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Foreword

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

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

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

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

‘views widely .held during the year

Regional Medical
augurated.

Programs were in-

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



atroduction

The Conference on Regional Medical
rograms was sponsored by the Divi-
ion of Regional Medical Programs of
1e National Institutes of Health, to
rovide a national forum in which this
ew concept in health could be dis-
ussed. Its dual purpose was to en-
ourage ideas from a representative
roup of knowledgeable individuals that
ould be used in preparation of the re-
uired Report of the Surgeon General
> the President and the Congress, and
5> provide an interchange of informa-
ion on planning, activities, and goals
or the Programs among all organiza-
ions, institutions and individuals con-
erned with the Programs, individually
nd collectively.

A sincere debt of gratitude is due all
f those who attended the Conference.
‘he record of the papers and dis-
ussions contained in these Conference
roceedings and the material contained
1 the Report of the Surgeon General
o the President and the Congress,
1uch of which was drawn from the
;onference, form the historical base
nd the documentation for projection
if Regional Medical Programs into the
.970's.

Medicine, or more appropriately
lealth, in the next decade will become
in increasingly critical national issue,
:conomically, because the cost of
iealth continues to rise more rapidly
han other costs; sociologically, be-
ause of its relationship to other
lomestic issues including poverty, and
irban affairs; and politically, because
»f the rising expectations of Americans,
ind the promise that these expecta-
ions may be more rapidly and nearly

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

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

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

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

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

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

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

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

“In 1968 we will: . . . Begin operat-

ing the new regional medical pro-

grams which will narow the gap
between the advanced nethods used
at university hospitals an{ day-to-day
medical practice in the cammunity.”
In this same connection, both the
House and Senate Appropriatbns Com-
mittees have heard testimony to sup-
port this appropriation. in its report,
the House Committee strongk sup-
ported the concept of the Progams,

and closed with the following two
sentences:

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

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

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

Robert Q. Marston, M.D.

" Associate Director, National Institutes

of Health, and Director
Division of Regional Medical Programs
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L. 89-97. Hearing the passage of the
gislation on heart disease, cancer,
id stroke in the House of Representa-
/es was imminent, we reported to
-esident Johnson our belief that pass-
g this, the Senate version, upon the
zels of Medicare would be repugnant
1 the physicians of the country and
ould adversely affect their attitude
yward any and all Federal support pro-
rams, especially Medicare.

S a consequence, a revised version of
1e Senate Bill was prepared with the
ssistance of the AMA. It passed the
louse, prevailed in Conference Com-
vittee, and became the law.

t is the AMA’'s interpretation of P. L.
19-239 and its regulations that serv-
ces will be given incident only to the
ieeds of education and research; that
he program, rather than a geographic
intity, is a sphere of influence, largely
iducational in intent and capable of
ixchanging information and personnel
yetween the center and the peripheral
nstitutions which are now called hos-
sitals.

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

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

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

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

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

A New Era in Medical Care

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

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

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

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

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

We are entering 2 new era in health
care-——an evolutionary, almost revolu-
tionary period. Our chief concern is
the achievement of high-quality, com-
prehensive care for all Americans. We
are keenly conscious of not only ex-
panding medical services to many
groups who have been without them
in the past, but also with the provision
of a higher quality of medical services
for all of the population.

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

7



Remarks

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

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

. plans to assemble dissimilar elements
of health service into an integrated
whole.

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

Government, on the other hand, a
financing rather than a service mech-
anism, with jts great resources of
money and influence, has the capacity,
and | would say inclination, to effect
rapid and major changes in patterns
and procedures. Between the cautious

6

Charles L. Hudson, M.D.
President
American Medical Association

and the precipitant approaches there is
often conflict, even though the objec-
tives of both ‘approaches be the same.

We are present in this conference not
to emphasize our differences but to
determine as best we can how the re-
sources of Government under the law
can hest be directed toward the health
care system that is primarily serviced
by the private sector.

The origins of Public Law 89-239 to my
knowledge are to be found in the Re-
port of the President's Commission on
Heart Disease, Cancer and Stroke, from
which document certain of its recom-
mendations were selected for legisla-
tive implementation. As 1 understand
it, it is extremely difficult to reproduce
in the language of the law exactly what
a narrative report contains. But it
seems reasonable to assume that the
sections selected for the Bill retain
some relationship to that report from
whence they originated. And thus the
Senate Bill 596 was interpreted by the
profession as recommending areas of
service provision called ‘“complexes'
that described not only highly special-

" ized medical and sur@ical treatments

in @ medical school center but also
diagnostic and treatment stations in
the periphery. We inferred that this, a
closed entity of indeterminate size, ex-
cluding others already practicing in the
area, was intended to demonstrate in
a disparaging way perhaps the inade-
quacies of our physicians. A quantita-
tive capability to replace these physi-
cians or a visible means of improving
their capacity to provide health care
did not appear feasible under this plan.
This we viewed not only as an unwel-

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

The raison d'étre of such complexes,

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

Believing the premises upon which
these actions were based to be false,
and concerned that this was a revolu-
tionary change in the system of health
care not in the public interest, the AMA
did not support the legislation.

Then, later, several of us from the AMA
were on a mission to Washington to
advise the Department of Health, Edu-
cation, and Welfare regarding the new
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alth workers who assist and support
e physician—the educators who train
e present and future generations—
e research scientists who are extend-
3 available knowledge and capability
the health officers who are con-
rned with preventing disease and
sability—the volunteers and staffs of
e private health agencies who are
woted to furthering the education of
e public and the work of the profes-
onals. To all of these, the President
as also addressing his charge:

expect you to do something about it.”

>night we can tell the President that
good deal has been done about it
nce April 1964. But while the job has
een started well, there is still much to
e done. Tomorrow and Tuesday, |
ope you will tell us how the job can
e done better.

egional Medical Programs were de-
igned to fit into the complete spec-
-um of needed health services and
1ey represent the kind of innovative
nd experimental approach needed to
chieve our goal. The authorizing legis-
ation allowed three years for planning
ind pilot projects to gain experience.
n order to provide an early opportunity
or review and evaluation, the Surgeon
jeneral is required to report to the
>resident and the Congress next sum-
ner on what has been accomplished
and what changes are indicated.

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

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

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

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

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

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

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

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

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

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

The Commission found that its concern
with the heavy price of fragmentation
was shared by many others. Spokes-
men of medical groups, medical schools
and public health, among others, testi-
fied both about the penalties and prob-
lems of separated efforts and their
willingness to explore new approaches
and remedies. ’

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

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

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

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

“The Commission recommends that a
broad flexible program of grant support
be undertaken to stimulate the forma-
tion of medical complexes whereby
university medical schools, hospitals
and other health care and research
agencies and institutions work in con-
cert.”



Perhaps the best way to recapture what
the Department proposed is to quote
from the President’'s message of Jan-
uary 7, 1965 on the legislative pro-
posal:

“A plan to improve our attack upon
these major causes of death and dis-
ability should become a part of the
fabric of our regional and community
health services. The services provided
under this plan will help the practicing
physician keep in touch with the latest
medical knowledge by making available
to him the latest techniques, special-
ized knowledge, and the most efficient
methods. To meet these objectives,
such complexes should be regional in
scope; provide services for a variety of
diseases; be affiliated with medical
schools, teaching hospitals, and med-
ical centers; provide diagnostic services
in community hospitals; provide diag-
nosis and treatment of patients, to-
gether with research and teaching in
a coordinated system. . . . Action on
this new approach, will provide signi-
ficant improvements in many fields of
medicine.”

The bill was introduced in Congress in
January 1965 and enacted in October.
During the intervening months, all
interested groups had an opportunity to
l?e heard and to participate once again
in considering the best ways to meet
the identified needs. Many viewpoints
were heard. Testimony was received
from representatives of the American
Medical Association, American Heart
Association, American Osteopathic As-
sociation, American Public Health Asso-
ciation, American Dental Association,
American Cancer Society, American
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Hospital Association, American Acad-
emy of General Practice, as well as
many individuals from medical schoals,
medical practice, hospitals and other
concerned citizens.

As a result of the views expressed,
numerous changes were made in the
language of the bill which, | might add,
taxed all the ingenuity | had gained
from 30 years of legislative experience.
As many of you know, the President
joined personally in these efforts, in
which Dr. Hudson participated, to find
just the right words and concepts for
bringing all the groups involved to-
gether in a common attack against
these common enemies of man.

The Act that was signed in October
1965 was the result of these combined
efforts.

The story of what you have done in a
little over a year is exciting and auspi-
cious. Under the able leadership of
Dr. Robert Marston you have under-
taken some of the most significant
cooperative planning efforts in all our
health history. Planning grants cover-
ing regions in which some 60 percent
of the population of our country live
have already been awarded. Applica-
tions for planning grants for the remain-
ing regions are well along. Moreover,
the proposals for the first pilot projects
for operational activities have already
been received and | trust grants for this
purpose will be made within the com-
ing months.

During 1966, innumerable groups of
practitioners, educators, hospital ad-
ministrators, health officers, voluntary

agency staffs and consumers met to-
gether all over the country to begin to
plan Regional Programs. Many of these
sessions, | am told, have not been en-
tirely comfortable—for the participants
have not been used to working together
so closely in the past. But you have
begun to work on something that is
full of many problems and difficulties
and you are working them out. That is
progress and that is hopeful for the
future of all medical care in our Nation.

Reports indicate that our faith in the
ability of local groups to develop new
approaches is proving to be well-
founded. We are aiso looking to the
regional groups to find the best ways
of fitting together the many related pro-
grams that touch upon these problems.
The key problems of coordination must
be solved at the local level. If the Fed-
eral Government tried to coordinate all
its programs at the Washington level,
it would end up imposing a pattern.
More important, only State and local
leadership has the knowledge of local
needs and resources that will enable
them to put all the programs together
in a way that makes sense.

Regional Medical Programs have been
described as having an obsession with
quality. Nothing is more necessary-—or
fitting.

We are all aware of the tremendous
investment that has been made in
effort and resources over the last 20
years to advance the frontiers of medi-
cal knowledge. The advance of this
movement has been one of our great
accomplishments as a Nation. We in-
tend to maintain and extend this in-

vestment in research. For we realized
that only in this way can we achieve
our objectives for the control of heart
disease, cancer and stroke and other
diseases.

Some have argued that there is an
inconsistency, or even conflict, between
high quality and widespread use. They
believe that excellence is such a rare
and tender flower that it can only
bloom in special and carefully pro-
tected environments. They have sug-
gested that we can lose everything by
trying to mass produce what requires
the most skilled craftsmanship.

This point of view, | believe, is con-
trary to our national history and com-
mitment. | think we have the capabili-
ties as a society to make the very best
available to all our people. This is our
national goal. It is this goal that in-
spires and integrates all the diverse
programs for which the Department of
Health, Education, and Welfare is re-
sponsible.

Regional Medical Programs have a
unique and extraordinary contribution
to make in this movement. Their es-
sential purpose is to speed up the dif-
fusion of knowledge—to bring together
science and service for the benefit of
all.

In the last year or so, the Public Health
Service has reorganized itself so that
under the leadership of Dr. Stewart it
will be able to make its maximum con-
tribution to this effort.

Regional Medical Programs are provid-
ing an opportunity and means for



health groups all over the Nation to
take a somewhat similar look at their
needs and potentialities. It is important
but not enough for governmental
agencies, either here in Washington or
in State capitals, to examine how they
can most effectively carry out their re-
sponsibilities. Nor is it enough for edu-
cational and research institutions to
undertake similar examinations. Rather,
as illustrated by the composition of
this conference, all those concerned
with these disease problems and better
health must join in the process.

Happily this job has already been
started in most parts of the country.
We are doing something about it. But
| trust you will not be satisfied—for we
will not—until the best of health care
is not only part of the continuing con-
cern of heaith leaders and a preoccupa-
tion of some but is part of the daily life
experience of all our citizens.

For the next two days you will be able
to concentrate on these problems. We
hope that you will give us your ideas
and advice on how Regional Medical
Programs can best be strengthened
and facilitated. After you leave, we will
welcome statements of your reactions
and proposals as further experience is
acquired in the planning and operations
of Regional Medical Programs.

| can assure you that not only the
Surgeon General but also President
Johnson and Secretary Gardner, as well
as members of the Congress, are look-
ing forward as | am to your reports
and recommendations. | am confident
you will, once again, meet and exceed
their expectations.

With the Patient in Mind

Regional Medical Programs have been
launched at a critical time in American
Medicine. The initial reception by the
Nation has been far more enthusiastic
than many supporters believed possi-
ble. Initial financing has been adequate.
The program is now undergoing a proc-
ess of analysis to determine whether
the premises on which it was based are

still valid; whether the initial imple-
mentation  has been effective; and
whether experience suggests that

changes should be made for the years
ahead. The fact that this audience is
here to participate in these considera-
tions and decisions emphasizes the
fact that this program is indeed founded
on local concern for the needs of those
patients with heart disease, cancer,
stroke, and related diseases.

Much of this paper and most of the
meeting will be focused on the Report
to the President and Congress required
by the enabling law. Such a Report
comes at a very early stage in the de-
velopment of the program. Nonethe-
less, this Report will constitute the
basic document on which the program
for the period from 1969-1974 will be
built.

In his Issue Paper on evaluation, Dr.
Sanazaro has defined the several stages

Prepared in cooperation with Karl
Yordy, Assistant Director, Division of
Regional Medical Programs, and Stan-
ley W. Olson, M.D., Chairman, Confer-
ence on Regional Medical Programs,
and Coordinator, Tennessee Mid-South
Regional Medical Program

Robert Q. Marston, M.D.

Associate Director, National Institutes of Health
Director, Division of Regional Medical Programs

that characterize any new health pro-
gram. He notes that in the first stage,
available data is limited and decisions
must be made almost entirely on the
basis of the best judgments of respon-
sible persons. This is where we have
been during much of the past year.
The focus has been on establishing

mechanisms and approaches which"

promise better utilization of existing
information and the collection of addi-
tional data which wili form the basis

for more confident decisions in the
future. In considering proposals for
extending the legislation, Congress

faces the same difficuities that we have
faced. Congress will value, as we shall,
the best judgment of those who have
acquired wide experience in the heaith
fields and who have assumed respon-
sibility for launching the individual
Regional Medical Programs throughout
the country. To reinforce the limited
hard data that is available, the Presi-

dent and Congress will expect evidence

of firmer commitments, clear purposes,
and crisper definitions. These examples
must be developed by you who are
involved at the regional level on the
basis of your actual experience and
future plans. Since the very nature of
Regional Medical Programs involves
opportunities at the regional level to
probe for workable solutions to com-
plex problems, we in Washington can-
not conjure the required realistic ex-
amples which indicate modifications
are needed. Only your efforts and ex-
periences can provide such evidence.

A major problem is related to the scope
of the program. Gene Burdick’s most
pleasant book is one called the Blue of

Capricorn. In a short story entitled
“The Far Limits"” he writes:

“The Pacific is enormous, plural, con-
tradictory. One aches for limitations,
for boundaries that reduce the sensa-
tion of awe. For each person the limits
are different. For some people the
Pacific is no-larger than a tiny village,
a strip of white sand, a reef. For a tiny
group, that inquisitive body of oceanog-
raphers, the Pacific is illimitable. So
great is their curiosity that their Pacific
runs from the Bering Straits to the
glittering ice cliffs of Antarctica.”’

The scope of Regional Medical Pro-
grams will certainly lie somewhere be-
tween Burdick's tiny village and the
entire Pacific.

As the Nation begins an innovative and
ambitious venture in improving the
quality of health care for patients with
heart disease, cancer, stroke, and re-
lated diseases, it is being watched in-
tently by its neighbor nations. Lancet
in a recent editorial refers to the Re-
gional Medical Programs as ““An Amer-
ican Catalyst.”" A description of the
Connecticut program by Dr. Henry
Clark at a Boerhaave Conference in
Leiden, Holland, was of great interest
to health leaders from Holland, Bel-
gium, England, Sweden, and Turkey.

At one time | was chairman of the
NIH Postdoctoral Foreign Fellowship
Committee which brought young scient-
ists from 40 countries for research
fellowships in the United States. These
young physicians and scientists uni-
formly praised our unique ability to
bring together, for the purpose of the

- problem under study, the skills of those
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from many disciplines. Our foreign col-
leagues who have observed this inter-
disciplinary achievement in research
will be greatly interested to observe
whether we can paraliel this perform-
ance in the field of medical care. To
bring this about, the primary focus
must be not on the needs of medical
schools, the needs of hospitals, the
needs of health departments, or even
the needs of physicians and other
health workers. Rather, the primary
focus must be on the needs of patients.

This Conference is framed against a
series of difficult decisions facing
American Medicine. We must decide
how we shall provide health manpower
for ever increasing needs and demands.
We must decide how we shall provide
particularly for these receiving the
poorest care of all—the poor, the min-
orities, the isoclated—both in the coun-
try and in the heart of cities. Severe
economic pressures are being exerted
on the entire field of health, particularly
on America’s hospitals. Urgency exists
with respect to how we shall organize
to best use the many new technologies
that promise potential benefits if wise-
ly and effectively used.

These problems and trends are pow-
erful in their impact. They require
that instruments of great durability and
equally great sensitivity be structured
so that medicine may be favorably in-
fluenced to provide the greatest serv-
ice to those in need. We believe that
Regional Medical Programs, with their
emphasis on local initiative and local

control, was created as such an instru-

ment to help solve these problems and
cope with these trends. To this end,
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we are now in the process of testing
the progress and capabilities of Re-
gional Medical Programs.

STATUS REPORT. Secretary Cohen,
last night, presented a splendid re-
view of the historical development of
the broad policy and philosophy that
led to the establishment of Regional
Medical Programs. The copy of a re-
cent paper of mine forwarded to you
in advance of this meeting summarized
progress from October 1965 to Octo-
ber 1966. A few iflustrated facts should
suffice to up-date that data:

< The National Advisory Council has
met six times. At four of these meet-
ings applications for planning grants
were reviewed.

<& As a result of decisions reached at
the Aprii 1966 meeting, seven grants
were awarded.

O At the June 1966 meeting, three
additional applications were approved.
¢ At the August 1966 meeting, eight
more applications were approved and

& Most recently at the November 1966
meeting, the Council approved 16 ap-
plications, bringing the total of funded
programs to 34.

< In addition, 14 planning applica-
tions which will bring the total popula-
tion covered by planning activities to
some 90 percent of the nation are ex-
pected to be presented to the February
Council Meeting. The first four appli-
cations for operational phases will also
be presented at that time.

There has been widespread involve-
ment of individuals and groups in the
development of all of these applica-

tions for Regiotal Medical Programs.
Deans and faculty members of all of
the Nation's existing medical schools
and most of the schools under de-
velopment have participated in this
activity along with most of their teach-
ing and affiliated hospitals. Represen-
tatives of State and local medical soci-
eties and health departments have
been part of the discussions in almost
every instance. In addition, area-wide
hospital planning agencies and State
and local hospital associations repre-
senting the Nation's community hos-
pitals almost always have been repre-
sented. Members and staffs of cancer
societies and heart associations have
participated along with other .public
and private health agencies and repre-
sentatives of the public such as elected
officials, businessmen, labor leaders,
and leaders of religious and ethnic
groups.

A study of the backgrounds of the in-
dividuals who are assuming responsi-
bilities as full-time coordinators and
staff directors of Regional Medical Pro-
grams indicates that about half of
these individuals come directly from
the field of medical education. Another
substantial number were formerly in-
volved in key positions in hospital
administration. The remaining came
from leadership roles in voluntary
health agencies, State government, and
the private practice of medicine. The
high caliber of person being sought
and employed for these positions is
impressive.

A study of the make-up of regional ad-
visory groups indicates that on an
overall basis . . .



»1%
8%

are practicing physicians
are associated with medical
schools and affiliated hospitals

.39, are from Cancer Societies,
Heart Associations, and other

voluntary health agencies
2%
8%

are administrators of hospitals

are nurses and other health
workers

are from public health depart-
ments

represent the public at large

8%

14%

4IGHLIGHTS OF ISSUE PAPERS. Let
1s now focus attention on the issues
hat are emerging. These have been
jescribed in a series of Issue Papers
sent to you as background material
for discussion at this Conference.

The first of these papers entitled, “The
Development of Cooperative Arrange-
ments,” includes a fine statement by
Dr. Charles Hudson, prepared four
years ago, which expresses his views
on the desirability of developing co-
operative arrangements. We have been
told that Regional Medical Programs
have made considerable progress in
developing genuine cooperative ar-
rangements throughout the Nation.
Groups in virtually every region have
been probing to establish a work-
able basis for starting the planning
process. However, the initial ap-
proaches concerning the size and shape
of regions for planning purposes must
be re-examined critically from time to
time, especially when the region moves
from planning into the establishment
of an operational program. Let me be
quite specific;

questions have been

raised and will continue to be asked
whether these arrangements developed
for the purpose of starting to plan for
a regional medical program will be the
most effective arrangements for specific
operational activities in heart disease,
cancer, stroke, and related diseases.

Another issue suggested for discussion
in the paper on cooperative arrange-
ments is the nature of the local deci-
sion-making mechanism. The law re-
quires that all operational grant re-
quests must be approved by regional
advisory groups. The question arises
whether this approval shall be merely
a pro forma endorsement based on con-
fidence in the applicant organizations
and institutions, or whether it shall
represent a careful evaluation of re-
gional priorities based upon sound
knowledge of needs and capabilities.
This issue is closely related to the prob-
lems of the review and approval proc-
ess for operational grants to be dis-
cussed later.

In the second Issue Paper entitled,
“‘Continuing Education and Regional
Medical Programs,” it is noted that
continuing education has been ac-
cepted as an article of faith by the
medical profession. Although it is re-
garded as an essential activity for the
scientific and clinical renewal of the
physician, the Issue Paper points out
that this vital educational experience
has often been characterized by lack
of continuity. There are two key issues.
First, how can programs be designed
that effectively reach the physician and
others in the health field; and second-
ly, how can self-monitoring aspects be
incorporated into these programs to

determine which of them are favorably
affecting the care patients have re-
ceived, and to what degree.

| have often referred to the clinical
pathological conference as a unique
feature of medicine. It is here that
even the most senior clinicians display
their clinical judgment for all to see.
It is a method for exposing error and
thereby improving care. [t and other
established traditions such as the
autopsy, the use of a case conference,
and the wide use of consultants has
firmly established medicine’s commit-
ment to constant scrutiny and critical
evaluation of its judgment and tech-
niques.

We are now entering a phase of med-
ical care which requires that we do for
populations of patients and populations
of physicians what we have done so
long and so effectively for the individ-
ual case and the individual practitioner.
The techniques of epidemiology, med-
ical care research, of community
medicine must be adapted to personal
health, as well as public health. To
this end, we asked Dr. Paul Sanazaro
to prepare the Issue Paper “Evaluation
of Medical Care Under P.L. 89-239”
and Dr. Vernon Wilson to discuss the
problems in a subsequent talk. The
issue is how rapidly the still-develop-
ing techniques for evaluation can be
employed so that our effort to improve

care will be logically rather than em-

pirically determined.

THE REPORT OF THE SURGEON GEN-
ERAL TO THE PRESIDENT AND CON-
GRESS. The fourth and last Issue Paper
is concerned with the primary focus

of this meeting and grows out of the
fact that the Surgeon General of the
Public Health Service is required by
the law which established Regional
Medical Programs to make a Report to
the President and Congress on or
before June 30, 1967. A subcommittee
of the National Advisory Council on
Regional Medical Programs and the
Surgeon General concurred in our view
that, in addition to the steps already
taken toward the development of in-
formation for this Report, representa-
tive groups from the entire country
should be convened. As a result, re-
gional coordinators, representatives of
regional advisory groups, and others
identified as key people in the develop-
ment of approved and pending grant
proposals have been invited to this
Conference. Major health organizations
who have expressed an interest in this
program were also invited to send
representatives. Appropriate representa-
tives of other government agencies in-
cluding the National Institutes of
Health, other bureaus of the Public
Health Service, the Bureau of the
Budget, and Congress were invited to
attend. Also included are the 65 in-
dividuals who have served as consult-
ants to the Division in helping define
policy and philosophy. Specifically,
these include members of the initial
Review Committee, members of the
ad hoc Committee for the Report to
Congress, members of the National
Advisory Council, and liaison represen-
tatives of other Nationa! Advisory
Councils with related interests.

All of the members of the President's
Commission on Heart Disease, Cancer,
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and Stroke have also been invited. We
are particularly interested in having
them now refocus not only on the pro-
gram as it exists today but on possible
future modifications. Their background
of competence and the experience they
gained in producing the document
which served to initiate the legislation
establishing Regional Medical Pro-
grams will prove to be invaluable.

Public lLaw 89-239 specifies three
things that the Report must accomp-
lish:

It must appraise . . .
O The activities assisted by grants in
the light of their effectiveness, and

. It must deal with two issues . . .

¢ The relationships between Federal
financing and financing from other
sources of the activities undertaken on
behalf of the Regional Programs.

O The extension and modification of
the law.

We must give serious attention to the
relationship of Federal and non-Federal
financing. Congress will examine this
issue carefully. For instance, activities
once started are not easily curtailed.
Yet the essential purpose of this pro-
gram is to help bridge the gap between
the advancing frontier of new scientific
knowledge and the broad application to
patient care. All funds cannot remain
tied up in ‘continuing program support
of yesterday's advances, A significant
amount must be available to encourage
new programs at the cutting edge of
science.

Although not required by the law,
experience has indicated that the Re-
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port must also speak to at least four
other questions:

¢ In specific terms, the type of con-
struction authority needed to achieve
the goals of the program and the
urgency of this need must be made
clear to the President and the Con-
gress. Any request for such authority
must be substantiated by firm, objec-
tive evidence of need, particularly if
favorable matching requirements are
needed.

< Since the earliest days of the pro-
gram, questions have been raised re-
peatedly concerning the need to clarify
certain provisions of the law. We shall
have an opportunity in the Report to
identify these areas and provide inter-
pretation.

<& The law authorizes grants only for

the planning and establishment of in-

dividual Regional Medical Programs. [t
has been suggested that the goals of
the program might be achieved more
readily by expanding this authority to
allow grants for activities involving
multiple regions that will support the
work of individual Regional Medical
Programs.

¢ A fourth major question has been
how rigidly or freely one may interpret
the emphasis on the disease categories
of heart, cancer, and stroke. | invite
your attention to two -paragraphs from
the Issue Paper concerned with the
Report. “During the planning phase,
the major activities undertaken by Re-
gional Medical Programs have involved
the establishment of a planning staff,
the initiation of studies to obtain the
basic data concerning pertinent health
needs and resources, and the develop-

ment of cooperative relationships
among major health resources in the
region. These activities are generally
generic by nature and consequently
have not significantly involved prob-
lems of categorical definition. In most
cases in order to plan effectively for
heart disease, cancer, and stroke it
has been found necessary to consider
at times the entire spectrum of re-
sources available for personal health
services. However, the emergence of
the operational phase of the program
will put a more intensive focus on its
categorical purposes. Only projects
which can be shown to have direct
significance for combating heart dis-
ease, cancer, stroke and related dis-
eases can be assisted with Regional
Medical Program grant funds.” The im-
plications of this issue requires care-
ful consideration as you discuss the
future of these programs.

It should be emphasized that this Re-
port to the President and Congress will
be the basic document on which recom-
mendations for future legislation ex-
tending and modifying Public Law 89—
239 will be based. In addition to your
participation in the discussions at this
meeting, | invite each of you personally
to send me any written suggestions
which you think will be helpful in the
preparation of this important document.
We anticipate the preparation of a draft
of the Report shortly after this meeting.
Thus, your comments can be most
effective if they are forwarded to me
promptly.

OPERATIONAL GRANTS. | come now to
a very important section of this paper.

The planning phases of Regional Medi-
cal Programs are well on the way to
covering the entire Nation. We are now
in the process of reviewing the first
applications for operational grants.

The initiation of operational activities
is the most vital element of our mutual
task ahead. It is the operational activi-
ties to be approved, funded and imple-
mented under the current legislation
that must constitute the central focus
for recommendations for extension of
the program. Based on experience to
date which includes staff analysis, site
visits, deliberations by the Review Com-
mittee and the National Advisory-Coun-
cil, and discussions with other Public
Health Service programs, we have iden-
tified some of the important issues
which must be considered in the review
of applications for operational grants.

At the risk of generalizing from rela-
tively few examples, 1 should like to
review with you the characteristics of
the operational proposals as we have
seen them in the initial applications.
Your actions in developing operational
proposals, and the actions of our Re-
view Committee and Advisory Council
in approving these proposals, will ex-
press far more effectively the nature of
Regional Medical Programs than gen-
eral policy statements and will reveal
most clearly the importance of these
Programs to society.

The review of the first operational pro-
posals has raised sharply the question
of what methods should be used to
evaluate such applications. Each is
characterized by a number of specific
activities within the overall proposal.



lowever, a Regional Medical Program
st be more than a collection of
rojects, The review process, there-
ore, must focus on three general
haracteristics of the total proposal
thich separately and yet collectively
etermine its nature as a comprehen-
ive and potentially effective Regional
fedical Program.

> The first focus must be on those
lements of the proposal which iden-
fy it as truly representing the concept
f a Regional Medical Program. Our re-
iew groups have determined that it is
ot fruitful to consider specific aspects
f the proposal unless this first essen-
al determination concerning the core
f the Program is positive. In making
iis determination the reviewers have
sked such questions as: ‘“Is there a
nifying conceptual strategy which will
e the basis for initial priorities of ac-
on, evaluation, and future decision-
1aking?”’ “ls there an administrative
nd coordinating mechanism involving
e health resources of the regions
hich can make effective decisions, re-
ite those decisions to regional needs,
nd stimulate the essential cooperative
ffort among the major health inter-
sts?”" “Will the key leadership of the
verall Regional Medical Program pro-
de the necessary guidance and coor-

ination for the development of the

rogram?"’ “What is the relationship of
1e planning already undertaken and
te ongoing planning process to the
itial operational proposal?”’

After having made a positive deter-
lination about this core activity, the
axt step widens the focus to include
oth the nature and the effectiveness

of the proposed cooperative arrange-
ments. In evaluating the effectiveness
of these arrangements attention is
given to the degree of involvement and
commitment of the major health re-
sources, the role of the Regional Ad-
visory Group, and the effectiveness of
the proposed activities in strengthen-
ing cooperation. Only after the deter-
mination has been made that the pro-
posal reflects a Regional Medical
Program concept and that it will stimu-
late and  strengthen cooperative
efforts will a more detailed evaluation
of the specific operational activities be
made.

¢ If both of the two previous evalua-
tions are favorable, the operational ac-
tivities can then be reviewed, individ-
ually and collectively. Each activity will
be judged for its own intrinsic merit,
for its contribution to the cooperative
arrangements, and for the degree to
which it includes the core concept of
the Regional Medical Programs. It
should also fit as an integral part of
the total operational activities, and
contribute to the overall objectives of
the Regional Medical Programs.

This is not a conventional review proc-
ess. The total process for reviewing
complex operational applications will
often require up to six months or in
some cases even more. The applica-
tions aiready in hand are providing us
with a learning opportunity to develop
the most appropriate review processes.
Our experience indicates that the inter-
play of an initial site visit will be
necessary to determine whether the
essential criteria for a Regional Medi-
cal Program have been met. Neverthe-

less, the written proposal should in-
clude an exposition of the guiding
philosophy and administrative proc-
esses which have gone into the devel-
opment of the proposal and should ex-
plain how the specific activities
proposed relate to these overall objec-
tives. A justification of each separate
project, however worthwhile, cannot
provide a sufficient basis for making
the essential determinations. Consider-
ation of other characteristics of the
initial operational proposals and their
review also reveal the essential nature
of a developing Regional Medical Pro-
gram. They provide concrete examples
of most of the issues to be discussed
at this Conference. For instance, these
proposals clearly lead from the
strengths contained within the region.
This is understandable and justifiable
and may be the most effective way to
implement the first phase of the re-
gional medical program. Leading from
strength may develop some activities
which can serve as models for other
regions or a resource which can be uti-
lized by adjacent regions through
effective interregional cooperation. For-
tunately, there are examples in the ini-
tial applications which give evidence of
interregional cooperation in capitaliz-
ing on the particular strengths within
an-adjacent region. | would like to add
a cautionary note, however, that the
full development of a regional medical
program must show equal concern for
strengthening the weaknesses of that
region.

Our reviewers question repeatedly how
weaker institutions, the minorities, the
poor, will he helped by the proposal.

Not only are the reviewers concerned
that the focus of the program is out
towards the periphery, but that the ap-
plications themselves reflect this con-
cern on the regional level.

Activities which have been chosen
should seek to reinforce cooperation
and mutual interaction between the ac-
ademic community and the community
practice of medicine. Such linkages will
be among the most important con-
tributions of the program. If the
specific activities proposed in an appli-
cation fail to strengthen cooperative
arrangements or even interfere with
such cooperation, the entire Regional
Medical Program would be threatened.
The maintenance and nurturing of the
cooperation established in the plan-
ning phase of the program will surely
pose a major challenge to all Regional
Programs, especially those with more
complex institutional  relationships
than are represented in the first appli-
cations. Thus, the review process must
be concerned initially with the appli-
cant’s concept of a Regional Medical
Program and his total proposal rather
than with specific activities.

We also see evidence in these applica-
tions of the design of initial operation-
al phases of the program that can
serve through continued planning and
evaluation as the basis for further evo-
lution of Regional Medical Programs.
We cannot emphasize too strongly the
necessity of incorporating in the Re-
gional Medical Programs the methods
of evaluating and modifying the pro-
gram so that it becomes to a consider-
able degree a self-monitoring system
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which will supply those participants at
all levels with the information and the
motivation and the flexibility to direct
future efforts towards those fulcrums
of action that accomplish best the ob-
jectives of the program. For this rea-
son it is important to avoid freezing
the program towards permanent sup-
port of all initial activities undertaken.
Some of the activities should be self-
limiting with the transfer of effort to
other priorities as the programs
evolve. [f these programs become just
another source of funds to finance
specific activities, we shall have lost
the opportunity to develop a uniquely
effective mechanism in bringing the
advances of medical knowledge to
bear on the health problems of the
people of the regions. The develop-
ment of the self-monitoring charac-
teristic of the Regional Medical Pro-
grams is also a presumption of the
review sequence described, for the fu-
ture relationships between our review
process’ and a regional medical pro-
gram are to be based more on an eval-
uation of the effective results of the
overall regional program and achieving
its goals rather than on a detailed re-
view of specific activities proposed.

As anticipated, categorical questions
do arise. The initial proposals are di-
rected toward the problems of heart
disease, cancer, and stroke. Some
broader activities do involve the more
effective functioning of the total
health-care system as essential re-
quirements for improvements in the
diagnosis and treatment of these dis-
eases. The initial proposals show the
unique opportunity provided by Re-
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gional Medical Programs to consider
both the specific and broader ap-
proaches for meeting identified health
needs in the region. While the many
types of activities proposed in the ap-
plications complicate the process of
review, they show evidence of a seri-
ous effort to match resources with
needs and to bridge the gaps among
science, education, and service.

Regional Medical Programs represent a
new relationship between the Federal
review mechanism and the regional
framework for decision-making. Neither
grant support or formula grant sup-
port can be applied. We intend to

~work closely with you in developing

the potential of this new relationship.
Yet, there is a potential contradiction
between the need to evaluate propos-
als at the national level and the intent
that the Regional Medical Program
represent a new framework for deci-
sion at the regional level, If specific
approval actions in Washington were
entirely on a project-by-project basis,
this would tend to move the major de-
cision-making responsibility for deter-
mining the nature of each Regional
Medical Program to the national level.
Under these circumstances regional
decision-making would be confined
largely to the choice of which activities
to propose for national approval, and
we will have failed to achieve a major
objective of the Regional Medical Pro-
grams.

Our whole review process is concerned
with strengthening responsible regional
decision-making. In order to provide
the Regional Medical Program with an

explicit and concrete mechanism for
playing a meaningful role in the con-
tinued development of the overall Re-
giona! Medical Program after the
award of grant support, we are consid-
ering the possibility of including in the
grant award for operational activities a
proportion of the funds to be used for
carrying out the purposes of the RMP
at the discretion of the RMP with the
approval of the Regional Advisory
Group. This approach would lend sub-
stance to the intent that the Regional
Medical Program be more than the
sum of its parts.

SUMMARY. The purpose of this paper
is the purpose of this Conference:

< To help set the stage for a fruitful
discussion of the Report to the Presi-
dent and Congress; and

< by free exchange of information, to
be able to implement the next stages
of the program in the best ways possi-
ble.

I have focused first on certain issues,
then on the Report to the President
and Congress, and finally on the appli-
cations for operational grants and
their review, as the basic tools for you
to begin defining the Regional Medical
Programs to serve patients in 1969-
1974.

Talented and distinguished speakers
and panelists will assist you. There are
high hopes for this Conference and
even higher expectations for Regional
Medical Programs—so high indeed that
we must face realistically the possibility
that the many challenges may exceed
our combined ability to meet all of

them as we would like. There has nev
been a greater opportunity to i
science, education and service, but ti
difficulties are very great.

But ‘‘no ashes, no Phoenix' . . .

Mythology offers no tale more dramal
than that of Phoenix. With his flashi
gold and scarlet plumage he descen
to the altar of the sun and is consum
to ashes. With the rising of the sun |
is reborn more glorious than before
signify for another 500 years etern
hope arising from disappointment.

Like the soaring Phoenix, Region
Medical Programs have arisen fro
previous hopes, expectations and di
appointments. They offer new hop
and opportunities for new achiev
ments in American medicine.
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y author made many other pertinent
nts but one | remember very well.
recalled the practice of the Royal
titution, from whose directorship he
i just retired, of giving the speaker
ne 30 or 40 minutes of solitude
sr to his discussion—even to the
ent of placing a guard at the door
prevent any intrusion into the pri-
iy of the speaker's thoughts as he
nposed himself for his presentation.

w | want to make three points.

The article is commended to you
reading—it is serious but present-
in a light, readable fashion;

the adoption of its principles would
ke for less slumber during presenta-

ns such as this; and, finally,

my inability to match what he con-
ers the minimal excellence of per-

‘mance can be rationalized, in part,
my inability to have the 30 minutes
so of solitude which he so strongly

ommends.

shall, however, in a rather halting
shion, attempt to abide by some of
; imperatives. Incidentally, he was
t opposed to the use of notes.

shall start from a common base of
iderstanding.

adical services at the community lev-
have a lesser degree of perfection
an would be possible if all the avail-
e information were at the disposal
the physician treating the individual
itient and if the physician were sup-
wted by all the diagnostic and thera-
wutic resources that are needed to
»ply this body of old and recent in-
rmation to the problems presented.

A further point of general under-
standing is our common appreciation
of the fact that in our advanced insti-
tutions, especially in our better univer-
sity hospitals, there is little useful
knowledge lying undisclosed in labora-
tory note-books or unread in journals
and books in the library. Knowledge
that can help to solve a patient’s prob-
lems is, indeed, utilized in the day-to-
day work of university-based physi-
cians in such a medical center.

However, a comparable situation does
not exist in many communities—
though ! do not say all—where the
physician has been out of the main-
stream of learning for a considerable
period of time and where the diagnos-
tic and therapeutic resources are less
than optimal.

The next relevant fact is that through
legislation—and particularly through
Titles 18 and 19 of the Social Security
Amendments of 1965—the Nation has
asserted that each individual has a
right to superior medical care and has
begun to provide, through many Feder-
al, State and private mechanisms, for
payment systems by which this right
may be secured. We are agreed, how-
ever, that such systems must not in-
terfere with our general private base
for the delivery of medical services. It
is the national purpose to correct
deficiencies in the delivery of medical
services by using the present system
as the core structure for social embel-
lishment rather than by attempting to
build a new system.

Finally—and still within our base of
common understanding—you are with
us for a few days to examine the cir-
cumstances developing in relation to
the Regional Medical Programs in
order to determine how, within a broad
segment of medicine, certain moves
be made, in accordance with the inten-
tions of the law, to facilitate the devel-
opment of excellence in our handling
of a series of so-called dread diseases
-—heart disease, cancer, stroke and re-
lated medicai disabilities. You will be
asked to comment, for the ultimate
benefit of the President and the Con-
gress, on the adequacies of the initial
moves that are now being made or
that are immediately in prospect. You
will also be asked to anticipate some
of the problems, assess the likelihood
of success of current strategy, and on
this basis, advise the Division of Re-
gional Medical Programs on how they
may best project their action into the
immediate future.

More importantly, you will be asked to
assess, on the basis of an informed
professional judgment, the extent to
which the Division should seek simple
extension of present legisiative author-
ity or seek its modification in order to
heighten the prospect of success for
the program.

Now, you will not be asked at this
time for specific recommendations but,
in view of the complexity of the under-
taking, to comment on the problems
of applying the proposed strategy to
your own regional situation whether
this be rural or metropolitan and
whether it be rich or poor in medical
resources.

A sifting of your informed discussion
will be a major input of information to
the National Advisory Council which
will advise and to the Division which
must act.

You may well ask, at this point, ““Of
what concern is all this to the NIH?"
—an organization which, in recent
years, has been largely concerned with
the development of new knowledge
rather than the delivery of services.

One can give either of two answers to
such a question—either would appear
to be correct and, indeed, each is in
fact partially correct.

¢ The first answer would be that the
creation of Regional Medical Pro-
grams permits a large social experi-
ment to determine what is needed to
facilitate the rapid use of available
knowledge in the solution of serious
disease problems in the setting in
which these problems generally occur
—that is, in a typical community. In
this sense it is straightforward opera-
tional research.

O The second answer reflects the fact
that in the best of our university medi-
cal centers we have a unique mix of
professional talents. This consists of
scientists engaged in fundamental re-
search, physicians eagerly attempting
to apply such fundamental in(ormation
to the solution of disease problems,
and physicians primarily concerned
with the problems of medical care and
the education of young physicians.
This combination of skills and inter-
ests makes possible the delivery of
medical services in a professional set-
ting that approaches the ideal. It is in
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such a setting that the best of medical
services are delivered or can be deliv-
ered. The problem is to determine how
such know-how. and such excellence
can be exported for use by the com-
munity at large. Or, to put it another
way, how can the university-type hos-
pital-—and there are many of these
that are not, in fact, part of or closely
associated with a university or medical
school—how can such an institution
yield the isolation that protects and
fosters scholarly activity and assume a
larger social function without, at the
same time, placing in jeopardy its
present purposes.

As the one single institution most con-
cerned with these present purposes—
that is research and education—the
NIH has been given the task of work-
ing with groups, such as you, in devel-
oping programs, suitable for regions of
quite diverse character and medical re-
sources, that will

O preserve the excellence of the
present programs, and, indeed, foster
and develop institutional excellence in
science and education where it is now
lacking,

< provide for the discharge of a large-
ly new social responsibility in-a man-
ner that will strengthen, rather than

weaken, the current institutional pro-.

grams, and

O provide, under suitable auspices,
for the linkage between these science
based programs and the community
apparatus within which medical serv-
ices are delivered.

We believe that we can do the first of
these three—given adequate funds.
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We look to you to help us do the latter
two.

Let me hasten to add that, in our
view, the full elaboration of the new
mechanisms we seek will not be
achieved in a year or two.

We also expect that not all of your
strivings will be successful. There will
come a time in some——and, perhaps,
many—of your programs when it will
be more appropriate to take your
losses and begin anew, profiting by
your own experiences and those of
others. If this were not the case, our
problems and yours would be very
simple. Unfortunately they are not.

The problem will be made both more
difficult and more urgent by the rapid
evolution of the medical scene. | be-
lieve that we are fast entering a period
of really rapid pay-off from our large
investment in the biomedical sciences.
Advances have been substantial in the
past two decades but they are only a
harbinger of what is to come.

The biomedical science establishment,
in its present magnitude and diversity,
is something less than 5 years old.
This is a fact that is frequently over-
looked. However, scientists now capa-
ble of entering the field, at either the
laboratory or clinical level, are better
trained and generally more capable
than was true heretofore. It is predict-
able that as the biomedica! sciences
move from the empiricism so charac-
teristic of the past to the clarification
and generalization of our under-
standing of biological phenomenon,

their impact on the day-to-day happen-
ings in medicine will be profound.

This transition will result in an even
higher rate of professional obsoles-
cence for practicing physicians and
will require a much more purposeful
system of professiona!l renewal in the
future than in the past.

And this brings me to my final point.
Each regional advisory group must
concern itself as much with the main-
tenance of the professional capabilities
of local physicians in a rapidly chang-
ing and increasingly complex situation
as with arrangements for improving
the support for and utilization of these
capabilities.

Now, following my British mentor's ad-
vice, | shall remind you of the points |
would have you remember.

& The delivery of services is tess than
optimal for many segments of our
population.

¢ The financial barriers to good serv-
ices are being rapidly removed as a
consequence of State and national
judgments that every individual has a
right to excellence in the medical care
he requires.

< In a privately-based system for the
delivery of medical services, general
excellence is now most frequently
found in a situation where there is a
mix of science, education and service.
& Although we must contend with
many diverse geographic and social
circumstances, NIH, in administering
the Regional Medical Programs, will
strive to preserve existing centers of
excellence in science, education and
service while, at the same time, work-

ing with State and local forces, evo
a system that will make available
the bulk of the population medi
services that are excellent in qua
and adequate in quantity—at least
a major segment of the diseases tl
plague us alil.

NIH does not have the responsibi
of achieving these desirable er
alone but in conjunction with a ser
of other programs with similar obj
tives. But | believe that the Regio
Medical Programs, properly develop
is the keystone of a structure wh
will permit the delivery of the type
medical care services we all desire.
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sive heaith planning act provides a
logical outlet for knowledge developed
under Regional Medical Programs.
Thus, research being done in the more
limited field of Regional Medical Pro-
grams can be of value throughout the
total health care field.

Because of the large amount of time
and money to be expended, realistic
evaluation of the results is mandatory.
Unfortunately, we are hampered by a
lack of effective measurement tools.
We must start by using available and
simple techniques, while admitting
their inadequacies. It is essential that
collaborative research in system de-
sign for the distribution of health care
be initiated in concert with those aca-
demic disciplines which have a long
tradition in simulation, systems re-
search, and communications research,
thus providing a base for continuing
analysis and measurement.

Existing resources for use in the
design of such systems are impres-
sive. indeed. If one looks at the great
array of governmental health agencies,
academic institutions, voluntary and
professignal groups, as well as sup-
portive organizations like welfare agen-
cies, community action groups and
others, it readily becomes apparent
that the major problem is not that of
creating resources which couid appro-
priately handle the problem but rather
a coordination of those resources into
an effective unit. Although to some the
comparison may be a bit unpalatable,
| submit that this is a market and dis-
tribution process and should be han-
died as such. An approach of this kind
does not deny the essential nature of
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professional and academic  con-
tributions; it will require a formal and
scientific search for an appropriate re-
lationship between all academicians
and professionals whose skills can be
helpful. Concurrently, the integrity of
the academic and research communi-
ty must be preserved, both as an in-
ternal system and as a part of society
at large. Thus, the analogy of market-
ing is in all probability much more
than an analogy. It may prove to be
an actual pattern which will provide us
with illustrations and some basic prin-
ciples for fruitful pursuit of the tasks
ahead.

The Distribution Process. As a layman
in this special field, may | offer the
oversimplified explanation that the
production and distribution process
amounts to a coordination of many
disciplines, assembled for the con-
tribution which each can make to a
single goal. While such grouping of re-
sources, particularly in the research
process, suggests the antithesis of the
traditional academic departmental or-
ganization, the concept is not unfamil-
jar to academic institutions. It is
exemplified frequently in institutes on
university campuses, in land-grant ex-
periment  stations, and . research
centers. These patterns allow many
disciplines to proceed in a systematic
fashion in searching for new informa-
tion and combining that information
into an orderly whole.

Taking the marketing analogy one step
further, the rational distribution proc-
ess would be simulated and developed
as follows:

The first step is the establishment of
need, either recognized or unrecog-
nized. The next step, after the need is
determined, is to define it and to
create recognition of that specific need
in both the consumer and producer.
Here we have a direct paralle! with the
opportunities open to Regional Medical
Programs.

Having identified a specific need or
needs, it is necessary to undertake
basic and applied research in materi-
als, resources and their synthesis. The
medical profession has expended pro-
portionately small amounts of its own
energies in the endeavor of synthesis
and at the same time has frequently
poorly utilized the contributions which
could be made by other disciplines.

Having completed the ‘“‘basic’” research
and formulated working models, the
next step is the production and de-
livery of materials and services which
may come from a variety of places.
In the analogy the patient may move
to the resources, or the resources may
be brought to the patient, but finally
the delivery process requires that the
end product of health care be synthe-
sized in a coordinated and personalized
manner for the benefit of the consumer.

Market Identification. If we consider
health care in the light of the patient’s
need, recognized or unrecognized, the
first painful but necessary step will be
a shift in emphasis. Much basic re-
search has been sponsored upon the
assumption that improvement of the
professions and institutions will auto-
matically benefit patients. However, it
may be that the goals of the patient

and those of the profession are not
always the same. To accomplish our
task we must now direct extensive
study toward the patient and his needs
within the context of his normal pat-
tern of living.

Professional action has classically
been one of response, after the patient
requests and is given access to the
formal health care system. We must
now accept responsibility for health
care of the public as a dynamic, inti-
mate part of daily performance.

Identification of needs for concentrat-
ed research endeavors will require the
development of end points or goals
against which the effect of change in
qualitative performance can be meas-
ured. Unfortunately, at present, such
end points are few and largely unpro-
ven.

Most of the measurement systems cur-
rently used in the health professions
are quantitative rather than qualitative
in nature. We can measure quite ade-
quately deaths, morbidity, numbers of
personnel, and similar items, but we
have few means by which we can test
the impact of health care upon the
daily performance of a given individual.
Thus, our first requirement is for a
measurement system which can assess
the ability of the individual to perform
as a useful member of society and his
own attitude toward that performance.
Also required will be 2 measurement of
the social or peer group’s estimate of
the value of the individual's contribu-
tion to the group and their attitude
toward that contribution. No single one
of these factors can be used as the



sole parameter, but when assembled
as a pattern they should provide at
least the first steps in a qualitative
measurement of health care.

Since diagnosis is also a part of mar-
ket definition and since diagnosis of-
ten opens communications between
professional individuals, early detec-
tion of disease would appear to be a
logical first research effort for improve-
ment in the distribution of health care.
Such research avoids the necessity of
premature decisions having to do with
delivery of health care and would allow
a “tooling up” of the communications
system under reduced emotional ten-
sion. Much diagnostic support can be
provided to individual practitioners
with a minimal change in their present
practice patterns.

Status of the patient needs study. In-
teraction between individuals is heavily
influenced by the status, stated and
felt, of each person. We are proposing
major changes in the status of the pa-
tient in the health care system. This
calls for a ‘“shorthand’’ method inter-
woven into the system -itself to assess
status, and change in status, particu-
larly of the patient.

An interesting correlation exists be-
tween the way we use the time of
others and our estimate of their im-
portance. Consequently, accurate de-
termination of our expenditure of the
patient’s time through the design of
health services is accessible, measur-
eable, and potentially valuable.

Another little used field of knowledge
is that developed in advertising re-
search. A significant portion of estab-

lished knowledge about health is not
utilized even by those best acquainted
with it. Advertising research has a rich
body of basic knowledge and tech-
niques dealing with facilitators, or why
people choose one service or product
as opposed to another. These tools
and techniques used so successfully in
advertising could be adapted and
should be useful in broadening public
education and personal responsibility
in health care.

Turning to the third item in our analo-
gy, namely research in materials and
resources, we should comment first on
basic research which has a long uni-
versity tradition and is the foundation
upon which applied research is con-
ducted. Basic research in almost all
academic disciplines will make impor-
tant contributions to health care. High
on the list should be research in
synthesis of systems, including model
building. In our past, testing through
models has had little systematic and
comprehensive attention. It could
produce large savings in time, as well
as funds, but will require the talents of
a variety of existing disciplines—the
engineers, for example, who until re-
cently were seldom formally invited into
the health research conversation.

An interesting facet of the dilemma re-
lated to manpower shows in the fact
that aithough we are faced with a tre-
mendous shortage of health personnel
and a low level of national unemploy-
ment, we as a health care group have
largely ignored one of our greatest po-
tentials—the patient himself. He is
usually the most invoived, often the
better educated, and certainly the

most highly motivated party in the in-
terchange, yet we have assigned him
the most passive role. Patients, |1 sub-

mit, may not be so helpless as some -

of our practices would seem to imply.
Our friends in sociology should be able

" to help us here.

In the fourth and final phase of our
analogy, we will face a variety of prob-
lems in the delivery of health care.
These include implementation of re-
search and development in dis-
tribution. All patients should have ac-
cess to the best source of care
regardless of geography, financial re-
sources, or special interests of particu-
lar professional groups. New patterns
are required.

The relationship between centers of
excellence and the population which
they would serve will need to be
defined. Most organizations which sup-
port health care use politically deter-
mined boundaries, i.e., the city,
county, or State. The probability of
gaining coordinated support from all
interested organizations for the assist-
ance of a single and specific individual
will be enhanced by a maximum over-
lap in geographical areas of designed
responsibility. This is particularly im-
portant in evaluation procedures,
which depend upon many groups for
their information.

A second problem to be considered
deals with control, Should such dis-
tribution systems be totally under the
control of the health professions? If
not, how much of the process should
be conducted in cooperation with other
interested groups? When should con-
trol be turned to them?

A third problem concerns the obsoles-
cent mind, both as it relates to the
medical profession itself and to -the
public at large. It is clear that
planned, continuing education for the
profession and the public is necessary.
A searching look at potential integra-
tion of such education with the care
process seems called for. Feedback
mechanisms must be established for a
progressive analysis of cause and
effect, or, at least, correlation between
continuing education and change.

A successful distribution system will it-
self require an integrated information
service. Information should be derived
from the home, from the avenue of
access to the health care system, the
local hospital, and the large medical
center. It will require the development
of common identification systems and
vocabularies. Many of us hope that in
the very near future the social security
number will be issued at the time of
birth, or entry into the country, and
will provide such identification. The
proposed information system should
be designed to utilize, assist and
refine present systems, not compete
with them.

The decision for diagnosis and treat
ment of the patient will take into ac
count his desires which, among othe
things, relate to the distance from
health care and the patient's knowl
edge of and confidence in the recom
mended resource. Other consideration:
are the adequacy of the health care
resources, the cost to the patient anc
the involved agencies, and the maxi
mum benefit from the care proces:
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which includes such by-products as
education, research, and economic im-
pact upon the community at large.

Finally, as we have already heard, no
matter how one may describe a Medi-
cal Region, it must interact with other
regions. Mechanisms must be devel-
oped which will minimize the mechani-
cal problems of interregional relation-
ships and permit us to focus upon the
patient.

The Example. With no claims to as-
sured success, the Missouri Regional
Program has attempted to face these
challenges in the planning process.
Projects will arise from community
groups and be funneled through a
refinement process. This should en-
courage maximum motivation and par-
ticipation at the grassroots level.

A general objective of the program is
the development of models of early
detection integrated with continuing
education.

Primary emphasis will be placed on
those endeavors which can be quanti-
tatively evaluated, and the initial as-

sumption is made that adequate infor--

mation and communication  will
provide qualitative improvement. The
long range plan provides for qualita-
tive measurement of delivered health
care.

Only a few projects are proposed for
studies of delivery of care. It is our
intent simply to be supportive to exist-
ing care patterns while setting up the
necessary information-gathering mech-
anisms. Under this plan, a request for
information by the physician will be
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met by a specific answer to the ques-
tion, along with additional synoptic
background information or bibliogra-
phies which should be helpful in his
continuing education. Such inquiries
will also serve as a guide to the physi-
cian's needs. In this manner diagnos-
tic and delivery patterns of health care
can quickly be modified in detail when
research indicates the desirability of
doing so.

The data handling facility developed at
the University of Missouri for the pur-
pose of extending the competency of
the physician will be integrated with
cooperative data handling programs
established by hospitals, physician's
offices, and state agencies. This inte-
grated system is expected to furnish
feedback ~and monitoring which will
make it possible to provide the desired
information while studying and coordi-
nating the total process in an objective
and efficient manner.

A University multidiscipline research
unit is developing new tools with
which to measure achievement. Its
staff members have joint appointments
with other schools on campus, includ-
ing Nursing, Education, Engineering,
Journalism, Business and Public Ad-
ministration, Liberal Arts, and Veteri-
nary Medicine. Presently members of
this unit are studying two different
communities in which they will meas-
ure efforts toward community health
goals, such as rehabilitation of the pa-
tient, family reactions and the like.

In conclusion, let us review, quite
briefly, some goals worthy of consider-
ation. These goals were picked be-

cause progress toward them can be
measured. Their evaluation should give
us some insight into whether or not
we are moving in the direction that
may be most effective in meeting the
actual needs of patients.

¢ The primary goal is to deliver the
highest percentage of quality patient
care as close to the patient’'s home as
possible. This is not only economical
in the total picture but in keeping with
the desires of most patients. Certainly
the latter assumption merits study.

¢ Every patient should have equal ac-
cess to any needed national resource.
For very special services which are not
available in the area, patients can be
sent to centers of excellence else-
where, thus eliminating the necessity
for needless duplication of expensive
equipment, staff and facilities.

¢ Maximum  coordination will be
sought between the inputs of those
who provide health care directly, as
well as those involved in supporting
that care, such as welfare, community
resources, environmental control
groups, and others.

<& The development of programs to
assist in early and effective detection
of disease will be an important goal.
The information gained can be used to
effect changes in delivery of health
care, both through personnel and
systems. Early detection is perhaps
least threatening to the present health
care professions and is among the
easiest procedures to measure quanti-
tatively. It also possesses'the highest
potential for successful ‘qualitative
measurements of health care.

¢ Postgraduate education should be

integrated with detection and health
care systems.

< Lay health education will be a vita
part of the regional program. Existing
adult education and extension pro
grams and activities of voluntary or
ganizations will be utilized so that the
potential recipient of care may be in
formed as to the role which his physi
cian, the hospital, and the various sup
porting agencies will play and to the
things which he, the patient, can ex
pect. We need more scientifically de
signed studies of public attitudes to
ward health care.

< Finally, in my view, a crucial goa
will be for each of the several region:
to take a unique approach to the spe
cial needs for their particular areas
Through meetings such as this one
we can share ideas so that a minimun
of waste will ensue as we seek to mee
our respective responsibilities.

New paths are seldom explored b
faint hearts. We need to be mindful i
the development of new systems tha
one may at times work with less thai
perfect parts in order to set the sys
tem itself in operation. It is possible
even desirable, to have ‘“‘proof runs"
a practice long utilized by the printin;
industry. From less than perfect initic

operations, changes and correction
can be made to improve the fine
product.

As participants in this national prc
gram, | believe we dare not do les
than marshal the best available ta
ents, from whatever quarters, to joi
in this quest for improved health care
The opportunities are attractive an
challenging, to say the least.



e ldea, the Intent
d the Implementation

» privilege of speaking at the First
ference on Regional Medical Pro-
ims is one for which | am deeply
teful. It is hard to believe that in a
le more than a year since the his-
ic signing by President Johnson of
blic Law 89-239 on October 6,
65, with less than a year of ad-
nistrative operation, it has been
ssible to bring together repre-
ntatives of the health professions
'm all over the country for a report
progress and a discussion of future
ins, plans for 909% of the people of
is country. This evidence of truly
enomenal progress must be heart-
irming indeed to the President and
e members of the Congress who
wve shown such deep interest in this
ogram, and productive of new hope
id courage to families throughout the
nd with loved ones suffering from
e dread diseases with which we are
ire concerned. | see here today am-
e evidence for the statement made
peatedly during the past few months
¢ veterans in the health professions
iat this program has done more to
ring the many segments of the health
stivities of the Nation together than
ny other event in the history of the
ation.

'hat is the magic which has been re-
ponsible for the achievement of a
reative concert among the many sep-
rate health interests that in the past
ave never worked together in this
ashion? What is it that has bridged
he gulf between town and gown and
ured the medical schoo!l faculty from
ts ivory tower into community activi-
ies in a manner never before wit-

Sidney Farber, M.D,

Director of Research, Children’s Cancer Research Foundation
Professor of Pathology, Harvard Medical School

nessed, that has won the enthusiastic
interest and cooperation of medical so-
cieties, sharpened the focus of many
diverse agencies concerned with hu-
man problems of disease, and inspired
medical schools and hospitals alike to
look beyond their own institutional
concerns to broad community needs?
Many reasons might be mentioned and

.must play a role, but the one of over-

riding importance above all others I
am certain is the motivation behind all
activities of the health professions: the
desire to give to all our people the
very best in medical care. It is clear
that the response of the Country to
the remarkable opportunity opened by
Public Law 89-239 stems from our de-
votion to those who are ill, and this
transcends personal ccnsiderations or
pre-occupation with the interests of
one discipline or one institution. This,
then, is the greatest attraction to all of
us—the opportunity to develop a pro-
gram which has as its goal the deliv-
ery of the best of medical services and
diagnosis and treatment to every man,
woman and child in the Country, with-
out the intolerable delay between dis-
covery and application caused or ex-
plained by the lack of the needed
medical strength, mechanisms and fa-
cilities which will be provided in these
Regional Medical Programs. The idea
behind these programs is based on the
simple desire to save lives—of those
people who could be saved today with
the knowledge available today, if they
could have it; to save even more lives
if we speed up and intensify clinical
investigation to match the great
strides in pre-clinical research; to eval-

uate much more quickly, safely and
effectively, new methods of diagnosis
and treatment; to achieve actual pre-
vention of the complications and

progress of these dread diseases; and
to communicate with the aid of meth-
ods already available and perfected by

technology between and among region-
al programs for the rapid dissemi-
nation of knowledge to assist doctors
everywhere in the care of their pa-
tients.

The development of the policy under
which power and responsibility for
whatever happens is placed at the re-
gional level has answered the fear that
the Federal Government and specifical-
ly the National Institutes of Health
might dictate to any applicant or
group what to do and how to do it.
The only requirement that | can find
that the Federal Government has im-
posed is that there must be assur-
ances that there is understanding and
commitment to the purposes of the
program with true regional concert in-
volving representation of the various
health agencies and the public in any
given region. As a close observer of
this program and the way it has been
administered, | have satisfied myself
that this point of view on the part of
the Government is genuine, and in line
with the great traditions of the re-
search and training programs of the
National Institutes of Health. It was
for this reason that a wise Surgeon
General put the program under the ad-
ministration of the N.I.H., under the
leadership of Dr. James A. Shannon,
who, with his Deputy, Dr. Stuart Ses-
soms, and a splendid staff, has presid-
e