parts of
country in implcmcntirlg these
prcryrams in concert.

cx-
thr
t\%’cr



(;ROUP DTSC

‘I’(

I)iscussants:
Paul Sanazaro, 11.13. (,~ocfcrator)

Director, Di6i.rion of Education
Association of American Medical

cOk9~CJ

Evanston, Ill.

Morris E. Collcn, M.D.
Director, Department of Medical

Met/Lods Research
The Permanence Medical Group

Oakland, Calif.

Calclwell 13. Esselstyn, M.D.
Associate Director

New York Metropolitan Regional
Medical Program
New York, N. Y.

John Thompson
Professor of Public Health and
Director, Program in Hospital

Administration
Yale University Medical School

New Haven, G’onn,

John Willialnson, M.D.
Division of Medical Care

and Hospitals
The Johns Hopkins University
School of Hygiene and Public

Health
Baltimore, Md.

Recorder:
Richard F. lvfanegold, M.D.

Associate Director for Program
Development and Research

Division of Reyional Medical
, Programs
1

T br(Discussion of this panel f’cll
into tlh(: [ollowi~l~ five ~cncral

:1)”(!:1s al]d \v(:r(: [Iiscuss(.{1 it] this
[1’: LIU(’,WOd< :

Essential nature of health scrviccs
research.

The inherent problems and strat-
egy of data collection.

The problems of evaluation.
A ronsiclcration of the priorities in

establishing areas for research.
The special problems and op-

portunities in health service re-
search presented by Regional
Medical Programs.

Health ~ervices research.—Thc
components of health services re-
search have been identified by Dr.
Kerr White as descriptive, analytical,
experimental, and evaluative. The
initial stage is reportorial and de-
scribes the “health system” as it exists.
The analytical phase depends upon
establishing hypotheses and then ap-
propriate data collection. The cx-
pcrimcntal phase, onc which pres-
ently is larq-cly undcvclopccl, dcpencls
on testing models and manipulating
variables. Finally, evaluation, which
although not research per se, is in-
herent in research and requires
rncthodologies.

Health services research was briefly
differentiated from operation re-
search and operations research.
Operation research depends on the
collection of specific clata for estab-
lishing policy ancl management clcci-
sion. Operations research and its
component systems analysis depends
~lpon the cfcvclopmcnt of a mathe-

matical model ancl appropriate ma-
nipulation. Health services research is
:1[)])11(’[1 r(wvwcb lnvolvit~.g a v:iri(:ty

0] Il)c[lic,al ant] social clisciplincs anti
the application of all manner of
methodologies to the complex prob-
lems of health care.

Data collection-Major problems
in bcalth services relate to data col-
lection. These problems inclucle ac-

quisition, availability or sources, com-
prehensiveness, validity, timeliness,
and IIse. C;lcarly, thr qwmtitation of
health scrviccs research clcpends on
the validity and comprehensiveness
of the data base.

A data base has five character-
istics: It must be comprehensive; it
must relate to reality; it must bc
timely; it must be available; and it
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must be used. For the most part,
available data are not comprehensive.
Thus, although there are data on the
incicfcncc of rliseascs (so many/pop-
ulation ) there is only fragmcntwy

,information on “service time.”
(“Service time” is information on the
number of patients in the health sys-
tem with a given condition. ) Our
present data lack, therefore, is in-
formation on prevalence.

Evaluation .—Evaluation poses spe-
cial problems. What should be eval-
uated? What can reasonably be eval-
uated ? What are the regional respon-
sibilities in evaluation and what are
the national responsibilities?

In many instances end result
evaluation cannot be the measure.
Regional Medical Programs deals
basically with chronic diseases that
will not promptly yield to changes in
management. Further, because of the
annual increments in the population
at risk gross mortality and morbidity
statistics may not show significant
changes.

Evaluation is a two stage process.
First criteria must be established and

then a professional judgment must
be made. Were the criteria attained?
In these terms evaluation can be
established on the basis of expert
judgment of what should be the ex-
pected mortality, the morbidity, ancl
the cure rate. A comparison between
expectation and reality then leads to
an examination of the realities of the
expectations, the deficiencies in
health care, or both.
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Although long-term evaluative
goals pose time difficulties, intermedi-
ate goals can be set. These include
mms{lrcs Of bctk:r rcsollrcc alloca-
tion, better utilixatio!wj i[~lprovcd a[)d
more relevant educational programs.

Conventional wisdom may be used
to bridge the science service gap.
Clearly, not all “latest” advances are
advances and some plainly are not
feasible. Many “new” procedures do
not stand the test of use. Others,
“heart transplants” for instance,
clearly are not when first developed

feasible for the system. Thusj con-
ventional wisdom can dictate to some
degree what should bc and can then
be measured, evaluated.

Research Priorities. —Certainareas
in the health field will yield greater
results in the health service field.
Some population groups, usually
upper middle class, now have good

health care services. Conversely, the
poor and many rural areas do not
have adequate health care. Thus,
priorities for research in these areas
of health care offer obvious prompt

payoffs.
Special opportunities for health

service research.—Regional Medical
Programs, by involving the various
components of the health system,
offer special research advantages.
I-Icalth service objectives may bc es-
tablished; educational and service

programs designed to serve these
ends; finally, evaluation can test the
effectiveness of the innovation.

Regional Mecfical Programs offer
to the health service researcher a lab-
oratory. They inherently tend to
stirnulxtc Imth the ]Jro[)cr q[lcstions
w)d tl)(! {lu<.st [or Lllc s{)l([iions.

GROUP DISCUSSION
TOPIC F:

“CON”I’INLTING EDUCATION
AND TRAINING,

lJolt W1lA-I’?’”

Discussants:
Patrick B. Storey, M.D. (Moderator)

Professor and Chairman
Department of Community Medicine

Hahnernann Medical College
Philadelphia, Pa.

Luther Christman, Ph. D.
Dean, School of Nursing

Vanderbilt University
Nashville, Term.

George E. Miller, M.D.
Director, Ofice of Research

in Medical Education
UniuerIity of Illinoi~

Chicago, Ill.

A. N. Taylor, Ph. D.
Dean, School of Related

Health Services
Chicago Medical School

Chicago, 111.

Recorder:
Alexander M. Schmidt, M.D.

Chief, Continuing Education and
Training Branch

Division of Regional Medical
Progrcms

D r. Storey opened with a very
brief statement listing the pur-

pose of Regional Medical Programs:
To improve medical services in a re-
,gion and link them to patients; the
Conference-Workshop: To allo\v a



comparison of notes among Re,gional
Medical Programs representatives;
and the Discussion Groups: To help
each other with sr]ecific I]roblcms of

A .

making continuing education efforts
relevant to program goaIs.

Dr. Storey asked if anyone had a
problem for discussion of the group;
there was an instantaneous and
viqorous demand for the floor. The
next hour and a half plus was
occupied by an exchange among re-
source persons and attendees, num-
bering more than 100 and filiing the
room beyond its seating capacity. The
following summary of questions and
discussions reflect that exchange:

Q. Dr. Miller has said we already
had enough continuin~ education,
and that we didn’t need any more.
What did he mean?

A. (Dr. Miller) I have said wc
IILlvc (.m@l illforltlatior]. We arc
drowning in information. What we
need is not more information or ways
of disseminating the information, but
a method of establishing priorities of
what a physician needs: We must
help a learner (physician, etc. ) to
want, then obtain, and then use what
he actually needs. This is the major
issue.

Studies have been done as to what
a physician thinks he needs, or what
he wants; but such are, by and large,
invalid, as they are based on his own
opinion. This often represents what
hc is comfortable about, or even what
Ilt: !irmws already.

SoIr]c attempts have been rnacfc to
help a physician discover for himself

what he actually needs. Examples:
AMA national plan, etc. What is
needed is educational diagnosis, and
not treatment (more courses). We
have entirely too much treatment.

Q. Can a physician (or other)
teach himself? What is the role of
teaching machines, TV tape, etc. ?

A. The problem with self-instruc-
tion is that one tends to study what he
is most comfortable with. Also, his
objectives are too often inappropri-
ate. If a golfer wants to improve his
score, he can read and work out by
himself, but he will get little or no
better, and maybe worse. He must get
professional help from a golf pro.

Self-education in medicine is the
same, in a way. At some point a pro-
fessional educator must help set ob-
jectives, and help one to decide what
hc is really missin~, and what he there-
fore really needs. ‘1’0 accolnplish this,
the student must reveal his igno-
rance—this is often a painful process.
TV tape is like a book, and we have
books now. The problem is really what
the content should be.

Q. How, then, is one to motivate

a physician (or other) to learnFI
(About three-quarters of the discus-
sion revolved around this one point,
motivation. )

A. Motivation is tied to need. If
one discovers what he really needs,
motivation should not be too ,greata
problem. We use what is known about
the lcarnin~ process all too little (psy-
clwlq~y of lcartlin~, etc. ) I.ikc the
golf’cr, who gets fror]l a ~olf pro what
he needs and applies it immediately

to his benefit, medical education
should give to a physician what he
needs, when he needs it, in a conven-
ient way and at a convenient time, in
a palatable form. It (the content)
must have the characteristic of being
applicable to what the learner does,
and applicable the next day.

One major problem now is with
basic medical education. The medical
student spends time in a series of
closed systems, each with a finite end
point, usually with some sort of exam
passed at the end. The practice of a
profession is open-ended, without the
built-in motivations of exams, etc.
Therefore, the medical student must
be indoctrinated from the beginning
of his medical education to be a self-
motivated learner. He must be taught
to use the various self teaching aids
available like books, TV tape, etc.
What makes us think that our prac-
titioners know how to use these things
now, just because Regional Medical
Programs can buy them and put them
out for use?

Medical students should be taught
to be critical self-learners, perhaps by
the process of evaluating what their
professors believe and know.

It is commonly said that the medi-

cal school atmosphere of peer judg-
ment is healthy and should be taken
out to the community. But the fallacy
here is that while the academic sur-
geon may accept the ~ivc-and-take
rq.prding sur,qcry, hc ,qcls I]rctty ir-
ritated about being qucstionccf about
biochemistry. The validity of aca-

demic peer judgment and its applica-
bility outside the school need study.

The experience of the American
College of Physicians with the phy-
sician’s self-inventory would suggest
that physicians aren’t reluctant to
find out about themselves, at least if
they are fairly sure there is no built-in
penalty.

Any doctor really wants to do what
he does well, or at least as well as
his peers.

Perhaps the physician is over-
worked and tired, and a bit disillu-
sioned.

Q. Does the system interfere?
A. Yes, indeed. First of all, most of

the medical system, especially the ad-
ministrative system, is 19th century.
This interferes with everything.

Secondly, role perceptions interfere
all tlw tirnc. A study of patient care
was done at the University of I Ilinois
(Dr. Miller) and it was found that
role perceptions and misperceptions
effectively blocked team-oriented ed-
ucational efforts. The doctor always
had to lead the team, a nurse couldn’t
do this or that, etc.

Yet, team teaching, based on the
care of a patient, is probably vital.
Too little of this is done any place,

and probably must be begun in med-

ical schools. But if the “For what?”
is for the care of the patient, then the
education must bc centered there,
and the real needs must be the patient
lwcds, a,ncl this must bc the orienta-
tion, not what a physician wants or
\vhat a teacher wants to teach.
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GROUP DISCUSSIONS
TOPIC G:

“DATA COLLECTION
AND REGISTRIES”

Discussants:
Abraham M. Lilienfeld, M.D.

(Moderator)
Professor and Chairman

Department of Chronic Diseases
The Jolins IIo&jkinr University

School 0/ Ily~ienc a?zd

Publtc Health
Bait imore, Md.

James F. King, Jr.
O&e of Progra7n Planning

and I<ualuation
Oflce of t~le surgeon General

Public Healtft Service

Andrew Mayer, M.D.
Assistant Director

American College of Surgeons
Chicago, 111.

John E. Wennberg, M.D.
Program Coordinator

Northern New England Regional
Medical Program

Burlington, Vt.

Recorder:
Maurice E. Odomff

Assistant to the Director
for Health Data

Division of Re,~ional Medical
Programs

T he panel organized its cliscus-
sion around the following three

areas: The use of 1970 census data

as a basis for planning; the use of can-
cer registries for planning and evalu-
ation; and data collection for use in
evaluation.

Use of 1970 census data for Rc-
,qional Medical Program ~>lannin<~.-

Thc Census Bureau is now testing its
procedure in New Haven, Corm., in
preparation for gathering 1970 ccn-
sus data. This presents an opportu-

nity to obtain information useful for
regional medical purposes by ag-
gregating small areas’ data for such
relevant items as the demographic
characteristics and socioeconomic
clata. There arc three ,gcneral mes of
these census data:

Usc for clcfinin~ population ancl
their characteristics to isolate con-
centration of problems amenable

to special social research. These
data also permit determining the
political jurisdiction.

It permits matching health data
to census data and thus record
linkaSe between health data and
social and economic characteris-
tics as a basis for providin,< senicr.

It permits selectinS special
samples to do intensive studies by
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matchin,g information from local
sources between health agencies
and with other local data, such as
housing, economic characteristics
and social unrest.
lJse 0[ registries for planning and

evaluation.—Cancer registries are a
tool for planned data collection on a
continuing basis. The primary objec-
tive of a cancer registry is improved
patient care. The re~istry must meet
this criteria or else it is worthless. The
two major types of cancer registries
are hospital-based registries and
population-based central registries.
The aim of the hospital-bawd registry
is follo\vup of cancer patients, clcfined
as rcturnin,g for examination to dis-
cover possible spread to new sites or
for concurrent disease. The central
re~istry is cpidemicslo~ic. in emphasis
airrl[’d at (Ictf,rrl)irlin!g irli.idrnre and
]Jr(:valfl,c(, :t]]d surviv~ll lat(,s f[,r cat~-
t(r II:]li(.r]ts.

( ~(IIItIIII tj:is {.xlJI(sst.(1 ~villl 111{
tr(.[ld within lhc Rc:iol]:ll Xl{,flic:tl
Programs for cslablisl]illx ccmlrai
registries. “rhc concentration needs to
k at the local lWC1 bccausc a central
rcg-istry is no better than the quality
of data received from llospital-hascd
retqistrics. Morcovw-, there needs to be
considerable motivation at the local
Ievcl for ~crcrcfq ua]i~y data to Ix:
achieved.

Data collection /or evaluation-
Evaluation was defined as evaluation
of medical care to determine ,gaps in
n]edical care; evaluation of l{cgional
Medical Programs in terms of stated
pro~ram objectives and how they arc

met; ancl evaluation of specific
projects.

Evaluation is essentially a value
judgment and relates to criteria de-
veloped for these objectives. Objec-
tives are expressed in terms of
evaluation procedures. The art of
evaluation involves discovery of indi-
cators or measures which allow their
assessment. These requirements pre-
sent difficulties in defining objectives
in terms susceptible to analytic assess-
mcmt hccausc objectives must be ex-
pressed in terms of mortality and
morbidity and efficiency of medical
care. The major problem is to find or
develop indicators \vhich sufficiently
measure morbidity, The problem of
measuring morbidity is further com-
plicated by the fact that certain dis-
eases ,qivc rise to several morbid
con flitioi]s. The [Icvclo])nlcllt of in-
tlusiv{, irlcli(alors r[~(l~lirea scl](,rllc for
111{,; lS(l]’(.l] 1(.111 :11)({ :lS(’l](>ll )(. fol” ([ll:tll-

[ilyii}j; .IIIII ~,v:d~]:ltitl:gOIICLx)]l[lilioll
ayai]lst tt](: <)ttl[.r, ar]d the clcvelop-
lIlt!nt of a sllnlrnary set 0[ indicators
of “net morbidity.”

The requirements to define the
types, amounts, and interrelationship
of morbidity is a major problcrn in-
volving a research effort beyoncl the
capacity of Rc%ional Medical
l’royplns,

Mortality and efficiency of medical
care arc more easily measured. The
failure to clmwlo]) a full set of indica-
tors for morbid states implies that the
cotll])lete set of issues invc)lvccl in the
objectives of the>l)roq-am arc not con-
siclcrcd in t}~c analysis.

GROUP DISCUSSION
TOPIC H:

“HOSPITALS”

Discussants:

D. Eugene Sibery (Moderator)
Executive Director

Greater Detroit Area Hospital
Council

Detroit, Miclz.

Pearl R. Fisher, R.N.
Administrator

Thayer Hospital
Waterville, Maine

John W. Kauffman
Administrator

Princeton Hospital
Princeton, N.].

Edward H. Noroian
E.wcutir)e Dirrr-tor

Preshytcrian University [Ios@ul
[)il{,rburgl(. Pa.

Recorder:

Richard 1. Mancsold, M.1>.
Associate Director for Progranl

Development and Research
Division of Regional Medical

Programs

E rlll]llasis in t}w discussion was first
placed on the basic purpose of

Regional Medical Programs. Follow-
in~ this, attention was dircctcd to

the changing role of hospitals in
health care ancl the hospitals’ unique
aclvanta~cs for fulfilling this role.
With this backgrouncl, a consensus

developed, although there were dis-
senters; that in g~neral hospital ad-
ministrators as a profession were not
sufficiently involved in the programs
in their regions. Consideration was
given to the proper methods for in-
volvement of hospitals and the proper
involvement of hospital administrat-
ors in Regional Medical Programs
at the regional and national level.

The following are directions the
discussions went and areas they
covered:

The goal of the program is to
improve patient care through
cooperative arrangements. These
arran~ements will, if effective,
chanSe the behavior of the provid-
ers of care, and thereby the goal of
the program will be approached.

The hospital is the major com-
munity institution with the poten-
tial of focusinx the cncrgics of the
IJrovi(lrr of clrc. Hcrsl>itals, in this
s(.tlsc, I)avc cluulgcxl tllcir percep-
tions from episodic car-c to com-
munity and comprehensive care.
For this latter role hospitals have
unique strengths.

These strengths are several-fold.
First, the hospital represents one of
the community’s major resources
for organized and personalized
health care. As such, there is neces-
sarily a community concern. There
is, if not always the reality, at least
the potential for professional,

paramedical, and health educa-
tion. There is, also, the experience
in organking the providers of care
into effective teams. There is the
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economic focus for developing the
necessary resources. Finally, in the
hospital administrator, himself,
there is the management compe-
tence experience in developing
plans and putting them into opera-
tion.
In spite of these significant re-

sources, the participants were gen-
erally concerned that hospital ad-
ministrators were seemingly only
marginally involved. Scvcral strate-
gies for involvement were suggested.
These included the development of
local advisory groups as in Georgia
and the coincident need to develop
areawide planning councils.

One somewhat thorny problem re-
lated to institutional vested interest
arose. On the one hand, some agreed
that these interests should be diluted
for the total community concern. New
mechanisms of financing using for-
mulas for reasonable cost and charges
will mitigate some of the competitive
forces. On the other hand, several
urged that vested interests were in-
deed the source of institutional and
professional excellence. At best, one
could hope to coordinate these inter-
ests but should hesitate to darnpen
them.

Finally, the poor attendance at the
Conference-Workshop and the discus-
sion itself were discussed. The fact was
that fewer than 2 percent of the total
conferees at the meeting were hospi-
tal administrators. Recognition was
given to the fact that greater attend-
ance at both the panel discussion and
the Conference might be proper.
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Equal recognition was given that the
reasons for this seemingly poor at-
tendance might be explored. If, in-
deed, the low census of hospital
administrators was symptomatic of in-
adequate involvement of administra-
tors, correction of the causes would
strengthen Regional Medical Pro-
grams,

In closing the session, the interest
of the division in establishing greater
liaison with national and State orga-
nizations representing hospitals was
voiced and noted.

GROUP DISCUSSION
TOPIC I:

“COMMUNITY
INVOLVEMENT”

Discussants:
Robert M. Cunningham, Jr.

(Moderator)
Editor

Modern Hospital Magazine
Chicago, Ill.

Alan C. Davis
S’cience Editor

American Cancer Society
New York, N.Y.

Howard Ennes, M.P.H.
Assistant Vice president /or

Community Services and Health
Education

The Equitable Life Assurance Society
New York, N.Y.

Pierre C. Fraley
Director of Information

Gr(:fr{,!r Dcl(ir(wr(: Va[[,:y ltcgiona[

Mcdicul Program
Philadelphia, Pa.

Marc J. Musser, M.D.
Program Coordinator

North Carolina Regional Medical
Program

Durham, N.C.

Recorder:
13dwardM. Friedlander
Assistant to the Director

for Communications and Public
Information

Division of Regional Medical
Programs

T t being generally agreed that com-
1 munity or consumer involvement
is indispensable to success in promo-
tion of a Regional Medical Program:
the following issues rapidly cmcrcycl
in the group’s discussion:

Community involvement for what?
Community involvement of whom?
Who is the consumer? Patients or

physicians?
Do the community representatives

really represent the consumers?
The difficulty of identifying quali-

fied lay leaders.
The difficulty of explaining what

Regional Medical Programs arc.
Howard Ennes asked for “con-

sumer modulation,” later translateci
as “community health citizenship” in

application. “The times,” Ennes said,
“demand intensified ‘consumer mod-
ulation’ of health care activities, in-
cluding those related to goal-setting,
resource allocation, priorities deter-
mination . in short, JII aspects
of tilt. dl,livt.ry f)f II[,itlltls{,rvi({.s, 1}1[.ii
(’osts, and rc[atccl corm~]unity de-
cisionmakinrg.”

Health care programs for the
community must pass a “4-A test, he
said. “Are they: Appropriate, Avail-
able, Accessible, Acceptable?”

“I suggest,” said Ennes, “the ur-
gent need for a nationwide partner-
ship to create a concept of ‘com-
munity health citizenship’—an effort
to be joined in by governmental and
private sectors, by professional and
lay groups, by all levels of activity—
Federal, Statej local.” The object
would be to focus on the responsibility



___

of the individual to know and make
the most of himself, to utilize health
services, and to participate con-
structively in community health de-
cisionmaking. In this direction, “we
have (literally) done next to
nothing. ”

Pierre C. Fraley introduced the
“for what?” Fraley pointed out that
“the means need to justify and accom-
plish the desired end.” Fraley cited
the example of Pap smear testing in
New York City. Whether the free
screening station was installed in a
midtown department store or moved
up to Harlem, it tended to attract the
same intelligent, highly motivated,
not-so-poor class of women, mainly
white and mainly Jewish. He sug-
gested that the goals of community
involvement should be to increase
knowledge, to change attitudes or
motivation, and to change behavior.

Describing “the successful applica-
tion of a public information program”
in the “State of Franklin,” a seven-
county rural area in southwest North
Carolina, Dr. Marc J. Musser empha-
sized the “right man” principle in ob-
taining community involvement.

“The initial public information
program was carried on by virtually
one man, on a person-to-person
basis;’ said Musser. “This man is a
psychologist and member of the fac-
ulty of Western Caroline University
at Cullowhee, . . It was clear to
him that the seven counties . . .
working together, could do far more
to solve their mutual problems than
each county working independently.

His personal interest and drive were
contagious among the various area
leaders, and . . , he worked success-
fully with them in establishing the
State of Franklin Health Council,
Inc. . . . the first organized health
planning group.” This effort pre-
ceded the North Carolina Regional
Medical Program, and invohd
4,000 persons in seminars on commu-
nity health problems.

Alan C. Davis, discussing the dif-
ficulty of explaining what a Regional
Medical Program is, described it as
the first public program in the health
care field to involve the practicing
physician. Davis warned against
bringing in professionals only: “It’s
the consumers we are ultimately
aiming at,” and advised against su-
perimposing concepts or set standards
from on high, “Let the people do it.”

In the discussion, Fraley, joined by
Dr. Stanley W. Olson from the aud-
ience, protested the assumption that
the patient is the consumer in Re-
gional Medical Programs. “The phy-
sician is the consumer,” said Fraley.
Olson pointed out that Regional
Medical Programs emphasize work-
ing through established groups and
does not provide direct service to con-
sumers, i.e., patients.

From the audience, Dr. Henry T.
Clark discussed the problem of iden-
tifying quality in lay leaders. “Those
who may get involved often have no
knowledge of the processes involved
in community organization and ac-
tion,” he said.

A New Jersey discussant pointed

out that the chosen representatives do
not necessarily represent the actual
consumers. Musser put in a plug for
the political science book, “Rulers and
Ruled;’ as a good source of informa-
tion on the nature and complexities of
forming working relationships be-
tween what someone called, “Us and
all them. ”

From her experience with promo-
tion of citizens’ health groups in west-
ern Pennsylvania, Sister M. Ferdi-
nand advised: “At their first meeting,
they don’t know what they want. Let
them get rid of their frustrations,
Then you have them involved.”

Whether Regional Medical Pro-
grams are designed to help patients or
help doctors help patients, there
seemed to be no disagreement with
the unidentified voice from the back
of the room: “The program will be
judged by improvement in medical
care.”

GROUP DISCUSSION
TOPIC J:

“OPERATIONAL
PROGRAM DEVELOPMENT”

Dkcussants:

Charles E. Lewis, M.D. (Moderator)
Program Coordinator

Kansas Regional Medical Program
Kansas City, Kans.

C. Hilmon Castle, M.D.
Program Coordinator

Intermountain Regional Medical
Program

Salt Lake City, Utah

T. A. Duckworth
Chairman, Regional Advisory Group

Wisconsin Regional Medical
Program

Wausau, Wise

Albert E. Heustis, M.D.
Program Coordinator

Michigan Regional Medical
Program

East Lansing, Mich.

Donal R. Sparkman, M.D.
Program Coordinator

Washington-Alaska Regional
Medical Program

Seattle, Wash.

Recorder:

Richard B. Stephenson, M.D.
Associate Director /or Operations

Division of Regional Medical
Programs

T he discussion was opened by the
panel participants briefly review-

ng their own regional experiences
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with developing operational status.
The meeting was then thrown open
for general questions and discussion.

The general area of how to handle
both the g-eneration and review of op-
erational proposals was discussed
from several aspects, beginning with
the involvement of lokal action
groups of various kinds through dif-
fering levels of technical or scientific
review to final regional advisory
group action. Although there was
considerable variation in the detailed
approach, there was general agree-
ment as to the overall methodology
of handling and the necessity of in-
volvement at the different levels.

The relationship of planning to op-
erational activities was cxplorccl from
several cliffercnt angles. The ques-
tion was raised as to whether plan-
ning should be directed primarily
toward regionalization or toward the
categorical objectives of improving
care of health disease, cancer, stroke,
and related diseases. It was agreed
that pIanning should do both, but
that the primary thrust was toward
the concept of regionalization as the
way in which to accomplish the cate-
gorical objectives, with the spin-off of
a general upgrading of health care
being both desirable ancl incvitablr.

Rccrnphasizcd in a number of clif-
ferent ways was the importance of a
continued str&ng planning activity
as a program moves into an opera-
tional phase together with rcco~nition
of the greater flexibility inherent in
the operational grant as contrasted
with the purely planning grant.
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There was also general recognition
of the importance of acquiring either
a critical mass or of rcachinS a criti-
cal point in the planning process to-
gether with the ncccl for concomit-
ant evaluation as an ongoing part
of planning.

Additional points touched on in-
cluded the usefulness of the fruits of
previous planning activities such as
Hill-Burton and similar activities;
the desirability of involving early in
the planning process persons with ex-
pertise outside the medical profession
itself; and the fact that the regions as
identified for the purposes of initial
planning grants would in fact be
made to regions and not to indivi-
viclual institutions within the region.

Finally, it was rccmphasizccl that
“there were many roads to Rome,”
and that it was neither the intent nor
the desire at either the local or the
national level for there to be uniformi-
ty or conformity to some master
schcmc for rc{qions to bccomc opera-
tional, but that diversity and flexi-
bility were clearly in order.
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A NONPROFESSIONAL
LOOKS AT

REGIONAL MEDICAL
PROGRAMS

Irving J. Lewis
Deputy Assi.rtant Director

Bureau of the Budget
Ofice of the President

IZLSIIpleased to have this opportu.
nity to be at the Conference-

Workshop on Regional Medical Pro-
grams. I always welcome an occasion
to show to an unbelieving public that
the men in the Budget Bureau do not
wear green eye shades or sit upon
high stools in their counting houses.
In a recent talk at this same hotel,
Dr. Ivan Bennett, Deputy Director of
the Office of Science and Technology
and one of my principal mentors in
the health field, described us in these
words:

“Some of you, I know, have had
experience with the Bureau of the
Budget, where, since the multiple-
crack system does not exist and there
are no fissures that allow for pene-
tration of local interests into national
policy decisions to influence decision-
making and allocation of resources,
one has recourse only to putting to-
gether a balanced, persuasive, and
factual argument. It is with real re-
spect and admiration that I say that
here are the beady-eyed, hard-nosed
skeptics, receptive to opinion but de-
manding iron-clad factual details—a
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demand which for me, and indeed, all
of my colleagues who have been ex-
posed to it in depth, has meant a re-
orientation of thinking, a new level
of objectivity, and above all, a last-
ing respect for a much-maligned and
little understood executive agency.”

I quote Ivan at length so that I
may publicly accept his compliments
while at the same time deny that we
are beady-eyed, and hope that we
are better understood as a result of his
efforts. Also, despite our passion for
anonymity, we now find that the
stage on which Federal programs are
played has become so vast that we
do have to allow for a few occasions
which permit us to sec local interests
at work, or, as wc say at the Bureau,
the real world. For it is to help in
shaping this real world that presi-
dential goals, policies, purposes, and
proposals are eventually fused into
what is termed “the program of the
President.” It is the translation of
that program into dollar terms which
leads us in the Budget Bureau to pur-
sue the fac~s, to question the purposes
of programs, to analyze—alas, all too
imperfectly—their costs and benefits,
so that the decisionmaker—in our
case, the President—can look at al-
ternatives and evaluate relative pay-
offs from different kinds of public in-
vestments.

As availability of public funds for
public purposes becomes tighter, the
need for questioning is heightened.
Our thirst for knowledge is quickened
as we understand that when budget
decisions are made we are affecting

not only your hard-earned personal
income but also the way in which
society utilizes its people and its
natural or physical resources, and the
services or social purposes which
these resources produce. The alloca-
tion process is never ending—the
larger the Federal budget the greater
the responsibility that Government
assumes to channel and direct its re-
sources according to rational choices.

I have no crystal ball to tell me how
large the level of Federal spending
will be or ought to be. I would only
be speculating, and I would be es-
pecially speculative if I engaged in
the game of “what if wc had no Viet-
nam?” The level will remain high,
however, and the competition for the
dollars increasingly acute. This acute
competition means that we in the
Budget Bureau must concern our-
selves with the goals and objectives
and the hoped-for results of health
and other programs. We try to refuse
to go along with the proposals that

‘shoot from the hip.
What I am saying is that while wc

in the Budget Bureau have no special
wisdom or formulas for sorting out
our budgetary goals and priorities,
the President wants his program to bc
tuned to the problems of our society
and the need for developing solutions
to those problems. He wants his
final choices to be not only good
choices, but better than other pro-
posals to accomplish the same cncij
and to show better returns for the
same investment of public funds. To
be sure, the budgetary process is

neither clear cut nor infallible, and,
as I have indicated, our analytical
techniques are still probably not as
solid as we would like.

Still, I hope you will accept that
this budgetary effort is no simple ac-
counting task, but one in which after
we fall back exhausted—incidentally,
that will occur for 1969 very shortly—
we have helped the President find a
balance first, among the national
goals of national security, foreign af-
fairs, education, health, abolition of
poverty, environmental quality, rec-

reation, housing, transportation, sci-
ence and technology, and so on; and
second, among the programs most
likely in action to give him progress
toward these goals. There is never
enough to go around, and it is little
wonder that Maurice Stans, Presi-
dent Eisenhower’s last budget direc-
tor, called budgeting the uniform dis-
tribution of dissatisfactions.

There is ample room to demon-
strate that the \vorth of social
investment is subject to qualifiable
assessment. There is rather a wide-
spread ef@rt today in the Government
to prpduce these assessments, going
under such names as systems analysis
or program planning and budgeting.
Thus, investment in education is said
to be more than socially “good’’—we
say it is economically productive, and
we can even say by ho\v much. We
can, by better analysis, show that the
rrlmbilitation of the hancl icap]}c:cl is
not only socially useful but eco-
nomically advantageous. In medical
scicncc, similar reasoning can and



lms Imn :i[)pli(xl t{) show favoml)lc
(l}\t/’1)171(.(i( :11)(1 (.osl/{[ ll[.ll\, l.lll, hs

ra.tins for cxwlll~lt,, it has Ixx,l) d(ji)(:
ill studies itl tllc I)c])artlllcllt of
Health, Education, and Welfare of
the health of the poor and the health
of children.

But let me quickly hasten to dis-
ahusc yOLI of any idea that bud~rtin,q
and its associated clccisionrnakirrg is
strictly for budget professionals. This
is no system of push buttons or
whirrin,q magnetic tapes. Public pol-
icy is still made in the political arena,
and it is in this arena that the budg-
etary decisions are rnaclc.

A better grasp of the role of public
expenditures in creating social assets
does not by itself tell us when to spend
or how much to spend. Our pluralistic
society rcsponcfs to pluralistic dc-
marrcls whether they arc sul)portccf by
a clispassicmatc array of facts ancl
figures or not. Many human needs
clamor for passionate attention, and
marry ]Iroblcms cry ollt for scr]litions
;Ls11(.ql(.(t(.[1;~rI.:Mof j)tll)li( (x)ti(’(.rl).
Certainly, our plannillg and arlalyti-
cal capability is not great enough to
have given us in so short a time
rationality to clevelop our prmcnt
array of Federal hur]larr resource pro-
grams. About 45!) surh progran)s arc
rkscrit)cd in the ar)r)(ud catalo: of
Fcclcral assistance programs pro-
LiLICC!d by 11)[:OK](’( of I,c.ol]olr,i( Op-
portunity, I ccrrrlrnencf this catalog
to your attention. It may help you
not only to find out whether there is

a grant program to finance your
favorite project, but it \vill also rather

ff)rcil)ly ilr)l)mss II[)or] yell the sweep
of f~ov(.1111111.11[. :L(livi(y iii 111(.social
Iic](l.

‘1’bc usc of the phrase “human re-
sources” has become fashionable in
today’s intellectual parlance, but I
think it signifies that the programs
grouped under this banner constitute
a ncw type of ,yovcrnmcntal effort,
not to bc compared with social legis-
lation of the past-either the New
Freedom of Wilson or the New Deal
of Roosevelt. That legislation—fair
labor standards, child labor laws, food
and drug controls, unemployment in-
surance, social security, to mention a
few—reflected a simpler social philos-
ophy that Government should pro-
vide a basic underpinning by
interdicting various behavior patterns
or by providing certain minimum in-
come quarantccs. Today, the revolu-
tion of rising expectations in the less
developed world is paralleled by un-
rest in our own society, and Govern-
rlmnt is rcslmndin~ by provision of
s(.rvi((,s 01) :L v(.ry I)road frorll. ‘1’11(’
89th Congr-css alone proclucccf 21 ncw
health programs, 17 new educational
programs, 15 new economic develop-
ment programs, 12 new programs to

rncct problems of cities, and four ncw
manpower programs.

~~rcmiour early days, wc Americans
Imvc been a “]]ractical” pcoplc. And
m our society tcrl[ls to brin~ into
being human resource programs that
are targeted to spccifrc action areas.
These may be categories of disease or
specific population groups, and—I
may adcl—arc too often controlled by

MR. LEWIS

the professional specialists. Too often,
the professional insists on assump-
tions, approacbcs, programs, or tcch-
]]olo,qy of tl~livcrsal al>I}lical)ility. L(:st
we “dehumanizc” human resource
programs, may I stress that the pri-
mary focus of Government in man-
aging this array of programs ought

to bc on the individual no matter who
he is—underprivileged, poor, aged,
migrant, veteran, chilcl, mother, non-
white, rctarclcd, rural, uncducatcd, or
other slalutoty calcgory.

‘1’hese programs, and I include Re-
gional Medical Programs, have cre-
ated a new dimension for Federal

management and for relations with
the private sector and State and local

governments. Unfortunately, for
l]msc WI)Oapproauh govcrnrncntal rc-
Iations simply, no one has contrived
a simple formula for the execution of
these programs. On the contrary, we
have adopted, prtibably not always
consciously, the approach of prag-
matic experimentation. There is not
always time to wait for the perfect
solution. So, we grope toward it, ac-
cepting some risks. We place a high
premium on close cooperation and a
flow of information among equals,
and, above all, we are willing to see
institutional change come about in
many forms. We have had to try to
move more and more decisionmaking
out into the field, recognizing that co-
ordination of programs cannot all be
achieved by Federal action. The bene-
fits of decentralization, however, must
be accompanied by the costs of anom-
alies, diversity, inconsistency, and
even downright error. But deep-
rooted social and economic problems
arc complex in nature and cannot bc
attackccl by simple-rnindcclj singlc-
shot approaches.

In his report to the President and
the Congress on Regional Medical
Programs, the Surgeon General set
forth at length a number of issues and
problems which face the Regional
Mcclir-al Programs. Some derive from
characteristics of the general health
setting in this country-for example,
its essentially voluntary and private
nature, the magnitude and complex-
ity of what is often termed a $43 bil-
lion industry, manpower limitations,
and rising medical costs. Others relate
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to the law itself—definition of a re-
gion, significance of disease categories,
use of advisory groups, dissemination
of information relating to advances
in diagnosis and treatment, and
others.

In time, these and other issues will
be dealt with in the public, executive,
and legislative forum. But, as I see
Regional Medical Programs in the
context that I discussed earlier—our
problem of allocating resources of
men, money, and materials—its prime
worth to our society will be in its ca-
pacity for improvement of our sys-
tem-or systems—of medical care for
the people served. Let me stress the
word “medical” because too often in
the past in this country we have used
“health” as a euphemism for medical
in view of our unwillingness to con-
front on a public level the problems of
medical care.

By now it is established that Gov-
ernment has set its face in the direc-
tion of tackling the problem of assur-
ing to all its citizens the access and
availability of high quaIity medical
care. I regard as idle the discussion
whether we mean such care is a right,
like public education, or a privilege.
The goal is clear, and if we are serious
about it, we must constantly make
painful choices as to where we will
put our moneys and equally painful
decisions on how to arrange our in-
stitutions.

1 do not anticipate that wc will
experience major trade-offs in Gov-
ernment spending between previously
well-funded activities that were of less
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public controversy—such as bio-
medical research and academic
science— and new activities designed
to finance and make available the
medical knowledge we have. How-
ever, it is also clear that extremely
high on the health agenda is the dis-
tribution of our medical knowlcdgc—
what we call the organization and
delivery problem. I think that it is in
solving this problem and in bringing
medical care to people that the Re-
gional Medical Programs potential
lies.

Medicare and medicaid alone ac-
count for over $8 billion of the
Federal expenditures of $15 billion
for health programs. They have virtu-
ally eliminated financial barriers for
the aged and have made it possible
for poor and near-poor in three-
fourths of our States to receive an
increasing volume of medical services.
These landmark laws of 1965 arc ac-
companied by others in maternal and
child health.

Ironically, many people—and es-
pecially medical professionals—are
troubled over this outpouring of
Federal funds to diminish the fi-
nancial burden of paying for medical
care, and they are rightly troubled,
because with demand for medical
care now effective, as the economists
say, the pressure is on the profession
to deliver. In addition, of course,
there is the vocalized but as yet not
cffcctivc demand of citizens not yet
covered—for example, the disabled,
the migrants, or the rural and urban
poor not eligible for medicaid. None

of us needs to be an economist to
know that when more funds are
poured into the arena for purchase,
the selling system must be more ef-
ficient or its supply must be enlarged
or the infusion of funds may simply
bc eaten up by price inflation. Debate
continues—and I am no expert—
on the extent to which medicare con-
tributed to rising medical costs, but
the rising costs are with us and there-
fore spur us to examine our system
of medical care.

Many speak of Regional Medical
Programs as a unifying focus for the
health resources of a region, linking
patient, physician, hospital, and
medical centers to provide the latest
advances of knowledge to the people
in this region. But health functions
arc a continuum, and Regional
Medical Programs will have to con-
sider the problems of distribution,
cost and organization of health care.
I would think that, because of the
tremendous scope of heart disease,
cancer, stroke, and related diseases,
the task of improving organization
and delivery of medical care through
Regional Medical Programs has to be
viewed in the context of comprehen-
sive health services and not in a nar-
rowly based disease approach.

This task will have, in the long run,
serious implications for medical cen-
ters and medical schools. The com-

fort of biomccfical research and in-
dividual case treatment or teaching
may be replaced for many by the rag-
ing controversies over medical care
costs, doctors’ fees, etc. “Interesting

medicine” may become not disease-
oriented, but the area of organizing
the system of care. Of course, another
impact, still only seen in general
terms, will be seen in the need for
production of more doctors faster.
The Presiclent’s Health Manpower
Commission recommended that we
develop economic incentives to make
this possible. Oliver Cope wrote
somewhat despairingly of this prob-
lem of medical education a few
months ago in Harper’s Ma,qa~ine. I
would hope that in time we couId
overcome his despair by respondin,q
to the prod of the Commission.

Through the National Center for
Health Services Research and DevcI-
opmcnt, Regional Medical Programs
will ,get invaluable assists through a
rising Icvel of supportin~ investiga-
tions and experiments. Another
si,qnificant actor on the scene is the
“Partnership for Health,” and I guess
we still have to establish with more
clarity how we want this experiment
to tie in with Regional Medical Pro-
grams. There is a tendency to regard
this program as just another State
support pro,gram. This is an error in
judgment, and you will find that it is
regarded here in Washington as a
piIot program of some significance. It
is a major breakthrough in changing
the proclivities of professionals and
their executive and legislative sup-
porters to opt for narrowly-based
categorical protgrarns. There is a scri-
ous effort afoot in this town to create
more manageable packages which
permit the local private and public
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rnent to establish priorities of na-
tional significance.

In the Budget Bureau we have read
with considerable interest the Sur-
geon General’s priority statement for
Partnership for Health issuccf in No-
vember. This priority statement is
very topical, and I suggest that it has
great meaning for many of you. This
statement establishes three budget
priorities that are relevant to Re-
gional Medical ProSrams:

First: The rc{l uirmnrmt for corn-
prchcmsivc health car-c, directed to
individuals and families, not dis-
eases;

Second: Improvement of the
health status of the indigent; and

Thir(] : Us{: an{l lrairli]l~ of
nei,qhl)f)rtjcxxi r(:si{ll:nts ar]fl in-
volvement of neighborhood resi-
dents in planning and implementa-
tion of health projects.

I would only bore you were I
to recite statistics about the health
status of the poor. The evidence of
unusual cfiscase and hi,qh prevalence
of ill health identifies them as a high-
riskpopulation. While the middle and

upper ciasses in this opulent societY
havea malaiseand uncertainty about
their own lives, the health status of
the poor is part and parcel of that
complex callecf poverty which is
much greater than just lack of in-
come. It is what Colin lvfcLeod, in
his recent AAMC address, eloquently
called “the lack of hope that one can
ever rise beyond the despair of being

f(Ir(.v(.r ;t Il(,w(,r(jf wf)(xl :In(l :1flr:~w(.r
of water; it is llLCclcsl}:lir cJ1’b(:irlg ui)-
ablc to aspire to the expression of his
potential as a human being; it is the
despair of having no future except
that of mean survival in misery
loaded enclaves surrounded by an
opulent society.”

There has now been mounted in
the Office of Economic Opportunity
a program by the “medical radicals,”
as Marion Sanders calls them, of
Neighborhood Health Centers. To-
day, 46 ccntcrs are in operation
or to Ix funded, ancl medical schools
at all Irwcls arc in the business. This
is more than an incidental change in
attitude. It is recognition that the Na-
tion’s health business lies in making
medical care available to all, and the
r[)lc of rncclica] sc]iools and ccntcrs is
cr-(wial in this. May f, as a layman,
suggest that heart, stroke, cancer, and
related diseases-significantly related
or not—will be found among the
poor in the neighborhood health cen-
ters. Undoubtedly, many medical
schools arc or will be deeply involved
in both Regional Medical Programs
and neighborhood centers and both
programs should profit from each
other.

If I am right that Regional Medi-
cal Programs has not been sufficiently
concerned thus far with the problems
of the poor, I can cxtcncl this lack of
concern to the cities generally. Not
that I ignore the rural poor. The
Breathitt Commission reminds us
most forcibly that urban poverty has
deep roots in rural poverty. But the

. . . .
(’1’[s1s of 111(! (.11 [(% Is ;1 111111),1!1 I’(w)(llc(!s

crisis w]cl tl}c cities arc wlmrc we will
find most starkly the poverty of which
Colin McLeod spoke.

For too long our society has in-
vested resources in only the physical
aspects of the city, but the Model
Cities program is ample testimony
that human and social needs are the
dominant theme today. Sixty-three
cities have been selected for first
generation grants under this top
priority program, designed to im-
prove the c{uality of urban life, de-
clared by Con~rcss to be the most
critical domestic problcm facing the
United States. These 63 cities now
have the initiative by law to develop
programs for selected neighborhoods
so as to remove or arrest blight and
decay, to make markccl progress in
rcxlucin<g social and educational dis-
advantages, ill health, underemploy-
ment, and enforced idleness, and to
provide educational, health, and
social services necessary to serve the
poor in the Model City area. You
should bc aware that this is a pro-
gram run through the Department of
Housing and Urban Development,
but that HUD places primary reliance
on other agencies for evaluating the
human resources program proposaIs
of these Model Cities plans.

The Model Cities program, born in
the inspiration of a few, dealing with
the institutional arthritis of Federal,
State, and local bureaucracies and
frustrated by the professionalism in
health, education, and welfare, may
yet turn out to be our boldest experi-

III(SIII. 1{(.~i[)r):tl M(xli(:tl Progr:i])ls
tries to develop, on the basis of local
initiative, new institutions and tech-
niques to solve health problems. In
a sense, Model Cities is Regional
Medical Programs writ large upon
the total human resources scene.

The Model Cities program has an-
other lesson for Regional Medical
Prog~ams—the necessity of citizen
participation in program develop-
ment and his access to the decision-
making process. There are many roles
which we can attempt to define as
being logical and cffectivc for the
private citizen in health affairs. Hos-
pital trustee or planning body mem-
ber are obvious roles. Not so obvious
and perhaps somewhat more nebu-
lous is the role of the private citizen
as a member of the board of direc-
tors of a regional medical program.
I know many of you are thinking
about this role of the citizen which,
incidentally, would parallel the con-
sumer representation found in the
Partnership for Health program. In
any case, the nonprofessional role in
planning a regional medical program
warrants expansion and the com-
munity members, to play this role,
will have the responsibility for asking
a number of unpleasant questions
about the quality of the medical care
in a re<gion,the availability and acces-
sibility of comprehensive health serv-
ices, or the usefulness of Regional
Medical Programs in inhibiting the
rate of cost increase in medical care.

May I suggest, however, that there
is another consumer role which must
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be considered. It is an inevitable role
if human resources programs are to
reach the people whom they are de-
signed to serve. I am speaking here
of the citizen in the neighborhood who
will not be satisfied with past patterns
of consumer representation, but
wishes rather through neighborhood
organizations to make his views
known. The requirement of partici-
pation of the citizens in the neighbor-
hood in determining the programs
which serve them is found increas-
ingly in Federal law, Model Cities
and Office of Economic Opportunity
being only highlight examples. The
prescription of the participation may
vary in differing statutes as may its
administration in practice. But one
thing is certain: The voice of the
citizen consumer will be heard at the
grassroots level in the deliberations
affecting his future.

The need of community involve-
ment and citizen participation is un-
familiar to the medical profession,
which has survived a long time in
this country under the slogan, “You
are the doctor.” But Paul Ylvisaker
very astutely pointed out at last year’s
conference in this hotel that the
Regional Medical Programs has too
narrow a professional base, and he
stated that, if the health professions
do not become consumer oriented,
“within 2 years your medical schools
will be picketed by a combination of
the American Mayors Federation and
CORE. And I” wonder,” he said, “if
your medical faculties are ready for
that cxpcricnm.”
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Not too long ago Public Broadcast
Laboratories televised the sharply
polarized views of the police and the
militant Black Power advocates re-
,qarding law enforcement by po]icc.
It was a fairly chillin~ cxpcricncc for
the advocates of moderation. But I
found provocatively thoughtful the
minister from Atlanta who calmly
told a nationwide auclicncc that all
our social. cclucation, and health ef-
forts were’hampered ky an essentially
negative attitude of Americans to.
ward the poor and the Negro. If we
expect human resources programs,
including Regional Medical Pro-
grams, to realize their investment po-
tential to serve human beinm. the
professional’s attitude must ~e’ onc
that not only permits him to help
the poor and Negro, as hc clid in the
past eras of social Ieqislation, but also
motivates him to urge their involve-
ment and give them access to the de-
cisionmaking process. That is our
,goal in Model Cities, Office of Eco-
nomic Opportunity, and Partnership
for Health. It shoulcl IX no less in
Regional Medical Programs,

May I thank you for this op-
portunity to be present at this Con-
ference, ”and wish you well in your
endeavors.



REMARKS

Horrorablc ?vfc]vin R. Lair-cl
M(!rrll)cr’, U.S.Ilousc 0/

R[!/)r(.~(,rll(ltir~c’.T
,$’t(lte ()/ Wi\c07/.fi7l

i

I came hem to learn, and I have
bccm listening to the morning ses-

sions \vith a ,grcat deal of interest.
It is trrrc tliat I have scrvccf on
the Health, Education, and WCl-
fare Appropriations Committee ever
since this department was created,
workin~ very closely with the gentle-

man on the other side of the aisle,
John Fo~arty, who was my closest and
cfcarrxt friend in the Corqy-css. Wc
had a very great association together
for some 16 years.

I lmo\v that he would be proud of
tl]c proryss that the RcSional lvfcdi-
rai l’rc~qra}il ]]as Ir]afl[: ill :1\f{ly shorl

period of tirnc. And the fine report
on this conference which I was privi-
lcScd to hear from you, Doctor, I
think speaks well for this program.

When wc made the first appropri-
ation for this program, of course, we
were conccrncd about the delivery of
the research benefits \vhich wc had
funded at an ever increasing rate for
a period of some 12 to 13 years, the
delivery of these research benefits and
research findings to a limited num-
ber in the medical manpower field.
But the purpose of this program was

to sec that mcclical scrviccs in the
hands of a very limited medical man-
power group could cyt to patients in
lI]c various rcqions of our country
and the usc of this lneclical manpo\vcr
rotild lx: a f[]ller IN:, f~lllcr lltiliza-
(iOII) II1OIT (.(f’(:ctivc.

lk(aIIs(:, :M \vc lv(’]]1 forward into
tlIe future, \vccoul(] scc that it \vasn’t
just a (lucstion of cloctor shorta~cs,
hut it was a question of shortages in
every area of medical manpower.
And LII(: Rc,qional l’rograrn could
1]1OVCin the direction of ltlakirr~ bet-
ter usc of the lirnitcd sLIpply which
wc had on hand and which we fore-

HONORABLE MR. LAIRD

saw for the decades of the seventies
and eighties.

And I think the progress that has
been made that has come from these
discussions and your report, Dr.
Cog:cslmll, on the work that 11x Sonc
on Ilcr(: at this cm) fcrc[lcc snows that
this prograt]l is finally gctling started.
It has got a long way to go, but at
least, you arc defining the problcm.

x L.. ., .:{.
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APPENDIX 1

CONFERENCE-WORKSHOP
PROGRAM

THEME: ISSUES FOR REGIONAL MEDICAL PROGRAMS
IN THE IMPROVEMENT OF HEALTH CARE

WEDNESDAY, JANUARY 17

8 a.m. REGISTRATION Concourse

FOCUS ON THE ISSUES

8:30-10:30 a.m. PLENARY SESSION InternationalBallroom West

Chairman: STANLEY W. OLSON, M.D.,
Chairman, Coordinators’ Steering Committeeand
Coordinator,TennesseeMid-South Regional Medical Program
Quality and Availability of 1-IealthCare for Heart Disease, Cancer, Stroke,

and Related Diseases in the Future as Rc!atcd to:

● Science and Service
CARLETON CHAPMAN, M. D.,
Dean, Dartmouth Medical School,
Hanover, N.H.

a Regionalization
LESTER 13RESLOW, M. D.,
Professor of Health Administration and Chief,

Division of I Icalth Scrviccs,
UCLA School of Public IIealth
Los Angeles, Calif.

. Development of Personaf Health Service
DWIGHT L. WILBUR, M. D.,
President-Elect,
American Medicaf Association,
San Francisco, Calif.

11 a.m.–l2 Noon PLENARY SESS1ON (continuccl) International Ballroom West

Chairman:
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Ouafitv and AvaiIabiIitv of Health Care for Hear-t Disease. Cancer. Stroke.
and Related Diseases ‘in the Future as Related to:

● The Population

RCWF, R [). l; Cl; I\lU<(;, M. I}.,

1)<., !,1, S,,l)<, <,1<,1 Ll<.cliti,w,
[Jtliwrsi(y tJScNtti IrIII (L~lil,wlli.!,
Los Angclcs, LLdif,

Panel: RAY E. TRUSSELL, M. D.,
Director, School of Public IHealth and Administrative Medicine,
Columbia University,
New York, N.Y.

FRANK P. LLOYD, M. D.,
Director, Mc dical Research,
Methodist Hospital,
Indianapolis, Ind.

AMOS JOHNSON, M.D
Garland, N.C.

12 Noon–6 p.r.. DEMONSTRATIONS—-EXI-I IBITS Tcrracr

Special demonstrations and exhibits which reffect regional and other related activities
have been arranged and will be opened and manned during this period.

See Appendix A of this printed program for listing of demonstrations and exhibits
and their locations.

1:30-3:30 p.m. SERIES I—PAPERS ON REGIONAL ACTIVITIES AND IDE.AS

Sclcctccl 15-minutes papers presenting high] i~hts of regional activities and ideas
now being developed in the rc,qions will bc prrsentcd on thr followin~ sch~dul[: ill
arljacent rooms permitting and encouraging mmfcrccs to develop a prcsckztcd schcdulr
so that they can move from room to room at 20-minute intervals to hear those papers
in which they have the most related interest:

Star!ing
tire? Meetin,g room.r on concourse [cud

1:30 I’:lpers 1 7 I3 1!1 y,? :+()[;

1:.50 l’;lpcrs 2 {J 14 20 26 :X)( :
2:10 Papers 3 9 15 21 27 “
2:30 Papers 4 10 16 22 28 “
2:50 Papers 5 11 17 23 29 “
3:10 Papers

~
12 18 24 30A “

See appendix B for detailed listing of papers, speakers and room location.

3:45-5:15 p.m. SESSION I—DISCUSSION GROUPS

Insofar as possible, discussion subjects tare related to preceding papers and in some
cases paper presenters are included as discussants.

TOPIC A
TOpIC B
‘1’01’[(: (:
‘1’01’1(: 1)
‘1’01’1(: 1~,

SIX Appct]dix

“Health Manpower—The Commission Report”
“Rc~ionalizatiOn”
“UrlJ;lll l’rol~lc]]ls’”
“1:’,l :11,.,1 I:c.,l<.r,!l I’I<,,;,,I,!,Y”
“1 l(.;ll[1, S<.lvi<ls [<,.><.,!,<.1)”

C Ior Iisti[)g 01 participants and rool)l Jocatiol).
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THURSDAY, JANUARY 18

REGIONAL MEDICAL PROGRAMS INTO ACTION

8:30-10 a.m. PLENARY SESSION International Ballroom West

Chairman: ROBERT G. LINDEE,
Co-Chairman, Conference-Workshop on Regionaf Medical Programs,
Assistant Dean, Stanford University School of Medicine,
Palo Alto, Cafif.

Division of Regional Medical Programs Reports on:

● Progress and Issues
ROBERT Q. MARSTON, M. D.,
Associate Director, National Institutes of Health, and
Director, Division of Regional Medical Programs.

s A New Emphasis
ALEXANDER M. SCHMIDT, M.D. (presenter),
Chief, Continuing Education and Training Branch,
Division of Regional Medical Programs.

RICHARD F. MANEGOLD, M. D.,
Associate Director for Program Development and Research,
Division of Regionaf Medical Programs.

● Operations Research
ROBERT BUCHER, M.D. (presenter),
Dean, Temple University School of Medicine and
Consultant to the Division of Regionaf Medical Programs.

JACK HALL, M.D.,
Director of Medical Education,
Methodiit Hospital, Indianapolis, Ind., and
Consultant to the Divkion of Regional Medical Programs.

HERBERT P. GALLIHER, Jr., Ph. D.,
Professor of Industrial Engineering,
University of Michigan, and
Consultant to the Division of Regional Medicaf Programs.

MAURICE E. ODOROFF,
Assistant to the Director for Heafth Data,
Division of Regional Medical Programs.

10:30-12:30 p.m. PLENARY SESSION International Baflroom West
(continued)

Chairman: JOHN A. GRONVALL, M.D.,
Co-Chairman, Conference-Workshop on Regional Medical Programs,
Associate Director and Associate Dean,
University of Mississippi Medicaf Center,
Jackson, Miss.

A Nationaf View of New Developments in:

● IIeart Disease
DONALD S. FREDRICKSON, M. D.,
Director, National Heart Institute,
National Institutes of Health.

● Cancer
KENNETH M. ENDICOTT, M.D.,
Director, National Cancer Institute,
Nationaf Institutes of Health.

● Stroke
RICHARD L. MASLAND, M. D.,
Director, National Institute of Neurological Diseases and Blindness,
National Institutes of Health.

12 :3M p.m. DEMONSTRATIONS—EXI IIBITS Terrace

Special demonstrations and exhibits which reflect regional and other related activities
have been arranged and will be opened and manned during this period.

See Appendix A of this printed program for listing of demonstrations and exhibits
and their locations.
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1:30-3:30 p.m. SERIES II—PAPERS ON REGIONAL ACTIVITIES AND
IDEAS

Selected 15-minute papers presenting highlights of regional activities and ideas now
being developed in the regions will be presented on the fol[owing schedule in adjacent
rooms permitting and encouraging conferees to develop a preselected schedule so that
they can move from room to room at 20-minute intervals to hear those papers in which
they have the most related interest:

Starting
time A4eefinE roomr on conrourse level

1:30 Papers 31 37 43 49 55
1:50 Papers 32 38 44 50 56
2:10 Papers 33 39 45 51 57
2:30 Papers 34 40 46 52 .58
2:50 Papers 35 41 47 53 59
3:10 Papers 36 4’2 48 54 60

See Appendix B for detailed listing of papers, speakers and room location.

3:45-5:15 p.m. SESSION II—DISCUSSION GROUPS

Insofar as possible, discussion subjects are related to preceding papers and in some
cases paper presenters are included as discussants.

TOPIC F “Continuing Education and Training, For What?”
TOPIC G “Data Collection and Registries”
TOPIC H “Hospitals”
TOPIC 1 “Community Involvement”
TOPIC J “Operational Program Development”

See Appendix C for listing of participants and room location.

FRIDAY, JANUARY 19

8:30-10 a.m. PANEL DISCUSSIONS

To permit the conferees to relate the presentations on Heart Disease, Cancer, and
Strnke given at the Plcnmy Session on Thursday morning, and participate in a dis-
cussion of their relationship to Regional Medical Programs, three concurrent panels
are schedufed:

HEART DISEASE Lincoln Rnom

Chairman: JESSE EDWARDS, M. D.,
President, American Heart Association,
Charles T. Miller Hospital,
St. Paulj Minn.

Panel: THEODORE COOPER, M. D.,
Associate Director,
National Heart Institute,
National Institutes of Health.

SAMUEL M. FOX III, M. D.,
Chief, Heart Disease Control Program,
National Center for Chronic Disease Control,
Bureau of Disease Prevention and Environmental Control.

WILLIAM LIKOFF, M. D.,
President, American College of Cardiology,
Hahnemann Medical College,
Philadelphia, Pa.

CAMPBELL MOSES, M D ,
Medical Dwector,
Ameriean Heart Association,
New York, N.Y.
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CANCER Thoroughbred Room

Chairman: SIDNEY FARBER, M. D.,
President-Elect,
American Cancer Society and Director of Research,
Children’s Cancer Research Foundation,
Boston, Mass.

Panel: MICHAEL J. BRENNAN, M. D.,
Scientific and Medical Director,
Michigan Cancer Foundation,
Detroit, Mich.

JUAN DEL REGATO, M.D.,
Director,
Penrose Cancer Hospital,
Colorado Springs, CO1O.

KENNETH M. ENDICOTT, M. D.,
Director,
National Cancer Institute,
National Institutes of Health.

GUY F. ROBBINS, M. D.,
Director of Planning,
Memorial Hospital for Cancer and Allied Diseases,
New York, N.Y.

STROKE Hemisphere Room

Chairman: NEMAT BORHANI, M. D.,
Professor of Internal Medicine and Chairman,
Department of Community Health,
University of California School of Medicine,
Davis, Calif.

Panel: RICHARD L. MASLAND, M. D.,
1lircctor, National Institute of Neurological Diseases and Blindness,
National Institutes of Health.

CLARK H. MILLIKAN, M.Es.,
Consultant in Neurology,
Mayo Clinic,
Rochester, Minn.

WILLIAM A. SPENCER, M. D.,
Director, Texas Institute for Rehabilitatioll aIld Research,
I Iouston, ‘lcx.

JAMES TOOLE, M.D.,
Professor and Chairman,
Department of Neurology,
Bowman Gray School of Medicine,
Winston-Salem, N.C.

SUMMING UP AND LOOKING AHEAD

10:30 a.m.–l2 Noon PLENARY SESSION International Ballroom West

Chairman: PAUL D. WARD,

Incoming chairman, Coordinators’ Steering Committee, and
Coordinator, California Regional MedicaI Program.

● Conference-Workshop Summary of Issues

LOWELL T. COGGESHALL, M. D.,
Vice President Emeritus,
University of Chicago.

● Address by . .

IRVING LEWIS,
Deputy Assistant Director,
Bureau of the Budget,
Office of the President.

● Closing Remarks by

PHILIP R. LEE, M. D.,
Assistant Secretary for Health and Scientific Affairs,
U.S. Department of Health, Education, and Welfare.

12 Noon ADJOURNMENT

APPENDIX A

LISTING OF DEMONSTRATIONS AND EXHIBITS

WEDNESDAY, JANUARY 17, 1968

THURSDAY, JANUARY 18, 1968

12 Noon–6 p.m. DEMONSTRATIONS—EXHIBITS

Special demonstrations and exhibits which reflect regional and other related activities
have been arranged and will bc opened and rmmned during this period. The following
list indicating location on Terrace Level or in Park Suite Rooms includes number
or letter of exhibit, tbe name of thr exhibitor, and some descriptive information on
each exhibit.
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TERRACE LEVEL

[Exhibit No.] and exhibitor Description and (exhibit contact)

[1]
Greater Delaware Valley Maps and charts depict the need and method for
Regional Medical Program subregionalization of a “mega-region. ” (Mr. Ward

Bendey)

[2]
Western New York A 4-panel display of how a region is acting to improve
Regionaf Medical Program patient care. (Mr. Anthony Zerbo)

[3]
Missouri Regional A dual display. One includes photographic panels
Medical Prozram illustratin~ various oocrational rmoiects now under-

way in t~is region. ~he other ‘is ~ scafc mndel of
the comprehensive medical care facility now being
built in Smithville, Me., the site of onc project.
(Miss Annette Eberley)

[4]
Tennessee Mid-South 3-panel display of nursing care showing how efforts
Regional Medicaf Program of physicians and nurses for superior care can be

achieved by verticaf organization as opposed to the
fragmenting effects of horizontal organization.
(Dr. Stanley Olson)

[5]
North Carolina Regional A cooperative exhibit indicating data on acute coro-
Medicaf Program and nary Occluslon from 44 hospitals in North Carolina.
Commission on Professional (Dr. Vkgil SIee)
and Hospit id Activities

[6]
Colorad@Wyoming Regional A dual exhibit. One section is an exhibit which indi-
Medicaf Program cates development of this program. Combined with

this will be a videotape presentation showing how
this program plans to use videotape units for con-
tinuing education. (Mr. Robert Vestal)

[7]
Heart Disease Control A dual exhibit. One is a descriptive display of the type
Program of National Center of work done in the Standardization and Rcfcrcncc
For Chronic Dismse Control Laboratories of this program and location of the

laboratories Pm-ticipating in standardization pro-
grams for drugs used in treatment of heart disease.
The other is a display of computer analysis of
electrocardiograms. (Dr. Gerald Cooper)

[Exhibit No.] and exhibitor Description and (exhibit contact)

[8-9]
Rochester Regional Medical Models of various available types of coronary care
Prom-am in Conjunction With units, includin~ that in operation in this Regional.
the Heart Disc.ase Control Program. (Mrs~ Jane Ha~en)

..

Program of National Center
For Chronic Disease Control

[10]
Cancer Control Program of Entitled “Stop Oral Cancer,” this visual exhibit high-
National Center For Chronic lights special forms of detection and treatment of
Disease Control this type of cancer. (Dr. Richard L. Hayes)

[11]
Rehabilitation Services A 4-panel display describing the services of vocationa I
Administration rehabilitation. (Mr. Tom Brubeck)

[12]
National Heart Institute of Detailing some related programs of the Institute,
the National. Institutes of this exhibit will emphasize its coronary drug project
Health to evaluate lipid-Iowering drugs in acute coronary

disease. (Mr. Donald BradIev)

[13]
Washin~ton-A1aska Regional An exhibit designed to explain this program and by
Medical Program a special device provide the opportunity to identify

the mort ality rate in the three categorical disc ases
in the various parts of the State of Washington and
compare the m. AISO included is an arrhythmia
simulator which permits physicians to test them-
selves in diagnosis and treatment of acute cardiac
problems. (Mrs. Marion Johnson)

[14]
North Carolina Regional An exhibit detailing the stroke control program now
Medicaf Program in Conjunc- underway at the Bowman-Gray School of Medicine.
tion With the National (Dr. James Toole)
Institute of Neurological
Diseases and Blindness of the
National Institutes of IHealth

[15]
Intermountain Regional A 7-part exhibit including a description of this
Medical Program program; description of use of highly portable

videotape recording systcm; illustration of this
region’s rffnrt to cstnblish a “re~cncrativr” con.
tinuin~ [.duc:ltion program; cxatnplcs of Or~aniz:l-
tional planning; visualization of importance of two
types of data collection; and demonstration of
scope and Incthod of this Region’s two-way radio
m twork. (Mr. Charles Akerlow )
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[Exhibit No.] and exhibitor Description and (exhibit contact)
t;,,,

I

I

[Exhibit No.] and exhibitor Description and (exhibit conhct)

[Ifi]
Nationxl Institlj~c {If NclJr<}- t~xllil]it cnnsisLs uf inforttl;llinn ~l[lci:1 l]lap indic:lling
logical Discues and l~lindncss lIIc location of Stroke I<cscarch Center, Training
of the Nationaf Institutes of Programs and Aneurysm Studies established and
Health underway throughout the country. (Mr. Robert

Hinkcl)

[17]
National (;ancrr lnstitutc of An exhibit rlernonstr:iting the ;Ictivitics and location
tllr NJltior]:!l ltlstitlllcs {If nf (;:lnrxr l<(w:,rcl, ( klltus ami (;linic;tl (.; ;ttlr.er
I Jctilth ‘~raining Ccntms established and underway through-

out the country. (Mrs. Pauline Wall)

[18]
Bureau of Heafth Manpower A 3-panel exhibit describing the organization, function

and activity of this Bureau and its relationship to
the delivery of hcaith cw-c. (Mr. Wayne M. Bard)

[19]
American Cancer Society A visual display of professional educational printed

materials related to various types of cancer. (Mr.
Wafter James)

[20]
—

Chronic Rwpiratory Disease Materials describing diagnosis, treatment, and related
Control Program of the activities in emphysema and chronic bronchitis will
National Center for Chronic bc displayccf and available, (Mrs. Shclic I.cng-cl)
Disease Control

[21]
American Heart Association Materiafs detaifing the activities of th~ Association as

they relate to Regionaf Medicaf Programs and an
example of how a State asstiation is working with
one Regionaf Medicaf Program tiff be available in
thk efilbit area. (MM Placide Scluieverj

[22]
Iowa Regional Medical Diagrams showing interrelationship between this pro-
Program gram and health planning groups in the region.

(Dr. Willard A. Krehl) I
[23]

lmuisiarm Regional Medirnl l)i.spIay inclucics original drawin~ for slide prc..cnta-
I’rof:ralt) tinn (Irscril)ill}: tlIr (Icvclopl]lcl)t ;In(l :u:tivitics {Jf

tl]is ]nx)Hr;IIII.(I)r. J. A. Sabaticr) I
[24]

Office of Program Planning This exhibit of maps developed by computer shows
of the Surgeon Generaf census data by smalf geographic area for possible usc

in Regional Medical Program planning. (Mr.
James King, Jr.)

[25]
Mountain States l<c~ionai A visual rlcscription of the usc of questionnaires to
Medical Progrnm ~ain plannin~ information and data from the region

for usc in developing this program. (Dr. Alfred
Popma)

[26]
West Virginia Regional A visuaf explanation of initiaf activities and peopIe
Medical Program concerned in the development of the planning phase

of this program. (Dr. C. L. Wllbar)

U27]
Division of Medicaf Care A 3-panel exhibit visualizing automated mtdtiphasic
Administration of the Bureau screening ranging from patients themselves to the
of I-Iealth Services use of the computer. (Miss Grace Osgood)

[28]
American Medical Association Exhibit visualizes the area-sof responsibility, available

resources, and other health organizations that
shoufd be involved with Regionaf Medicaf Programs.
(Dr. Howard Dean)

[29]
Division of Regional Medical The standard exhibit currently being used at large
Programs national meetings and a newly developed smaller

c asily transportable and usable replica to be made
available for smaller local, area, and regional
meetings on request. (Mr. Frank Karel III)
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[Exhibit No.] and exKlbitor Description and (exhibit contact)

[30]
Veterans Administration This exhibit visualizes the long-range VA hospital

replacement and relocation program, providing
some idea of future facilities that should be included
in regional planning. (Mr-. Howard Armstrong)

[31]
Michigan Regional Medical Describing “Project Echo” (Evidence for Commrmity
Program Health Organization), this exhibit visually details

an on-going environmental appraisal and inter-
views to assess current health status and needs of the
population of this region. (Mrs. Betty Tableman)

PARK SUITE ROOMS

[Exhibit letter] ,oom exhibitor Dewri@on and (exhibit contact)

[A] Bancraft Room
California Regional Medical Display portion portrays the development of this pro-
Program gram in the new University of California School of

Medicine at Davis. The demonstration section shows
the medical television programs being carried out
at the University of California, Los Angeles. (Harry
O. Bain and Dr. Donald Brayton)

[B] ChevyCha.reRoom
Kansas Regional Medical Specially selected slide presentation of elcrnents of this
Program program designed to be used to inform and encourage

cooperation of various groups within this region.
(Dr. Charles Lewis)

[C] Chtuy Chase Room
OkIahoma Regional Medical A demonstration of the U.S. Air Force Computer-
Program Based Worldwide System for Continuing Medical

Education—as adapted to the Oklahoma program.
(COI. Owen G, Birtwistle)

[D] DuPontRoom
Greater Deiawzwe Valley A presentation of the systems analysis approach to
Regional MedicaI Program planning as utilized in this region. TO BE PRE-

SENTED ON THURSDAY ONLY. (Dr. G.
Angelides)

[E] ~i$orz ROOrn
Wiscnosi]] I<r):inlul] Mc{lir;il ( I )’1’1,, (Iisl)l.ty l,<,,li,,,, SI!iww1[1, wrm,,i,,~ ,Iw<l,;lrli.i,,,
l’l(>gr.1111 I:+<.(I ill II]is lm~~r;l!ll :IS :L l>:wis I(J[ tlt.cigio,]tll;ll{itl~

on ckmcnts of opcr2ti0nal progra!ns. (’2) ‘~he demon-

stration portion ccwcrs the Dial Accms Medical
Library Service now in operation in this region.
(Mr. Roy Ragatz)

[Exhibit letter] room cxftibitor Demri@ion and (exhibit contact>

[F] Farrag.t Room

National Library of Medicine A demonstration of the medical television system in
operation from the Audiovisual Center of the
National Library of Medicine in AtIanta to affiliated
hospitals in various parts of the city. (Mr. John
ArzvIe King)

[G] Jackson Room
National Naval A demonstration of the development and use of
Medical Center audiovisual materials in medical education.

(Ensi~n T. Gaibreath)

[H] Kakmnna Room
Clinical Center of the A 15-minute film demonstrating the automated
National Institutes computerized clinical laboratory of the clinical
of Health center and the possible application of such a system

to hospitals on a regior-d basis. TO BE GIVEN
ONLY AT 3 P.M. WEDNESDAY AND THURS-
DAY. (Dr. George Z. Wllliarns and Dr. John
Otis)

[1] Indefiend.nc. Room
Division of Nursing Preliminary information and examples of instruc-
of Bureau of IHealth tional systems for training nurses for intensive
Manpower coronary care units and open heart surgery. Based

upon educational projects sponsored by the Division
of Nursin~ at Presbyterian-University of Pennsyl-
vania IIospital by Dr. Laurence Melezer and at
Ohio State University by Rita Chow. (Miss Florence
Reynolds)

APPENDIX B

LISTING OF 15-MINUTE PAPERS
ON REGIONAL ACTIVITIES AND IDEAS

PAPERS BY ASSIGNED NUMBER

WEDNESDAY, JANUARY 17, 1968

rap

,No “1,![,-, ,4t///tw,dml (f ,-!!tot, )

1 “1 Iealth Evaluation Studirs Utiiizing a Multiphasic Screen-
ing Center Operating in (lmpcration with a Cornprehcn-
sive I-Iealth Care Program for Persons in an Urban Poverty
Area.” LLOYD ELAM, M.D. (Tennessee Mid-South)

“[,,,,< <,!,,[[()(<,ltw

I :30 p.m.
Lincoln Room
East
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Paper
NO. Tdle, author, and (re~ion) Time and Iocalion

2

3

4

5

6

7

8

9

10

11

12

13

14

15

“Provision of Optimu rn Clinical Laboratory Scrviccs for
3,()()(),()()0 I’ropl c.’” [) AVII} SEI,IGSON, M.]). (Con-
necticut )

“Biochemical Scrccning in Missouri.” JAMES T. PACKER,
M.D. and HUBERT J. VAN PEENEN, M.D. (Missouri)

“A Regional Utilization, Patient Information and Statistics
Systcrn.” JOIHN D. TIHOMPSON (Connecticut)

“F1anncr IIOUSCMultiphasic Scrccning Program.” 1IAR-
VEY FEIGENBAUM, M.D. (Indiana)

“Ex~riment to Test and Implement a Model of Patient
Care in Hospitals.” LUTHER CHRISTMAN, PH. D.
(Tennessee Mid-South)

“The Usc of a Multi-Media Approach to Enhance the Learn-
ing of I-Icalth Scicncc Personnel.” WILLIAM G.
COOPER, M.D. (Colorado-Wyoming)

“USC of a Telephone Network for Continuing Education.”
RICHARD H. LYONS, M.D. (Central Ncw York)

“Communication Research Unit.” WILLIAM STEPHEN-
SON (Missouri)

“Community Information Coordinator.” WARD L.
OLIVER, M.D. (Albany, N. Y.)

“Dcvclopmcnt of Rcccptivc Attitudes Toward Ncw Ideas.”
JO] IN S. GILSON, M.D. (Intcrmountain)

“The Impact of RMP on Hard Core Poverty Areas.”
PAUL D. WARD (California)

“The flolc of the Voluntary I-icalth Agencies in the Regional
Medical Program in Iowa.” WILLARD A. KREHL,
M.D. (Iowa)

“Small Community Planning. “ ‘1’ASKIH< K. ROBINET’~li
(Washington-Alaska)

“Coordination of Comprchcnsivc Health Planning and
Regional Medical Program Activities in Western Penn-
sylvania, 1%7.” E. WAYNE MARTZ, M.D. and
lHOWARD HOUGIi (Western Pennsylvania)

1:.50 p.m.
I,itlroltl 1{00111
Last

!?:10 p.m.
Lincoln Room
East

2:30 pm.
Lincoln Room
East

2:50 p.m.
Lincoln Room
East

3:10 p.m.
Lincoln Room
East

1:30 p.m.
Lincoln Room
West

1:50 p.m.
Lincoln Roonr
West

2:10 p.m.
Lincoln Room
West

2:30 p.m.
Lincoln Room
West

2:50 p.m.
Lincoln Room
West

3:10 p.m.
Lincoln Room
West

1:30 p.m.
Military
Room

1:50 p.m.
Military
Room

2:10 p.m.
Military
Room

Paper
NO. Title, author, and (region) Time and location

16

17

18

19

20

21

22

23

24

25

26

27

28

“Complcn]cntary Relationship Between Iowa Regional
M(.dic;ll l’ro~r;~lll—(~oll~]>r{’11(’r~siv<-1[calth Planning and
Voluutary Co,llprchcnsivc I lcalth Planning: A Necessary
Accomplishment.” JOHN C. BARTLETT, M. A., LL.B.
(Iowa)

“Problems in Developing the Role of Medicaf Schools in
a Regional Medicaf Program.” VINCENT dePAUL
LARKIN, M.D. (New York Metropolitan)

“The Role of a School of Public Heafth in a Developing
Regional Medical Program.” EDWARD COHART,
M.D. (Connecticut)

“ Watts-WiIlowbrook Regional Medical Program.”
DONALD J. BRAYTON, M.D. (California)

“Council of Regional Planning Directors and Administra-
tors.” JOSEPH J. MASON, JR. (Alabama)

“Development of Relationship Between the Medical As-
sociation of the State of Alabama and the Alabama
Regional Medical Program.” J. O. FINNEY, M.D.
(Alabama)

“The Sub-Regional Concept and Liaison Staff.” WILLIAM
C. SPRING, JR., M.D. and WARD BENTLEY (Greater
Delawme Valley)

“The Delineation of Sub-Regionaf Heafth Service Areas
as a Basic Step in Regionaf Medical Planning.” CONRAD
SEIPP, M.D. (Connecticut)

“Regional Advisory Group and RevicW Process.”
C1-IARLES E. LEWIS, M.D. (Kansas)

“A Proposed Circuit Postgraduate Pro~am in Heart Disease,
Cancer, Stroke and Related Diseases in the Oregon
Region.” M. ROBERTS GROVER, M.D. (Oregon)

“The Information and Education Resource Support Unit.”
JOHN N. LEIN, M.D. (Washington-Alaka)

‘‘ Uhusual Procrams for Continuing Education of Physicians
at Grassroo& Level.” C. L. WI~BAR, JR., M.D’. ‘(West
Virginia)

“Community-Centered Continuing Medical Education.”
C. HILMON CASTLE, M.D. (Internmoutain)

2:30 p.m.
Military
1{00111

2:50 p.m.
Military
Room

3:10 p.m.
Military
Room

1:30 p.m.
Hemisphere
Room

1:50 p.m.
Hemisphere
Room

2:10 p.m.
Hemisphere
Room

2:30 p.m.
Hernispherc
Room

2:50 p.m.
Hemisphere
Room

3:10 p.m.
Hernisphcrc
Room

1:30 p.m.
Thoroughbred
Room

1:50 p.m.
Thoroughbred
Room

2:10 D.in.

Thor&rghbred
Room

2:30 p.m.
Thoroughbred
Room
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29

30A

30B

30C

“Survey of Continuing Education of the Physicians in 2:50 p.m.
Metropolitan Washington.” THOMAS W. MATJ’INGLY, Thoroughbred
M. D., LEONARD CHIAZZE, JR., SC. D., and MAL Room
XAVIER (Metropolitan Washington, D. C.)

“Approaches to Evaluation of a Re~ional Medical Program.” 3:10 p.m.

CALDWELL B. ESSELS’rYN, M.D. (New York Metro- “Iloroughbrcd
politan) Room

“Systems Approach to Planning.” ANGELO P. ANGEL- 1:30 p.m.
IDES, M. D., LARRY McGOWAN, M. D., ARTHUR DuPont
STANKOVICH (Greater Delaware Valley) Room

“Informal Discussion on Systems Analysis.” HERBERT P. 1:50 p.m.
GALLIHER, JR., PH. D. (Professor, University of DuPont
Michigan) Room
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Pa@7
“MO. ‘Tit[e, author, and (region) Time and location

31

32

33

34

35

36

37

38

39

40

41

42

43

‘A Study of Physician OITIce Practice in the Connecticut
l{c~ion.” DONALD RI EI)E1., PI I. D. and ORVAN W.
HESS, M.D. (Connecticut)

“Consumer IHcalth Care Survey.” LAWRENCE J. SHARP,
PH. D. (Washington-Alaska)

“Continuum of Long Term Care in a Local Health Service
Area.” E. RICHARD WEINERMAN, M.D. (Connecti-
cut )

“Involvement of Local Hospitals in the Regional Medical
Program by the Appointment of Local Hospital Advisory
Groups.” J. GORDON BARROW, M.D. (Georgia)

“The Regional Medical Program .as a Means of Increasing
the Morale of the Family Doctor.” ROGER BOST, M.D.
(Arkansas)

“Community Hospital Learning Gnters.” FRANK M.
WOOLSEY, JR., M.D. (Albany, N. Y.)

“Itxpcricnccs with a Stroke Cam Dc[nonstration [Jnit.”

[{011111<’1’ R. SMI’I’11, M. I). (Mississippi)

“System for Clinical Data Collection and Analysis in
Patients with Acute Myocardial Infarction.” C. HILMON
CASTLE, M.D. (Intermountain)

“Cost Benefit Analysis.” JOHN E. WENNBERG, M.D.
(Northern New Englandl

“Comprchcnsivc Cardiov&scular (;arc Unit.” G1.ENN 0.
TURNER, M. D., CECIL R. AUNER, M.D. and JOHN
J. McKINSEY, M.D. ( Missouri)

“Dataphone EKG Consultation: A Model for Extension of
Medical Center Services to Community Hospitals.”
JOHN B. I-IERMANN (Nebraska-South Dakota)

“F,xpcricnc{. with the WARMP Mock-(tp Coronary Ci!rc
U,lit.” S’1’l~Pl lltN YAILNAI. I., M. I). (W:u+lti,@m-
Alaska)

“Nursing in the Regional Medical Programs-A1liancc for
Better Patient Cue.” HESTER THURSTON (Kansas)

1:30 p.m.
Lincoln Roo[n
East

1:50 p.m.
Lincoln Room
East

2:10 p.m.
Lincoln Room
East

2:30 p.m.
Lincoln Room
East

2:50 p.in.
Lincoln ROOM
East

3:10 p.m.
Lincoln Room
East

1:30 p.m.
JctTcrson Runr,,
L<a.st

1:50 p.m.
Jefferson Room
East

2:10 p.m.
Jefferson Room
E&St

2:30 p.l!l.
Jefferson Room
East

2:50 p.m.
Jefferson Room
East

3:10 p.in.
Jc(li:rs{)!, I{oo,,,
E<ast

1:30 p.m.

Military
Room



Paper
No. Tine, author, and (regior] 7ime and

‘w-

45

46

1

47

48

49

50

51

W

~,7
$

.54

.5.5

56

57

“Continuing Nursin~ Education Usin~ University 1Iospital 1:.50 p.m
Nursirw Scrvicc ‘~raininr Facilities.” (Mrs.) MARGARET Militarv
SOVI~ (Central New ~ork) ‘

“1-Icalth Manpower Survey of Western New York.” Harry
A. SULf’Z, JOHN FORTUNE, JOSEPH FELDMAN,
SPERO MOUTSATSOS (Western New York)

“Guest Resident Program.” GEORGE ROBERTSON,
M.D. (Maine)

“Continuing Education Performance Deficits.” CLEMENT
BROWN, M.D. (Greater Delaware Valley)

“Skeleton Program in Continuing Education and Clinical
Research.” WILLIAM H. McBfMTIH, M.D. (Ohio
Vafley)

“An Expcrimmttal Model in Organization of a Regional
Medical Program.” l<ICI lARL) F. 1lAGLUND (Intro-
-mountain)

“Multi-Project Planning. ” WILLIAM R. TI-IOMPSON
(Washington-A1aska)

“A Systcrm Approach to Regional Medical Program Plan-
ning.” DAVID H. GUSTAFSON, PI-I. D. (Wisconsin)

“Development of a Regional Mcdicaf Program Data Sour-cc
Book.” LOUISE BELL (Western Pcnmyivania)

“ Clinical Data Collection with a Purpose.” HOMER
WARNER, M.D. (Intcrmountain)

“The Design and Dissemination of Data Collecting Instru-
ments.” LAURA G. LARSON, R.N. (Mountain States)

“A Cooperative Project for the Care of Cancer Patients by
Memorial Hospital for Cancer and Allied Disc.axs,”
GUY F. ROBBINS, M.D. (New York Metropolitan)

“Cooperative Community Health Program.” EDWARD
L. BURNS, M.D. (Northwestern Ohio)

“community Cancer Coordinator.” WILLIAM P. NEL.
SON, M.D. (Albany, N. Y.)

Room

2:10 p.m.
Military
Room

2:30 p.m.
Military
Room

2:50 p.m.
Milita,ry
Room

3:10 p.m.
Military
Room

1:30 p.m.
I Icmi..phcrc
Room

1:50 p.m.
Hemisphere
Room

2:10 p.m.
Hcmisphcrc
Room

2:30 p.m.
Hernisphcrc
Room

2:50 p.m.
l-Icmispherc
Room

3:10 p.m.
IHcrnisphcrc
Room

1:30 p.m.
Thoroughbred
Room

1:50 p.m.
Thoroughbred
Room

2:10 p.m.
Thoroughbred

Paper
No. Title, author, and (regior) Time aad

M? “Cancer Training and Continuing Education and Corn- 2:30 p.m.
putcrizcd Tumor Registry.” CHARLES SMART, M.D. Thoroughbred
(Int.rmountain) Room

.59 “Assurance of Adequate Therapy Following Detection of 2:50 p.m.
cervical Carcinoma.” JOHN B. PHILLIPS, M.D. Thoroughbred
(Albany, N.Y.) Room

60 “Coordinating High Energy Radiation Therapy for 35 3:10 p.m.
General Hospitals.” JOHN IVES (Connecticut) Thoroughbred

Room

PAPERS BY TIME AND LOCATION OF PRESENTATION

WEDNESDAY, JANUARY 17> 1968

Paper
Skrfing time Tit[t, author, and (region) N-O. Location

1:30 p.m. “Health Evaluation Studies Utilizing a
Multiphasic Screening Center Operating
in Cooperation with a Comprehensive
Health Care Program for Persons in an
Urban Poverty Area.” LLOYD ELAM,
M.D. (Tennessee Mid-South)

“The Use of a Multi-Mcdla Approach to
Enhance the Learning of Health Science
Personnel.” WILLIAM G. COOPER,
M.D. (Colorado-Wyoming)

“The Role of the Voluntary Heafth Agencies
in the Regional Medicaf Program in
Iowa.” WILLARD A. KREHL, M.D.
(Iowa)

“Watts-Willowbrook Regional Medical Pr~
gram.” DONALD J. BRAYTON, M.D.
(California)

“A Proposed Circuit Postgraduate Program
in Heart Disease, Cancer, Stroke, and Re-
lated Diseases in the Oregon Region.” M.
ROBERTS GROVER, M.D. (Oregon)

“Systems Approach to Planning.” ANGELO
P. ANGELIDES, M.D., LARRY kfc-

GOWAN. M.D.. ARTHUR STANKO-

1

7

13

19

25

30B

Lincoln Room
East

Lincoln Room
West

Military
Room

Hemisphere
Room

Thoroughbred
Room

Dupont
Room

292414 O--66---.--IO

Room VICH (Gr-eater Delaware Vafley)
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Starting lzrn~ Titlr, author, and (rr,qim)

] :.-)0p.,]1. “Provision of Optimul]l Clinicid I,:tbor.~tory
Scrvicm for 3,000,[)()() PcOplc.” 1).\VID
SEI.IGSON, M.D. (Conncctict,t)

“ USCof.! Tclrphonc Network for Continui[lg
F.duc:~tion.” RICIIARI) 11. l/YONS,
M.D. ([kntr]l Ncw York)

“SnUdl Cmmmmity PlmniIIK.” ‘r.~s~rm
~. 1<()I\INETTII (\\~.tst~ir]gt{)l]-/\l<Isk:})

“Council of Regional Plannin3 Dir@Ors
and ‘idlninistratcrrs.’> JOSEPl 1 \J.
MASON, JR. (.Al:lbama)

“T}ic Infm],],ltion nnd Iiciuc,ltiun l<csourc~
Support tJnit,” JO1 IN N. L1’.1N, M. I).
(\V~~sl,in~totl-Al:~sk:i)

“’fnforlnal Discussion on Svstriln Analysis.>’
IIERBERT P. GA[,L1l llW> JR., 1’1’1.1).
Professor, University U1Micllig,!l]

2:10 p.111. “Biocllcnlical Scrccnirl~ in L4issouri.”
JAMES T. PACKER, Ml).
Ilumvr .I. VAN PLIJNEN,
(Missouri)

“Cornlrlllnic:ttiotl Research Urlit.”

‘Uld
M. I).

WI I.I,lAM STItPl IENSON (MissO!ll-i)

“C;oordinatiun of Co!llpreh(.nsivc 1Ic’llth
l>l:tnr]ill~ ;lnd l<(~ion:tl M{xlic:d l’r(]~r:tlll
Activities irl \Vcstern l’cnnsyi}.lni:l, 1‘)07.’”
1:. \VAYN It M/\l<TZ, Ml). ‘111(1
I 1(.)W’AR1} i lC)UC, I 1 (\Vtst(r,l l’ciltMyl-
v:ini:[)

“1 )cvclr+mwnt 01 Rcl:it innship l~~twcrll
the Mcdic:ll Ass{)ci:iti[]ll of tllc St;itt. of
A1.bulm .lIIcI the ;tl:ihalll:l l<c~iorl.11
Mwfic;]l P]-o,qr:tlll.” .J. (). llriN1’,\’, M. I).
(Al:ib<mm)

“LII~IM{I;il l’[()<u.)111~ 1<~1(:{}llllll~lillq lki-
i](.<ltioll of” I’Ily\i(’i<llls <it {;l<lsslxxlts Ij(. \(.l. ”

(:. l.. \VII.B.\I{, ]1<., hl.1). (.\\’(>tVirqi,ll,~)

Paper
No.

2

8

14

20

20

Location Sta7tin,g time

Lincoln l<oom 2::30 p.in.
East

I,incoln Room
\vcst

.Milit:lrv

1<00111

1Icnusphcrc
Room

Thornughbrr(l
1<00[11

:}()[: l)upont
1<00111

[.i,lcol]l R(mlll
I;<lst

2: ’)() ]1.111.

IJinc(]ln 1<001]1
\v(’st

Milit:uw
1<(>0111‘

‘I’1lO1O1!<11111”((1

1<011111

‘l”ztle,oulhor, and (rrgim)

“.i I<cgional ~jtili~ation, F’itticnt InfOrrna-
tion :uld St,~tistics Systc]n.” JO1i N D.
’11 1(.)MPSC)N (Conrmcticut )

“Coll,nlullity Iuforlrmtion (lmrdioatm-. ”
\V.\l{D 1.. OLIVER, M.D. (Albany, N. Y.)

“C(~j]lplc]]](]]t:lry Rclatiomhip Between Iowa
I<cgiunal Medic.11 l’r(]gra]ll—CoJTlprc-
hc],sivc I [t,alth f%uming and Voluutary
(;(~]]]~>rcl)cllsiit IIraltll f?l~l]ni]l~: A Ncct-s-
sary :\cco]IlplistL1]lct~t.” JOHN C. BAI<’l-
LE1’’I’, M. A., L[. Ii. (Iowa)

“’1’hr Sul]-l<c~io]d (kmcept :md Li<lison
St:tfr.” \YI1.ll. \h4 (1. SI’RINCT, JR.,
M.1 ). and \VAl<l) BF,NTLEY (Greater
I)el:twtrc VJ1lCY)

l.[)((l! 1011

1.inculn Room
East

I.incoln Room
\v<st

Military
Rooln

I Ic t]lispllrl-(.

1<00111

‘ll,[]r(,tlqllt) r(’(i

1{00111

Nliltl,il> l<(x~l)l

‘1 I1(I1<)IILTII I)I1(I

1<[)0111



I Paper
,Slurhn,q lime “Tine, author, and (rp{;irrn) no. Locrrlion .Yfarfirl,y lime Title, author, and (re~ion)

Paper
NO. Location

:+:]() J).111. “fkprrirncnt to ‘1’c.st :111(I Itnplclllcllt :1
M(xk.1 [i 1’:iti<J,t (;:!., i,, I [(,.], it:,ls.”
l. U’l’1 ILR Cl IRIS’I’MAN, PI 1. 1). (’l’cr>-
nesscc Mid-South)

“The Ilnpact of RMP on I-fzrrd Core Pov-
erty Areas.” PAUL D. WARD (Cali-
fornia)

“The Role of a School of Public Hcalth in a
Dcvekrping Rcgiorml Mcdica[ Program.”
EDWARD COI-lAR’r, M.D. (Connec-
ticut)

‘(Regional Advisory Group and Review
Process.” CHARLES E. LEWIS, M.D.
(Kansas)

“Approaches to Evaluation of a Regional
Medical Program.” CALDWELL B.
ESSELSTYN, M.D. (New York Metro-
politan )

(; I.ir}cnin Ron]n
l’LMt

12 Lincoln Room
West

18 Military
Room

24 Hemisphere
Room

30A Thoroughbred
ROOm

PAPERS BY TIME AND LOCATION OF PRESENTATION

THURSDAY, JANUARY 18, 1968

Paper
Starling lime Title, aulhor, and (regiorr) No. Localion

1:30 p.m. “A Study of Physician Office Practice in the 31
Connecticut Region.” DONALD RIEDEL,
PH. D. and ORVAN W. HESS, M.D.
(Connecticut)

“I;xpericrrccs with a Sirokc C:m: I}crtmnstr:,- :37
tion Unit.” ROBLR’f’ 1<. SMITl 1, M.D.
(Mississippi)

“Nursing in the Regional Medical Programs- 43
Alliance for Better Patient Care.” HESTER
THURSTON (Kansas)

“An Experimental Model in Organization of 49

a Regional Medical Program. ” RICIHARD
F. HAGLUND (Intermountain)

“A Cooperative Project for the Care of Can- 55
cer Patients by Memorial J-fospital for
Cancer and Allied Zliscases.” GUY F.
ROBBINS, M.D. (New York Metropolitan)

Lincoln Room
East

Jcfrcrswr Romrr
East

Military Room

Hemisphere
Room

Thoroughbred
Room

1:50 p.]n. “Consumer 1Icaltb Care Sur-vcy.” I.AW-
l<llNC1~.j. S[ lARl>, 1’11. 1). (W.\sl)ington-
Alaska)

“Systcm for Clinical Data Collection and
Analysis in Patients with Acute Myocar-
dial Infarction.” C. HILMON CASTLE,
M.D. (Intermountairr)

“Continuing Nursing Education Using Uni-
versity 1Iospital Nursing Scrvicc Training
Facilities.” (Mrs.) MARGARET SOVIE
(Central New York)

“Multi-Project Planning.” WILLIAM R.
TI-IOMPSON (Washington-Alaska)

“Cooperative Community Health Program.”
EDWARD L. BURNS, M.D. (North-
western Ohio)

2:10 p.m. “Continuum of Long-Term Care in a Locaf
Health Service Area.” E. RICHARD
WEINERMAN, M.D. (Connecticut)

“Cost Benefit Analysis.” JOHN E. WENN-
BERG, M.D. (Northern New England)

“Health Manpower Survey of Western New
York.” I-IARRY A. SULTZ, JOHN FOR-
TUNE, JOSEPH FELDMAN, and
SPERO MOUTSATSOS (Western New
York)

“A Systems Approach to Regional Medicaf
Program Planning.” DAVID H. GUSTAF-
SON, M.D. (Wkcoosin)

“Cotnlllrrnity Cancer Coordinator.” WIL-
LIAM P. NELSON, M.D. (Albany,
Ncw York)

2:30 p.m. “Involvement of Local Hospitals in the
Regional Medical Program by the Ap-
pointment of Locaf Hospitaf Advisory
Groups.” J. GORDON BARROW, M.D.
(Georgia)

“Comprehensive Cardiovascular Care Unit.”
GLENN O. TURNER, M. D., CECIL R.
AUNER, M.D., and JOHN J. McKKNSEY,
M.D. (Missouri)

32

38

44

50

56

33

39

45

51

57

34

40

Lincoln Room
East

Jefferson Room
East

Military Room

Hemisphere
Room

Thoroughbred
Room

Lhcoln Room
East

Jefferson Room
East

Military
Room

Hemisphere
Room

Thoroughbred
Room

Lincoln Room
East

Jefferson Room
East
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Paper

Starting time TiZe, author, and (region) No. Locdion

2:30 p.m. ‘<Guest Resident l’rogram.” G1~ORG1~
ROB1tRTSON, M.D. (Maine)

“Development of a Regional Medical Pro-
gram Data Source Book.” LOUISE BEI-1.
(,Wcstcrn Pcnmylvania)

“Cancer Training and Continuing Ecfuca-
tion and Computerized Tumor ReSistry.”
CHARLES SMART, M.D. (Intermoun-
tain)

2:50 p.m. “The Regional Medical Program as a Means
of Increasing the Morale of the Family
Doctor.” ROGER BOST, M.D. (Ar-
kansas)

“Dataphone EKG Consultation: A Model
for Exteosion of Medical Center Services
to Community Hospitak.” JOI-fN B.
HERMANN (Nebraska-South Dakota)

“Continuing Education Performance Defi-
cits.” CLEMENT BROWN, M.D.
(Greater Delaware Valley)

“Clinical Data Collection with a Purpose.”
HOMER WARNER, M.D. (Intcrmoun-
tain)

“Assurance of Adequate Therapy Following
Detection of Cervical Carcinoma.” JOHN
B. PHILLIPS, M.D. (Albany, New York)

3:10 p.m. “Experience with the WARMP Mock-up
Coronary Care Unit.” STEPHEN YARN-
ALL, M.D. (Washington-Ala-ska)

“Community HospitaJ Learning Centers.”
FRANK M. WOOLSEY, JR., M.D.
(Albany, New York)

“Skeleton Program in Continuing Educa-
tion and CIinical Research.” WILLIAM
H. McB EATIH, M.D. (Ohio Valley)

“The Design and Dissemination of Data
Collecting Instruments.” LAURA G.
LARSON, R. N. (Mountain States)

“COOrdinatin~ IIigh l~n~r~y l~~~di~[tin!}
Therapy for 35 General 1lospitals.” JO1 lN
IVES (Connecticut)

4(;

52

58

35

41

47

53

yj

42

36

48

54

60

Military
Room
IleInisphcrc
Room

Thoroughbrccl
Room

Lincoln Room
fk.st

Jefferson Room
East

Military
Room

1-Icmisphcrc
Room

Thoroughbred
Room

Jcffemon Room
East

Lincoln Room
East

Military Room

Hemisphere
Room

‘Iloroughlmd
Room

APPENDIX C

1>1’5T1NG OF PA R’rlCIPAN’l”S AN1) I.OCATION 01’ D1SCUSS1ON GROUPS

WILDNltSDAY, JANUARY 17

SESS1ON I—DISCUSSION GROUPS 3:45–5: 15 p.m.

TOPIC A

Moderator:

Discussants:

Recorder:

Lincoln Room East

“1-Icalth Manpower—Review of Commission Report”

* AMES C. CAIN, M. D.,J
Consultant in Mcdicinc,
The Mayo Clinic,
Rochcstcr, Minn.

LEONARD FENNINGER, M. D.,
Director, Bureau of Health Manpower,
Public I-Icalth Service.

ELEANOR LAMBERTSON, ED. D.,
Director, Division of Nursing Education,
Teachers’ College,
Columbia University,
Ncw York, N.Y.

C. H. WILLIAM RU1lE, M. D.,
Director, Division of Medical Education,
American Medical Association,
Chicago, 111.

*DWIGHT WILBUR, M. D.,
President-Elect,
American Medical Association,
San Francisco, Calif.

CECILIA CONRATI+,
Assistant to Chief,
Continuing Education and Training Branch,
Division of Regional Medical Programs.

‘Members of the National Aduirory Corrmissianon Health Manpower.

1M



TOPIC B

Moderator:

1
Discussants:

Rccordcr:

Military Room
“Regionalization” TOPIC C

ROBERT SIG,MOND, Moderator:
Executive Director,
Hospital Planning Association of Allegheny County,
Pittsburgh, Pa.

LESTER PJRfLSLOW, M. D., Discussants:

Professor of Health Administration and Chairman,
Health .%-vices Division,
School of Public Health,
University of California at Los Angeles,
Los Angeles, Calif.

WALTER J. LMcNERNEY,
Exccutivc Director,
Blue Cross Association,
Chicago, 111.

WILLIAM R. WILLARD, M. D.,
Vice President,
University of Kentucky MccIical Center,
Ixxing-ton, Ky.

ROLAND PETERSON>
Chief, Planning Branch,
Division of Regional Medical Progralns. Rccordcr:

Lincoln Room West
“Urban Problems”

PAUL WARD,
Executive Director,
California Committee on Regional Medical Programs,
San Francisco, Calif.

ROGER O. EGEBERG, M. D.,
Dean, School of Medicine,
University of Southern California,
Los Angeles, Calif.

FRANK LLOYD> M. D.,
Director of Research,
Methodist I-Iospital of Indiana,
Indianapolis, Ind.

ANNE R. SOMERS,
Industrial Relations Section,
Princeton University,
Princeton, N.J.

RAY TRUSSELL, M. D.,
Director, School of Public Health and Administrative Medicine,
Columbia University,
New York, N.Y.

STEPHEN ACKERMAN,
Associate Director for Planning and Lvajuation,
Division of Regional Mcdicai Programs.
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TOPIC D

Moderator:

Discussants:

Recorder:

Hemisphere Room

“Related Federal Programs”
TOPIC E

DANIEL I. ZWICK,
Moderator:

Associztc Director for Pro~ram M:to:!gcrnrnt,
Hc:dth Scrviccs office,
Community Action Program,
Office of Economic Opportunity. Discussants:

JOHN W. CASHMAN, M. D.,
Director, Division of Medical Care Administration,
Bureau of Health Services,
Public Hcnlth Scrvicc.

.JAMIW 11. (: AVANAUC; I1, 1’11. 1~.,
Director, Offkx of Comprehensive 1Icalth Plannins,
OffIce of the Surgeon General,
Public Health Service.

DONALD R. CHADWICK, M. D.,
Director, National Center for Chronic Disease Control,
Bureau of Disease Prevention and Environmental Control
Public Health Service.

CARRtJ’1’11 IVAGNI:I+, M.I).,
l)ircctor, I\ilrr:lt! of I 11.:IILIISmvicl.s,
I’uhlic 1lcalth Scrvicc.

LEROY GOLDMAN,
Program Policy Specialist,
Division of Regional Medical Programs.

Recorder:

Thoroughbred Room
“Health Services Research”

PAUL SANAZARO, M. D.,
Director, l)ivisioo c)f Education,
Associnti(,,, of Alll[.r-ica,} Mr(lic,(l (;OIICKCS,
i;vanstorl, Ill.

MORRIS E. COLLEN, M. D.,
Director,
Department of Medical Methods Research,
The Permanence Medical Group,
Oaklnn(l, C:~lif.

(: A1,1)WI:41,1, 11.l~SSItl.S’1’YN, M. I).,
Assuci; ilc I)ircctor,
NCW York Metropolitan Regional Medical Program,
Ncw York, N.Y.

JOHN THOMPSON,
Professor of Public IHealth and Director,
Program in Hospital Administration,
School of Public Health,
Y:ilt: LJ])iv,rsity,
N(w [ l;lV[.11, ~: I)tl II.

,JOIIN W1[.1.lAM’X)N, M.I).,
Division of Medical Cm-c :~ncl IIospitals,
The Johns Hopkins University School of Hygiene and Public Health,
Baltimore, Md.

RICHARD MANEGOLD, M. D.,
Associate Director for Program Development and Research,
Division of Regional Medical Programs.

I
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THURSDAY, JANUARY 18

SESS1ON 11—DISCLESION GROUPS 3:45–5:15 p.m.

TOPIC: I

h4c,<l<t.clot :

Discussants:

l{ccwdcr:

Jefferson Room East

“Ck)ntirluinr: Fklllc;ltio}l :ln(l ‘I’r;, il)in[:, For What?”

I’A’I’1{ I(:K i). .S’1”{)1{1’.}’. hl. i)..
1’,<)1(,,,.(), .,, )+1(:1,. ,1,1,1,!1!,
1)1.11.1111111.11[III ( :IIIIIII)IIIIIly hlc.<li<t!!c.,
IIalIrK.IIIaIIIIM[. tlic:t[ ( kJllI.KI.,
I’hiladclphia, Pa.

LUTHER CHRISTMAhT, Ph. D.,
Dean, School of NursinS,
Vanderbilt University,
Nashville, ‘1’{nn.

(; EO1<(; l; 1;. MI(.l,l; I<, M.I).,
IJircctor, olfict~ d I<rst~mll in Medic; ll IMuc;ltio!l,
University of Illinois,
Chicago, Ill.

A. N. TAYLOR, Ph. D.,
Dean, School of Related Health Services,
Chicago Mcrlical School,
Chicago, Ill.

ALEXANDER M. SCl lMIDT, M. D.,
Chief, Continuing Education and Training Branch,
Division of Regional Medical Programs.

‘1’01’1(7 (;

M(IIl(.I..IIIIr:

Discussants:

Recorder:

Thoroughbred Room

“l);I1:I Colirction :11](1Registries”

Al\l{All AM M. 1,[1, II;,NI; I;I.l), Ml).,
l’1lll(.w<II .IIIII ( :It.lirttib.trt,
1)(.lhIIIILICIIld ( ;I,r<,r)icl)isr;,scs,
,SclIool d IIygiclw aI1d I>ublic I Icaltb,
Johns Hopkins University,
Baltimore, Md.

TAMES F. KING. TR..
“Office of Program ‘Planning and Evaluation,
Ollicc of the Surgeon General,
Public Hcalth Scrvicc.
AN1)REW MAYER, M. D.,
Assistant Director,
American College of Surgeons,
Chicago, 111.

HARVEY SMITH Ph. D.,
Director, Research, Survey and Evaluation,
University of North Carolina,
Chapel I-Iill, N.C.

JOHN E. WENNBERG, M.D.,
Coordinator,
Northern New England Regional Medical Program,
Burlington, Vt.

MAURICE E. ODOROFF,
Assistant to the Director for Health Data,
Division of Regional Medical Programs.
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Lincoln Room East

TOPIC H

Moderator:

Discussants:

Recorder:

Military Room
“Hcopitafs” TOPIC J

D. EUGENE SIBERY, Moderator:
Executive Director,
Greater Detroit Area Hospital Council,
Detroit, Mich.

PEARL FISHER, R. N., Discu.wants:
Administrator,
Thaycr Hospital,
Watcrville, Maine.

JOHN W. KAUFFMAN,
Administrator,
Princeton Hospital,
Princeton, N.J.

EDWARD H. NOROIAN,
Executive Director,
Presbyterian University Hospital,
Pittsburgh, Pa.

RICHARD MANEGOLD, M. D.,
Associate Director for Program Development and Research,
Division of Regional Medical Programs.

TOPIC I

Moderator:

Recorder:

Hemisphere Room
“Community Involvement” Recorder:

ROBERT M. CUNNINGHAM, JR.,
Editor,
Modern Hospitaf Magazine,
Chicago, Ill.

ALAN C. DAVIS,
E%ience Editor,
American Cancer Society,
NW York, N.Y.

HOWARD ENNES, M. P.H.,
Assistant Vice President for Community Services and Health Education,
The Equitable Lfe Assurance Society,
Ncw York, N.Y.

PIERRE C. FRALEY,
Director of Information,
Greater Delaware Valley Regions! Medicaf Program,
Philadelphia, Pa.

MARC J. MUSSER, M. D.,
Coordinator,
North Carolina Regional Medical Program,
Durham, N.C.

EDWARD M. FRIEDLANDER,
Assistant to the Director for Communications and Public Information.
Division of Regional Medical Programs.

“Operational Program Development”

CHARLES E. LEWIS, M. D.,
Coordinator,
Kansas Regional Medical Program,
Kansas City, Kans.

C. HILMON CASTLE, M. D.,
Coordinator,
Intermountain Regional Medical Program,
Salt Lake City, Utah.

T. A. DUCKWORTH,
Chairman, Regional Advisory Group,
Wisconsin Regional Medical Program,
Wausau, Wis.

ALBERT E. HEUSTIS, M. D.,
Coordinator,
Michigan Regional Medical Program,
East Lansing, Mich.

DONAL R. SPARKMAN, M. D.,
Coordinator,
Washington-Alaska Regiorrd Medical Pro&~anl,
Seattle, Wash.

RICHARD STEPHENSON, M.D. ,
Associate Director for Operations,
Division of Regional Medical Programs.
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APPENDIX 2

COORIHNATORS’ STEERING
COMMI”ll’EE

REGIONAL MEDICAL

PROGRAMS

STANLEY W. OLSON, M. D.,
(Chairman)
Program Coordinator, Tcrmcsscc

Mid-South Regional Medical Program
Professor of Medicine,
Vanderbilt University,
Nashville, Term.

C. HILMON CASTLE, M. D.,
Program Coordinator,
Intes-mountain Regional Medicaf

Program,
Associate Dean and Chairman,
Department of Postgraduate Education,
University of Utah,
Salt Lake City, Utah.

JAMES T. IIOWEI.L, M. D.,
Member, National Adviso~ Council

cm Regional Medical Programs,
Executive Directorj
Henry Ford Hospital,
Detroit, Mich.

MARC J. MUSSER, M. D.,
Program Coordinator,
North Carolina Regional Medical

Program,
Durham, N.C.

WILLIAM C. SPRING, JR., M. D.,
Program Coordinator,
Greater Delaware Valley

Reg-ionaf Medical Program,
Wyrsncwood, Pa.

J. MINOTT STICKNEY, M. D.,
Program Coordinator,
Northlands Regional

Medical Program,
Rochester, Minn.

PAUL D. WARD,
Program Coordinator,
California Regional

Medical Program,
San Francisco, CaIif.

APPENDIX 3

REGISTERED CONFERENCE
PA RTICIPAN’LS

ABDELLAH, Dr. Faye G.
Chief, ResearchGranti Branch
Division of Nursing
Public Health Ser-vice

ADAMS, Wright, M.D.
Exccutivc Director
Illinois Regional Medical Pro~ram

AKERLOW, Charles W.
Director, Media Services
Intermountain Regional Medical Program

ALEXANDER, Chauncey A.
AssistantDirector for Program

Developmen~—Area IV
University of California, Los Angeles
California Regional Medical Program

ALLRED, J. D., M.D.
Assistant Coordinator
Maryland Regional Medical Program

AMOS, James R., M.D.
State Health Department of North

Dakota
North Dakota Regional Medical

Program

ANDERSON, Elmer A., M.D.
Medical Director
John Wesley Hospital
Los Angeles County Department of

Hospitals

ANDERSON, H. William
Assistant Director
Arkansas Regional Medical Program

ANDERSON, Ivan D.
Director of Research
Kansas Blue Cross-Blue Shield
Kansas Regional Medical Program

ANDERSON, Otis L., M.D.
Assistant Manager
Washington, D. C., Office of American

Medical Association

ANDERSON, philip C., M.D.
Speciaf Assistant to the Director
National Institutes of Health

ANDREWS, Neil C., M.D.
Coordinator
Ohio Valley Regional Medical Program

ANGELIDES, Angelo P.j M.D.
Director of Medical Education
The Lankenau Hospital of Philadelphia
GreaterDelaware Valley Regional

Medical Program

ARBONA, Guillermo, M.D.
Professor of Prcvcntivc Medicine and

Public Health
School of Medicine
University of Puerto Rico

AREND, Wilfiam P., M.D.
Medical Consultant
Heart Disease Control Program
Public Health Service

.4RRINGTON, Clifton W., M.D.
Meharr-y Medical College
Mid-South Tennessee Regional Medical

Program

ARTZ, Invclda M.
Nurse Consultant
Heart Disease Control Program
Public Health Service

ASTON, Lydia S.
Public Health Advisor
Regional Medical Program
West Virginia University Medical Center

ATCHLEY, William A., M.D.
Assistant Area Coordinator
California Regional Medical Program
University of California School of

Medicine

ATTIS, Bari
Information Specialist
National Institute of Neurological

Diseases and Blindness
National Institutes of Health

BACASTOW, MerIc S., M.D.
President
Medical Care Development, Inc.
Maine Regional Medical Program
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BAILEY, David R.
Program Analyst
Program Planning and Evaluation
Office of the Surgeon General
Public Health Service

BAI~, H. O.
Communit~ Relations. California (Davis)

Rcgiona~ Medical Program ‘
University of California at Davis

BAKER, John G.
Public Relations Counsel
Wisconsin Regional Medical Program

B.4RD, Wayne M.
Information Officer
Bureau of Health Manpower
Public Health Service

BARNES, Donald R.
Medical Systems Development

Laboratory
Hcmt Disease Control Prqqram
National Center fnr Chronic Disrnsc

Control
Public Health SCrvicc

BARNHART, Gilbert R., M.D.
Bureau of Health Services
Public Health Service

BARR, Daniel M.
University of Missouri

School of Medicine

BARROW, J. Gordon, M.D.
Director
Georgia Regional Medical Program

BARTLETT, John C,
Assistant Program Coordinator
Iowa Regional Medical Program

BASALYGA, R. G., M.D.
Chief, Program Development Section
Heart Disease and Stroke Control

Program
Public Health Semite

BATES, Barbara, M.D.
Rochester (Nrw York) Regional Medical

Program

BATES, Roswell P., D.O.
Execut]ve Director
Maine Osteopathic Association
Regional Advisory Group
Maine Regional Medical Program

BAUMGARTNER, Leona
Professor of Social Medicine
Harvard Medical School

BEASLEY, Steven E.
Science Writer
National Institute of Neurological Diseases

and Blindness
National Institutes of Health

flECI-f ILL, William D.
Commissioner
Administration on Aging
Social and Rehabilitation Service
U.S. Department of Health, Education,

and Welfare

BEDWEI.L, Maj, Ccn. T. C., Jr.
Dircclor 0[ StafT
Assistant Sccrctary t~fIJefcrlsc
IIealth and Medical

BELL, Louise M,
Research Associate
Western Pennsylvania Regional

Medical Program

BENJAMIN, Clement
Assistant Chief
Erfucatiorml Studies and Development

Section
National Medical Audiovisual Center
Atlanta, Ga.

BENTLEY, Ward
Chief, Area Liaison
Greater Delaware Valley Regional

Medical Program

BERNSTEIN, Arthur, M.D.
Cardiac Program
,Nctv Jersey Regional Mcclical Prngrarn

BERNSTEIN, Lionel, M.D.
.Acting Assistant Chief
Medical Director for Research and

Education
Veterans Administration

BERRY, Albert G.
Instructor
Department of Oral Pathology
Meharry Medical College

BERSON, Robert C,, M.D.
Executi~,e Director
Association of American Medical Colleges

BINGHAM, Fletcher H.
Assistant Director
Council of Teaching Hospitals
,4ssociation of American Medical Colleges

BIRCH. Larrv H,, M.D.
Prngran; Dirc~tor
Michigan Regional Medical Program

BLACK, Louis A,, M.D.
Assistant Program Coordinator
Northwestern Ohio Regional Medical

Program

III,AKE, Th{,rnas M.
C{,f)rdir]tl(,r f{,r IIeart
Mississil]pi RcSi(mal Mrdicd Prosrarrl

BLAKEY, Thelma M,
Ifca]th Educator
American Cancer Society

BLASINGAME, J. T., Jr., M.D.
Member Advisory Group
Georgia Regional Medical Program

BLAZER, Mrs. Rexfrrrd S.
Vice Chairman, Regional Advisory C,roup
Ohio Valley Regional Medical ProSram

BLESS, Stuart R., M.D.
Assistant Chief, Coronary Section
Heart Disease Control Program
National Center for Chronic Disease

Control
U.S. Department of Health, Education,

and Welfare

BLOOM, Charlotte
Information Specialist
Bureau of Health Manprnvcr
Public Health Service

BOH.4NNON, Richard L., M.D.
Former Surgeon Central
U.S. .4ir For-cc

BOQUIST, William
Information Coordinator
California Regional Medical Program

BORHANI, Nemat O.j M.D.
Professor of Medicine and
Chairman, Department of Community

Health
School of Medicine
University of California at Davis

BORL.4ND, Jack
Manager, Services Department
Smithj Kline and French Laboratories

BOST, Howard L., Ph. D.
Ohio Valley Regional Medical Program
Assistant Vice President for Program

and Policy Planning
University of Kentucky

flOST, Ro~cr B., M.D.
I)irrctor
Arkamsas Rr.sinna] Medical Proxr:lrn

BOUCIIARD, Richard E., M.D.
Assistant Professor of Medicine
University of Vermont
Director of Coronary Care Program
Northern New England Regional Medical

Program

BOWMAN, C. W.
Program Representative
South Carolina Regional Medical Program

BOYDEN, George M.
Chairman, Education Committee
New Mexico Regional Medical Program

BOYLE, Richard E., M.D.
Department of Continuing Education
Colorado-Wyoming Regional

Program
Medical

BR.4UNSTEIN, Norman W.
Pul)lic Health .4dvisor
Chronic Respiratory Disease
Public Health Service

BR.4}VNER, Donald L.
Chairman, Tulsa Subregional
Oklahoma Regional Medical

Program

Committee

Program
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BRAYTON, Donald, M.D.
Coordinator—Area IV
University of California at Los Angeles
California Regional Medical Program

BRLNNAN, Michac] J., M.D.
President, Michigan Cancer Foundation”
Professional Advisory Cornmittce rm

Cancer
Regional Advisory Board
Michigan Regional Medical Program

BRESLOW, Lester, M.D.
Professor of Health Administration
Chairman, Iicalth Scrviccs Divisit,n
School of Pul,li(: I fcallll
Urlivf.rsiLy ,,f Cali[f,mia aL 1.<,sAnyclcs

BRICKER, Sandra
Editorial Assistant
Ohio Valley Regional Medical Program

BRINKLEY, Sterling B., M.D.
Chief Medical Officer
Rehabilitation Services Administration
U.S. Department of }Icalth, EducaLion,

and WrJfarc

BROIDA, Joel H.
Physical Therapy Consultant
Heart Disease and Stroke Control

Program
Public Health Service

BROOKS, Fredrica
Public Relations Director
New York Metropolitan Regional Medical

Program

BROWN, Charles E., M.D.
President
Charles Drew Medical Society
California Regional Medical Program

BROWN, Charles R.
Administrative Assistant
Indiana University Medical Center

BROWN, Clement R., Jr., M.D.
Director uf Medical Education
Chestnut Hill Hospital
Greater Delaware Valley Regional

Medical Program

BROWNING, Levi M., M.D.
Coordinator for Alaska
Washington-Alaska Regional Medical

Program

BRUCE, Dr. Harry
Chief, Manpower and Education
Division of Dental Health
Public Health Service

BRYAN, James E.
Executive Secretary
American Federation for Clinical Research

BUCCI, Barbara Echols
Research Assistant
The Johns IIopkirrs University
Dcpartnlcnt {,[ Medical Care I I[,spitals

BUCI-IER, Robert, M.D.
Dean, Temple University
School of Medicine

BURK, Lloyd B., Jr., M.D.
Metropolitan Washington, D.C.
Regional Advisory Group

BURNEY, Anita W., M.P.H.
I-Icalth Scrviccs Advisor
U.S. Department of Housing and Urban

Development

BURNS, Edward L., M.D.
Chairman, Regional Advisory Group
Northwestern Ohio Regional Medical

Program

BURTON, Marvin H.
Physician Education Coordinator
New Jersey Regional Medical Program

BUTLER, Josephine
Washington, D. C., Tuberculosis

Association

BYRON, T. X., M.D.
Medical Representative
Postgraduate Programs
California Regional Medical Program

CAIN, James C., M.D.
Consultant in Mcdicinc
The Mayo Clinic

C.4LDWELL, Charles W.
Director, Program Dcvclopmcnt and Field

Scrviccs
Iowa Regional Medical Program

CALDWELL, Dale
Director of Information
Oregon Regional Medical Program

CALLAHAN, Thomas E.
Regional Advisory Group
Western Pennsylvania Regional Medical

Program

CAMPBELL, Guy D.> M.D.
Coordinator
Mississippi Regional Medical Program

CANNON, Wilson P., Jr.
Chairman, Rcgionaf Advisory Group
Hawaii Regional Medical Program
Senior Vice President
Bank of Hawaii

CARPfINTllR, Robert R., M.D.
Institutional Liaison Officer
Baylor University College of Medicine

CARSON, Bruce F.
Chief, Legislative Reference and Liaison

Branch
Office of Proqram Plannin3
National Institutes of Health

CASELEY, Donald J., M.D.
Vice Chairman, Regional Advisory Group
Iilinois Regional Medical Program
Medical Director and Associate Dean
University of Illinois Hospitals

CASTLE, C. Hilmon, M.D.
Program Coordinator
Intcrmountain Regional Medical Program

CAVANAUGH, James H., Ph. D.
Director of Comprehensive Health

Planning
Office of the Surgeon General
Public Health Service

CAZORT, Ralph J., M.D.
Dean
Mcharry Medical College

CHADWICK, Donald R., M.D.
Director, National Center for Chronic

Disease Control
Bureau of Disease Prevention and

Environmental Control
Public Health Service

CHAMBERS, J. W., M.D.
Program Coordinator
Georgia Regional Medical Program

CHAMBLISS, Cleveland R.
Office of Program Planning
Office of the Director
National Institutes of Health

CHAPMAN, Carleton B., M.D.
Dean
Dartmouth University Medical School

CHASE, Beatrice A.
Director, %-vices Community Planning

for Nursing
National League for Nursing

CHATTERJEE, Manu, M.D.
Program Coordinator
Maine Regional Medical Program

CHRISTMAN, Dr. Luther
Dean, School of Nursing
Vanderbilt University

CICARELLI, Sara Marie
President-Elect
American Society of Medical Technologists

CLAMMER, George R., M.D.
Associate Coordinator for the State of

Pennsylvania
Greater Delaware Valley Regional

Medical Program

CLARK, Henry T., Jr., M.D.
Program Coordinator
Connecticut Regional Medical Program

CLARK, John Kapp, M.D.
Chief, Regional Medical Program Activi-

ties
University of Pennsylvania

CLARK, Sister M. Ferdinand
Chairman, Subcommittee on Community

Involvement
Regional Medical Program of Western

Pennsylvania
Administrator of Mercy Hospital of

Pittsburgh

CLEMENT, Edward C.
Administrative Services Department
North Carolina Regional Medical

Program
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COBB, Alton B., M.D.
Chairman, Regional Advisory Group
Mississippi Regional Medical Program
Director, Division of Chronic Illness
State Board of Health

COGGESHALL, LOwc]] T., M.D.
Vice President
University of Chicago

COHART, Edward M., M.D.
Professor of Public Health
Yale University Department of Epidemi-

ology and Public Health

COHN, Roy, M.D.
Chairman, Stanford—Area III
Regional Medical Programs
Stanford University Medical Center

COLE, CIifford H,, M.D.
Chief, Neurological and Sensory Diseasx

Control Program
Public Health Service

COLEMAN, James Walker, 111
Program Representative
South Carolina Regional Medical

Program
Medical College of South Carolina

COLLEN, Morris E., M.D.
Director, Deportment of Medical Methods

Research
The Permanent Medical Group

COLLINS, William T., M.D.
Secretary, Regional Advisory Group
Northwestern Ohio Regional Medical

Program
Lima Memorial Hospital

COMBS, Robert C., M.D.
Area Director, Irvine-Area VIII
California Regional Medical Program

CONNOLLY, Eleanor C.
Consultant
National Tuberculosis Association

CONNOLLY, John T,
Staff Coordinator, Program Development
New York Mrtropolitsn Rqgit,nal Mrdical

Program
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COOK, Ernest W., Ph. D.
Medical Care and Education Foundation
Rhode Island Regional Medical Program

COOLEY, George W.
Medical Society of the District of

Columbia

COOPER, Gerald R., M.D.
Chief, Heart Disease Control Standardi-

zation Laboratory
National Communicable Disease Center

in Atlanta

COOPER, Henry R., M.D.
Member, Regional Advisory Group
Florida Regional Medical Program

COOPER, Theodore, M.D.
Associate Director
National Heart Institute
National Institutes of Health

COOPER, William G., M.D.
Director, Unit Teachin3 Laboratories
University of Colorado Medical Center

COPELAND, Murray M., M.D.
Associate Director
M.D. Anderson Medical Hospital and

Tumor Institute
Texas Medical Center

CORNELY, Paul B,, M.D.
Head, Department of Preventive

Medicine
Howard University

CRAYTOR, Josephine K., R.N.
Rochcstcr (New York) Regional Medical

Program
University of Rochester

CREVASSE, Lamar, M.D.
North Central Florida Subarea

Coordinator
F1orida Regional Medical Program
College of Medicine
University of Florida

(; RI SPEI.I., Kennctll R., M.D.
.Mclnlmr, Exmutivc Cnmmittee
Vir~inia Regional Medical Proyram
Dr:in, ~Jnivcrsity of Vir~inia Mcdic:il

School

CROCKETT, Charles L., Jr., M.D.
Consultant, Continuing Education and

Rcgiona! Planning
Virsinia RcSional Mccfical Program
Roan(>kcMemorial IIospital

CROSS, Edward B., M.D.
Chief, Adult Heart Control Section
Heart DiseaseControl Program
Public Health Service

CROSWHITE, Margaret D.
Office of Communication
Alabama Regional Medical Program

CROUCH, Boydcn L,
Coordinator of Communications and

Continuing Education
Arizona Regional Medical Program
Research Assistant, University of Arizona

School of Medicine

CROW, Harry R.
Sales Manager
Wilson Gill, Irrcorporatcd

CROW, Richard S., M.D.
Medical Officer
National Center for Chronic Disease

Control
Public Health Service

CUGLIANI, Anne
Staff Coordinator, Data and Research
New York Metropolitan Regional Medical

Pro~ram

CULBERTSON, JamesW., M.D.
ProgramCoordinator
Memphis Re,giona]Medical Program

CUNNINGHAM, Robert M., Jr.
Editor, Modern Hospita] Ma~azinc
Chica~o, Ill.

DAITZ, BernardD,, M.D.
special Assistantto theChief
Division of Medical Care ,4clrninistratic)n
Pul)]ic Ilcaitb Service

D.ANI;OR’I’11, Willi:i[!l II., M. I).
Vice Chancellor for Medical .4ff~irs
Washin~ton (Jnivrmity, St. I,ouis
l’r(,gr;tlt] C(){)rdirlal()r

Bi-State Regional Medical Program

DAVID, Wilfred, M.D.
Deputy Director
National Center for Chronic Disease

Control
j~urcau of Discas(: prcv~ntiO” :lnd

Iinvirorrmcntal Control
Public Health Service

D.4VIES, Dean F., M.D.
Memphis Rcg-ional Medical Program

DAVIS, Alan C.
Science Editor
American Cancer Society

DAVIS, Burnct M., M.D.
Research and Training Division
N~tional Library of Medicine
Public Health Semite

DEAN, C. Robert, M.D.
Associate Regional Health Director—

Region II
Ncw York Metropolitan Regional Medical

Program

DEARING, W. Palmer, M.D.
Executive Director
Group Health Association of America,

Inc.

DeBAKEY, Michael E., M.D.
Professor and Chairman, Department of

Surgery
College of Medicine, Baylor University
Division of Regional Medical Programs

Advisory Council

DcGRASSE, Richard V.
Program Manager
Nnrthern New England Regional Medical

Prngram

Del GUERCIO, Marie T., R.N.
Health Education Coordinator
New Jersey Regional Medical Program

Del REGATO, Juan A., M.D.
Director, Penrose Cancer Hospital of

Colorzdo Springs
National Advis{,ry Canc[r C,,{tllcil

DeMARIA, William J., M.D.
I)irectt)r, Ct>ntinlting Education
North Carolina Regional Medical

Program



I) ENTON, IIarrict A.
Editor
Public Health %rvicc
U.S. Department of Health, Erfucation,

and Welfare

DIEFENB.ACH, Viron L., D.D.S.
Director, Division of Dental Health
Public Health Service

DIf3TZ, J. Herbert, Jr., M.D.
Consultant in Rehabilitation Medicine
New York University Medical Center and

Memorial Hospital Center

DOAX, Howard W., M.D.
Director
Colorado-Wyoming Regional .Mcdical

Program

DRISCOLL, Dr. Edward J.
.issociate Director for Extramural

Programs
National Institute of Dental Research
American Society of Oral Surgeons

DuBEAU, Normand
Assistant Director, Information and Com-

munications
Missouri Regional Medical Program

DUCKWORTH, T. A.
Chairman, Regional Advisory Group
Wisconsin Regional Medical Program
Employers Insurance of Wausau

DUKE, Arnold
Planning Assistant
Ok]ahnrna Rcgiorral Mcrfical Pro~ram

EAS’1’WOOD, Richard T., Ph.D.
Exccu~ivc Vice President
Texas Medical Center, Inc.

EBERLY, Annette
Assistant to the Assistant Director for

Public Education Information
kfissouri Rcgiona] ?vfcdical Prngrarn

H2KBERG, Dwain L., .M.D.
Scientist Administrator
Division of Rtxearch Facilities and

Resources
National institutes of Health

EDDINGIiR, John W.
l)ircctor of 1nfnrrnatif)n
Malyland Regional Medical Program

liDEN, Raymond L.
Gzlifornia RcSional Medical Program
Rc~ional Advisory Group
fixccutivc Director, California Heart

Association

EDWARDS, Jesse E.j M.D.
President
American Heart Association
Charles T. Millcr Hospital

EGEBERG, Roger O., M.D.
Dean
University of Southern California
School of Medicine

EHRLICH, Frank
Chief, Budget Management, Section II
Financial Management Branch
Office of Administrative Mana,gemcnt
National Institutes of Health

ELAM, Lloyd, M.D.
President
Mcharry Medical Collc.gc

ELDER, Jerry O.
Assistant Director, Survey and Planning
Oregon Regional Medical Program

ELLWOOD, Paul M., Jr., M.D.
Exccutivc Director
Alncricarr Rchabilitatiurr Inundation

I:N1)[COTT, Kcrmcth M., M.D.
Director
National Cancer Institute
National Institutes of Health

ENNES, Howard, M.P.H.
Assistant Vice President
Equitable Life Assurance Society

ERICKSON, Frederick K.
.Acting Director
Division of Allied Health Manpower
Bureau of Health Manpower
Public Health Service

fMCOVITZ, Gerald H., M.D.
Acting Chief, Continuing Education

Branch
Division of Physician Manpower
Bureau of I-Icalth Manpower
Public Health Scrvicc

ESSELSTYN, Calrlwcll B., M.D.
Associate Director
New York Metropolitan Regional Medical

Program

ESTES, E. Harvey, Jr., M.D.
Director, Community Health Sciences
Duke University Medical Center

ETHRIDGE, Clayton B., M.D.
Chairman, Regional Advisory Group
Associate Dean, George Washington

University Hospital

EVANS, Lester, M.D.
Associate Director (Education)
Connecticut Regional Medical Program

EVANS, Lloyd, M.D.
Office of the Dean, College of Medicine
Ohio State University

EYMANN, Carolyn
Information Scrviccs
Kansas Regional Medical Program

FAHS, Ivan J., Ph. D.
Medical Sociologist
Minnesota Regionaf Medical Program

FALK, Lcslie A., M.D.
Tcnncsscc Mid-South Regional Medical

Program
Chairman, Department of Community

lIcalth
Mcharry Medical College

FARBER, Sidney, M.D.
President-Elect
American Cancer Society
Director of Research
Children’s Cancer Research Foundation

FAUBER, John, D.D.S.
Secretary, Council on Hospital Dental

Service
American Dental Association

FAZEKAS, Joseph F.
Ncw Mexico Regional Medical Program

FEARN, James A.
Field Rcprcscntativc
Susquehanna Valley Regional Medical

Program

FEIGENB.4UM, Harvey, M.D.
Indiana Rcgionaf Medical Program
Associate Professor
Indiana University Medical Center

FENNINGER, Leonard D., M.D.
Director
Bureau of Health Manpower
Public Health Service

FETTER, Franklin C., M.D.
South Carolina Regional Medicaf

Program
Dean, Medical College of South Carolina

FIELDS, Cleo
Rochester, New York Regional Medical

Program
Heart Disease and Stroke Control Program
Public Health Service

FINNEY, J. O., M.D.
Associate Director
Alabama Regional Medical Program

FISHER, F. David, M.D.
Office of the Dean
College of Medicine
Ohio State University

FISHER, Pearl R., R.N.
Administrator
Thayer Hospital of Watcrvillc, Maine

FISK, Shirley C., M.D.
Ncw York Mctroprditan Regional Medical

Program
Columbia University College of Physicians

and Sur.wons

Program Coordinator
Ncw Mexico Regional Medical Program
Dean, School of Medicine
University of New Mexico

FLAGLER, Philip B.
Service Manager
Smith, Kline and French Laboratories



FLANDERS, Sarah E., M.D.
Assistant Visiting Physician
Goldwater Memorial Hospital
New York University Medical Center

FLANNAG.4N, William H.
Member, Executive Committee on

Regional Medical Programs
Roanoke Memorial Hospitals

FLEISHER, Daniel S., M.D.
Associate Professor of Pediatrics
Temple University School of Medicine

FLEMING, Georg. M., Ed.D.
Director/Coordinator, Allied Health
Texas Regional Mcdical Program
Mcthndist Hc,spital
Baylor University Cullcgc of Mrxficinc

FLORIN, Alvin A., M.D.
Acting Coordinator
New Jersey Regional Medical Program

FOLEY, Joseph M,, M.D.
Coordinator of Postgraduate Medical

Education and Professor of Neurology
Case Western Reserve University School

of Medicine

FOLLMER, Hugh C., M.D.
Associate Director for Nevada
Mountain States Regional Medical

Program

FORBES, Charles M.
Vice President
Memorial Sloan-Kettering Cancer Center

FORDHAM, Robert A.
Coordinator of Federal Programs
University of Vermont

FOX, Samuel M., III, M.D.
Chief, Heart Disease Control Program
National Center for Chronic Disease
Bureau of Disease Prevention and

Environmental Control
Public Health Service

FRALEY, Pierre C.
Director of Information
Greater Delaware Valley Regional Medical

Program
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FRANCIS, John 0’S.
Executive Office of the President
Bureau of the Budget

FREDRICKSON, Donald S., M.D.
Director, National Heart Institute
National Institutes of Health

FRIEDRICH, Rudolph H., D.D.S.
Chairman, Department of Oral Surgery
Columbia University
American Society of Oral Sur,qcons
Chairman, Committee on Regional

Medical Programs

FULLARTON, Jane Evalyn
Assistant Cl]icf, Legislative Branc}]
Office ,}f Prr,~rarn I’lanninx
Nati[,n:i[ I!,stitl](cs ,jf IIcal Lll

GAINES, Barbara, R.N.
Assistant Director
Continuing Education
Oregon Regional Medical Program

GALLIHER, Herbert P., Jr., Ph. D.
Professor of Industrial Engineering
The University of Michi,qan

GANZ, Aaron, D.D.S.
Chief, Program Planning Office
National Institute of Dental Research
National Institutes of Health

GARCIA-PALMIERI, Mario R., M.D.
Professor of Medicine
Schonl of Medicine
University of Puerto Rico

GARVEY, Henry T.
Information Officer
Heart Disease and Stroke Control

Program
Public Health Service

GETZ, Richard R.
Executive Director
Medical Television Network

GILLESPIE, (hy T,, M.D.
Cancer Coordinator
Mississippi Regional Medical Program
University Medical Center

GILLESPIE, John W.
Planning Officer
.41abama Regional Medical Program

GILSON, John S.j M.D.
Associate Coordinator
Intermountain Regional Medical Program
University of Utah Medical Center

CLOVER, Homer B.
Area Liaison Officer
Greater Delaware Valley Regional

Medical Program

GOLDSMITH, Katherine L.
Assistant l)ircct~,r-- Area VII 1
California Rcgi[,nal Medical I’rogram

GOODHART, Robert S., M.D.
Cnt,rdinator, N(.w Y[,rk Acarfcmy [If

Mcrlicinc
New Ynrk Met rr,r,olitar, Rt.sional Medical

I’rugram

GOTO, Unoji, M.D.
Chairman, Heart Advisory Committee
President, Hawaii Heart Association

GOTTOVI, Daniel, M.D.
Medical Consultant
Heart Disease and Stroke Control Pro-

gram
Public Heafth Service

GRABER, Mrs. Joe Bales
Special Assistant to Director
Bureau of Disease Prevention and

Environmental Control
Public Health Service

GRAEBER, Fred O., M.D.
Assistant Director of the Idaho Study
Mountain States Regional Medical

Program

GRAHAM, William D., M.D.
Deputy Director
Hawaii Regional Medical Program
Leahi Hospital, Honolulu

GRANDON, Raymond C., M.D.
Chairman, Regional Advisory Group
Susquehanna Valley Regional Medical

Program

GRANING, Harold M., M.D.
Assistant Surgeon General
Public Health Service

GREEN, Jerome G., M.D.
Associate Director for Extramural

Programs
National Heart Institute
hrational Institutes of Health

GREENE, Charles R., M.D.
Coordinator, Downstate Medical Center
State University of New York
New York Metropolitan Regional Medical

PrOSram

GRIFFII’11, John H.
Research Associate
Commission on Professional and Hospital

Activities

CRIZZLE, C]audc 0., M.D.
l~irr{tnr, Wyorninq Division
Mountain States Regional Medical Pro-

gram

GRONVALL, John A., M.D.
Associate Director and Associate Dean
University of Utah Medical Center
Co-Chairman, Coordinator~’ Steering

Committee
Conference-Workshop on Regional Medi-

cal Programs

GROVER, M. Roberts, Jr., M.D.
Program Coordinator
OreSon Regional Medical Program

GRUBB, Donald A.
Assistant Program Coordinator
Northwestern Ohio Regional Medical

Program

GUSTAFSON, David H., Ph. D.
Planning Coordinator
Wisconsin Regional Medical Program

GUTHRIE, Eugene H., M.D.
Associate Surgeon General
Public Health Service

HAGLUh’D, Richard F.
Program Manager
Intermountain Regional Medical Program
University of Utah Medical Center

HAGOOD, William J., Jr., M.D.
Speaker,Congressof Delegates
American Academy of General Practice
Member, ExecutiveCommittee
Virginia Regional Medical Proqram



HALL, Jack, M.D.
Director of Medical Education
Methodist Hospital, Indianapolis

HAMMERSLEY, Don W., M.D.
Chief, Professional Service
American Psychiatric Association

HAMPTON, H. Phillip, M.D.
Chairman, Executive Committee
Florida Regional Medical Program

HANSEN, Jane
Information Specialist
Heart Disease and Stroke Control

Program
Public Hmlth Scrvicc

1iAPPEL, Ruder-irk
Assislant Cuord ir)~,tor
Greater Delaware Vall{y Rcyi(xsal

Medical Program

HARDIN, Neal H.
Head, Continuing Education and Health

Professions
Oklahoma Regional Mcdicai ProSram

HARE, Edgar
f)clawzrc Liais~}n Rcprcsen tativr
Greater Dclawarc Valley Rcgiomd

Medical Program

HARRIS, John H., Sr., M.D.
Chairman, Special Board Committee
Susquehanna Valley Regional Medical
Program

HARRISON, Donald C,, M.D.
Chairman, Suhcrrmmittcx cm Heart

Disease
Stanford—Area III
California Regional Medical Program

HARTFORD, Thomas j., M.D.
Vice President, Area Medical Programs
Arnrrican Canrxr S[)cicty, Inc.

HARVEL, Alvin E.
Assistant Representative for Rcgiorral

Organization
Office of the Surgeon General
Public Health Service

HARWOOD, Theodore H., M.D.
Prrpyam Coordinator
North Dakota Regional Medical Program

HASEGAWA, Masato M., M.D.
Senior Member, Steering Committee
Hawaii Regional Medical Program

HATCH, Charles L.
Field Representative
Susquehanna Valley Regional Medical

Program

HATCH, Thomas D.
Executive Officer
Division of Allied Health Manpower
Bureau of Health Manpower
Public Health Service

HAYES, Donald M., M.D.
Assistant Pr{,fcssor of Medicine
Ih,wrnan C;ray School of Mcdicinr

[I AYES, .Johr] J.
Dircclor, 1 io.spital Division
North Carolina Regional Medical Pro-

gram

HAYES, Richard L., M.D.
Assistant to Chief
Cancer Control Program
National Center for Chronic Disease

Control
Public Ilcalth Service

HAYES, Robert H., M.D.
Associate Coordinator
Nebraska-South Dakota Regional

Medical Program

HELLER, William M., Ph. D
Dircxtor, Department of Scientific

Services
American Society of Hospital Pharmacists

HELLMAN, Louis P., M.D.
Program Planning and Evaluation
Maryland Regional Medical Program
University of Maryland School of

Mcdicinc

HENDRYSON, Irvin E., M.D.
Associate Director
-New Mexico Regional Medical Program

HENNESSEY, Florence D., R.N.
Chief, Nursing Service
Veterans Administration Hospital
Member, Regional Advisory Group
Ohio Valley Regional Medical Program

HENNINGS, Arthur G.
Member, Regional Advisory Group

Steering Committee
Coordinator, University Health Center of

Pittsburgh

HENRY, Barbara Whitmore
Area Liaison Officer
Greater Delaware Valley Regional

Medical Program

HERMANN, John B.
Planning Director, The Creighton

University
Associate Coordinator
Nebraska-South Dakota Regional

Medical Program

II EUS1’IS, Albert It,, M.D.
Dircctnr
Michigan Association for Regional

Medical Programs, Inc.

HILDEBRAND, Paul R., M.D.
Program Coordinator
Colorado-Wyoming Regional Medical

Program

1-111.1.,David B.
I’r{,fcssor of C,~mmunity Mcdicinc
University of Vermont

HINE, Maynard K.
Chairman, Research Committee
American Dental Association
American Associating of Dental Schools

IIINKEL, Robert
Information Specialist
National Institute of Neurological Dis-

eases and Blindness
National Institutes of Health

HISCOCK, William McC.
Deputy Director
Office nf Prngrarn Planning and Evalua-

tion
Office of the Surgeon General
Public Health Service

HOHMAN, Robert J.
Executive Secretary
American Heart Association
Program Planning Committee
Northlands Regional Medical Program

HOHMANN, Thomas C., M.D.
Chairman, Regional Advisory Group
Subcommittee on Stroke
Western Pennsylvania Regionai Medical

Program

HOLBROOK, Wi&d C.
Executive Director, Health and Welfare
State of Utah

HOLLAND, Charles D.
Assistant Director
West Virginia Regional Medical Program

HOLLOMAN, John L., M.D.
Past President
National Medical Association
McImbcr, Regional Advisory C,roup
Ncw Ynrk Mctropolitmr RcSional Medical

Prngram

HOLMBERG, R. Hopkins, Ph.D.
Director
Health Systems Science Division
American Rehabilitation Foundation

HONICKER, Franklin, Jr.
Liaison Officer
Greater Delaware Valley Regional

Medical Program

HORENSTEIN,Simon, M.D.
Associate Professor of NeuroIogy
Case Western Reserve University

HORTON, Odell
Director of Hospitals and Health

Services
City of Memphis

HOUGH, Howard E.
Associate Director for Community

Involvement
Western Pennsylvania Regional Medical

Program

HUBBARD, William N., Jr., M.D.
Dean, School of Medicine
University of Michigan
Chairman, Regional Advisory Group
Virginia Regional Medical Program

HUBER, Warren V., M.D.
Metropolitan Washington, D.C. Regional

Medicaf Program
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HUDSON, Chm-lcs R.
Assistant to the Coordinator
Mississippi Regional Medical Program

HUGHES, Gerald E.
Secretary for Meetings
American Academy of Pediatrics

HUNT, Andrew D., Jr., M.D.
Michigan Regional Medical Program
Dean, Collegc of Human Mcdicinc
Michigan State University

HUNT, William B., Jr., M.D.
Chairman, Medical School Committee
University of Virginia Hospital
Virginia Regional Medical Program

HUNTER, Oscar B,, Jr., M.D.
President
College of American Pathologists

HUSTON, Samuel R.
Associate Director for Institutional

Affairs
Northern New England Regional Medical

Program

HUTCHISON, Dorothy J., R.N.
Chairman, Nursing Committee
Wisconsin Regional Medical Program

INGALL, John R. F., M.D.
Program Director
Western New York Regional Medical

Program

INGERSOLL, Ralph, Ph. D.
Director of Research in Medical

Education
Ohio State University College of

Medicine

IVES, John E.
Director
University of Connecticut, McCook

Hospital

JANEWAY, Richard, M.D.
Assistant Professor of NeuroIrrgy
Program Adminis~rator, Cer(.hral

Vasrll]ar R(,s(:lr,.i) 1lnit
l)OWIIMJ,(;r:,y S{l]ool ,>f M,xlici,~~

JEFFERS, James R.
Coordinator, Economics Section
Iowa Regional Medical Program

JENSEN, John L.
Art Director
Department of Communication Scrviccs
University of Kansas Mcdieal Center

JOHNSON, Amos N,, M.D.
Garland, N.C.

,JOHNSON, Marion H.
Director of Communications
Washington-Alaska Regional Medical

Program

JOHNSON, Robert O., M.D.
Assistant Regional Coordinator
Wisconsin Regional Medical Program
Cancer Study Group
University of Wisconsin

KAISER, Raymond F., M.D.
Deputy Regional Health Director
Rcgicrn IX—San Francisco
Public Health Service

KASSEL, Henry W., M.D.
Regional Health Director
Region VIII—Denver
Public I-Iealth Service

KAUFFMAN, John W.
.Arlministratrrr
Princeton Hospital

KEAIRNES, Harold W., M.D.
Assistant Coordinator for Research and

Evaluation
University of Kansas Medical Center

KELLER, Martin D., M.D.
Office of the Dean
Department of Prcvcntivc Medicine
Ohio State University

KELSO, John H.
Executive Officer
Public Hcalth Service

KEMP, Margrscrite W.
St:lfT Assistant, I!!f,,rlrla[i{,n Offir,.
1)111(,:111()( Ii{.alll, M;,,,,, {),”,.,

I’llllli( I1(.:,lt}l S{.,”i, {.

KENhlllDY, Paul K.
Drpartnmnt [)[ Plannirr~ and Coordination

.Alal)ama ReXional Medical Program

K1;NNft R, IIarris M., M.D.
Assistant Director, Prcvcntivc

Section
Heart Disease Contrrrl Program
Public Health Service

KENNEY. Howard W.. M.D.

Prx,grmn>

Mcclical Dircctrrr, John A. Andrew Hos-
pital

Tllshsce instil(]te

KENNEY, John A., Jr., M.D.
Prufessor and Head
Division of Dermatology
Howard University College of Medicine
Metropolitan Washington, D.C. Regional

Medical Program

KENRICK, Margaret, M.D.
Delegate
American Academy of Physical Mc,dicinc

and Rchahilitatiorr

KING, James C., M.D.
Associate Regional Health Director

(Chicago)
Ilurcau of Health Scrviccs
Prsl)lic I-Icalth Scrvicc

KING, James F., Jr,
Puljlic I Ic!alth Analyst
OfIicc of Program Planning and

Evaluation
Office of the Surgeon General
Public Health Scrvicc

KISSICK, William L., M.D.
Director
Ofiicc of Program Plannin~ and

Evaluation
Office of the Surgeon General
Public Health Service

KITCHING, William M.
Field Services Consultant
Adult Health Protection Branch
Division of Medical Care Adrninistrati{,n
Ih,r(:,,t ,,11 r[.,dlh S{rvict.s
l’!ll,li( 11(.:tlll~ S(. It,i(I.

KNEE, Cll:trltv+W., Jr,
Of%cc of Pul)lic Relations and

Communications
South Carolina Regional Medical Program

KNOX, Van W., III
Research Analyst
l~ealth I;conr]mics Research Scctirrn
Smith, Kline and French Laboratories

KORNFELD, Jack P.
Director of Data Analysis
Washington-Alaska ReSionai Medical

Program

KOWALEWSK1, Ed,varrf J., M.D.
National Review Committee
American Academy of General Practice

KRAMER, M. A.
Field Representative
.4merican Medical Association

KREHL, Willard A., M.D.
Program Coordinator
Iowa Regional Medical Program
Director, University Hospitals
University of Iowa

KRYSTYNAK, Leonard F.
Research Assistant
I-Tnivcrsity of Michigan

KUMMER, Theodore G.
Special Projects Administrator
Smith, Klinr- and Frc”ch I,:lboratori=s

KUTTNER, Dens
Exhibit Officer Cancer Control Program
Public Health Service

LAGACE, Arthur E., Jr.
Health Administration Specialist
CoIorado-Wyoming Reginnal Medical

Pro$ram

LAMBORN, Emiley
Director of State-Federal Relations
National RehabiIitatio.n Association

LARKIN, Vincent dePaul
Directnr
N(.w Y<,r!i M<.[rr}l,(,litan l<,xiotl;!l Mwliral

I’r<,l:r.,r,!

L.4RSON, Cxrrr[ hf.
N’ursirls Consultant-COronary Care
Heart Disease Control Prngrarn
Public Health Service
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LARSON, Laura G., R.N.
Associate Director
Mountain States Rc~ior)al Medical

Pro flranl

LAWRENCE, Clifton F., Ph. D.
Associate Secretary
American Speech and Hearing Association

LAWTON, Robert P.
Associate Dean
Yale University School of Medicine

LAYTON, Margaret
National Cancer Institute
National Institutes of Health

LEARNARD, William E.
Associate Director
HeaIth and Welfare Activities
Smith, Kline and French Laboratories

LEE, Lyndon E., Jr., M.D.
Director of Surgical Service
Chief, Extra Veterans Administration

Research
Veterans Administration

LEE, Dr. Manna D.
Chief, Medical Division
Science Information Exchange
Smithsonian Institution

LEE, W. Boyd
Dental Consultant
Cancer Control Program
National Center for Chronic Disease

Control
Pubfic Health Service

LEEDS, Dr. Afice A.
Soecial Consultant on Comprehensive

“ Planning
National Institute of Mental Health
Public Health Service

LEIN, John N., M.D.
Associate Dean
University of Washington School of

Medicine

LEVINE, Dr. David L.
Associate Dean, School of Social Work
Syracuse University

LEWIS, Charles E., M.D.
Coordinator
Kansm RcKional Medical

I, LWIS, lrvitj~J.
Deputy Assistant Director
Bureau of the Budget
Office of the President

LEWIS, Sandra E.

Pro~ran)

Executi~e Assistant to the Director
Northern New England Regional Medical

Program

LIKOFF, William, M.D.
President, American College of Cardiology
Hahnemann Medical College and Hospital

LILIENFELD, Abraham M., M.D.
Professor and Chairman
Department of Chronic Diseases
Johns Hopkins University School of

Hygiene and Public Health

LINDEE, Robert G., M.D.
Assistant Dean
Stanford University School of Medicine

LINDSLEY, George A., M.P.H.
Assistant Executive Director
Illinois Regional Medical Program

LLOYD, Frank P., M.D.
Director of Research
Methodist Hospital of Indiana

LOBUE, A. J., M.D.
Member, Regional Advisory Group
California Regional Medical Program

LOGSDON, D. N., M.D.
Chief, Professional Service Section
Division of Medical Care Administration
Public Health Service

LUKEMEYER, George T.
Program Coordinator
Indiana Regional Mcclical Program
Associate Dean, Indiana University School

of Medicine

LUMMIS, Wilbur S., Jr., M.D.
Deputy Director
Hawaii State Department of Health

LYLE, Carl B., Jr., M. D..
Associate Professor of Mcdicinc
Univcmily t,f North Carolina School of

Mrxlici]ic

LYNCH, Ccorgc
Audio-Visual Coordinator
Bowman Gray School of Medicine

LYNCH, Richard V., .lr., M.D.. .
President,
West Virginia State Medical Association
Chairman, Regional Advisory Group
West Virginia Regional Medical Program

McBEATH, William H., M.D.
Program Coordinator
Ohio Valley Regional Medical Program

McCALL, Charles B., M.D.
Associate Professor
University of Tennessee College of

Medicine

McCARTHY, Dr. Thomas
Office of the Director
Bureau of Health Services
Chief, Grants Review Branch
Public Health Service

McCONNELL, Thomas S., M.D.
New Mexico Regional Medical Program
School of Medicine
University of New Mexico

McCORMICK, Calvin
Senior Project Coordinator
Kidde Construction, Inc.

McCUNE, William S., M.D.
President
Medical Society of the District of

Columbia

McDANIEL, Vafeta K.
National Communicable Disease Center
Heart Disease Control Standardization

Laboratory
Public Health Service

McDONALD, Byron A.
Systems Engineering Consultant
Northern New England Regional Medical

Program

McFADDEN, Catherine L.
IIcart Disease Control Program
l’ubiic Ilcal(h Sri-vice

M(:GI1,I., lIrm-y G., Jr., M.D.
Institutional Co,,rcfinator
Texas Regional Medical Program

McGOWAN, Larry, M.D.
Greater Delaware Valley Regional

Medical Program

McKENZIE, Richard B.
Program Coordinator
Susquehanna Valley Regional Medical

Program

McLAUGHLIN, Margaret
Chief Nurse Officer
Public Health Service

McNERNEY, Walter J.
President
Blue Cross Association, Inc.

McNULTY, Matthew F., Jr.
Director, Council of Teaching Hospitals
Associate Director, Association of Amer-

ican Medical Colleges

McPHAIL, Frank L., M.D.
Director, Montana Region
Mountain States Regional Medical Pro-

gram

MACER, Dan J.
Director
Veterans Administration HospitaI
Chairman, Regional Advisory Group
Western Pennsylvania Regional Medical

Program

MAcLAGGAN, James, M.D.
Vice Chairman
California Regional Advisory Group

MACON, N. Don
Planning Director
Texas Regional Medical Program
Program Coordinator for University of

Texas

MAGRAW, Richard
Assistant Director
Bureau of Health Services
Public Health Service
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MAMIYA, Richard, M.D.
Lcahi Hospital
Hawaii Regional Medical Program

.MARKEY, William A.
Deputy Director, IJSC-Area V
California Regional Medical Pro~ram
L’nivcrsity of Southern California School

of Medicine

MARTIN, Samuel P., M.D.
Program Coordinator
Florida Regional Medical Program
Provost, J. Hillis lMiller Medical Center

MARTZ, E. Wayne, M.D.
Associate Dircctnr, Continuing Education
Western Pennsylvania Regional Medical

Program

MAR’~Z, Dr. Helen E.
Staff Assistant for Planni,nr+
Medical Assistance Admln)strntion
Social and Rehabilitation Scrvicc
Public Health Service

M.ARY, CharIcs Cl., ,Jr., M.D.
Associate Director
Charity Hospi td of h’ew Orlc~ns

MASL.4ND, Richard L., M.D.
Director
National Institute of Ncurologica] Dis-

eases and Blindness
National Institutes of Hcaltll

MASON, Josepl, J., Jr.
Associate Director for Administration
Alabama Regional Medical Program

MASSEY, Dr. Robert U.
Lovelacc Foundation for Medical Educa-

tion and Research
New Mexico Regional Medical ProSram

MATOREN, Gary M,
Associate Coordinator
New Jersey Regional Medical Program

MATTINGLY, Thomas W., M.D.
Prn,qrarn Coordinatcjr
Mctrnpolitan \Vdinqt,,n, D. C., Rcginnal

M[xliral Pr,,~ra,,,

k4.i’r’ER, .Andrcw, \l.1).
.Issistant Dircrt[,r, Pr,]frssi[,nal .f[tivitics
:Inlcrican Colleqc f~f Surgeons
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MAYER, William D., M.D.
Dean and Director
University of Missouri Medical center

MEEK, Peter G.
Exccutivc Director
Nationzl I-fcalth Cnuncil

MELICK, Dcrmont W., M.D.
Prq;ram Crmrdinatrrr
Arizona Rc,qional Mcrlical Program
LTniversity of Arizona College of Mcdicinc

MELTON, William K.
Director of Education
The American College of Radiology

.MERRITT, Betty L.
Comrnunicati{)ns and Information OfIirrr
(;c[)rgi~ Rc,qi[JnaI Medical Prosram

METCAI.FE, Rnhcrt M,, M.D.
Associate Director
Tcnncsscc Mid-South Regional Medical

Prf>,qrarn

MEYitR, Tllllnms C,, M.D.
Cl)airman, Postgrad(lltc Itdtlcali(,n C[, rn-

mit~cc
University of Wisconsin Mcclical School

MILLER, George E., M.D.
Dircct{)r, Oflicc nr Rcscarcll in Medical

Education
University of Illinois Collc,qc of Mcdicinc
Divisinn nf Regional Medical Pr,lgrams

Natinnal Review Committee

MILLER, Winston R., M.D.
Program Director
Northlands Re,qinna] Medical Program

MILLIKAN, Clark H., M.D.
National Advisnry Council on Rrgional

Medical Prqqams
Consultant in Ncuro]ogy
Mayn Clinic

MITCH EI.1., Frank L., M.D.
D(,pll[y (;lli{.f, ofiirr (,[ l>r,}f(,ssi,~,,;,l S,.r,.

i(.cs
I)ivisi(, ]l c,f Dirert IHcaltl] S,,rvi((,s

Bureau O( I !(,altll Scrviccs

Public Hc21t11 Scrviccs

MITCHELL, John A., M.D.
President
Charlcs L. Drew Society

MIYAMOTO, Robert M., M.D.
President Elect
I[awaii Medical Ass[,ciation

MOOLTEN, Sylvan E., M.D.
Chairma]l, Task Force C[)rnmittcc {,n

.Mcdical Education
Middlcscx General Hospital in Ncw Jersey

MOORE, Charles W.
Associate Coordinator, Administration

and Institutions
Kansas RcSional Medical Pr[).qrani

MOORE, Ccorgc
Deputy Regional Hcaltb Director
Region 111—Charlottcsviilc
Public Health Service

MORGAN, Harold S,, M.D.
Pro.qranl (;oordinatur
Ncl Jr:ts!ia-Soutll D:l!io~:i Rr~ional Mvrliral

Proxram

MORGAN, Robert J,, M.D.
Chairman, Regional Advisory Committee
Ncbraslca-South Dakota Rrgional Mcdicd

Program

MORRISSEY, Eciwarcl F,
Assistant Director
Connecticut RcSional Medical Proqranl

MOSES, Campbell, M.D.
Medical Director
American Heart Association

MOU, Thomas W., M.D.
Assistnnt to the Coordinator
Central Ncw York Regional Medical

ProSram

MOUTSA”rSOS, Spcro
Prnjcct Director, Hcnlth Manpower
Western Ncw York R(,,qinn:il M,c[i(:ll

I’H1.L(KII1l

MU 1,1,ER, .Jnnr
.~ssisl:lllt Director- -Was}lin~toll Olficc
Amrric:ln Nurses Association

MURBACH, Edwin R., M.D.
.Northwcst District Chairman
Nm-thwestcrn Ohio Regional Medical

Program

MUSSER, Marc J.. M.D.
Exccutivc Director
North Carolina Regional Medical

Program

k4YKY-1’EW, Mm-ion, M.D.
Assistant Coordinator
Wisconsin Rc,gional Medical Pro,qram
Mw-qucttc School of Medicine

NADEL, E!i M., M.D.
.Assnciatc Dc~n
St. Louis University School of Medicine

NELLIGAN, William D.
Exccutivc Director
.Arncrican Collcq- of Cardiology

NELSON, Kinloch, M.D.
Prqsrarn ~;oordinator
Virqinia Rr,qirrnal Mcrlical Prorp.aIn
Dcon, Medical Ct)llcgc of Virginia

NELSON, Willi:,nl P., III, Ivf.D.
Professor of Post~raduate Mcdicinc
Albany Medical College

ATEMIR, Paul
Dir(ctor, Division of Graduatr Medicine
l_l*,ivcrsity of PrnnsyIvania

NEWELL, Agnes M.
Nursing Consultant
Strokc PrO~ram
Heart Disease Control Section
Public Health Srrvice

NEWMAN, T. R.
.idministrativc Offlccr
Ohio Valley Regional h4cdical Program

XIGAGLION1, Adan, M.D.
pro~ram Coordinator
Rr~ional Medical Program of Purrto Rico
( :h;rl]t(llor. M(.di[,ll S(i(n((.s
I ‘Iliv,.].sily i,f l’!:(,l [() Ri((,

.YII,S().Y, [;[.0,-<C‘1’.
.\ssistal]t Proyr:lln Coordinal Or

?vfainc Rcgi(~nal ?vfcdical Progrmn



I

NOROIAN, ECfWardII.
Exccutivc Dirw lor
Presbyterian Uni~vrsity }Iospital
Wrstcrr, P,],niylvatli:, l{lqi~>,,:,l M((lic.tl

Proxrarn

NORTON, Joseph .4., M.D.
President, Ark:lnsm hfmfical Society
Mcmlxr, Regional .4dvisory Board
Arkansas Rcgiorml Mccfic:ll Program

O’DOHERTY, Dcsrm,ncl S., M.D.
Chairman, Regional .icirisc,ry Committee
Metropolitan Washington, DC. Regional

Nfccfical Program
Professor and Ck}airrnan, l)cparimcnt or

h’curol[,gy
(;corgctf,fvn Ut, ivvrsity 1I{,sl)ita]

OGDEN, Michaelj hf.1~.
Chief, Professional Assi,qnmcnt and

Research
Office of Program Services
Division of I ndian Health
Public Health Scrvicc

OLIVER, Ward L., M.D.
Assistant Professor of Postgraduate

Medicine
Albany Mcdical College
Albany, New York Rcgirmal Medical Pm-

gram.

OLSON, Edith V., R.N.
Nursing Director
Rochester ( Ne~v York ) Regional Mcdical

Program

OLSON, Stanley W., M.D.
Director
Tennessee Mid-South Regional Medical

Program

P.4CKER, James T., M.D.
Associate Director
Missr,uri Regional Medical Program
University {,f ~liss,~iiri Llcdical Crntcr

PAINTER, R(,lmrl C., M,]).
X,]rth Daknta Reqional Lfcdical f>ri,gral!)

[’.41, \l(. ?lTl S’l’, I;,riil 1’.., \l 1).

l{(~i,,t,;ll 11[:11111I)ir!vl,,l

Re3i,,n 11f-–Chadf)Ltcsvillc
Plil>lic IHcalth Scrvi(r

PAREI.IUS, M. Ronald
~)r~s{,li R{.yif}tlal Medical Pco,qrmu

P,4RKI. R, I,{lrrainc
~lssist:ltlt llir{ttoc
Communications and Information
North Dakota Rr,qicmal Mcciical Program

f’/lRK1iR, Rall)l] C., Jr., M.D.
l’ro~rartl Conrcfinalor
Rociwstcr (New York) Regional Medical

ProSram

PARKS, Raymond E., M.D.
Associate Dean
University of Mimai School nf Mcdicinc

PARRE’1’l’E, Robert N.
Physic:!] ‘1’hcrapy Consultant
Public I-fcalth Scrvicc

P.ASCASIO, Anne, Ph.D.
Associate Research Professor
University of Pittsburgh
Member, Division of Regional Medical

Programs Review Committee

PATE, Jaltws W., M.D.
Chairman, Professional Committee
Memphis ReSional Medical Program
Professor, University nf Tcnncsscc

College of Medicine

PATTERSON, John W., M.D.
Dean
University of Connecticut School of

Mcdicinc

PAUL, Oglcsby, M.D.
Chairman, Illinois Regional Advisory

Group
Professor of Medicine
Passavant Memorial Hospital

P.AYXE, Ethel
~ursin~ Consultant
Heart Disease Control Program
Pliblic Hralth Scm,irc

P:\YNE, C;cralcf H.
(;hicf, .Adult Heart Prcvcntivc Programs

S,(li(>tl

I I(:lrl I)is{.av :IIId Stmkc (;(]{llrol l’r[)-

gmm

Public Health Scrvicc

PAYNE, W. Faxorr, M.D.
Actinx Director, I-fopkinsvillc,

Area
Kentucky

Trcrncsscc Mici-South Rrgi[~nzl Mccliczd
ProSram

Jcnnic Stuart Memoriai Hospital

PEARSON David A.
Deputy Chief, Health Economics Branch
Division of Medical Care Administration
Bureau of Health Sccviccs
Public Health Service

PECHMANN, David K.
Administrative Officer
Virginia Regional Medical Program

PECK, Cecil P.
American Psychological Association
Chief, Psychology Division
Department of Medicine and Surgecy
Veterans Administration Central Office

PEREZ, Eugene R., M.D.
Program Director
Virginia Regional Medical Program

PERKINS, Miics L., M.D.
Director
Bureau of Medical Care
Maine Department of Health and Wel-

fare

PERRY, Frank A., M.D.
Coordinator for Meharcy Medical College
Tennessee Mid-South Regional Medical

Program

PERRY, Lowell W., M.D.
Chief, Pediatric Section
Heart Disease Control Program
Public Health Sccvice

PETERS, Richard C.
Assistant Coordinator
Maryland Regional Mcdicai Program

PETERSON, John F,, M.D.
Director, Lnma Linda Area
California RcSional Mcclical Pro<ran]
Lon)a Linda University School of Mcdi-

cinc

1’I’’I’I’,RSON, (>slcr 1,., M.D.
Asswiatc llircct[~r
“rri-State Regional Medical Program
Har,rard Medical School

PETERSON, Stanley
District Consultant

S., M.D.

Missouri ReSional Medical Program
Snlith-Clyn-Callaway Ciinic

PETIT, Donaid W., M.D.
Director, USC—Area V
California Regional Medical Program

PHILLIPS, John B., M.D.
AssistantProfessorof Postgraduate

Medicine
Albany Medical College

POLLEY, Donald B.
Television Cmrdinator
Bowman Gray School of Medicine

POPMA, Alfred M., M.D.
ProgramDirector
Mountain StatesRegional Medical

Program

POSKANZER, CharlesN., Ph.D.
Professorof Health Education
StateUniversityof NewYork
College at Cortiand
Central New York Regionai Medical

Program

POTTER, Jacobus L., M.D.
Coordinator
New York University School of Medicine

POTTER, John, M.D.
Associate Professor of Surgery
Georgetown University Hospital
Metropolitan Washington, D. C., Regional

Medical Program

POWERS, Helen K.
Chief, Health Occupations Education
Bureau of Adult, Vocational and Library

Programs
Office of Education
U.S. Department of Health, Education,

and Weifare

PRICE, Derek W.
Sutvcy Dircct~)r
University of California at San Diego
California Regional Medical Program
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QUINLAN, Carroll B., M.D.
Deputy Chief
Heart Disease and Stroke Control

Program
National Center for Chronic Disease
Public Health Service

RAKITA, Louis, M.D.
Associate Professor of Medicine
Cleveland Metropolitan General

Hospital
Western Reserve University

RAMSEY, Lloyd H., M.D.
Department of Medicine
Vanderbilt University
Tennessee Mid-South Regional Medical

Program

RANBERG, Robert A.
Research Director
Susquehanna Valley Regional Medical

Program

RAPAPORT, Elliot, M.D.
Area Coordinator—Area I
California Regional Medical Program
Cardiopulmonary Laboratory
San Francisco General Hospital

READER, George G., M.D.
Coordinator for Cornell Medical School
New York Metropolitan Regional Medical

Program
Professor of Medicine

REDING, Mary Josita
Directorj Executive Board
American Association of Medical Record

Librarians

RENTHAL, Gerald, M.D.
Director
Joint Committee on Medical Care

Education
.4merican Public Health Association

REYNOLDS, Florence
Chief, Information and Reference

Services
Division of Nursing
Public Health Service

RICE, Walter G., M.D.
Dean, School of Medicine
Medical College of Georgia
Georgia Rcgional Medical Program

RICH, Susan, R.N.
Assistant Director
Survey and Planning
Oregon Regional Medical Program

RICHARDS, Carol
Staff Assistant
Carnegie Corporation of New York

RICHES, Roger J.
Assistant Operations Officer
Heart Disease and Stroke Control

Program
Public Health Service

RIDGES, J. Douglas, M.D.
Medical Officer
Medical Systems Development

Laboratory
National Center for Chronic Disease

Control
Public Health Service

RIEDEL, Donald C., Ph.D.
Associate Professor of Public Health
Yale University Medical School

RIKLI, Arthur E., M.D.
Chief of Operations
Missouri Regional Medical Program

RINGLER, Robert L., Ph. D.
Chief, Institutional Research Programs
National Heart Institute
National Institutes of Health

ROBBINS, Guy F., M.D.
Director of Planning
Memorial Hospital for Cancer and Allied

Diseases
New York Metropolitan Regional Medical

Program

ROBBINS, Lewis C., M.D.
Special Assistant to the Chief
National Center for Chronic Disease

Control
Bureau of Disease Prevention and

Environmental Control
Public Health Service

ROBERTO, Edward A.
Administrator
Brown County General Hospital
Chairman, Committee on Community

Hospitals
Ohio Valley Regional Medical Program

ROBERTS, Dean W., M.D.
Chief, Regional Medical Program

Activities
Hahnemann Medical College
Greater Delaware Valley Regional

Medical Program

ROBERTS, Frank
Administrative Assistant to the Director
Louisiana Regional Medical Program

ROBERTSON, George J., M.D.
Medical Director
Bingham Associates Fund

ROBERTSON, Julius D., D.M.D.
Institutional Liaison
Texas Regional Medical Program

ROBINETTE, Tasker K.
Director, Health Care Planning
Washington-Alaska Regional Medical

Program

ROBINS, Edith G.
Information Officer
Divisicm of Medical Care Administration
Public Health Service

ROBINS, Morton
Chief, Statistics and Analysis Program
Heart Disease Control Program
Public Health Service

ROCK, James A., M.D.
Vice Chairman, Regional Advisory

Committee
Western Pennsylvania Regional Medical

Program
Director, Laboratory Services
Lee Hospital in Johnstown

ROGATZ, Peter, M.D.
Director, Long Island Jewish Hospital

ROSS, Mabel, M.D.
Regional Health Director
Region I—Boston
Public Health Service

RUHE, C. H. William, M.D.
Director, Division of Medical
American Medical Association

RUTH, William E., M.D.
Representative Councilor
American Thoracic Society

Education

SABATIER, Joseph A., Jr., M.D.
Program Coordinator
Louisiana Regional Medical Program

SADLER, Alfred M., Jr,, M.D.
Office of the Director
National Institutes of Health

SADLER, B1air L.
Program AnaIyst
Office of the Director
National Institutes of Health

SAGEN, Oswald K., Ph.D.
Assistant Director
National Center for Health Statistics
Public Health Service

SANAZARO, Paul J., M.D.
Director, Division of Education
Association of American Medical Colleges

SAPPENFIELD, Robert W., M.D.
Assistant Director
Louisiana Regional Medical Program

SARACHEK, Norman S., M.D.
Medical Consultant
Heart Disease Control Program
National Center for Chronic Disease

Control
Public Health Service

SASULY, Richard
Coordinator of Program Development
California Regional Medical Program

SCHACHTER, Joseph
Statistician
Heart Disease and Stroke Control Program
Public Health Service

SCHATZ, Irwin J., M.D.
Wayne State University School of

Medicine
Michigan Regional Medical Program

SCHELLPEPER, William L.
Nebraska-South Dakota Regional

Medical Program
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SCHIEVE. lames F., M.D.
Assistant D’e& ‘
Office of Continuing Medical Education
University of Cincinnati College of

Medicine

SCHMIDT, Roland E., M.D.
Associate Professor of Pediatrics
West Virginia University Medical Center

SCHNAPER, H. W.
Associate Director
Alabama Regional Medical Program

SCHNEIDER, Aleene
Tumor Registry, Data Collection
Bi-State Regional Medical Program

SCHOOLMAN, Harold M., M.D.
Director, Education Service
Veterans Administration Central Office

SCHOR, Stanley, M.D.
Temple University School of Medicine
Greater Delaware Valley Regional

Medical Program

SCOTT, Ralph M., M.D.
i’r{,fessor of Radi,,]ogy
University nf Louisville
Ohio Valley Regional Mcclical Program

SEIPP, Conrad, Ph. D.
Associate Director, Research and

Evaluation
Connecticut Regional Medical Program

SELIGSON, David, M.D.
Professor of Clinical Pathology
Yale University School of Medicine

SEMINGSON, Howard
President, North Dakota Hospital

Association
Administrator, Trinity Hospital

SHANHOLTZ, Mack 1., M.D.
State Health Commissioner
Virginia State Department of Health
Virginia Regional Medical Program

SHARP, Lawrence J., Ph. D.
Research Associate and Sociological

Consultant
Washington-Alaska Regional Medical

Program

SHELLEY, Roger
Director of Public Relations
Rutgers University Medical School

SHIELDS, George S., M.D.
Associate Professor, Department of

Internal Medicine
Cincinnati General Hospital
Ohio Valley Regional Medical Program

SHINE, Patricia A.
Director of Nursing Affairs
Western New York Regional Medical

Program

SHOREY, Winston K., M.D.
Program Coordinator
Arkansas Rcgicmal Medical Program
Dean, University of Arkansas School of

Medicine

SHULER, Virginia
Special Assistant for Program

Development
Heart Disease and Stroke Control

Program
P~]lJlic 1iralth Service

SIBERY, 1). Kugcnc
Exccutivc Director
Greater Detroit Area Hospital Council
Michigan Regional Advisory Group

SIDEL, James, M.D.
Medical Consultant
Heart Disease and Stroke Control Program
Public Health Scrvicc

SIDES, Jerry D., M. Sgt.
Continuing Education for Paramedical

Personnel
Gunter Air Force Base, Alabama

SIEBER, Harry F., Jr.
Instructor, Temple University Medical

School
Greater Delaware Valley Regional Medical

Program

SIEBERT, Dennis F.
Information Officer
Heart Disease Control Program
Public Health Service

SILVER, David
Director
Diabetes Detection Program

SKELLEY, Thomas J.
Chief, Division of Disability Services
Rehabilitation Services Administration
U.S. Department of Health, Education,

and Welfare

SLEE, Virgil N., M.D.
Director -
Commission on Professional and Hospital

Activities

SLEETH, Clark K., M.D.
Dean, School of Medicine
West Virginia University Medical Center

SMART, Charles R., M.D.
Intermountain Regional Medical Program
University of Utah Medical Center

SMITH, Patricia Ann
Coordinator Planning for Library and

Information Services
Oklahoma Regional Medical Program

SMITH, Robert, M.D.
Stroke Coordinator
Mississippi Regional Mcclical Program

SM1’~11, Rol)crt B. W., U,l.
U.S. Air Fcrrcc

Deputy Director of Professional Scrviccs
Office of the Surgeon General

SMITH, Robert R., M.D.
Associate Director
Georgia Regional Medical Program

SMITH, Robert Ray
Stroke Program
Mississippi Regional Medical Program

SMYTHE, Cheves M.
Associate Director
Association of American Medical College

SOFFER, Alfred, M.D.
Director, Scientific Activities
American College of Chest Physicians

SOLOWEY, Dr. Mathildc
Chief, Program Projects and Clinical

Center Grants
Extramural Programs
National Institute of Neurological Diseases

and Blindness
National Institutes of Health

SOVIE, Margaret D.
Director of Nursing Education
State University HospitaI
Central New York Regional Medical

Program

SPARKMAN, Donal R., M.D.
Program Coordinator
Washington-Alaska Regional Medical

Program

SPARKS, Robert D., M.D.
Assistant Director
Louisiana Regional Medical Program

SPENCER, William A., M.D.
Texas Regional Advisory Group
Director
Texas Institute for Rehabilitation and

Research

SPICER, William S., M.D.
Program Coordinator
Maryland Regional Medical Program

SPITLER, James D.
Assistant Planning Director
University [){ Texas Medical Branch
“f’cxas Rcgional Medical Program

SPRING, William C., Jr., M.D.
Program Coordinator
Greater Delaware Regional Medical

Program

STANKOVICH, Arthur
Director of Management, Information

Systems
The Lankenau Hospital
Greater Delaware Valley Regional

Medical Program

STAPLETON, John F., M.D.
Associate Dean and Professor
Department of Medicine
Georgetown University School of Medicine
Heart Coordinator, Georgetown

University Hospitai

STAUFFER, Lee D.
Assistant Director
Department of Continuing Medical

Education
Assistant Professor of Public Health
University of Minnesota Medical School
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STEARNS, Norman F., M.D.
Acting Director
Tri-State Regional Medical Program

STEARNS, Perry, M.D.
Assistant Coordinator
Maryland Rc~ional Mcdicd prOsOnl

STEINICKE, David G.
Regional Medical Program Representative
Michigan Commission on Professional and

Hospital Activities

STEPHENSON, Dr. William
School of Journalism
University of Missouri
Project Director
Missouri Regional Medical Proq-ram

STEWART, Donald E., M.D.
Presidrmt, Minnesota Cancer Society
Executive Committee, Northlands

Regional Medical Program

STIGKNEY, J. Minott, M.D.
Prosram C{,{, rdinator
(Northlands Regional Medical Pro,qrmr!

STITH, Marion C.
Administrator
C. S. Wilson Memorial Hospital of

Johnson City, N.Y.

STOKES, Joseph III, M.D.
Coordinator, San Diego—Area VII
California. Regional Medical Program

STONE, Lily M.
American Cancer Society

STONEHILL, Robert B., M.D.
Program Director
Indiana Regional Medical Program

STORER, Edward H., M.D.
(;})nirlliai], (t;, n(rr C(,nln}ilttv,
Rir]!iljllis l{t,,qi(~t]al Mc(licnl I’r(,grm]i
Associate Professor
University of Tennessee Colle,ge of

Medicine
STOREY, PatrickB., M.D.
Professorof Community Medicine
Hahnemann Medical College
Chairman. Task Force on Continuing

Mrdical Education
Greater Delaware I’alley Regional Medi-

cal Program
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STRAUSS, William T,, M.D.
.Assistant Professor of Postgraduate

Medicine
Albany Medical COllcSc
Albany Regional Medical progrmn

SUIIRLAND, G{orqc, M.D.
Dcpartrncnt of Medicine
Michigan State University

SULLIVAN, Dcm
Washington, D. C., Oficc
Smith Kline and French Laboratories

SULLIVAN, Jarurs 11.
Assist:i[l[ (kx)rdit]:llnf
Wisconsin R(,gionai Mccli[al I)royram

SULLIVAN, W. Albert, M.D.
Director
Department of Continuing Medical

Education
University of Minnesota Cr)llcgc of

Mcclicinc

SUL’1’Z, 1iarry A.
.4ss0ciatc Professor
Department of Preventive Medicine
State University of New York

SUMMERALL, Charles P., III, M.D.
Pro,qram Coordinator
South Carolina Regional Medical Program

SU’I’ER, Jornes T.
Research C(,nsultant
Division of Hospital and Medical

Facilities
Public Health Service

SUTHERLAND, John
President
1,,1111SUII],II:I,}(I I’r(,(l,,(ti,),,s

::p;:;l(.so;::.a ~

Chief, Institutional Programs Section
Division of Manpower Development and

Training
Office of Education
U.S. Department of Health, Education.

and Welfare

T<4BLEM:iN, Betty
Planning and .Administration
Michigan Regional Medical ProSram

TAPP, Jesse W., Jr., M.D.
Associate Professor of Community

Medicine
University of Kentucky
Institutional Coordinator
Ohio Valley Rc@onal Mcclical Pr(~qranl

TAYLOR, A. N., Ph. D.
Dean, School of Related Health Sciences
University of ChicaSo Medical School

TEWART, Braxton E.
Program Associate
NCW Jersey Regional hlcdiczl Program

‘l”l Illl,l,lt MAN, I,[slit. (.:.
Smquclmntla Valley l{[~ional Medical

Program

THOMAS, John F., M.D.
Chairman, Regional .4dvisory Committee
Texas Rcqional Mcclical Program

TI-1OM PSON, Dmla
Adrl]iliistr:~tor
C{,ltr,ll M;iir,{. (;(.ln(r:, I I losI)il:,l

THOMPSON, John D.
Department of 13pidemioloSy and Public

Health
Director, Program in Hospital

Administration
Yale University

THOMPSON, Julia C,
Director, Washington Offlcc
American Nurses Association

THOMPSON, Spencer G., M.D.
Associate Coordinator
Texas Regional Medical Program

THOMPSON, W. R.
I)ir(. ((or of I’r[]j!vl /\(llllitlisll.;l(it,ll

W;Isl)iI)Xt(,tl-.kl;isl<;L 1{,.gi(,li;tl M(di(:ll

Program

THORPE, Thomas
Director, Communications and Public

Information
North Carolina Rc,qional Medical

Program

THURSTON, Hester
Assistant Coordinator for NursinS
Kansas Regional Medical Program

TITTLE, C. Robert, Jr., M.D.
Program Coordinator
Northwestern Ohio Re~onal Medical

Program

TOKARS, Jerome 1., M.D.
Bufl’alo ( Nciv York ) Rc,qional Mrxfical

Program

TOLLM.4N, James P., M.D.
ProSram Director
Nebraska-South Dakota ResgionaI Lfedical

Program
Univcrxity of Nrbmskn

‘l’OMl’KINS, [<(d,,.rl (;., hf,l).
Coordinator for Tulsa As-m
Oklahoma Regional Medical Program

TOOLE, James F.
Chnirrnan, NcuroiOgy Department
Bowrmrn Gray Scl)ool nf Mcdirinc

TOOM EY, R,,bcrt E.
I)ir(,c([, r, (;r{(,nvill[ (;{.l](r:]l rrOslJihl

Systcm
South Carolina Regional Medical

Program

TORGERSON, Jean T.
Chronic Respiratory Diseases Control

Program
National Center for Chronic Discasr

Control
Public Health Scrvicc

TOWNSEND, Thomas E,, M.D.
Chairman, Regional Advisory Board
Arkansas Regional Medical Program

TRENT, (;cor,qc E.
ltxlllllivl .Asfisl;tll( [(, III(. I)irr[l(]r
‘1’{.,],i(sw( hlitls(}ffll, I<,<i(,],:,l L!((li(:tl

l’rogram

TRUSSELL, Ray E., M.D.
Associate Dean
School of Public Health and

Adrninistrativc Mcdicinc
Columbia University

TUCKER, Norman
Division of Physician Manpower
Public Health Semite



l\i-S~atl Kt..qiiitl:il.Mrdi[:il I’rt,{ralil
Southcr!) Iilin[,is University

‘I’1ll{l; ,s.ll; , 1{1,1;(1
sf,t iai t~i,rk ~{,IIsL.]LaII[

Atlanta Rc,qi onal Offlcc– Rc,qiorr IV
Pul~li( Ilrdth Scrvirc

TURNER, Clcnn O., M.D.
Pmjcct and Llwfical Director
>Iisx,u ri Rcgir,na] >lcdical PrrgrarIl

TWISS, kfaurinc
C<,J,llljiinifati~,ns Specialist
University r,f Nlississippi \lecfical Ckntcr

ULLkI.LX, .tlicc
:issistant Prc~yramCo(jrcfinator
Cl,rncll ifcdical C~,llcgc

UL\fEIl, Rot,crt J., M.D.
lfernber, Rcgiona] .Aclvis,~ryCroup
N“orth Dakota Regional Mcrfical Program

UTTERB/\CK, Rr,l,crL A., M.D.
Professor, Collc,gc of lfcrficinc
University nf Tcnncsscc
S,itx’{m]ri,iLtcc!{,n SWJkr!
Sfcrnpllis I{c~i~,nal M(di( al Pr(]graln

V,IUN, \Villiarrl S., \f.1).
~ircrt[~r f,f hlctiiral I;(lli( :Lli(,n
~fI)rItII~IuLll .\ Icdir’ai C~lltcr’
C;rcater Delaware Valley l{csif~nal

lfmfical Prosram

vj;sr,jl,, Rolxrt, I [ I

P(!l)li( lnf(~rlrlatinrl Officer
(;ol(,t-:i(I()-Wy(,r]]inL; Rr<ional M[diral

l’r(uk,ralli

VEVltl{KA, Euqcnc }V., hf.D.
Assistant Dircct(}r
Division of Mccliral Care Adrninistratiorr
Public I[ealth Scrvic c

VI CKERST.4FF, Hugh
Tcnncssec Xlicf-South Rcgir,nal Mcrlical

Prqgrarn

VREEL.4XD, Ellwynnc M.
Surw Consultant
f)iii~i(,n of .Yursinq, Intramural Rcscarrh

Branch

Bureau of Iiralth Yfanpowcr

Public H~alth Scmice

VOJ.LAN, ~o1lKkrS D., M.D.
( ;o,,,-dir,at[,r, UC-Davis-Area 1I
C;ulifornia Rcgionai Mcrfical Program

WA(;,NI;R, (:arr,lth J., M.D.
L)irtx:lor
Bureau of I-Ical th Set-vices
I’ublic Ikdth Scrvicc

WAKERLIN, George E., M.D.
Dircctnr of Planning
.Missouri Re{ional Mcclical Program
University of Missouri

WALL, Pauline
National Cancer rnstitutc
Xational Institutes of Health

WARD, Pa.i D.
Corrrclinatnr and Executive Director
California Regional Mcciical Program

W:IRLICK, William J,
Project Dircctcrr
South Carolina Regional Mcclical ProSram

W:IRNER, Holmcr R., M.D.
Project Lcacfcr
Intcrn](,untain Rcgiona] Mccfical Program
Laucr Day Saints Hospital

LVI;BB, D[nnis R.
I:i{ld Scrvir(+ (krnsultant
Division of Medical Care Adnlinistration
I)ul)lir IHcalth Sm-vice

WEBB, Hamilton, Coi., USAF (MC)
.4ssisLa]1t f[]r’ l’ialis, IfcalLh and Mcrfical
oliirf. t,f (tic l>cpuLy Assistant Sccrctary

(,f D{ff,ns(
U.S. I}tl}:[rtl]l{:ilt of D(frnsc

WEEKS, William
.Administrativt Assistant to Lhc Associate

Director
Xcw Mexico RcSiorrzl Medical Program

WE IL, Clifton C.
.4dministratnr
Flint Goodrich Hospital of Ncw Orleans

WEINBERG, Harry B., M.D.
Clhairman, Rc~ional Advisory Group
Iowa Regional Medical Program

WE fXERM.\N, E. Richard, M.D.
Professor of Mcdicinc and Public Health
Yalc University Medical School

WELD, Francis Minnt, M.D.
Medical Gnnsu]lan L
Heart Disease Control Program
Puhlir. I-Icalth Sm-vice

WELLS, Benjamin B,, M.D.
Director
Alabama Regional Medical Program

WELTON, David G., M.D.
President-Elect
Medical Society of the State of North

Carolina

WENNBERG, John E., M.D.
Program Coordinator
Northern New England Rc,q-ional

Medical Program

WEST, Kc]ly M.> M.D.
Director
Oklahoma Regional Medical Program

WESTLAKE, Robert E., M.D.
Past President
American Society of Internal Medicine

WHALEY, Storm
Vice President of Health Sciences
University of Arkansas Medical Center

WI-II PPLE, Dr. Gerald
Chairman, Tri-Stztc Regional Advisory

Council
University Hospital, Boston

WHITE, Charles H.
Associate Director
Ohio Regional Medical Program

WH lTMAN, Samuel, M.D.
Assfxiatc Dean
Sc}l[ml of Mcdicinc
Case Western Rcscrvc University

WrLBAR, Charles L., Jr., M.D.
Director
West Virginia Regional Medical Program

WILBUR, Dwight, M.D.
Prcxidcnt-Elect
.4n]crican Medical Association

WI LKrNS, Rnbcrt J.
Ass:jciatc Director
Northlands Rcgionai Medical Program

WILLARD, William
Vice Prmidcnt

R., M.D.

University of Kentucky Medical Center

W1r,I, I.4MS, Jmncs D.
Cl]icf, Planning Assistance Section
Office of Comprehensive Health Planning
Public Health Service

WILLIAMS, Robert G. W., Jr.
Assistant for Personnel
Office of the Deputy Assistant Secretary

of Defense
Health and Medical

wILLI.4MSON, John, M.D.
.4ssistant Professor
The Johns Hopkins University
School of Hygiene and Public Health

WITTEN, Carroll L., M.D.
Chairman, Medical Practices Committee
Ohio Valley RegionaI Medical Program

WOOD, Courtney B., M. D., M.P.H.
Coordinator, LMt.Sinai School of Medicine
New York Metropolitan Regional

Medical Program

WOOD, Owen J.
Sales ManaScr
Vidr[) En~inccring Company, rnc.
Washington, D.C.

WOOLSEY, Frank M., Jr., h4.D.
Program Coordinator
Albany Regional Medical Program

WRIGHT, Jane C., M.D.
Co[)rdirlaLor for Ncw York Medical

college

Ncw York Metropolitan Regional
Medical Program

\+’U, Dr. S. Y,
Prnfcssor of Economics
University of Iowa

WURZEL, Edward M., M.D.
Executive Director
American Association of Medical Clinics

XAVIER, Mal
Administrative Assistant
Metropolitan Washington, D. C., Regional

Medical Program
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YAKEL, Ruth M.
Executive Director
The American Dietetic Association

YARNALL, Stephen R., M.D.
Director, Project Development
Washington-Alaska Regional Medical

Program
University of Washington Hospital

YATES, William M.
Administrative Assistant
Tennessee Mid-South Regional Medical

Program

YOUNG, James R.
Information Officer
West Virginia Regional Medical Program

YUNG, E. V,, M.D.
Director, Survey and Planning
Oregon Regional Medical Program

ZWICK, Daniel I.
Associate Director of Program

Management
Office of Economic Opportunity

APPENDIX 4

DIRECTORY OF
REVIEW COMMITTEE

AND NATIONAL
ADVISORY COUNCIL

ON REGIONAL
MEDICAL PROGRAMS

REGIONAL MEDICAL PROGRAMS
REVIEW COMMITTEE

Kevin P. Bunnell, Ed. D.
Associate Director
Western Interstate Commission for

Higher Education
30th Street
Boulder, Colo. 80302

George James, M.D.
Dean, Mount Sinai School of Medicine
Fifth Avenue and East 100th Street
New York, N.Y. 10029

Howard W. Kenney, M.D.
Medical Director
John A. Andrew Hospital
Tuskegee Institute, Ala. 36088

Edward J. Kowalewski, M.D.
Chairman, Committee of Environmental

Medicine of the Academy of
General Practice

Akron, Pa. 17501

George E. Miller, M.D.
Director, Office of Research in

Medical Education
College of Medicine
University of Illinois
Chicago, Ill. 60612
Philip M. Morse, Ph. D.
Director
Operations Research Center
Massachusetts Institute of Technology
Cambridge, Mass. 02139
.4nne Pascasio, Ph. D.
.4ssistant t,, the Vice President
Health Professions
L’niversity of Pittsburgh
443 Scaife Hall
Pittsburgh, Pa. 15213

Samuel H. Progcr, M.D.
Physician-in-Chief
Tufts-New England Medical Center
Boston, Mass. 02111

David E. Rogers, M.D.
Professor and Chairman
Department of Medicine
School of Medicine
Vanderbilt University
Nashville, Term. 37205

C. H. William Ruhe, M.D.
Assistant Secretary
Council on Medical Education
American Medical Association
535 North Dearborn Street
Chicago, Ill. 60610

Robert J. Slater, M.D.
President
The Association for the Aid

of Crippled Children
345 East 46th Street
New York, N.Y. 10017

Mr. John D. Thompson
Professor of Public Health and Director,

Program in Hospital Administration
Yale University Medical School
New Haven, Corm. 06520

Executive Secretary
Mrs. Martha L. Phillips
Chief, Grants Review Branch
Division of Regional Medical Programs
National Institutes of Health
Bethesda, Md. 20014

NATIONAL ADVISORY COUNCIL
ON REGIONAL MEDICAL

PROGRAMS

Edwin L. Crosby, M.D.
Director
American Hospital Association
Chicago, 111.60611

Michael F,. DeBakey, M.D.
Pr[)frss{)r al}d Chairtlmn
Department of Surgery
College of Medicine
Baylor University
Houston, Tex. 77025

Helen G. Edmonds, Ph. D.
Dean, Graduate School
North Carolina College
P.O. BOX 432
Durham, N.C. 27707

Bruce W. Everist, M.D.
Chief of Pediatrics
Green Clinic
709 South Vienna Street
Ruston, La. 71270

John R. Hogness, M.D.
Dean, School of Medicine
University of Washington
Seattle, Wash. 98105

James T. Howell, M.D.
Executive Director
Henry Ford Hospital
Detroit, Mich. 48202

Clark H. Millikan, M.D.
Consultant in Neurology
Mayo Clinic
Rochester, Minn. 55902

George E. Moore, M.D.
Director, Public Health Research
New York State Department of Health
Roswell Park Memorial Institute
666 Elm Street
Buffalo, NY. 14203

Edmund D. Pellegrino, M.D.
Vice President for the Health Sciences
Director of the Medical Center
State University of New York
Stony Brook, N.Y. 11790

Alfred M. Popma, M.D.
Director, Mountain States
Regional Medical Program
525 West Jefferson Street
Boise, Idaho 83702

Mack I. Shanholtz, M.D.
State Health Commissioner
State Department of Health
Richmond, Va, 23219

Ex Oficio Member
Willian] II. Stcw;lrt, M.]).
Surgeon General
Public Health Service
9000 Rockville Pike
Bethesda, Md. 20014

(Chairn]an)
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OFFICE OF THE DIRECTOR

Immediate O@ce:

Robert Q. Marston, M.D.
Karl D. Yordy . . . . . . . . . . . . . . .
MargaretH. Sloan, M.D..
Maurice E. Odoroff.
Leroy G. Goldman, . . . . . . . .
Eva M. Handal. . . . . . . . . . . . . . . .
ElizabethF. Fuller. . . . . . . . . . . . . . .

Oficeo~Executive Ojicer:

CharlesEfilscnroth. . . . . .
NicholasG. Cavarocchi. .
Robert L. Quave.
NormanE. PrincejJr
AnnaV. Windsor, . . . . . . . . . . . . . .
LorrainelI. Hughes. . . . . . . . . . . . . .
&faW.]. McCormick . . . . . . . . . . .
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DIRECTORY OF
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MEDICAL PROGRAMS

Director.
Deputy Director.
AssociateDirector for Organizational Liaison.
Assistantto Director for Health Data.
Program Policy Specialist.
Committee Management Officer.
Secretaryto Director.

Executive Officer.
Financial Management Officer.
Administrative Officer.
Personnel Officer.
Budget Analyst.
Administrative Assistant.
Office Services Supervisor.

Ojicc oj Communications and Public Injorrnation:

Edward M. Friedlander. Assistant to Director for Communications
and Public Information.

Frank Karel 111. . . . . . . . ., Public Information Officer.
Judith J. F1eisher. . . . . . . . . . . . . . . . Public Information Specialist.
Ellen D. Carter. ., ., . Public Information Specialist.
Simone D. Biren, . . . . . . . . . . . . . . . . Editor.

OFFICE OF ASSOCIATE DIRECTOR FOR PLANNING AND EVALUATION

StephenJ. Ackerman. . . . . . . . . . AssociateDirector for Planning and Evaluation.
PlanningBranch:

Roland L. Peterson Chief.
Thomas Kinser . . . . . . . . . . . . . . . . . Program Analyst.
Theodore L. Koontz, Jr. . . Program Analyst.
Lyman G. Van Nostrand. Program Analyst.

Evaluation Branch:

Rhoda Abrams . . . . . . . . . . . . . . . .
Arthur B. Hiatt, Jr . . . . . . . . . . . . .
Suzanne G. Paul . . . . . . . . . . . . . . .
Laura J. Shouse . . . . . . . . . . . . . . . .
Mary A. Teller . . . . . . . . . . . . . . . . . .
Edward S. Walsh . . . . . . . . . . . . . . . .

Statistics and Analysis Branch:

Mary V. Geisbert . . . . . . . . . . . . . . . .
Loren D. Hellickson . . . . . . . . . .
Leah Resnick . . . . . . . . . . . . . . . . . .
Jackie M. Rosenthal . . . . . . . . . . . . .

Program Analyst.
Program Analyst.
Program Analyst.
Program Analyst.
Program Anaylst.
Program Analyst.

Public Health Analyst.
Public Health Analyst.
Public Health Analyst.
Statistical Assistant.

OFFICE OF ASSOCIATE DIRECTOR FOR OPERATIONS

Richard B. Stephenson, M.D. ., . .

Operations Staff:

Ira R. Alpert . . . . . . . . . . . . . . . . . .
Robert C. Anderson. . . . . . . . .
Vincent J. Carollo, M. D..
John R. Hamilton, III, M.D..
Robert M. O’Bryan, M.D.
Alphonse Strachocki. . . . . . . .

Grants Management Branch:

Jame.s Beattie . . . . . . . . . . . . . . . . . . .
Thomas J. McNiff . . . . . . . . . . . . . .
Gerald L. Tccts . . . . .
George F. Hinkle . . . . . . . . . . . . . . .
Arthur Curry . . . . . . . . . . . . . . . . . .
Donald M. Fox . . . . . . . . . . . . . . . . .

Grants Review Branch:

Martha L. Phillips . . . . . . . . . . . . . . .

Grants Review Section:

Peter A. Cleppcr . . . . . . . . . . . . . . .
Robert E. Jones . . . . . . . . . . . . . . . .
Patricia K. McDonald. . . . . . .
Harold F. O’Flaherty. . . . . .
Jessie F. Salazar, . . . . . . . . . . . . . . . .

Grants O~eratiomSection:

Lorraine M. Kyttle, . . . . . . . . . . . . . .

Associate Director for Operations.

Operations Officer.
Operations Officer.
Operations Officer.
Operations Officer.
Operations Officer.
Operations Officer.

Chief.
Grants Management Officer.
Grants Management Officer.
Grants Management Officer.
Grants Management Specialist.
Grants Management Specialist.

Chief.

Public Health Advisor.
Public Health Advisor.
Public Health Advisor.
Scientific Grants As@.tant.
Public Health Advisor.

Head.
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OFFICE OF ASSOCIATE DIRECTOR FOR
PROGRAM DEVELOPMENT AND RESEARCH

Richxrd F. Mane801d, M.D, Associate Director for Proqram Development
,nnrlRcsc<arcl].

Continuing Education and 7>aining Brunch:

Alexander M. Schmidt, M.D.
Phyllis E. Carries, Ph. D. .,
Veronica L. Corrley, Ph. D..

,
Cecilia C. Conrath . . . . . . . . . . . . . .
David tV. Golde, MAD, . ...,...,,
Frank L. Husted, Ph, D., . . . . . . . .
Elsa J. Nelson . . . . . . . . . . . . . . . . . .
Herbert O. Mathewson, M.D. . . .
Marjorie L. Merrill . . . . . . . . . . . . . .
Rebecca R. Sadin. . . . . . . . . . . . . .
Sarah J. SiIsbee. ., .,, . . . . . . . . . . .
Jack J. Schneider, M.D. . .
John C. T,lpp, M.D. ,,. .
Charlotte F. Turner.

Regional Health SeroicesBranch:
. . ... . . . .. . ._~nlllp A. Kileger, .M,LJ.

Chief.
Education Specialist.
Education Specialist.
Assistant to Chief.
Training Consultant.
Head, Education Research Group.
Health Services Officer.
Training Consultant.
Public Health Advisor.
Public Health Advisor.
Public Health Advisor.
Training Consultant.
‘l”rainin~ COnsult:t!l~.
Education and ‘1’raining Specialist.

Head, Clinical Programs Section,
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APPENDIX 6

DIR13C-I’ORY OF REGIONAL
MEDICAL PROGRAMS

The Directory lists Regional Medical
Programs for which planning or opera-
tional grants have been awarded or which
are in earlier stages of development.

Regions were defined for planning pur-
poses in the planning applications. State
designations do not necessarily indicate
that the regions are coterminous with
State boundaries. The original definitions
of the regions may be modified on the
basis of experience.

.Awarded as of April 26, 1968.

INDEX
Region page

ALABAMA (see also Tennessee Mir/-
.%uth), ,,, . .,, ,,, ,,, . . . . . . . . . . . . . 162

ALASKA, see Washington-A /aska.
ALBANY . . . . . . . . . . . . . . . . . . . . . . . . . 162
ARIZONA, . . . . . . . . . . . . . . . . . . . . . . . . . 162
ARKANSAS (sees/so Memphis), 162
BI. STATE, . .,, ,,, ,, .,, .,, ..,,...., ., .,,.. 163
CALIFORN IA . . . . . . . . . . . . . . . 163
CENTRAL NEW YORK, ..,... ,. 163
COLORADO-WYOM IN G . . . . . . . . . . . 163
CO NNECTICUT . . . . . . . . . . . . . . . . . . . . ,. .,., 164
DELAWARE VALLEY, see Greater De/a.

tvare VaIley.
Florida . . . . . . . . . . . . . . . . . . . . . . . . . . .,. .,. 164
GEORGIA,.. . . . . . . . . . . . . . . . . . . . . . . . 164
GREATER DELAWARE VALLEY . . . . . 164
HAWAII . . . . . . . . . . . . . . . . . . . . . . . . . . .,, ..,, 165
IDAHO, see Intermountain: Mountain

State&
ILLINOIS (see s/so B;-State) .,. .
INDIANA see a/so Ohio Va//ey).

(JINTERMO STAIN, . . . . . . . . . . . . . . . . . . . . . .
IOWA . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
KANSAS . . . . . . . . . . . . . . . . . . . . . . . . . .
KENTUCKY, see Memphis; Ohio Va//ey;

Tennessee Mid-South.
LOU IS IANA, . . . . . . . . . . . . . . . . . .
MAIN E,, , .,, . . . . . . . . . . . . . . . . . ,, ...,.
MA RYLAND . . . . . . . . . . . . . . . . . . . . . .
MASSACHUSETTS, see Tri-State.
ME MPH IS..
METROPOLITAN WASHINGTON, D.C.
MI CHIGAN, . . . . . . . . . . . . . . . . . . . .
MINNESOTA, see Northlands.
MISSISSIPPI (see a/so Memphis).
MISSOURI (SCC also Bi-Stafc; A4crnphis) ~
MO N1”ANA, scc In formounta!n: Mountain

states.
MOUNTAIN STATES . . . . .
NEBRASKA. SOUTH DAKOTA
NEVADA, see /ntermounta/n.
NEW HAMPSHIRE, see Tri-Stafe.

165
165
165
166
166

166
166
167

167
167
167

168
168

168
168

Region

NEW JERSEY (see also Greater Delaware
Va//ey), .. T,. . . . . . . . . . . . . . . . . . . . . . . ,, ..;

NEW MEXICO . . . . . . . . . . . . . . . . . . . . . . . . . .
N~~rk YORK, see Albany; Central New

. New York Metropolitan Area;
Rochester; Western New York.

NEW YORK METROPOLITAN AR EA.....
NO RTH CAROLINA.,..,......,,..
NORTH DAKOTA, , . . . . . . . . . . . . . . . . . . . . . .
NORTHEASTERN OHIO . . . . . . . . . . . . . . . . .
NORTHERN NEW EN GLAND.......,.,..
NORTH LAN DS . . . . . . . . . . . . . . . . . . . .
NORTHWESTERN OH IO . . . . . . . . . . . . . . . . .
OH 10 STATE (see also Northeastern

Ohio; Northwestern Ohio; Ohio Va//ey)..
OH IO VALLEY . . . . . . . . . . . . . . . . . . . . .
OK LAHOMA . . . . . . . . . . . . . . . . . . . . . . . .
OR EGON . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
PEN NSYLVAN 1A, see Greater De/aware

Valley; Susquehanna Valley; Western
Penns /vania.

d’PUERT RICO . . . . . . . . . . . . . . . . . . . . . . . . . .
RHODE ISLAND, see Tri.State.
ROCHESTER . . . . . . . . . . . . . . . . . . . . .
SOUTH CAROLINA . . . . . . . . . . . . . . . . .
SOUTH DAKOTA. see Nebraska .South

Dakota.
SUSQUEHANNA VALLEY . . . . . . . . . . . . . . . .
TENNESSEE MID-SOUTH (see ako Mem-

4
pals . . . . . . . . . . . . . . . . . . . . . . . . . .

TEXA . . . . . . . . . . . .
TRI.STATE. . . . . . . . . . . . . . . . . . . . . . . .
UTAH, see Intermounta;n.
VERMONT, see Northern New England.
VI RGINIA, . . . . . . . . . . . . . . . . . . . . . . .
wASHINGTON-ALAS KA. .,..... . . . . . .. . . .
wASH I N GTON, D.C., see kfetropolftan

Washington, D.C.
WEST VIRGINIA (see also Oh;o Va//ey).
WESTERN INTERSTATE COMMISSION

FOR HIGHER EDUCATION (w ICHE),
see Mountain States.

WESTERN NEW YORK . . . . . . . .
wESTERN PEN NSYLVANIA. .
WISCONSIN . . . . . . . . . . . . . . . . . . . . . . .
WYOMING, see Colorado- Wyoming; Inter.
mountain; Mountain States.

page
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170
170
170
170
171

171
171
171
172

172

172
172

173

173
173
173

174
174

174

174
175
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Name of Region Bi-State California Central New York Colorado-Wyoming

Preliminary Planning Area Eastern Missouri and southern California
Illinois

Syracuse, New York and 15
surrounding counties

Colorado and Wyoming

Estimated Popu Iation 4,775,000 19,160,000 1,760,000 2,200,000

Coordinating Headquarters

Program Coordinator

Program Director

Washington University School of California Committee on
Medicine Regional Medical Programs

Upstate Medical Center, State
University of New York at Syracuse

University of Colorado Medical
Center

William H. Danforth, M.D.
Vice Chancel lor, for Medical Affairs
Washington Unlverslty
660 South Euclid Avenue
St. Louis, Mo. 63110

(tel: 314-361-6400, ext. 3013)

Paul D. Ward
Executive Director
California Committee on

Regional Medical Programs
Room 304
655 Sutter Street
San Francisco, Calif. 94102

Richard H. Lyons, M.D.
Director, Regional Medical
Program of Central New York
750 East Adams Street
Room 1500
State University Hos ital
Syracuse, N.Y. 1321 a

Paul R. Hildebrand, M.D.
ufliVf3rSitY of Colorado Medical center
4200 East Ninth Avenue
Denver, Colo. 80220

(tel: 415-771-5432) (tel: 315-473-5600)

Howard W. Dean, M.D.
University of Colorado Medical Center
4200 East Ninth Avenue
Denver, Colo. 80220

(tel: 303-394-7506)

Chairman, Regional Advisory
Group

G. Duncan Bauman
Business Manager
St. Louis Globe-Democrat
710 North 12th Street
St. Louis, Mo. 63101

Roger O. Egeberg, M.D.
Dean, School of Medicine

Wilfred W. Westerfeld, M.D. John J. Conger, Ph. D.

University of Southern California
Acting President
U state Medical Center

Vice President for Medical Affairs

2025 Zonal Avenue
and Dean, School of Medicine

7:6 Irving Avenue
Los Angeles, Calif. 90033 Syracuse, N.Y. 13210

University of Colorado
4200 East Ninth Avenue
Denver, Colo. 80220

(tel: 315-473-4513)

Grantee Washington University School of
Medicine

California Medical Education
and Research Foundation

Research Foundation of State
University of New york

University of Colorado Medical Center

Effective Starting Date of
Planning Grant

April 1, 1967 November 1, 1966 January 1, 1967 January 1, 1967

Amount of Planning Grant $603,965 $1,575,096 (lst year)
$2,974,497 (2d year)

$289,522 (lst year)
$268,634 (2d year)

$361,984 (lst year)
$339,605 (2d year)

Effective Starting Data of
Operational Grant

Amount of Operational Grant

-—

163

1
.



Name of Region

Preliminary Planning Area

Connecticut

Connecticut

Florida

Florida

Georgia

Georgia

Greater Delaware Valley

Eastern Pennsylvania and portions of
New Jersey and Delaware

—— .—— ——.—. ___ ——_—_— ——— — ———
Estimated Population 2,925,000 6,000,000 4,510,000 8,200,000
.___— —_ ————————————————— ____ —_ ——— ——— ——— ——— ~————

Coordinating Headquarters Yale University School of Medtclne Florida Advisory Counc(l, Inc. MerJ)cal Association of Georgia Unlverslty City Sc{ence Cernter
an(l Un}versjty of COrlnectl cut
School of Med(c!ne

—— —— —— _—— — _—_—_— —— __. —. ——
Program Coordinator Henry T. Clark, Jr., M.D. Samuel P. Martin, M.CJ.

Program C<]ord(nator Provost, J. HIIIIS M]ller
Co;ng;c#t Regional Med]cal Med!cal Center

LJnlvers!ty of Flor]da
272 George Street Ga[nesv!lle, Fla. 32601
New Haven, Corm. 06510

(tel: 203-776-6872)
(tel: 904-376-3211, ext. 5377)

J. W. Chambers, M.D.
Coordlnafor for Georg!a Regional

Med)cal Program
Medical Assoclatl or! of Georgia
938 Peachtree Street NF.
Atlanta, Ga. 30309

(tel: 404-876-7535)

George Clanimcr. M.D.
Wynnewuod House
300 East Lancaster Aven{I?
Wynnewood, Pa. 19096

(tel : 21 5-649-4100)

Program Director

—— ——
Chairman, Regional Arthur M. Rogers H. Ph!ilip Hampton, M.D.
Advisory Group Director uf Traff(c 1 Davis Boul[;vard

SCOVIII Mar, ufactur!ng Company Tampa, Fla. 33606
99 MI(I Street
Waterbury, Corm. 06720 (tel: 813-253-0991)

—.
Grantee Yale University School of Me(llcine Florida Adv!sory Council, lnc

_—_—___—
J. Gordon Barrow, M.D.
Director for Georgia Regional

Med!cal Progra,m
Medical Assoc!atlon of Georg{a
938 Peachtree Street NE.
Atlanta, Ga. 30309

(tel: 404-875-0701)_____ —— __ — _____ .—.
Arthur P. Richar[lsor), M.V. Glen R. ILeyn)aster, M.D.
Dean, School of Med)c)n? Vean, wOrT1tlrl’S Med!(.,,1 College
Emory Unlverslty of Per)nsylvama
Atlanta, Ga. 30322 3300 Henry Avenue

Ph)ladelphla, Pa. 191

___— —_ _——_. ——— ——— —— —
Med!cal Assoclatlon of Gcurgla Un(verslty C]ty ScIe IIc(? c(llt~r

____. __ —_ —._ . .. ——— —— —— — —
January 1, 1967 Apr(l 1, 1967

_—— — ————— ———— _—— —__—.
Effective Starting Date JUIY 1, 1966 Novemt,er 1, 1967
of Planning Grant
———— —— ——— —— —————— ———— ——.

Amount of $406,622 1st year)
Planning Grant $338,513 [21J year)

$240,000 $240,098 (1st year) —$1,531,494
$555,079 (2LI year)

—— ___ ——__. — —————————————
Effective Starting Date
of Operational Grant

Amount of

——— ———— ——— ————— .––

Operational Grant
———
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Name of Region Connecticut Florida Georgia Greater Delaware Valley

Preliminary Planning Area Connecticut Florida Georgia Eastern Pennsylvania and portions of
New Jersey and Delaware

Estimated Population 2,925,000 6,000,000 4,510,000 8,200,000

Coordinating Headquarters Yale University School of Medicine Florida Advisory Council, Inc. Medical Association of Georgia University City Science Center
and University of Connecticut

Provost. J. Hillis Miller Coordinator for Georgia Regional w

School of M-edicine

Program Coordinator Henry T. Clark,, Jr., M.D. Samuel P. Martin. M.D.
Program Coordinator

J. W. Chambers, M.D.

Co;r~gc## Regional Medical

272 George Street
New Haven, Corm. 06510

(tel: 203-776-6872)

Medical Center
University of Florida
Gainesville, Fla. 32601

(tel: 904-376-3211, ext. 5377)

Medical Program -
Medical Assoclat!on of Georgia
938 Peachtree Street NE.
Atlanta, Ga. 30309

(tel: 404-876-7535)

George Clammer, M.D.
nnewood House

330 East Lancaster Avenue
Wynnewood, Pa. 19096

(tel: 2 15-649-4100)

Program Director J. Gordon Barrow,. M.D.
Director for Georgia Regional

Medical Program
Medical Association of Georgia
938 Peachtree Street N.E.
Atlanta, Ga. 30309

(tel: 404-875-0701)

Chairman, Regional Arthur M. Rogers
Advisory Group

H. Phillip Hampton, M.D.
Director of Traffic

Arthur P. Richardson, M.D.
1 Davis Boulevard Dean, School of Medicine

Glen R. Leymaster, M.D.

Scovill Manufacturing Company Tampa, Fla. 33606
Dean, Woman’s Medical College

Emory University
99 Mill Street Atlanta, Ga. 30322

of Pennsylvania

Waterbury, Corm. 06720 (tel: 813-253-0991)
3300 Henry Avenue
Philadelphia, Pa. 191

Grantee Yale University School of Medicine Florida Advisory Council, Inc. Medical Association of Georgia University City Science Center

Effective Starting Date JUIY 1, 1966 November 1, 1967 January 1, 1967 April 1, 1967
of Planning Grant

Amount of $406,622 1st year)
Plannina Grant f$338.513 2d year)

$240,000 $240,098 Ist year)
[$555,079 2d year)

$1,531,494

Effective Starting Date
of Operational Grant

Amount of
Operational Grant
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. .
Namo of Roqion Hawaii Illinois

Preliminary Plnnninq Area Iinwnlt 1111111)15 Itltlinno Utah, and portions of Wyoming,
Montana, Idoho, ancl Nevada

Estimated Population 740,000 10,895,000 5,000,000 2,220,000

Coordinating Headquarters Unlverslty of Hawaii College of Coordinating Committee of Medical
Health Sciences Schools and Teaching Hospitals of

Indiana University School of University of Utah School of
Medicine Medicine

Illinois

Program Coordinator Masato Hasegawa, M.D.
Suite 105
Medical Arts Bu!lding
1010 South King Street
Honolulu, Hawa!196822

(tel: 808-944-8499)

Leon O. Jacobson, M.O. Robert B. Stonehill, M.D.
Dean of 8iological Sciences Indiana University Medical Center
Chairman. Coordinating Committee 1100 West Michigan Street

of M:d Ical Sch,ool: and Teaching Indianapolis, lnd. 46207
Hospftalsof Illlnols

950 East 59th Street
Chicago, 111.60637

(tel: 317-639-8492)

(tel: 312-M U4-6100)

C. Hilrnon Castle ,M. D.
Associate Dean and Chairman
De artmentof Postgraduate

E?iucation
University of Utah College of

Medicine
50 North Medical Drive
Salt Lake City, Utah 84112

(tel: 801-322-7901)

Program Director William D. Graham, M.D. Wright, R. Adams, M.D.
Deputy Oirector Executive Director
Hawaii Regional Medical Program Illinois Regional Medical Program
Leahi Hospital 122 South Michigan Avenue
Honolulu, Hawaii 96822 Suite 939

Chicago, Ill. 60603

Chairman,
Group

(tel: 312-939-7307)

Regional Advisory Wilson P. Cannon, Jr.
Senior V!ce President
Bank of Hawaii
P.O. Box 2900
Honolulu, Hawaii 96802

Oglesby Paul, M.D.
Professor of Medicine
Northwestern University
School of Medicine
Passavant Hospital
303 East Superior Street
Chicago, Ill. 60611

(tel: 312-WH4-4200)

George T. Lukemeyer, M.D.
Associate Dean,,lndiana University
School of Medicine
Indiana University Medical Center
1100 West Michigan Street
Indianapolis, lnd. 46207

(tel: 317-639-8877)

Kenneth B. Castleton, M.D.
Dean, University of Utah
College of Medicine
University of Utah Medical Center
Salt Lake City, Utah 84112

(tel: 801-322-7211, ext. 7201)

Grantee University of Hawaii College of University of Chicago
Health Sciences

Indiana University Foundation University of Utah College of
Medicine

Effective Starting Date of JUIY 1, 1966 July 1, 1967 January 1, 1967
Planning Grant

JULY 1, 1966

Amount of Planning Grant $108. ();6 1s1 year)
[

~3;6,366 —

$194,771 2d year)
$384,750 1st year)

[$497,837 2d year)
$456,415 Ist year)

[$363,524 2d year)

Effective Starting Date of
Operational Grant

April 1, 1967

Amount of Operational Grant $2,038,123 (lst year)
$2,215,234(2d year)
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Name of Region Iowa Kansas Louisiana Maine

Preliminary Planning Area Iowa Kansas Louisiana Maine

Estimated Population 2,755,000 2,275,000 3,660,000 975,000

Coordinating Headquarters University of Iowa College of University of Kansas Medical Center Louisiana State Department of Medical Care Development, Inc.
Medicine Hospitals

Program Coordinator Willard A. Krehl, M. D., Ph. D. Charles E. Lewis, M.D.
308 Melrose Avenue Chairman, Department of Preventive
University of Iowa Medicine and Community Health
Iowa City, Iowa 52240 University of Kansas Medical Center

39th and Rainbow Boulevard
(tel: 3 19-353-4843) Kansas City, Kans. 66103

(tel: 919-AD6-5252, ext. 271)

E. Lee Agerton Manu Chatterjae, M.D.
D irector Program Coordinator
Louisiana State Department Maine Regional Medical Program

of Hospitals 295 Water Street
655 North Fifth Street Augusta, Maine 04322
Baton Rouge, La. 70804

(tel: 207-622-7566)

Program Director Joseph A. Sabatier, Jr., M.D.
Program Coordinator
Louisiana Regional Medical Program
Claiborne Towers Roof
119 South Claiborne Avenue
New Orleans, La. 70112

(tel: 504-522-5678)

Chairman, Regional Advisory Harry B. Weinberg, M.D. George A. Wolf, Jr., M.D.
Group Iowa Heart Association

Charles B. Odom, M.O.
Provost and Oean, School of

Merle S. Bacastow, M.D.
Past President President

1333 West Lombard Street Medicine
Davenport, Iowa 52B04

Louisiana State Medical Society
University of Kansas Medical Center 134 North 19th Street

Medical Care Develo ment, Inc

Rainbow Eoulevard at 39th Street
z

Baton Rouge, La. 70002
Director of Medical ducatlon
Maine Medical Center

Kansas City, Kans. 66103 Portland, Maine 04102

Grantee University of Iowa College of University of Kansas Medical Center Louisiana State Department of
Medicine Hospitals

Medical Care Development, Inc.

Effect ive Starting Date December 1, 1966 JUIY 1, 1966
of Planning Grant

January 1, 1967 May 1, 1967

:~n;nt of Planning $291,348 (lst year) $197,945 (lstyear)
$290,591 (2d year)

$490,448 (lst year)
$281,627 (2d year) $454,445 (2d year)

$193,909 1st year)
[$204,709 2d year)

Effective Starting Date June 1, 1967
of Operational Grant

Amount of Operational
Grant

$699,852

—
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Name of Region Maryland Memphis Medical Region Metropolitan Washington, D.C. Michigan

Preliminary Planning Area Maryland Western Tennessee, Northern District of Columbia and contiguous Michigan
Mississippi, and portions of
Arkansas, Kentucky, and Missouri

counties in Maryland (2) and
Virginia (2)

Estimated Population 3,685,000 2,425,000 2,160,000 8,585,000

Coordinating Headquarters Steering Committee of the Regional
Medical Program for Maryland

Mid-South Medical Council for Corn. District of Columbia Medical Society Michigan Association for Regional
prehensive Health Planning, Inc. Medical Programs, Inc.

Program Coordinator William S. Spicer, Jr., M.D. James W. Culbertson, M,D. Thomas W. Mattingly, M.D.
Acting Coordinator Professor and Cardiologist

Aibert E. Heustis, M.D.
Program Coordinator 1111 Michigan Avenue

Maryland Regional Medical Program Department of Internal Medicine Metropolitan Washingt” --
- . ..- am,.

550 North Broadwa
J

College of Medicine
Baltimore, Md. 212 5

Regional Medical Pro9
University of Tennessee
858 Madison Avenue

District of Columbla Medical Society

(tel: 301-955-7444)
2007 Eye Street N.W.

Memphis, Term. 38103 Washington, D.C. 20006
(tel: 517-351-0290)

Ion, u.t,.
warn

aul~e zuu
East Lansing. Mich. 48823

(tel: 901-JA6-8892, ext. 437) (tel: 202-223-2230)

Program Director

Chairman, Regional Advisory William J. Peeples, M.D.
Group

Frank M. Norfleet
Commissioner

Clayton Ethridge M.D.
~gm&Pr~ns:den t Associate Dean, $chool of Medicine

William N. Hubbard, Jr., M.D.

M~JJt}d State Department of
Dean, School of Medictne

901 23d Street N.W. Universit of Michigan
601 S’outti Dudley

301 West Preston Street
Washington, D.C. 20037

Memphis, Term. 38104
1335 CatXerine Street

Baltimore, Md. 21201
Ann Arbor, Mich. 48104

(tel: 313-764-8175)

Grantee The Johns Hopkins University University of Tennessee College of
Medicine

District of Columbia Medical Society Michigan Association for Regional
Medical Programs, Inc.

Effective Starting Date January 1, 1967 April 1, 1967
of Planning Grant

January 1, 1967 June 1, 1967

Amount of $518,443 1st year)
Planning Grant [$412,227 2d year)

$173,119 $203,790 (lst year)
$216,322 (2d year)

$1,294,449

Effective Starting Date
of Operational Grant

March 1, 1968

Amount of
Operational Grant

$418,318
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Name of Region Mississippi Missouri Mountain States Nebraska-South Dakota

Preliminary Planning Area Mississippi Missouri, exclusive of St. Louis Idaho,, Montana, Nevada, and Nebraska and South Dakota
WyOmtng

Estimated Population 2,350,000 4,605,000 2,160,000 2,110,000

Coordinating Headquarters University of Mississippi Medical University of Missouri School of Western Interstate Commission for
Center Medicine

Nebraska State Medical Association
Higher Education

Program Coordinator Guy D. Campbell, M.D. Vernon E. Wilson, M.D.
Mississippi Regional Medical Executive Director for Health Affairs

Program University of Missouri
University of Mississippi Medical Columbia, Mo. 65201

Center
2500 North State Street
Jackson, Miss. 39216

(tel: 601-362-4411)

(tel: 314-449-2711)

Kevin P. Bunnell, Ed. D.
Associate Director
Western Interstate Commission

Higher Education
University East Campus
30th Street
Boulder, Colo. 80302

(tel: 303-443-2111, ext. 6342)

for

(tel: 402-432-5427)

Regional

Program Director George E. Wakerlin, M.D. Alfred M. Popma, M.D.
Director, Missouri Regional Program Director

Medical Program Mountain States Regional Medical
Lewis Hall
406 Turner Avenue 52~?%Jefferson Street
Columbia, Mo. 65301 Boise, Idaho 83702

(tel: 314-449-2711) (tel: 208-342-4666)

Chairman, Regional Advisory Not identified Nathan J. Stark George D. Humphrey, M.D. Robert J. Morgan, M.D.
Group Group Vice President President Emeritus President

Operations University of Wyoming Nebraska State Medical Assoclatlor!
Hallmark Cards, Inc. P.O. Box 3067, University Station 916 West 10th Street
25th and McGee Trafficway Laramie, Wyo. 82070 Alliance, Nebr. 69301
Kansas City, Mo. 64108

Grantee IJ:-ltrrsity of Mississippi Medical University of Missouri School of Western Interstate Commission for Nebraska State Medical Association
Medicine Higher Education

Effective Starting Date of JUIY 1, 1967
Planning Grant

JU!Y 1, 1966 November 1, 1966 January 1, 1967

Amount of Planning Grant $454,206 $398,556 Istyear)
[

$876,855 (Istyear)
$324,254 2d year)

$350,339 (lst year)
$1,082,107 (2d year) $349,367 (2d year)

Effective Starting Date of
Operational Grant

April 1, 1967 March 1, 1968

Amount of Operational Grant $2,887,903 (lst year) $206,913
$3,484,039 (2d year)
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Coordinating Headquarters New Iersev 101

89-239

Name of Region New Jersey New Mexico New York Metropolitan Area North Carolina

Preliminary Planning Area New Jersey New Mexico New York City and Wcstchcster, North C4rollna
Nassau, and Suffolk Counti@s

Estimated Population 7.000.000 1,005,000 11,480,000 5.030,000

mt Committee for University of New Mexico School of Associated Medical Schools of
lmnl;rn;;fa~(on of Public Law Medicine

Association for the NortfI C8rtllhls
Greater New York Regional Medical Progrsm

,4 ,..

Reginald H. Fitz, M.D. Vincent de Paul Larkin, M.D.
Dean, School of Medicine

Marc J. Musser, M.D.
New York Academy of Medicine

University of New Mexico 2 East 103d Street
Executive Director
N~~ggC~glina Regional M@dicst

,,,.

900 Stanford Drive N.E.
~,

New York, N.Y. 10029
Albuquerque, N. Mex. 87106

.,

Teer House
(tel. 71 7-A77-4.1OOI 4019 North Roxhorn Road

{Lt#l. 31>--/ /-000>>

Program Coordinator Alvin A. Florin, M.D.
New Jersey Regional
Medical Program
88 Ross Street
East Orange, N..l. 07018

(tel: 201-675-1100) (tel: 505-277-2321)
,.-..---,- . .. . . . ..-. . . ..___

DurhamA N2$42~~00~
,. .!. 0.

PrOgra m Director Irvin E. Hendryson, M.D.
Universit of New Mexico

{900 Stan ord Drive N.E.
Albuquerque, N. Mex. 87106

Chairman, Regional Joseph R. Jehlt M.D.
Advisory Group

Not identified Vernon Stutzman
President

George W. Paschal, Jr., M.D.
Regional Medical Program

The Medical Society of New Jersey
President, Medical Society of State

New York Academy of Medicine
315 West State Street

of North Carolina
2 East 103d Street

Trenton, N.J. 08618
1110 Wake Forest Road

New York, N.Y. 10029 Raleigh, N.C. 27604

Grantee Foundation for the Advancement of University of New Mexico
Medical Education and Research in

Associated Medical Schools of Duke University
Greater New York

New Jersey

Effective Starting Date July 1, 1967 October I, 1966
of Planning Grant

June 1, 1967 July 1, 1966

Amount of $297,466
Planning Grant

$449,736 1st year)
[

$967,010
$553,270 2d year)

$435,851 1st year)
[$773,674 2d year)

Effective Starting Date
of Operational Grant

March 1, 1968

Amount of $1,510,796
Operational Grant



Name of Region North Dakota Northeastern Ohio Northern New England Northlands

Preliminary Planning Area North Dakota 12 counties in Northeastern Ohio Vermont and three counties in Minnesota *
Northeastern New York

Estimated Population 640,000 4,170,000 570,000 3,580,000

Coordinating Headquarters University of North Dakota Case Western Reserve University IJ”lverf+ity Of VermOnt @l[ege Of Minnesota State Medical Association
Medicine Foundation

Program Coordinator Theodore H. Harwood, M.D. Frederick. Robbins, M.D.
Dean, School of Medicine

John E. Wennberg, M.D.
Dean, School of Medicine

Winston R. Miller, M.D.

University of North Dakota
Program Coordinator 375 Jackson Street

Case Western Reserve University
Grand Forks, N. Dak. 58201 2107 Adelbert Road

Northern New England Regional Saint Paul, Minn. 55101
Meriir-al Pm. r-m

(tel: 701-777-2514)
Cleveland, Ohio 44106

Medicine
25 Colchester Avenue
Burlington, Vt. 05401

------- ., -----
University of Vermont College of (tel: 612-224-4771)

(tel: 802-864-4511, ext. 244)

Program Director Willard Wright, M.D.
Program Director
Nfl;$g~~~ta Regional Medical

1600 University Avenue
Grand Forks, N. Oak. 58201

(X&rpman, Regional Advisory Lee A. Christoferson, M.D.
The Neuro-Psychiatric Institute %%l!!!~f!;e;i;;

Edward C. Andrews, M.D. O. L. Nelson, M.D.

700 First Avenue South
Dean, College of Medicine

Cleveland Clinic University of Vermont
Chairman, Advisory Group

Fargo, N. Dak. 58102
Northlands Regional Medical Program

Division of Research 25 Colchester Avenue
2050 East 93d Street Burlington, Vt. 05401

601 Medical Arts Building

Cleveland, Ohio 44106
Minneapolis, Minn. 55402

Grantee North Dakota Medical Research
Foundation

Case Western Reserve University University of Vermont college of Minnesota State Medical Association
Medicine Foundation

Effective Starting Date of
Planning Grant

JUIY 1, 1967 January 1, 1968 JUIY 1, 1966 January 1, 1967

Amount of Planning Grant $188,010 $285,783 $316,186 lstyear)
{

$370,904 (1st year)
$702,504 2d year) $529,250 (2d year)

Effective Starting Date of
Operational Grant

Amount of Operational Grant
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Name of Region Northwestern Ohio Ohio State Ohio Valley Oklahoma

Preliminary Planning Area 20 counties in Northwestern Ohio Central and southern two-thirds of
Ohio (61 :ount~es, excluding

Greaterpart of Kentucky and Oklahoma
contiguous pa,tis of Ohio, Indiana,

Metropolkan Cincinnati area) and West Virginia

Estimated Population 1,360,000 4,680,000 6,000,000 2,500,000

Coordinating Headquarters Medical College of Ohio at Toledo Ohio State University College of :p~r~~ley Regional Medical University of Oklahoma Medical
Medicine Center

Program Coordinator C. Robert Tittle, Jr., M.D. Neil, C. Andrews, M.D.
2313 Madison Avenue

William H. McBeath, M.D.
Asswtant Dean, College of Medicine

Ken West, M.D.
Director, Ohio Valley Regionai /

Toledo, Ohio 43624 Ohto State University
Pro essor and Head, Department of

Medical Program
410 West 10th Avenua

Continuing Education

(tel: 419-248-6201)
1718 Alexandria Drive

Columbus, Ohio 43210 Lexington, Ky. 40508
U\i;~ve~y of Oklahoma Medical

(tel: 614-293-5344)
800 Northeast 13th Street

(tel: 60 S-255-6684) Oklahoma City, Ok[a. 73104

(tel: 405-CE 2-8561)

Program Director

Chairman, Regional Edward L. Burns, M.D.
Advisory Group

Richard L. Meiling, M.D. Louis Wozar
Northwestern Ohio Regional

James L. Dennis, M.D.
Dean, College of Medicine

Medical Program
President and General Manager Director and Dean

Ohio State University
2313 Madison Avenue

Tait Manufacturing Company
410 West 10th Avenue

Lf\i;~&~y of Oklahoma Medical

Toledo, Ohio 43624
500 Webster Street

Columbus, Ohio 43210 Dayton, Ohio 45404 800 Northeast 13th Street

(tel: 614-293-5344)
Oklahoma City, Okla. 73104

(tel: 513-224-9871)

Grantee Medical College of Ohio at Toledo Ohio State University College of The University of Kentucky Un&#y of Oklahoma Medical
Medicine Research Foundation

Effectiva Starting Date January 1, 1968
of Planning Grant

April 1, 1967 Januery 1, 1967 September 1, 1966

Amount of
Plannhrg Grant

$309,180 $126,182 $346,760 1st year)
[$407,238 2d year)

$177,963 1st year)
[$282,100 2d year)

Effective Starting Date
of Operational Grant

Amount of
Operational Grant
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Name of Region Oregon Puerto Rico Rochester South Carolina

Preliminary Planning Area Oregon Puerto Rico Rochester, New York and 11 South Carolina
surrounding counties

Estimated Population 2,000,000 2,670,000 1,270,000 2,600,000

Coordinating Headquarters University of Oregon Medical School University ot Rochester School of
Medicine and Dentistry

Medical College of South Carolina

Program Coordinator M. Roberts Grover, M.O. A. Nigaglioni, M.D.
Director,, Contlnu!ng Medical

Ralph C. Parker, Jr., M.D.
Chancellor, School of Medicine Clinical Associate Professor of

J. C. Chambers, M. D.

Education University of Puerto Rico Medicine
Medical College of South Carolina

University of Ore on Medical School San Juan, P.R. 00905
z

55 Doughty Street

3181 Southwest am Jackson
School of Medicine and Dentistry
University of Rochester

Charleston, S.C. 29403

Park Road
Portland, Oreg. 97201

(tel: 174-723-5210) 260 Crittenden Boulevard
Rochestar, N.Y. 14620

(tel: 803-723-9411)

(tel: 503-228-9181, ext. 519) (tel: 716-473-4400, ext. 31 12)

Program Director

Chairman, Regional Advisory Herman A. Dickel, M.D.
Group

Not identified Frank Hamlin
Member,, Council of Medical

William M. McCord, M. D., Ph. O.

Education
Papec Machine Company President, Medical College

Oregon Medical Association
Shortsville, N.Y. 14548 of South Carolina

511 Southwest 10th Avenue
80 Barre Street

Portland, Oreg. 97205
Charleston, S.C. 29401

Grantee University of Oragon Medical School University of Rochester School of Medical Collage of South Carolina
Madicine and Dentistry

Effective Starting Date of April 1, 1967
Planning Grant

Application under review October 1, 1966 January 1, 1967

Amount of Planning Grant $219,16B (lstyear)
$231,125 (2d year)

$306,985 Ist year)
[$318,286 2d year)

$123,527 1st year)
[$379,246 2d year)

Effective Starting Date of
Operatlorral Grant

March 1, 1968 March 1, 1968

Amount of Operational Grant $221,191 $343,749
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Name of Region Susquehanrra Valley Tennessee Mid-South Texas Tri-State

Preliminary Planning Area 27 counties in Central Pennsylvania Eastern and Central Tennessee and Texas Massachusetts, New Hampshire,
contiguous parts of Southern
Kentucky and Northern Alabama

and Rhode Island

Estimated Population 2,140,000 2,700,000 10,875,000 7,010,000

Coordinating Headquarters Pennsylvania Medical Society Vanderbilt University Schooj of
Medicine and Meharry Medical

University of Texas Medical,Care and Educational

Col Iege
Foundation, Inc.

Program Coordinator Richard B. McKenzie Stanley W. Olson, M.D.
3806 Market Street

Charles A. LeMaistre, M.D,
Professor of Medicine Vice-Chancellor for Health Affairs

Leona Baumgartner, M.D.

P.O. Box 541 Vanderbilt University
Medical Care and

Camp Hill, Pa. 17011 clinical prOfeSsor of Medicine
Universit of Texas

r
Educational Foundation

Main Bui ding 22 The Fenway

(tel: 717-761-3252)
Meharry Medical College Austin, Tex. 78712
110 Baker Building

Boston, Mass. 02115

110 21st Street South
Nashvilla, Term. 37203

(tel: 512-GR 1-1434) (tel: 617-262-3040)

(tel: 615-255-0692)

Program Director Spencer G. Thompson, M.D.
R&&~214Medical Program of Texas

Scaly-Smith Professional Building
Galveston, Tex. 77550

(tel: 713-505-2425)

Chairman, Regional Raymond C. Grand on, M.D. Thomas P. Kennedy, Jr,
Advisory Group Sacretary

John F. Thomas, M.D.
President, Executive Committee

Mac V. Edds, Jr., Ph. D.

Dauphin County Medical Society
Committee on Cancer

He#~hn~i~d Hospital Planning Texas Medical Association
Division of Medical Sciences

131 State Street
Brown University

Harrisburg, Pa. 1710 I
918 East 32d Street President, Medical Care and

Vanderbilt University Medical Center Austin, Tex. 78705 Educational Foundation, Inc.
Hospital Board 22 The Fenway

St. Thomas Hospital
P.O. Box 449

Boston, Mass. 02115

Nashville, Term. 37203

Grantee Pennsylvania Medical Society Vanderbilt University University of Texas Medical Care and Educational
Foundation, Inc.

Effective Starting Date June 1, 1967 Ju]y 1, 1966
of Planning Grant

J(JIY 1, 1966 December 1, 1967

Amount of
Planning Grant

$263,530 $265,841 1st year)
[

$1,271,013 Ist year)
$524,738 2d year) [$1,577,612 2d year)

$439,037

Effective Starting Date February 1, 1968
of Operational Grant

Amount of
Operational Grant

$1,630,304
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Name of Region Virghrla Washington-Alaska West Virginia Western New York

Preliminary Planning Area Virginia Washington and Alaska West Virginia Buffalo, New York and 7 surrounding
counties

Estimated Population 4,535,000 3,360,000 1,800,000 1,935,000

Coordinating Headquarters Medical College of Virginia and University of Washington School of
University of Virginia School of

West Virginia University Medical
Medicine Center

School of Medicine, State University
of New York at Buffalo, in coopera -

Medicine tion with the Health Organization of
Western New York

Program Coordinator Kinloch Nelson, M.D. Donal R. S arkman, M.D.
Dean, Medical College of Virginia 8

Charles L. Wilbar, Jr., M.D.
Associate rofessor of Medicine

John R. F. Ingalf, M.D.

1200 East Broad Street School of Medmne
Wes~:/J~ia Regional Medical Director, Reg!onal Medical Program

Richmond, Va. 23219 University of Washington
for Western New York

W~;\~:~ginia University Medical School of Medicine, State University
AA 312 Universit Hospital

(tel: 703-M 14-9851) iSeattle, Wash.9 105
of New York at Buffalo

Morgantown, W. Va. 26506 Buffalo, N.Y. 14214

(tel: 206-543-8540) (tel: 304-293-4511) (tel: 716-833-2726, ext. 32, 50)

Program Director Eugene R. Perez, M.D.
Program Director

William E. Chalecke, M.O.

Vir inia Regional Medical Program
R.D. 2 Horton Road

708 Buildingr Suite 1025
Jamestown, New York 14701

700 East Matn Street
Richmond, Va. 23219

(tel: 716-483-1840)

(tel: 703-643-6631)

C&rpman, Reglorral Advisory Mack 1. Shanholtz, M.D. Donal R. S arkman, M.D.
J’

Clark ~. Sleeth, .M.Q,
State Commissioner of Health Associate rofessor of h
State Department of Health School of Medicine

Vedicine Dean, School ot Medlclne
West Virain ia LJniversitv Medical

Bank and Governor Streets University of Washington
Richmond, Va. 23219 AA 312 Universit Hospital

JSeattle, Wash. 9 105

Center
Morgantown, W. Va. 26506

Douglas M. Surgenor., M.D.
Dean, School of Med!cine
St&~ffg~~versity of New York at

101 Capen Hall
Buffalo, N.Y. 14214

(tel: 206-543-8540) (tel: 716-831-2811)

Grantee University of Virginia School of University of Washington School of
Medicine

W&/e~irginia University Medical
Medicine

Research Foundation of the State
University of New York

Effective Starting Date of
Planning Grant

January 1, 1967 September 1, 1966 January 1, 1967 December 1, 1966

Amount of Planning Grant $545,454 $266,248 Ist year)
t

$150,798 Ist year)
$655,148 2d year) [$208,910 2d year)

$149,241 (lst year)
$383,717 (2d year)

Effective Starting Date of
Operational Grant

February 1, 1968 March 1, 1968

Amount of Operational Grant $1,032,003 $357,761
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Name of Region Western Pennsylvania Wisconsin

Preliminary Planning Area Pittsburgh, Pennsylvania and 28 Wisconsin
surrounding counties

Estimated Population 4,200,000 4,190,000

Coordinating Headquarters Univ@rsit Health Center of
Pittsburg t

Wisconsin Regional Medical
Program, Inc.

Program Coordinator Francis S. Cheever, M.O.
Oean, School of Medicine

John S. Hirsch boeck, M.O.

University of Pittsburgh
Wisconsin Regional Medical

Program, Inc.
M-240 Scaife Hall 110 East Wisconsin Avenue
3550 Terrace Street Milwaukee, Wis. 53202
Pittsburgh, Pa. 15213

(tel: 412-621-1006)
(tel: 414-272-3636)

Program Director

Chairman, Regional Dan J. Mater T. A. Ouckworth
Advisory Group President, Veterans Administration Senior Vice President

Hospital
Universit Drive

Em Ioyers Insurance of Wausau

K
40~Gra nt Street

Pittsburg , Pa. 15240 Wausau, Wis. 54402

Grantee Universit Health Center of
Pittsburg i

Wisconsin Regional Medical
Program, Inc.

Effective Starting Date January 1, 1967 September 1, 1966
of Planning Grant

Amount of $340,556 (Ist year)
Planning Grant $326,765 (2d year)

$344,418

Effectiva Starting Date September 1, 1967
of Operational Grant

Amount of
Operational Grant

$630,149



APPENDIX 7

PUBLIC LAW 8%239
89TH COLNGItIOSS, S. 5!)0

OCTOIII+;IL ~;, 19G5
AS ACT

Heart Disease, Cancer, and Stroke Amend-
ments of 1965

To amend the Public Health Service Act to
assist in combating heart disease, ctncer,
stroke, and related diseases.

Be it enaCted bfl the Ser2Qte and I10118e of
Repre8entatice8 of the United State8 of
America @ Congre88 a88embled, That this
Act mty be cited as the “Heart Disease,
CAKCIER, STROKE, AXI) -RELATED

SBC. 2. The Public Health Service Act
(42 u. S, C., ch. 6A) is amended by ridding It
the end thereof the following ncw title :

“TITLE IX—I!!DUCATIOh’, RESEARCII,
TKAINING, AND D13XONSTRATIONS IN
THE FIELDS OF HEART DISEASE,
c!.4xcfm, STROKE, AhTD RELATED
DISEASES

“PuTpoae8

“SEC. 900. The purposes of this title are—
“(a) Through grants, to encourage and

assist in the establishment of regional co-
operative nrrangernents among medical
schouls, research institutions, and hospitals
for research and training (including con.
tinuing education) and for reIated demon-
strations of pat[ent care in the fields of
heart disease, cancer, stroke, and related
diseases :

“ (b) To afford to the medical profession
and the medical institutions of the N’,ntion,
through such cooperative arrangements, the

opportunity of making available to their pa-
tients the latest advances In the diagnosis
and treatment of these diseases ; nnd

“(c) By these means, to improve gen-
erally the health manpower and facilities

available to the Nation, and to accomplish
these ends without interfering with tbe pat-

terns, or tbe methods of flnan~. ng, of pm.

tient care or professional praet~ce, or ~ith

the administration of hospitals, and in co-
operation with practicing physicians, medi-
cal center off]cials, hospital administrators,
,~nd rcprescntltivcs frum appropriate volun -
tnry health :Igeacics.

“A U( havizofioa OJ .ATjlj?.ol>rirtli(>?lx

“SEC. !)01. (a) Tl]orc :L1’,, auilloriwd L,,
be :Lppropriatrd $50,000,000 for 111{>tiscal

Year ending Jane 20, 1966, $90,000,000 for
the fiscal yc~r eading ,Tune 30, 1967, znd
$zOO,OOO,OOf),for t]le fiscll year ~nding June

30, 196S, for grants to assist public or nOrl-
protit private universities, medical schnols,
research iustl tutions, and other public or
nonprofit private institutions znd agencies
in fdanaing, ja conducting fcnsllrility studies,
:Ind in opera tin~ pilot projects for the estab-
lishment of regionnl medical programs of
research, ti-aiuinz, find demonstration uctiv

itim for currying out tlle purfmscs of this

title. Sams appropriated under this section

for any fiscal year s1101I remain avtilable for
making such gr~nts until the cnd uf the fiscal
yetr followin~ the tiscml year for which the
:Il)prnpri:ltiorl js m:ldc.

“(b) ~~ great under this title shall be for
port ur :Lll 0[ the cast of the pl:lnning or
other actir itics with respect to which the
apIJ1 ication is made, v~cept th~t any SUCII
grant with respect to construction of, or
provision of built-in (as determined in ac-
cordance with regulations) equipment for,
nny facility may not exceed 90 pm centum of
the cost of such construction or equipment.

“(c) Funds appropriated l,ursufint tn this
title shall not be avuil~ble to pay the cost
of hospital, medical, nr other care of patients
except to the extent it is, ns determined in
accordance with regulations, incident to
those research, training, or demonstration
activities which are encompassed by the
purposes of this title. No patient shrill bc
furnished hospital, medical, or other ctlm
.at ony facility incident to wscwrch, trnininx,
or d(,monstrnt ion activities c:irricd out with
ftlnds appropriated pursuant to this title,
anless hc has been referred to such facility
by a practicing physici:ln.

“Definition

“SEC. 902. For the purposes of this titl&——

“(a ) The term ‘regional IIJedic:]l prngram’
means a cooperative :irr:la~rmrnt amnn,g /L

xroup of publlr or nouprallt flrivatc institu-
tions or ageacics engaged In research, trair]-

ing, diagnosis, nnd treatment reloting to
heart disertse, cmcer, or stroke, and, ~t the
option of the applicant, related disease or
llislwscs ; bat only if such xroa~-

“(l ) is silu:i(wl willlin :1 K(.,]xr;lp]li,,
;, ~,>:, (VII IIIIIISIVI,,r :1IIF ))~IYt ,,r I):Ir IS ,)r

:111.v(,11(. or In, ,r, . ,SIIII (W, !$,111,.11I 1,0 S(lrx(, c>!l

(:(. IICI’:11 (1(,1{,(’1,!lll,, s, Ill :1(.(.ord:,, ,( .(. ,Vill,

rrxtl I:Lti(bas, to k, ;tppr, )priotc for c:irr~.

iag oat tlle purpos(,s of this title ;

“(~) cO!lsists of one or more mcdiml
roat(, rs, oae or mom clinical rmrarch cea -

ters, aad one or more bospit~]s ; and
“ (3) ha. ia effecl coolwrtitivc :lrrange-

ments amnn~ its component units lvbich
the Surgeon Gcncr:ll ti!)ds will be :ideq aate
for effectively citrrying ot]t the l,arposcs clf
this title.
“(b) The t(, rm ‘mctlir:i] ccntw’ ]a(wns a

mrdical scl)ool nr other medical iasti tation
in~nlvwl ia pnst~radutlt~, mcdic:ll t-rainia~
and unc or more hospitals alfilintrd thcr(, -
with for teaching, r(w,a rch. ;ind ,Icmna -

str:ltion purposes.
“ (c) The term ‘clinic:!l rmt,:lrch renter’

1110:111saa iaxlitllt ion (or [mrt of :,n ir)stii!l.

tinn) tllc primary fltt~<:ti,,n t,l’ wl,icll is r,,.
sc:lrch, tr<aining uf specialists, :,ud dcmn”-

stratiuas aad which, ill col)ag,eti(,,l Lbcrc,ritll,

provides specialized, high-quality (Iiagrlos tic

and treatment services for inpo tients and

outpatients.

“ (d) The term ‘hospital’ means o hospi-

tal as defined ia section 623(c) nr other
hrulth facility in which loch cnpabi]ity for

disk.nmis anfl trcntmont is sllpfrortcd and

ua~, mcnted by the progrt~u] established aa -

der this title.

“(e) The term ‘aonprofit’ as applied to

auy Institution or a~ency me<ans an institu-

tion or agency which is owued and oI)rrated

by unc or morr nonprotit corporations or

associations no part of the nrt (.;1rnings of
whirl! inllr,,s, <,r laiiy lawfa]ly iatlro, t,, the

Ilc!rlcfit ot’ aay Ilriv:lte Nll:lroholdcr or
indik, idu:ll.

“(f) ‘1’11(! trrlll ‘construction’ iaclu,l,,s

nlterotion, major repair (to the rxtent per-

mitted by regulations), rc,mo{leling and

reno~:~t ion of existi]]g build iags ( includiag
initial oqllipnl~nt thereof), aa(l rt, pl:icemcnt
af Uhso]ctc, built-in (as tlotermi awl ia :)c..

rl)rlln!lm! Willi r,,~lll~ili,,tls) s.{l!!il>aloal of

cxislin~. build iags.

“Grant.? for Plaaai.ng

“SEC. 003. (n) The Sur~eoa Geueral, anon

tb(, r?cu]l]ltl(.l](l:itio]l of tll~ Y:ltion:il .!(1-
YiW>t’y (:ollacil (,T1 ltogi<,n:[l 31~wlir:[l I] I’#,.
xl’~lill~ (+l:llllixll+,ll I,y M,<(ic>!l !~ll> (Ilerwfl+.r
Ill 11,1s Iil l,. r<r(.rr<vi l<, ;Ij+ III(. ‘(,(, jlr, <,il, ), 1.

:111111(,1.IT.I.(! I(I rl!;lk(. KIV, IIIS 1(, !)III)II,, ~,r 1,,,*,

I)r,,lil [>riv:lle allivgrsiti<.s, IIj{.dic:ll scbo,,ls.
rcsm~rch imstitutio”s, :tn(i other public or
nunl)rotit I}riv;lte x~t.llciw ;,nd instigations
to assist thcm in pl;inninx the flerclopnlrllt
of rc,giunal m{!dical I)mL,r:i n),.,.

“(1,) Grants tlndcr this wction may b,
made ualy upon applicati aa there for :tp-
])roYcd hy the Sarge, )]) Gcner;Il, .Iny sue])
:I]lplir; ltion lnay be :ipproved only if it mtl-
i:li]]s or is slll,portcd by—

“(l) rc:]sono.blc assurances that Ir,{I
<SI’;lI f\lurLs paid lpursu ant to :tuy such
gr~tnt ~!ill I,(, itsml nnly for the parposw
t’ur whiclt p;li,l ;,*],] in :iccordal]cc ~itll
the :Ipplic:iblo [,rurisious of this titl(. :ind
the regalatious thcrcauder :

“(2) r(wwnahlc :Issllrzncm that th,,
:Il]jllir;!at will ]~r{,ri~ie I“(,I’sach flsr.?l rr)l]-
trol :ka,l ful~,[ :lc,t>,[l~ti!j~ i,r<m.(lt]r<.s :,.
:Lrt. required l,y tbc SIIW-(: <,11(;,.nc.r:ll t,,

;Issllrc [,ropcr CIisl,[lr..c.l],<,!lt Of ;I,,(I ;[<..
e<,liatiak. for WClI I:cderal f,lnfis ;

“’(3) rc:~wnable assurances that the alI-
lllic:~nt will m:l!ic such reports, in sIIch
form and containing such information as
the Surgeoa General IUW from time to
time reasonably require, :iml will k[lep
such records and afford sack :Iccess thereto
:1S tile Sur#coa C,,$llcr;ll In:ly fil](~ I,ccc,.
Sary to ;1ss11re the rorrcctnf.,s> und l(,riti-
catiun of such reports ; and

“(4 ) a satisfactory showing tlmt the
al)plic:lnt has designated an advi.s or}-
group, to tdr’ise the fipplicant [and thp
institutions nnd agencies participating in

the resulting re,qionll medical program)

in formulating and carrying out the pl:tn

for the cstablishmc.nt :In(l oporstiun of
such reginn:~l t!]edic:,l progrxra, wI, Ir],

advisory group iaclll{lcs pr,ncticil}~~ pby,si -

cluns, mcdic:!l wntm offlcia]s, ]Iospitnl .I,I.
minis trators, reprrsentatires fro]a appro-

priate medical societies, voluntnry health

:i~~r.nc,ics, and rrprcsentatives of other
!Irg:lniz ations, institutions, ,Il]d n~o”ci{,s
conwrnml with nrtir itics of the kind !0

[)(. l:lrritd 011 uatlu,r tbc pro~r:]m aa(l

Iaembcrs ot’ tile public familiar with the
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need for the ser~-ices provided under the
program.

“Grants for ~.$t0bti81L71Wnt and Operation of
l!cgional Medical Program.9

“SE{,. 904. (;1) ‘1’lIc Surgeon (;cl)(.r:il, u[)<,n
ttw r,.{:,>[tltzn,,t)<i:ilion or I h<. (’1,1)1)<11, Is
:lIII1!I,]IzwI l,, IIII!I<4. xrur,ls l<) i,IJl,l10 i,r
r,,,r,l,r<,lll l,rlv,!l<. c,j*lv*,r.i[l,,s, I,t,+li(,,ll

schools, rrst!urch iustitu Lions, ;lrld otbl>r
public or nonprofit private agencies and
institutions to assist in establishment and

i operation of regionai medical programs,
I including construction and equipment of

facilities in connection therewith.
“(b) Grants und<:r this section may h~

m;kde only IIIWII :Iplllir:ttion tborvf{, r :tl,-
[,rl,vwl I,y the Surgenn Genera]. .\ny sac])
:lj#lalil!:itior] m;iy 1)(!al,i~rovi’(1 only if it i.s r(2(:-
G)mIIIm (led by the :~<l~isory group described
in wetion 903(b) (4) and contains or is sufJ-
ported hy reasonabl? assnrflnces tb:lt-

“(1) I’e{leral funds paid pursuiirrt to
:iuy such rp’ant (A) will be used only for
thr purpnses for which paid :lnd in ac-
c<,rd;l r]w wit h the :ip[,licahle pr~, visians ofI
IIiis till(, :[!)(I lb{, ri,~lsl:lli(ju% Illcrvunllcr,
:Innl (1;) will not suppi:lnt r(ltld> th:lt :Irt,
oth(. rwiw ;trail:thlc fur cst:ll}lisbmcnts or
{,imr:lt ion of lb<: rcxi(, n:d rncdic:ll pro~r:lnl
w’ith rmr,w,t to which the grant is ra[ldc ;

“(2 ) the applictint will prorido for such
[iw::d control and fund accounting proce-
dures as arc required hy the Surgeon
(leneral to assure proper liisbnrscnrent of
,anfi :trcountinx for such I’wl(!ral fun{ls ;

Records.

“(3) the applicant will make such re.
lmrts, in such form and containing such
information as the Surgeon General may1
from time to time reasonably require, and
wiIl keep such records and afford such
access thereto as the Surgeon General
may find necessary to fissure thecor-

rrctncss an(l vcrific:lt ion of such rr]mrts ;

and

“(4) any laborer or mechanic en>r,loxwl
by any contractor or subcontractor in the
performance of work on Jny construction
aid<!d by p,a~ments pursuant to *any grant

1 IIndl,r this scetion will lx: rj:iid wages at
I r:itcs ]~ot lCSS lhau tbosc ])rrvailin~ on

siuril; ~r cc>nstructiorl in thI. locality :ts

determined by the Secretary of Labor in

accordance with the Davis-Bacon Act, as
amended (40 U.S. C. 276a—27f3a-5) ; and
the Secretary of Labor shzll have, with
respect to the labor stand:lrds specified in
this par:igr~uh, tbc authnrity and func-
tions sl.t forth in Ihmrxanization Plsu
,Yl!ml!t.rr{l 14 of 1!)50 (1.7 1,’,1{, 317(; ; 5
11.S.(’. i:l::z 151 :!!!II s{,rll,,,] 2 of III,. Art
(If .I,ll l,. ]:\, ]!l:i. i, 11$ Illlltsll, i{.lt (40 {]. s.{”,

27(ic).

‘[lNatio?tol Atiui80rf/ Council on Regiono Z
.lfcdica Z Program 8

.lpf)ointment of
members.

“Sxc. 00;. (0 ) ‘1’111, Surmmn General, with
III(L ;Ill]!rf,rtll of tllf! S{!cret:iry, may appoint,
wit llollt rcx;irtl to tlto civil scrvicc lnws, o
Xutionxl A{lvisory Council on RCKiOU:Ll Medi-
cal I}rormlms. ‘rhc Council shall consist of
the SurRron (ieneral, who shall be the cbair-
m:tn, :Irld twelve members, not otherwise in
the regular full-time employ of the United
Ststc!s, Vrbo :Irc leuders iu the Li[,lds of the
flluglamcntal sciences, the medical scicn cm,
,,r I,I]I,IIC :tffzirs. At lrnst two or the :~p-
I,,,into<l Inenlbvrs sll:ili Iw [,ractirln~. pl)ysi -
ri:llls, f,nl! s]101I be l,llls tanding in the Stlldy,
ljiagnos is, or trratmcnt of bcart disc:l se, one
S)IZ1l lx! outst,nnding in the study, diagnosis,
or treatment of cancer, and one shall be out-
standing in the study, disgnos is, or treat-
ment nf stroke,

Term of off]ce.

“(b) Each al, pointed member of the Coun-
cil shall hold offlcc for a term of fonr yezrs,
except that any member appointed to till a
vacancy prior to the expiration of the term
for which his predecessor was appointed
shall be appointed for the remainder of such
term, and except that the terms of office
of the members first taking office shall expire,’
as designated by the Surgeon General at the
time of appointment, four fit the end of the
lirst yrar, fl~[lr o I t be cnd of thr, second y(wr,
and fonr at tll{, cn[l of the third year after
the datr UCappointru(!nt, An appointed mem-
ber shall not hc eli~ii)lc toserve corrtinuonsl.y
for more thfln two terms.

Compensation,

“(c) Appointwl members of tbr Courlcil,
l~biic attend ink, meetinxs or conferences

thereof or otherwise serving on business of

the Council, shall be entitled to receive com-
pensation at rates fixed by the Secret&ry,
but not exceeding $100 per day, including
traveltime, and while so serving away from
their homes or regular plnces of business they
mny hc :lllowmi tr:tvcl cxpcnsrx, iuclndirw
Ilor dicm jn Ilcu of subsistence, as nntborizcd
1,s %C.cli,,tl ~b ,,f Itlr Atilz[,inisl r:,livc I,:XIIOIIN.S
A(.1 or 104{; (<”)(1.s. (!. 7:11, 2) r<lr twrs,>lls II!
tho G[)v(,rumcwt s(,rvlr(! wuPios’od in tern )it-
teatly.

Applications for
grants, recom-
mendations.

“ (d) Tbc Council sbuli advise nnd assist
theSurgcnu Gencrai in the prcparution of
reh. ulations for, und :1.s to policy mntters
;irisin~ \vith respect to, the administration
of this title, The Cooncii shall consider all
applications for grznts nnder this title .snd
shall make recommendations to the Surgeon
General with respect to approval of applica-
tions for and the amounts nf grants nnder
this title.
“11’cguzatio?Lx

“Sm2, 900. Tile SurgwJt) (J(.arrai. :Ifter
[wnsult: ition ~vith the Cuuncil. shall pr[:-
scribu Kencral regulations covering the terms
snci conditions for npproving applimtions
for g-rants under this title snd the coordina-
tion of progr~ms assisted under this title
with programs for training, research, and
demonstrations relating to tire same diseases
assisted or authorized under other titles of
this Act or other Acts of Congrms.

“InforrnutiO?L OJl Spcciat Trcotmcnt !I}Ld

Traiming Cemtors

“SEC. 907. The Surgeon General simll
estnblish, and maintain on t current basis.
a list or lists of facilities in the United
States equipped and staffed to provide the
most nrlvlnced methods tnd techniques in
the diaxnosis o nd treatment of heart disrxlse,
cancer, or stroke, together with such related
information, including the uvailabiiity of
ndvanccd spcciulty training in such facilities.
as be d?cms nseful, and shill mniie suci) list

or rists and related information readily
:ivailablc to licensed pr,~ctitioners and other

Iwrsons rcquirirrg such information. m tbc
cnd of nlskin: such list or lists nud other

in forrnntion most useful, the Snrgeon Gcn -

crai si]aii from time to time consult ~vith

interested national professional organiza-
tions.

Report to President and COrlgress

“SEC. 90S. On or before Jnne 30, 1967,
till, Surxcon Gcnmml after consul k:ltion with
tl)r (; OIIIIC118shnil submit to the Srcrct:lry
r,+r lr:lnsmissi{,tt I(, !1),. l,ros[dcnt :1IId th,. ]1
t i, t bc Couxri.ss, u report of tbc itctivitkw
under this title together with (1) a state-
ment of the relationship between Federal
financing and finanefng from other sources
of tile activities undertaken pursuant to this
title, (2) an appraisal of the activities as.
sisted under this title in the light of their
cffcctivcness in carrying out thepurposes of
this title, and (3) recommendations with
rcspcet to extensiou or modification of this
titie in tiic light thereuf.

‘A!ccord.s and .4udit

“SEC. 909. (a) Each recipient of J grant
under this title shall keep such records as
the Surgeon General may prescribe, includ-
ing records which fully disclose the amount
tlnd disposition by such recipient of the
lJrocccds of such grant, to total cost of
tile project tir nndert:~klng in connection
with which such grant is made or nsed, and
tile :Lmount of timt portion of the cost of
thi project or undertaking supplied by other
sources, and such records as will facilitate
an effective audit.

“ (b) The Secretury of Health, Education,
and Welfare and the Comptroller General of
tho United States, or nny of their duly
authorizwi rcpresent~tiv es, slmli Iiavo acces,~
for the purpose of audit and examination t<?
tany hooks, documents, papers, and records
of the recipient of any grant under this
title which are pertinent to any such grant.”

SEC. 3. (a) Section 1 of the Public Health
Service Act is amended to read as fOllO\vs :

“SECTION 1. Titles I to IX, inclusive, of
this Act may be cited as the ‘Public Healtil

Scrvicc Act’. ”

(b) The Act of JUIY 1, 1944 (3S Stat.
(;S2), as nrncnded, is fnrtber amended by re-
numbering title IX (:M in effect prior to the
enactment of tilis Act) as title .X, and by
renumbering sections 901 through 014 (as
in effect prior to the enactment of tilis Act).
and references ti]creto, ns sections 1001
tllrougil 1014, resprctivcly,

APPROVED OCTOBER 6, 1965, 10:1’3
A.M.
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Legislative Hietoru:

House Report No. 963 accompanying H.R.
3140 (Comm. on Intem@te and Foreign
Commerce ).
Senate Report No. 368 (Comm. on Laker and
Public Welfare).
Congressional Record, Vol. 111 (1965) :

June 25: Considered in Senate.
June 28: Considered and passed Senate.
Sept. 2.3: H.R. 3140 considered in House.
Sept. 24: Considered and paeaed House,

&ended, in lieu
Sept. 29: Senate

amendments.

of H.R; 3140.
concurred in House

APPENDIX 8

REGULATIONS
REGIONAL MEDICAL

PROGRAMS
MARCH 18, 1967

SUBPART E--GRANTS FOR
REGIONAL MEDICAL PROGRAMS

(Added 1/18/67, 3.9 FR 571. )

AUTHORITY: The provisions of this Sub-
part E issued under see, 215, 58 Stat. 690,
sec. 906, 79 Stat. 930; 42 U.S.C. 216, 299f,
Interpret or apply sees. 900, 901, 902, 903,
904, 905, 909, 79 Stat. 926, 927, 928, 929,
930, 42 U.S.C. 299, 299a, 299b, 299c, 299d,
299e, 2991.

❑ 54.401 APPLICABILITY.

The provisions of thie subpart ripply to
~rants for planning, estubllsbmcnt, find
opemtlon of regional medlcnl progrmn8 as

authorized by Title IX of the Publlc Health
Service Act, as amended by Public Law
HI–239.

I 54.402 DEFINITIONS.

(a) All terms not detlned herein shall
have the meaning gfven them in the Act.

(b) “Act” means the Public Health Serv-
ice Act, as amended.

(c) “Title IX” means Title IX of the
Public Health Service Act as amended.

(d) “Related diseases” means those dig.
?ases which can reasonably be considered to
>ear a direct relationship to heart disease,
:nncer, or stroke.

(e) “Title IX diseases” means heart dis-
?ase, cancer, stroke, and related disease s..

(f) “Program” means the regional medi.
!al program as defined in section 902 (a) of
:he Act.

(g) “Practicing physician” means any
)hysician licensed to practice medicine in
mcordance with applicable State laws and
!urrently engaged in the diagnosis or treat-
neut of patients.

(h) “Major repair” includes restoration
~f an exieting building to a sound state.

(i) “Built-in equipment” is equipment
[mxed to the facility and customarily in-
:Iuded in the construction contract.

(j) “Advisory group” means tbe group
designated pursuant to section 903 (b) (4)
of the Act.

(k) “Geographic area” means any area
that the Surgeon General determines forms
an economic and socially related region,
taking into consideration snch factors as
present and future population trends and
patterns of growth ; location and extent of
transportation and communication facilities
and systems ; preeence and distribution of
educational, medical and health facilities
and programs, and other activities which in
the opinion of the Surgeon General are ap-
propriate for carrying out the purposes of
Title IX.

❑ 54.403 ELIGIBILITY.

In order to be eligible for a grant, the
applicant shall :

(a) Meet the requirements of section 903
or 904 of the Act ;

(b) Be Iocntcd in n State ;
(c) Be situated within u gco!+rnpblc arm

npl)roprlnte under the provhdonn of this sub-
part for crirrylng out the purposes of the Act.

❑ 54.404 APPLICATION.

(a) F0rrm8. An application for a grant
shall he submitted on such forms and in such
manner as the Surgcen General may
prescribe.

(b) Ezecutio?t. The application shall be
executed by au individual authorized to act
for the applicaut and to assume on behalf
of the applicant all of the obligations speci-
5ed in the terms and conditions of the grant
including those contained in these regula-
tions.

(c) Dc-scription of program. In uddition
to any other pertinent information that the
Surgeon General may require, the applicant
shall submit a description of the program
in sufficient detail to clearly identify the
nature, need, purpoee, plan, and methods of
the program, the nature und functions of
the participating institutions, tbe geographic
nre~ to be served, the cooperative arrange-
ments In effect, or iutended to be made ef-
fective, within the group, the justification
supported by a budget or other data, for the
amount of the funds requested, and 5nancial
or other data demonstrating th~t grant
funds will not supplant funds otherwise
availnble for establishment or operation of
the regional medical program.

(d) AdvfaorU group; wtablit?hment; evi-
dence. An application for a grant under 8ec-
tion 903 of the Act shafl contain or be
rmpport@ by documentary evidence of the
establishment of an advisory group to pro-
vide advice in formulating and carrying
out the cetabliebment and operation of a
program.

(e) Advi80vy group; member8h@; descrip.
tion. The application or tmpportlng materlnl
shall describe the selection and membership
of the designated advisory group, showing
the extent of inclusion in such group of
practicing physicians, members of other
health professions, medice.I center ot8cials,
hospital administrators, representatives from
zppropritte medical societies, Voluntary
ngenciee, representatives of other organiza.
tions, institutlone and ageucfes cencemed
with activities of the kind to h carried on
under the program, and memb+m of the pub-
lic familiar with the need for the services
provided nnder tbo prog’rnm.

(f) Construction; purponen, plan++, n,,,{
8pcci/lcution n,. narrativo description. Wltb
respect to an application for funds to be
used In whole or part for construction as
defined in Tit3e IX, the applicant shall fur-
nish in imfflclent detail plana and specifica-
tions ne well as a narmtive description, to
indicate the need, nature, and purpow of the
propeeed cormtru ctiou.

(6) Adv*orv group; recommendation. h
application for a grant under section 904 of
the Act shall contain or be supported by a
copy of the written recommendation of the
advisory group.

❑ 54.405 TERMS, CONDITIONS,
AND ASSURANCES.

In addition to any other terms, conditions,
and assurances required by law or irnp~sed
by the Surgeon General, each grant shall be
subject to the following terms, conditions,
mrd assurances to be furnished by the
grautee. The Surgeon General may at any
tjme approve exceptions where he finds that
such exceptions are not inconsistent with tho
itct and the purposes of the program,

(a) U8e of fu?Id8. The grantee will use

grant funds solely for the purposes for which
the grant was made, as set forth in the ap-
proved application and award statement. In
the event any part of the amonnt paid n

Wantee is found by the Surgeon General to
have been expended for purposes or by any
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methodg contrary to the Act, the regulatlonc.
of this .eubp&rt, or contrary to any condition
to the award, then such grantee, upon being
notified of finch finding, and in addition to
any other requirement, shall pay an equal
amount to the United States. Changes in
grant purposes may be made only in accord-
ance with procedures established by the
Surgeon General.

(h) Obligation of junda. No funde may he
charged against the grant for services per-
formed or material or equipment delivered,
pur8uant to a contract or agreement entered
Into hy the applicant prior to the effective
date of the grant.

(’o) Iflventton8 or di8covertea. Any grank
award hereunder in whole or in part fnr re-
search is subject to the regnlatlone of the
Department of Health, Education, and Wel-
fare as set forth in Parts 6 and 8 of Title 4.5,
aa amended. Such regulations shall apply to
any program activity for which grant funds
are in fact UEed whether within the scope
of the program as approved or otherwise.
Appropriate measures shall be taken by the
grantee and by the Surgeon General to mmure
that no contracts, amlgnmente., nr other ar-
rangements inconsistent with the grant obli-
gation are continued or entered into and
that all personnel involved in the supported
activity are aware of and comply with such
obligation. Laboratory notes, related tech-
nical data, and information pertaining tn in-
ventlorm or discoveries made through activi-
ties mpported by grant funds shall be
maintained for such periode, and filed with
or otherwise made available to the Surgeon
General or those he may designate at such
time8 and in such manner a8 he may deter-
mine necesaany to arry out anch Department
regulations.

(d) Iteporf8. The grantee shall maintain
and file with the Surgeon General such prog-
ress, fiscal, and other reports, including
reports of meetings of the advisory group
convened before and after award of a grant
under section 604 of the Act, as the Surgeon
General may prescritw.

(e) Record8 retention. All construction,

financial, and other records relating to the

use of grant funds shall be retained until
the grantee has receivd written notice that

the records have been audited unless a differ-
ent period is permitted or rwuired in writing
by the Surgeon Generni.

(f), Re8p0n.9ible olPcial. The oflicial

designated in the application as responsible
for the coordination of the program shun
continue to be regponaible for the duration
of the period for which grant funds nre made
avaiinbic. The grantee shall notify the Sur-
geon General immediately if such official
becomes unavailable to dischzrge this
responsibility. The ‘Surgeon General may
terminate the grant whenever such otliciel
shall become thus unavailable unless the
grantee replaces such ofllcial with another
otflcial found by the Surgeon General to be
qualified.

❑ 54.406 AWARD.

Upon recommendation of the National
Advisory Council on R.egionai Medical Prc-
granrs, and within the limits of availnble
funds, the Surgeon General shall award n
grant to those applicants whose approved
programs will in his judgmeut best promote
thepurposeeof Title IX. In awarding grants,
the Surgeon General shall take into con-
sideration, among other relevmt factors the
following:

(a) Generally, the extent to which the
proposed program will carry out, through
regional cooperation, the purposes of Title
IX, within ngeogcaphic area.

(b) The capacity of the institutions or
agenciee within the program, individually
nnd collectively, for research, training, and
demonstration activities with respeet to Title
IX.

(c) The extent to which the applicnnt or
tbe participantrn in the program plan to
coordinate or have coordinated the regional
medical program with other activities sup-
ported pursuant to the authority centnined
in the Publlc Health Service Act and other
Acts of Congress inclnding those relating
to planning and w of facilities, personnel,
and equipment, and training of manpower.

(d) The population to he served by the
regional medical program and relationships
to adjacent or other regional medical
prngrams.

(e) The extent to which all the health
resources of the region have been taken into
consideration in the planning and/or estab-
lishment of the program.

(f) The extent to which the participating
institutions will utilize elisting resources
and will continue to seek additional non-
federal resources for carrying out theobjec-

tives of the regional medical program.

(g) The geographic di8tributfon of grants
throughout the Nation.

❑ 54.407 TERMINATION.

(a), Termination bu the Surgeon Gensral.
Any grant award may be revoked or termi-
nated by the Surgeon General in whole or
in part at any time whenever he tinds that
in his judgment the grantee has failed in a
material respect to comply with requirements
of Title IX and the regulations of this sub-
part. The grantee shell he promptly notified
of such finding in writing and given the
reasons therefor.

(b) Termination bv the grantee. A
grnntee may at any time terminate or cancel
its conduct of an approved project by notify-
ing the Surgeon General in writing eetting
forth the reasons for such termination.

(c) Accounting. Upon any termination,
the grantee shall account for all expenditures
and obligations charged to grant fnnda:
Provided, That to the extent the termination
is due in the judgment of the Surgeon Gen-
eral to no fault of the grantee, credit shall
be allowed for the amount required to settle
at costs demonstrated by evidence @%tlsfac-
tory to the Snrgeon General to be minimum
settlement costs, anY noncancellable obliga-
tion incurred prior to receipt of notice of
termination.

❑ 54.408 NONDISCRIMINATION.

Section 601 of Title VI of the Civil Rights
Act of 1964, 42 U.S.C. 2000d, prcwfdes that
no person in the United States ehall, on the
ground” of race, color, or national origin, be
excluded from participation in, be denied the
benefits of, or be subjected to discrimination
under any program or activity receiving Fed-
eral financial assistance. Regulations imple-
menting the statute have been issued as Part
80 of the Title 45, Code of Federal Regula-
tions. The regional medical programs pro-
vide Federal financial assistance subject to
the Civil Rights Act and the regulations.
Each grant ia snbject to the condition that
the grantee shall comply with the require-
ments of Executive Ofier 11246, 30 F.R.
12319, and the applicable rules, regulations,
and procedures prescribed pursuant thereto.

❑ 54.409 EXPENDITURES BY GRANTEE.

(a) Allocution of co8ts. The grantee
shall allocate expenditures as between di-
rect and iudirecrt CO@ in accordance with

generally accepted and established account-
ing ~ractices or as otherwise prescribed by
the Surgeon General.

(b) Direct co8t8 in gorwol. Funds
granted for direct costs may be expended by
the grantee for pereon.d services, rental of
space, materials, and supplies, and other
items of necessary cost as are required to
carry out the purposes of the grant. The
Surgeon General may issue rules, instruc-
tions, interpretitirms, or limitations sup-
plementing the regnlatlons of this subpart
and prescribing tlbe extent to which partic-
ular types of expenditures may be charged
to grant funds.

(c) Direct co8t8; psrnotml 8&e4. The
costs of personal Eervicee are payable from
grant funds tmbstantially in proportion to
the time or effort the individual devotee to
carrying out the purpose of the grant. In
such proportion, such coeta may include all
direct costs incident to such services, such
as salary during vacations and retirement
and workmen’s compensation charges, in ac-
cordance with the policies and accounting
practices consistently applied by the grantee
to all its activities.

(d) Direct co8ta; cure of fMt4rrtt8. The
cost of hospital, medical or other care of
patients is payable from grant funds only to
the extent that such care is incident to the
research, training, or demonstration activi-
ties supported by a grant hereunder. Such
care shall be incident to such activities only
if reasonably associated with and reqnired
for the ethctive conduct of such acttvitiea,
and no such care shall be charged to such
funds unless the referral of the patient is
documented with reepect to the name of the
practicing physician making the referral,

the name of the patient, the date of referral,
and any other relevant information which

may be prescribed by the Surgeon General.

Grant fnnds shall not be charged with the

coat of—
(1) Care for intercurrent conditions (ex-

cept of an emergency natnre where the inter-

current condition resnlts from the care for

which the patient was admitted for treat-

ment ) that unduly interrupt, postpone, or

terminate the conduct of such activities.

(2) Inpatient care if other care which

would equally effectively further the pur-

poses of the grant, could be provided at a
smaller cost.
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(3) Bed and board for inpatients in excess
of the cost of semiprivate accommodations
unless required for the cffectix,e conduct of
such activities. For the purpose of this
paragraph, “semi pri~,ate accommodations”
means two-bed, three-bed, and fOur-bcd
accommodations.

Q 54.410 PAYMENTS.

The Surgeon Genertl shall, from time to
time, make payments to z gwntee of all or
t portion of any grant award, either in ad-
vance or by way of reimbursement for e~-
penses to be incurred or incurred to the
extent he determines such payments rreces-
snry to Ctrry out the purposes of the grant.

❑ 54,411 DII~IUHtEN1’ USE OIL TRANS-

FER : GOOD C.4USE FOR

OTHER USE.

(a) Co?nptionce bv gra?ztee8. If, at any
time, the Surgeon General determines that
the eligibility requirements for a program
are no longer met, or that any facility or
equipment the construction or procurement
of which was charged to grant funds is, dur-
ing its useful life, no longer being used for
the purposes for which it was constructed
or procured either by the grantee or any
transferee, the Govern ment shall have the
right to recover its proportionate share of
the value of the facility or equipment from
either the grantee or the transferee or mu?
institution th~t is using the facility or
equipment. The Government’s proportionate
share shfill be the amount bearing the same

ratio to the then value of the facility or

equipment, as determined by the Surgeon

General, as the amount the Federal partici-

pation bore to the cost of construction or
procurement.

(b) Diflerent rue or trartafer; notification.

The grantee shall promptly notify the Sur-
geon GeneraI in writing if at any time during
its useful life the facility or equipment for
construction or procurement of vhich grant
funds were chnrgerf is no longer to be used
for the purposes for which it was con-
structed or procured or is sold or otherwkm

transferred.

(c) Forgivene88. The Surgeon General
may for good cause release the grantee or

other owner from the requirement of ~on-

tinued eligibility or from the obligation of
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continued use of the facility or equipment
for thr grfint purposes. In determinin~
~vhctbrr ,qood cnusc exists, the Surgeon Gen-
eral sb:i]l take into consideration, among
other factors, the cxtcrrt to which-

(1) !llc facility or equipment will be de-
voted to research, training, demoustrations,

or other activities related to title IX
diseases.

(~) The ~ircum~t~~ces call!ng fOr a

chnnge in the use of the facility were not
known, or \vith reasonable diligence could
not have been known to the applicant, at the
time 0[ the application, and are circum.
stances reasonably beyond the control of the
applicant or other owner.

(:!) Tllrrc arr rrasonnblc assurances thnt
olllt!r f:~cil itics not previously utillzcd for
Title IX purposes will be so utilized and are
substantially the equivalent in nature rind
extent for such purposes.

❑ 54.412 PUBLICATIONS.

Grnntees may publish materials relating
to their regional medical program without
prior reriew provided that such publications
carry a footnote acknowledging assistance
from the Public Health Service, and indi-
cating that findings aud conclusions do not
represent the views of the Service.

•l 54.413 COPYRIGHTS.

Wbcre the grznt-supported ~ctivity results
in copyrightable material, tbc author is free
to copyright, but the Public IIcrdth Service
reserves a royalty-free, nonexclusive, irrevo-
cable license for use of such mtterial.

•l 54.414 INTEREST.
Interest or other income earned on pay-

ments nuder this subpart shall be paid to
the United States m such interest is received
by the grantee.

U.S. GOVERNMENT PRINTING OFFICE : 196S 0 —292 -414



I Public Health Service Publication No. 1774


