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SPECIAL REPORT

Conference on Hospital Involvement
in Regional Medical Programs

e Highlights of Two-Day Proceedings

® Keynote Address by Jack Masur, M.D., All Hospitals are
Not Equal

Regional Medical Programs: Case Studies

1. Intermountain Program Focuses
on Community Hospitals
C. Hilmon Castle, M.D.

Urban centers lead in research, but regional programs focus
on community hospitals, where most health care is delivered.

2. Albany Program Emphasizes
Community Strengths, Relationships

Frank M. Woolsey Jr., M.D.

Initial activities in the regional medical programs serve as guides
for total program planning and provide feedback on results.

3. Academic and Public Agencies Work

Together in Missouri Program
Vernon E. Wilson, M.D.
Missouri program projects enlist the aid of academic and public
agencies to improve the quality and availability of health care.
4. Local Action Groups Involve

Communities in Kansas Program
Charles E. Lewis, M.D.

A network of projects carried out by local action groups is
the basis of the Kansas Regional Medical Program’s operation.

Regional Medical Programs:

The View from the Hospital

Two leaders in the hospital field were interviewed for their views
on the proper role of the hospital in Regional Medical Programs.
Trends in Blood Banking (Part Two):

Component Therapy, Frozen Storage Promise
Fullest Use of Blood Resources

Dorothy W. Green

The use of packed red cells, frozen cells, and other types of
component therapy is a boon to patients and to blood banking.

MATERIALS MANAGEMENT

Evaluating and Standardizing New Products
Albert Carroll

The committee evaluating new hospital products should think
about use, costs, waste—for these also improve standards,

PHARMACY DIGEST
Pharmacists Realign Goals with

New Laws, Health Programs

LAUNDRY DIGEST

Differences Noted Between Soaps and Detergents

ENVIRONMENTAL SANITATION DIGEST
Salmonellae Found in Enzymatic Drain Cleaners

Memo from
the editor

We met Dr. Leona Baumgart-
ner, the distinguished public
health worker, for the first time
at a meeting at headquarters
the other day. We have always
associated her with the campaign
to substitute the unambiguous
“flammable” for “inflammable”
on gasoline trucks and the like.

“Flammable,” clearly prefer-
able, is now widely accepted. But
that isn’t the case with “flam-
matory” and, strangely enough,
neither the second nor the third
edition of the unabridged Mer-
riam-Webster lists it, sticking
with “inflammatory” despite the
“not” meaning of the prefix “in.”

That led us to look for some
other opposites, such as “ept”
for “inept.” “Ept” isn’'t a word
in either of the big books. We
have never heard the adjectival
“ruth” as the opposite of “ruth-
less” and, although “ruth” does
make the Second Edition, the
Third recognizes, quite rightly,
its disuse and drops it.

On the other hand, “couth,”
as in “uncouth,” has grown from
the Second to the Third. In the
Second, “couth” is limited to the
unfamiliar “familiarity” mean-
ing of the word but in the Third
it comes into full bloom as the
opposite of “uncouth” in all of
that word’s definitions.

”
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SPECIAL REPORT

Regional Medical Programs were authorized under P.L.
89-239, signed by President Lyndon B. Johnson in October
1965 with the specific intent of improving the nation’s health
resources for the diagnosis and treatment of heart disease,
cancer, stroke, and related diseases. The legislation called for
an effective partnership between the federal government and
hospitals, physicians, medical schools, research institutions,
and voluntary and public health agencies to improve patient
care for these categorical diseases.

In November 1967, the American Hospital Association ex-
pressed full support of the Regional Medical Programs and
voted to undertake the development of activities and ma-
terials that would be mutually helpful to hospitals and Re-
gional Medical Programs.

In this issue of HOSPITALS, J.A.H.A., is an editorial (Page 47)
pressed full support of the Regional Medical Programs and
gional Medical Programs. Also, four articles appear describing
Regional Medical Programs that are now operational.

On June 13-14, the AHA sponsored an Invitational Confer-
ence on Hospital Involvement in Regional Medical Programs.
The purpose: to clarify issues, air differences of opinions,
identify common goals, and, on the basis of these discussions,
recommend regional and national methods for accomplishing
these goals. The following eight pages of the Journal contain
a special report on the Invitational Conference, concluding
with its keynote address by Jack Masur, M.D.

More Hospital Involvement Needed:

Group Views Regional Medical Programs

HOSPITAL involvement in Regional Medical Pro-
grams so far has been disproportionate to the
potential contribution hospitals can and should play
in the diagnosis and treatment of heart disease,
cancer, stroke, and related diseases, in the opinion
of most speakers and panel members at the Ameri-
can Hospital Association’s Invitational Conference on
Hospital Involvement in Regional Medical Programs
held at AHA Headquarters, Chicago, June 13 and 14.

Nearly 100 persons affiliated with hospitals, Re-
gional Medical Programs, and the AHA attended the
conference to review the developing relationships be-
tween hospitals and Regional Medical Programs. Ed-
win L. Crosby, M.D., director, American Hospital As-
sociation, was general chairman of the conference,

Dr. Crosby expressed the AHA’s continued interest
in and support of Regional Medical Programs, He told
the participants that the conference could help clarify
the role hospitals should play in the administration
of the programs.

Other speakers discussed the concept of Regional
Medical Programs, the role of hospitals in the plan-

ning process, cooperative arrangements, and specific
RMP’s that are already operational in various parts
of the nation.

HOSPITAL INVOLVEMENT

D. Eugene Sibery, executive director, Greater De-
troit Area Hospital Council, Detroit, emphasized that
the hospital must be a major participant in the pro-
cess of planning Regional Medical Programs., Mr.
Sibery declared that hospitals provide an unparalleled
organizational structure that ‘“marshals the largest
reservoir of community health resources, involves on
its governing board a cross-section of community
leadership to provide broad community involvement,
continuously identifies changing community needs
and develops means to be responsive to those needs,
responds to the needs of physicians and other health
care professionals, and permits physicians to organize
into a meaningful group for the provision of insti-
tutionally related health care.”

Mr. Sibery also pointed out that hospitals are the
focal point at which medical theory can be converted
into practice, continuing education of medical and




PARTICIPANTS AT the conference listened intently, taking many notes, as speakers

e

and panel members discussed hospital invelvement in Regional Medical Programs.

paramedical personnel can promote high quality pa-
tient care, and the organization of services under the
categorical framework of Public Law 89-239 can best
develop.

Unfortunately, Mr. Sibery said, “hospitals have not
been involved extensively in the planning process™
of Regional Medical Programs. “Perhaps,” he con-
tinued, “this is the result of lack of interest or under-
standing on the part of hospitals. Perhaps it is a result
of the orientation of the RMP agency. Regardless of
the reason, the result is the same—an essential par-
ticipant in the planning process seems conspicuously
absent.”

Mr. Sibery’s viewpoint de-emphasized the fact that
many cooperative arrangements between hospitals
and other institutions involved in Regional Medical
Programs have been developing since the enactment
of P.L. 89-239 in 1965. To date there are 54 Regional
Medical Programs, 13 of which are operational; 11
more will become operational within a few months.
The degree and intensity of hospital involvement in

DONAL R. SPARKMAN, M.D., coordinater, Washington-Alaska Re-
gional Medical Program, Seattle, reviewed the rele of hospitals in
the program he directs. Seated at right is George W. Graham, M.D.,
president-elect, American Hospital Asseciation, and director, Ellis
Hospital, Schenectady, N.Y.
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Regional Medical Programs at both planning and op-
erational levels, however, has varied from region to
region.

‘DEFINITE COMPLICATIONS'

L. Brent Goates, administrator, Latter-day Saints
Hospital, Salt Lake City, Utah (involved in the Inter-
mountain Regional Medical Program), agreed with
Mr. Sibery that there have been definite complica-
tions in hospital involvement in Regional Medical
Programs.

Mr. Goates said, “It is unquestionably true that
the process has produced many concerns and uncom-
fortable moments for many persons. Years of radi-
tion and custom leading to isolationism, provincialism,
pride, and near-sighted concentration on self-interest
must be broken down, The dialogue, now forced by
‘cooperative arrangements,” however painful, is pro-
ducing results, and is a wonderful tonic to help us
tool up for the unprecedented challenge that lies
ahead in reshaping the mechanisms of a much more
efficient delivery system for health care in the United
States.

“While participation at the conference table is vol-
untary, of course, there are just enough incentives to
keep the participants on the job. The medical schools
might be quick to abandon the uncomfortable trans-
formation to become truly ‘community-oriented'—
except that if they did, much revenue would be lost
to their coffers. And the hospitals, finding progress so
agonizingly slow, might also want to give up-——but
they know that a new health care system will emerge
from the struggle, and their role might be diminished
somewhat unless they participate freely. Thus, though
many are more highly motivated, the stakes are high
for everyone. With much patient, long-suffering, and
diligent work, the answers will be coming into focus
soon,”

POSITIVE EVIDENCE

Although the nature of hospital involvement in
Regional Medical Programs was viewed as question-



able by most participants in the conference, empiri-
cal evidence was presented that demonstrated, at
least numerically, that hospital representatives have
been engaged in Regional Medical Programs to a con-
siderable extent.

Roland L. Peterson, chief, Planning Branch, Divi-
sion of Regional Medical Programs, National Insti-
tutes of Health, Bethesda, Md., reiterated the intent
of P.L. 89-239: “Linkage with and among hospitals
and other major health resources is a categorical
imperative of the law that established Regional Med-
ical Programs.”

Mr. Peterson pointed out that failure to comply
with this policy has resulted in the rejection by the
National Advisory Council for Regional Medical Pro-
grams of several initial planning grant applications
involving very prestigious institutions and person-
alities,

Mr. Peterson, before presenting data that showed
how many hospital representatives are currently
active in Regional Medical Programs, gave an oper-
ational definition of hospital involvement:

“There are two different aspects of Regional Medi-
cal Programs. The first distinction relates to the plan-
ning and development of a decision-making process
as a part of that planning activity. Hospital involve-
ment in this aspect of Regional Medical Programs is
defined as a hospital administrator or other hospital

representative such as a trustee, chief of staff, or
full-time director of medical education being a mem-
ber of the Regional Advisory Group. Under the law
(P.L. 89-239) that group has the final regional re-
sponsibility for decision-making in terms of the na-
ture and scope of the program. Involvement, by our
measure, can also include membership on the several
planning and review groups which are now generally
found in all Regional Medical Programs. These latter
planning and review groups—variously referred to
as ‘planning task forces, ‘planning subcommittees,’
‘ocal advisory committees,’ and ‘local action groups’
—have two broad areas of responsibility: (1) the
planning of operational programs and activities, in-
cluding the establishment of priorities and needs, and
(2) the review and recommendation to the Regional
Advisory Group of individual operational projects
meriting local approval.”

Community and teaching hospitals, both large and
small, are represented by some 1000 hospital persons
on all 54 regional advisory groups, according to Mr.
Peterson. These hospital representatives also are
active on planning task forces and subcommittees and
local action or advisory groups. Nearly 600 hospitals,
almost every state hospital association, and a number
of hospital planning agencies are included in this
group of hospital representatives. (See Tables 1, 2,
and 3.)

TABLE 1-——REPRESENTATION OF HOSPITAL PEOPLE ON RMP DECISION-
MAKING AND PLANNING GROUPS

Total No. No. Hospital
Involved People Percentage
TOTAL 4589 1007 22
Regional Advisory Groups 1956 300 E
RMP Planning and Review Groups* 2633 707 27

*Includes both RMP Planning Task Forces and Subcommittees, and Local Advisory or Action Groups.

TABLE 2—BREAKDOWN OF HOSPITAL REPRESENTATION ON RMP DECI-
SION MAKING AND PLANNING GROUPS

Planning
Regional and
Advisory Review
Groups Groups Total  Percentage
TOTAL 300 707 1007 100
Hospital Staff:
Hospital Administrators 133 297 430 43
Chiefs of Medical Staff 14 58 72 7
Chiefs of Service 34 42 76 8
Boards of Trustees 9 57 66 7
DME’s and Other Hospital MD's 35 138 173 17
Nurses and Other Allied Health 15 86 101 10
State and Local Hospital Associations 36 19 55 5
Hospital Planning Agencies 24 10 34 3

TABLE 3—BREAKDOWN OF HOSPITALS, BY KIND AND SIZE, INVOLVED OR PARTICIPATING IN REGIONAL MEDICAL

PROGRAMS
KIND SIZE (Number of Beds)
Total Number 100- 200- 300 and
of Hospitals  Community Teaching 0-99 199 299 over
Planning and Decision-making 551 81% 19% 33% 26% 15% 26%
({54 Regions)
Operational Activities 531 91% 9% 60% 16% 9% 15%

(13 Regions)




AFTER DISCUSSING hospital invelvement in their respective Re-
gional Medical Programs, speakers answered questions from the
floor. Seated from left to right: J. Gordon Barrow, M.D., coordinator,
Georgia Regional Medical Program, Atlanta; Paul D. Ward, coordina-
tor, California Regional Medical Program San Francisco; and Stanley
W. Olson, M.D., coordinater, Tennessee-Mid-South Regional Medical
Program, Nashville,

Mr. Peterson further noted that “these hospital
people constitute some 22 per cent of the total num-
ber of individuals serving on these planning and de-
cision-making groups. In comparison with other par-
ticipaling groups, this is a favorable percentage. For
example, private practitioners, including medical so-
ciety representatives, constitute about 24 per cent of
the total; medical school officials about 18 per cent;
voluntary and official health agency representatives
about 16 per cent; and public representatives about
11 per cent.”

OBJECTIONS TO RMP'S

Although Mr. Peterson’s figures proved that hos-
pital people arc involved in Regional Medical Pro-
grams 1o a considerable degree, most of the con-
ference's participants were not impressed by the
numerical basis of his argument. Hospital involve-

THE CONFERENCE was held in the Hall of States ot the American Hospital Association Headgquarters in Chicago.

ment, it was generally agreed, means far more than
merely belonging to regional advisory groups and
subcommittees.

At the concluding session, Frederick N. Elliott,
M.D., assistant to the director of the American Hos-
pital Association, reviewed the issues discussed at the
conference. Dr. Elliott stated that most participants
in the conference felt hospital involvement in Re-
gional Medical Programs was far less than was de-
sirable,

“The monetary basis of Regional Medical Pro-
grams,” Dr. Elliott declared, “dovetails with agencies
and institutions already receiving substantial federal
funds of one sort or another—namely, university
hospitals and medical centers. Because such institu-
tions and agencies already have close ties with the
federal government, they have become grantees for
Regional Medical Programs for reasons other than
the main one that should dictate allocation of these
funds: nmeed. This procedure,” Dr. Elliott continued,
“discriminates against hospitals not affiliated with
universities and medical centers. In other words, Re-
gional Medical Programs are not utilizing the po-
tential of community hospitals to the fullest in pur-
suing the intent of P.L. 89-239.”

Dr. Elliott emphasized that community hospitals
are the focal point of health care; as areawide plan-
ning and comprehensive health care programs evolve,
community hospitals will offer even greater potential
for Regional Medical Programs. And, finally, Dr.
Elliott pointed out, as the AHA restructures itself on
a regional basis, it will be in an even better position to
relate hospitals to Regional Medical Programs.

CONCLUSIONS AND RECOMMENDATIONS

The issues discussed during the conference were
summarized by Mr. Sibery, He spoke against tradi-
tionalism, parochialism, and provincialism in the hos-
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pital and health care field, simultaneously praising
the potential of P.L. 89-239 and P.L. 89-749 (Com-
prehensive Health Planning and Public Health Ser-
vices Amendments of 1966).

“There is a new concept of the hospital that is
evolving,” he said, “one which recognizes that hos-
pitals are corporate, entities for the provision of com-
prehensive health care to the community, entities
composed of medical and paramedical personnel, the
administrator, and the board of trustees, who are
community leaders. While the private sector has
taken the initiative in many areas of health care, the
federal government has tried to fill the remaining
gaps and will continue to do so. In the past, hospitals
have placed too much emphasis on inpatient care, too
little on other areas of health care. The new, evolving
concept of the hospital makes it an integral compo-
nent of a comprehensive health care system. Re-~

All Hospitals

gional Medical Programs must recognize this concept
and support it.”

Mr. Sibery recommended that the American Hos-
pital Association both lead and define the role of hos-
pitals in the implementation of both P.L. 89-239 and
P.L. 89-749. In particular, he urged that this issue be
studied thoroughly and acted upon during the 1968
annual meeting of the AHA at Atlantic City, Sept.
16-19,

The federal government, Mr. Sibery suggested,
needs to coordinate the administration of Regional
Medical Programs and comprehensive health planning
legislation at the national, regional, and state levels.
The mutual objective of both legislative acts is to
provide health care for all Americans, he said, and
intelligent, complementary planning and administra-
tion, with the full recognition of hospitals’ potential,
is necessary if that objective is to be reached. .

Are Not Equal

by JACK MASUR, M.D.

FEW WEEKS ago, some of us old fellows were sit-

ting around, stroking our clean-shaven chins,
and ruminating on the spate of health legislation we
have had in the last few years. How can we imple-
ment the new programs? How can we recruit and
retain enough competent staff for Medicare, Medi-
caid, Health Professions Education Assistance, Re-
gional Medical Programs, and Comprehensive Health
Planning? What is a true partnership for health?
How do we mobilize the resources of men and wom-
en, money and facilities, and time and understanding
to achieve these worthy goals for Americans?

Over the second cup of tea, one of the more literate
members of our cadre quoted the oft-forgotten pas-
sage from the Gospel according to St. Luke:

“For which of you, desiring to build a tower, does
not first sit down and count the cost, whether he has
enough to complete it?

“Otherwise, when he has laid a foundation, and is
not able to finish, all who see it begin to mock him,
saying,

“<This man began to build, and was not able to
finish.” ”

We all agreed that “cost” should not be read like
a fundamentalist. We thought it would be more pru-
dent to count the “cost” of our tower in appropria-
tions and doctors, hospitals and group practices,

Jack Masur, M.D. is assistant surgeon general and director,
Clinical Center, Natlonal Institutes of Health, United States
Public Health Service, Bethesda, Md.

paramedical health workers and administrators. And
on that note of perplexity, the old men went home
to rest for the next day at the office.

Several days ago, 1 prepared to come to this con-
ference to count the “cost” of our Regional Medical
Program as we leave the talking stage and enter the
doing stage. There entered my mind a story—the
story of the seriously sick man:

Minister: “Have you made your peace with the
Lord and renounced the devil?”

Patient: “Considering the fix I'm in, I'm not going
to make an enemy of anybody.”

IMPORTANT THINGS HAPPEN

A hospital is a place where important things hap-
pen every day. It is a place where people who are
sick and in trouble are sent to get help. It is a place
where doctors and nurses and other trained workers
strive to diagnose, to cure, and to console them. It is
a house where all of us endeavor to better the people
who are brought to us . . . so that the sick may re-
cover their health by the care and diligence of doc-
tors and nurses and others.

In thousands of hospitals we concern ourselves
only with today’s patients. We use what we were
taught long ago: we use what we have gained from
our own experiences; and perhaps we may also use
what we have gleaned from the writings of others
who are more learned than we.

In some hospitals—not many hospitals, and cer-




tainly not enough hospitals—we concern ourselves
with today’s patients and with tomorrow’s patients.
In these centers, teachers prepare young men and
women for the health professions. In these centers,
many kinds of doctors and scientists engage in re-
search for the acquisition of new knowledge. In
these few hundred hospitals, where there are per-
sons with lifelong commijtments to teaching and to
clinical research, we are more likely to witness the
restless pursuit of excellence in the care of the sick
and the reaching out for more effective ways to pre-
vent suffering in the future.

The reason we are gathered here is that we now
have the chance, through RMP, to bring to many,
many other hospitals that are concerned only with
today’s patients ‘the know-how that is continuously
being improved in the larger centers of learning and
teaching.

All hospitals are not equal. About 20 years ago,
under the Hospital Survey and Construction Act, we
embarked on a program to increase the number of
hospitals and to improve the geographic distribution
of hospitals, with special emphasis on economic need
of the states and on the attraction of physicians to
rural areas.

Government funds have supported the construction
of many small hospitals in all parts of this country.
There have been many beneficent results from the
government subsidy in the creation of so many new
hospitals in the past two decades. But we must face
up to the fact that in 1968, two-thirds of our gen-
eral hospitals are under 100 beds. In fact, three out
of four general (nonfederal) hospitals are under 200
beds. In terms of the number of hospitals—not the
proportion of beds—we are a country of mostly small
hospitals.

Small hospitals are useful for delivering babies
and setting broken bones, but I hardly need remind
you of the limitations of lack of house staff, diffi-
culties of recruitment of professional and technical
staff, and absence of other resources to deal with the
modern diagnosis, treatment, and rehabilitation of
patients with heart diseases, cancers, strokes, and
related diseases.

FAILURE IN REGIONAL PLANNING

To acquire proper perspective, we ought to re-
member that a basic premise in the formulation of
the original Hospital Survey and Construction Act
in 1946 was the introduction of regional planning as
the essential mechanism for articulating small, me-
dium, and large hospitals. For a variety of reasons—
professional chauvinism, medical economics, institu-
tional autonomy, civic pride—we have failed since
1947 to achieve effective systems of regional planning.

Like many other good ideas, this type of collective
voluntary planning, through representative regional
organizations, takes more than 20 years to consum-
mate. The Regional Medical Programs now afford us
the opportunity to improve the odds in favor of that
random patient going to the random doctor who
sends him to the random hospital. Or, to put it in
bureaucratic terminology, the Regional Medical Pro-
grams can be the orderly process required for the
organization and coordination of health services in

a geographic area—utilizing local enterprise and
responsibility—to improve the quality, efficiency, and
availability of health care.

This is a time of trouble. Violence around us, war
in Vietnam, riots in the cities, student revolts,
marches and demonstrations, readjustments in gov-
ernment financing—these all contribute to what is
called the ordeal of change in our society. It will be
hard to make constructive changes in the rigid pat-
terns of health care. There are plenty of long-term
problems which burden the polyprofessional com-
plex in which hospital administrators, trustees, physi-
cians, coordinators, and public officials serve through-
out this nation. I select just three of these problems
for special mention at the opening of this conference
on hospital involvement in regional medical pro-
grams, They are crucial, I believe, in the future
determination of whether there will be a place for
the wvoluntary system in the health scheme of our
country. Let us spend a few moments on (1) costs
and quality, (2) doctors and management, and (3)
planning and government.

Our people want and deserve the best hospitals
we can design, equip, staff, and operate, It makes
good sense for all of us in government at the local,
state, and federal levels to nourish and sustain vol-
untary hospitals and health agencies so that we can
use all that is good in the voluntary system to carry
out the public responsibility.

COSTS AND QUALITY

Ever since the end of World War II, people in our
society have wanted and needed and expected more
health care. The massive growth in prepayment and
insurance protection for the families of working men
and women did not suffice. A prosperous nation was
urged to provide more government assistance to the
aged, the handicapped, and the poor. During the past
few years, Congress has responded with legislation
authorizing enormous new medical programs. Our
hospitals have not been overwhelmed. They have
accepted the greater load. They have adjusted to the
demands for higher wages by health workers, who
have been in short supply. Costs have escalated
rapidly: more than two and a half times as fast in
1966 as in previous years. And they are now rising
even more sharply.

For some time now the atmosphere has been pol-
luted with a lot of pejorative rhetoric about hospitals,
doctors, and dollars, and the high cost of being sick,
of getting well, and of dying. Speech writers para-
phrase the professional analyses of trends in an af-
fluent period when the demands exceed the supply,
and we are told from many platforms that there are
serious deficiencies in the organization, financing,
and-delivery of health services in the United States.
There is even some perseveration about the uncon-
trolled runaway escalation of medical costs. We are
admonished to bring the costs down but to keep the
guality up.

Unfortunately, some of the “badmouth” talk about
rising wages without commensurate increases in pro-
ductivity leads to allegations of inefficient manage-
ment. However much we hospital people may feel
put upon by those who would penalize the so-called




inefficiencies, the hard cold fact is that few people
understand why hospital costs have gone up so
steadily and so rapidly. We have not succeeded in
explaining the inextricable relationship between
quality and costs. Although the people want the best
that modern medicine can provide, most of them do
not yet accept the fact that the higher quality of
hospital care justifies the higher costs.

DOCTORS AND MANAGEMENT

Most of you are familiar with the fable which was
recounted earlier this year in the report of the Sec-
retary’s Advisory Committee on Hospital Effective-
ness:

“The intelligent visitor from Mars was interrogat-
ing a hospital administrator on the purposes, func-
tions, and administration of a hospital. The Martian
was told that the doctors in the hospital order the
procedures for patients and thus determine how the
resources are used and what work members of the
staff do—that the physicians decide which patients
to admit and when to dismiss them.

“‘And where do these important persons stand in
your organization?’ the man from Mars asked.

“‘Actually, they stand outside the organization,’
the hospital administrator explained. ‘They are paid
by our customers and they must observe certain
rules, but by tradition the hospital must not inter-
fere or seek to influence their decisions.’

“‘But you must be joking!" the visitor exclaimed.
‘As anyone can plainly see, such an arrangement
would be impossible to manage.’

“The administrator acknowledged that it was not
easy. The intelligent visitor was heard to mutter as
he was leaving:

“ Impossible—or very, very expensive.

As our health programs grow bigger and more
costly, as our hospitals and health organizations have
more stress, there is a relentless trend toward admin-
istrative centralization and toward enlargement of
executive power—within the hospital as well as in
governmental jurisdictions. It will be fascinating to
observe the efficacy of innovative managerial tech-
niques such as product commonality, cost-benefit
analyses, and programming-planning-budgeting sys-
tems in the guidance and control of massive expen-
ditures in hospital care, health services, and bio-
medical research.

Be that as it may, I think many of us are con-
vinced that we are long overdue in devising ways
and means of having more involvement of doctors in
the institutional affairs of hospitals—more authority
and more responsibility for staff physicians and den-
tists in the making of policy, in the getting and
spending of money, and in sustaining professional
discipline.

The personality of a hospital is split. It defies
analysis by conventional methods of consulting man-
agement therapists because of the bizarre relation-
ships between the trusteeship-superintendency and
the medical staff. The dual control of hospital activi-
ties which the man from Mars had a hard time
understanding is, in my judgment, a threat to the sur-
vival of the voluntary hospital and ultimately jeop-
ardizes the proper care of patients. More than ever,
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the hospital and doctor are in a sort of obligatory
symbiosis; more and more the doctor’s professional
activity is at the hospital. It has been reported that
nowadays at least halt of the income of the average
physician—and for some specialists 100 per cent of
income—is earned at the hospital.

As new state laws and additional court decisions
make it abundantly clear that the gquality of medical
practice in a hospital is indeed the responsibility of
the governing board, physicians will want to par-
ticipate in the decisions of trustees. The point in our
discussion here is that the services prescribed by the
doctor for the patient in the hospital account for a
large part of the costs of care. A way needs to be
found to make the physician aware of these costs and
to obtain his continual cooperation in ordering what
is needed for the proper care of the patient.

It is this dichotomy that must be dealt with before
we can make any sense out of the exhortations to
lower costs and still maintain high quality.

PLANNING AND GOVERNMENT

Earlier I referred to the Hospital Survey and Con-
struction Act—the popular Hill-Burton program
which is generally accepted as a happy example of
fruitful collaboration of federal government, state
government, local government, and voluntary agen-
cies. I believe that all who are responsible for the
Regional Medical Programs will find it useful to
study carefully the long-term achievements and
shortcomings of the Hill-Burton activities, bearing
in mind that the program has a different states-
relations structure.

You will recall that during the great depression
there were 1200 counties, with a population of 15
million people, that had no hospital facilities. During
the hard times of the 1930s, we made do with what
we had, and there was no hospital construction.
During World War II, we built a small number of
simple hospital structures to cope with the emer-
gency requirements of communities crowded with
workers in shipyards, airplane factories, and indus-
trial war plants.

In 1946, Congress enacted the law which incorpo-
rated the major recommendations of the Commission
on Hospital Care, a joint effort of the American Hos-
pital Association and the United States Public Health
Service. We look at the lessons of 20 years of history
and conclude that the Hill-Burton activities have
served the nation well. They have subsidized the
construction of more than 300,000 hospital beds and
several thousand health units, including nursing
homes, diagnostic and treatment centers, chronic dis-
ease hospitals, and rehabilitation facilities. More than
half the hospitals constructed with Hill-Burton sup-
port have been in areas that had no hospitals: about
one-fourth of the projects have been in areas that
previously had only unacceptable hospital beds.
There has been an improved distribution of doctors
and nurses; the average level of architectural and en-
gineering design has been greatly improved through-
out the country. Of considerable importance is the
fact that enabling legislation at both federal and
state levels brought representatives of consumer and
community interests, as well as nongovernment hos-




pital officials, into the policy-making structure of
state health departments.

These have been gratifying achievements. There
have been some failings, some deficiencies. In a pro-
gram of this size and complexity, wide variations in
performance by government at all levels slowed
progress: handicaps included inadequate staffing, pro
forma surveys, rigidity in administration, lack of ad-
ministrative research, and the approval of too many
small hospitals. But as we confess those things we
have left undone that we ought to have done in the
Hill-Burton program, the most notable deficiency has
been in areawide planning. In 1952, the President’s
Commission on the Health Needs of the Nation called
for a wider range of goals for regional systems of
health services. These objectives would have entailed
a heavy commitment of medical schools and teaching
hospitals in extension services, postgraduate educa-
tion for all levels of health personnel, appraisal
studies, and sharing of medical, technical, and admin-
istrative resources. The realization of the grand strat-
egy was not achieved because of (1) the traditional
reluctance of medical school faculties to project their
services beyond the campus, (2) the shortage of med-
ical teachers, and (3) the burgeoning of biomedical
research programs.

A NEW OPPORTUNITY

And now we come to Regional Medical Programs.
And, once again, we must consider the fix we're in.
We can all agree that RMP has become an organiza-
tional imperative. The good that we are doing in our
hospitals is often overtaken by the resentment of

high costs. In the course of time, there will be a
better acceptance of high costs if we continue to
strive to remedy some of our professional and admin-
istrative weaknesses.

One of the most satisfying results of an effective
RMP effort throughout the country will be the im-
provement of the environment of more hospitals for
learning and the improvement of the capacity of
more hospitals for applying new and better methods
of treatment.

This is a room full of sincere realists. You know
and I know that we shall not have instant change,
despite those who are impatient with the shortage of
easy answers. We ought to remember the classic
phrase, “inevitability of gradualism,” as we search
for the right answers to the limitations of health ser-
vices provided by the combined voluntary and public
health systems in America.

And now I conclude. I have sought some brief
expression of what I hope RMP will do for patients—
how it will help doctors to heal the sick and to keep
the well in good health. I submit this portion of the
Code for Physicians written 700 years ago:

“ . . If physicians more learned than I wish to
counsel me, inspire me with confidence in and obedi-
ence toward the recognition of them, for the study of
science is great . . . grant me the strength and oppor-
tunity always to correct what I have acquired, always
to extend its domain; . . . man . . . today can dis-
cover his errors of yesterday, and tomorrow he may
obtain new light on what he thinks himself sure of
today.”—MAIMONIDES. .




EDITORIAL NOTES

—a matter of initiative

REGIONAL Medical Programs rep-
resent an evolutionary part-
nership of the federal government
and physicians, hospitals, univer-
sity medical centers, and public
and voluntary health agencies to
combat heart disease, cancer,
stroke, and related diseases—af-
flictions that are responsible for 70
per cent of deaths in this nation.
Regional Medical Programs are
attempting to reduce this percent-
age by reducing the time and space
separating the latest research ad-
vances in these disease categories
and the individuals who suffer
from them,

Increasing attention is being
turned to the initiative of individ-
ual hospitals in the development
of plans by which they can con-
tribute to, as well as participate
in, the benefits Regional Medical
Programs offer. This attention is
reasonable, particularly since hos-
pitals’ ability to provide health
services to heart, cancer, and
stroke victims within their service
areas stands to gain through these
programs.

It is no simple task to coordinate
the leadership and manpower nec-
essary to achieve the intent of the
law. Voluntary hospital adminis-
trators, trustees, and physicians
often are prejudiced against fed-
eral participation in health care
planning and practice. Moreover,
there is a critical shortage of

health manpower. But Regional
Medical Programs are overcoming
these biases and limitations, more
quickly in some regions than in
others, and the programs are be-
coming viable, concerted efforts
toward the achievement of their
goals.

Bridging the gap between medi-
cal research and patient care re-
quires, above all, the development
of continuing education and com-
munication channels that enable
medical and paramedical person-
nel to keep abreast of the latest
methods of treatment. Many hos-
pitals are located at great dis-
tances from major medical centers,
and it is not always feasible for
physicians or other health person-
nel to travel hundreds of miles for
advanced training in the treatment
of heart disease, cancer, stroke,
and related diseases.

Regional Medical Programs can
provide, at major medical centers,
special training based on research
findings, to medical and paramedi-
cal personnel who, in turn, com-
municate their knowledge to their
colleagues in community hospitals.
Continuing education is imple-
mented in some cases via tele-
phone, radio, and television net-
works that link the medical
centers, hospitals, clinics, and other
agencies in a given region.

Regionalization maximizes hos-
pitals’ potential for providing pa-
tient care to victims of heart
disease, cancer, stroke, and related
diseases through continuing edu-
cation programs and improved

communications. Moreover, re-
gionalization enables individual
hospitals to benefit from health
care research and facilities they
lack but that exist elsewhere in
their region.

In this issue of HOSPITALS,
J.AH.A,, case studies of four opera-
tional Regional Medical Programs
present evidence that the health
care objectives in the original leg-
islation are being realized. Con-
gress is now considering the ex-
tension of P.L. 89-239 for another
five years. If the extension is ap-
proved by Congress, it will be a
tribute to the current achieve-
ments of Regional Medical Pro-
grams and, more significantly, a
very positive contribution toward
the improved health of our nation.

A hospital is the logical focal
point of projects and developments
of Regional Medical Program ac-
tivity, since it is the dispenser of
program achievements to the pa-
tient. What is implied, therefore,
in the hospital’s position is also
essential—that the hospital recog-
nize and respond to its responsi-
bility to participate not only in
dispensing, but in planning and
implementation of projects with
all the creative energy that the
resources of the hospital will al-
low. Perhaps it goes without say-
ing that an overriding responsi-
bility for those administering the
Regional Medical Programs is con-
ducting the programs in a way
that will foster and encourage this
all-important participation by hos-
pitals. L]
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A little more than a year after the first operational grants
were awarded to Regional Medical Programs under the pro-
visions of Public Law 89-239, 13 programs are mow opera-
tional and are beginning to close the time and distance gaps
between research centers and community hospitals, for the
benefit of patients suffering from heart disease, cancer,
stroke, and related diseases. On the following pages, HOSPI-
TALS, J.A.H.A., presents case studies of four of the opera-
tional programs, each from the viewpoint of its director.
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CASE STUDY: INTERMOUNTAIN REGIONAL MEDICAL PROGRAM

INTERMOUNTAIN

PROGRAM

FOCUSES ON COMMUNITY HOSPITALS

by C. HILMON CASTLE, M.D.

(OPPOSITE PAGE, LEFT) A computer network
sponsored by the Intermountain Regional
Medical Program serves five hospitals from
@ ceniral computer capable of storing six
million items of information. Hospitals en-
rolled in the project use the central unit at
Latter-Day Saints Hospital, Salt Lake City
(shown here), for programmed teaching,
screening patients, and immediate analyses
of admitting tests. (OPPOSITE PAGE, RIGHT)
Health care personnel at remote stations,
such as the one shown here at LDS Children's
Hospital, Salt Lake City, can receive diag-
nostic data directly from the central computer
at Latter-Day Saints Hospital. The computer
link provides physicians at Children's Hospi-
tal with instantaneous analyses of electro-
cardiograms, faster determination of pulmo-
nary disorders, and beftter monitoring of
patients during heart catheterization and affer
cardiac surgery.

RGANIZED EFFORTS to improve

health manpower and facili-
ties in the Intermountain region of
the United States began to coalesce
in the fall of 1965 under the
impetus of federal funds and as-
sistance available through the
Regional Medical Programs legis-
lation enacted as Public Law 89-
239. The University of Utah and
the faculty of its College of Medi-
cine became the hub of planning
meetings with state medical asso-
ciations, county medical societies,
medical staffs of major hospitals,
and other medical leaders in the
Intermountain region. The support
of organized medicine and a broad
spectrum of health workers was
enlisted through discussions in
major community meetings and
regional workshops of the pur-
poses and potential of the regional
medical program legislation. As a
result of these meetings, the health
professionals agreed to develop a
regional medical program in a
coherent geographical area with
strong economic and cultural ties,
an area composed of the state of
Utah and portions of five adjacent
states—Nevada, Idaho, Montana,
Wyoming, and Colorado.

PRIORITIES ESTABLISHED

A planning grant for the Inter-
mountain Regional Medical Pro-
gram (IRMP) was obtained in
July 1966. Major planning efforts
since then have been directed to-
ward recruiting and training a
staff capable of meeting the chal-
lenges of this new program, es-
tablishing lines of communication
with all the organizational ele-

C. Hilmon Castle, M.D., is coordinator of
the Intermountain Regional Medical Pro-
%rarn and associate dean and associate pro-
essor at the University of Utah College
of Medicine,

The Intermountain Regional Medi-
cal Program has established numerous
projects to improve health care delivery
in community hospitals, the author re-
ports. Among the specific goals of the
program are development of teaching
faculties in community hospitals, erea-
tion of better working relationships
among hospitals and local educational
and research institutions, provision of
new diagnostic facilities, and continu-
ing education of health professionals,

ments within the region and with
other regional programs in the
country, and developing systems
for sustaining interaction among
such groups. Explaining the pur-
poses of the program to profession-
al and lay communities, develop-
ing methods for collecting data on
heart disease, cancer, and stroke,
identifying needs within the re-
gion that can be met by Pubic Law
89-239, and formulating proper
procedures for construction of pi-
lot projects and methods for their
review and approval have required
continuing efforts under the plan-
ning grant.

The critical mass of resources
required to initiate the Intermoun-
tain Regional Medical Program
was provided by the educational
institutions in the region, particu-
larly the University of Utah and
its medical school. The presence of
this medical school, with its inter-
est in and commitment to commu-
nity needs, has been an important
ingredient in IRMP progress to
date.

Major problems confronting the
IRMP include the scarcity of
health-planning personnel inter-
ested in the regional medical pro-
gram, the territorial imperatives of
existing institutions and organi-
zations, the natural resistance to




change by organized professional
groups, and the apprehension on
the part of physicians of govern-
ment funded programs. Although
all of these problems have been
minimized in the Intermountain
region, they must be acknowledged
as major deterrents to rapid de-
velopment of any regional medical
program.

EXPERIMENTAL PROJECTS

All pilot projects of the IRMP
have been constructed as experi-
ments, but with specific goals
based on documented needs with-
in the region. Methods for evalua-
tion of progress are required in all
project designs. Many of the needs
were identified prior to the forma-
tion of the IRMP and several of
the projects discussed here have
emerged from existing strengths.
Most of the brojects are aimed at
improving the capabilities of per-
sonnel already trained as well as
exploring methods for better util-
ization of existing health man-
bower. Much planning has been
directed toward meeting the obvi-
ous and serious health manpower
needs of the region, but projects to
train new and different personnel
have not yet emerged,

Twelve pilot projects have been
implemented in the IRMP over the
Ppast year:

Network for continuing educq-
tion. The network connects the
major community hospitals in the
Intermountain region by means of
two-way radio communication and
a distribution system for a variety
of teaching aids, including taped
television brograms, broadcast te]-
evision, and closed-circuit systems
within institutions. An important
element of this project is the es-
tablishment of a teaching faculty,
drawn from the IRMP staff, in the
major community hospitals, with
the ultimate objective of creat-
ing an environment conducive to
learning and clinical research in
the major community hospitals in
the region.

Educational and training pro-
gram in heart disease. This pro-
gram encompasses four interre-
lated projects: acute cardiac care
training for physicians and nurs-
eés; cardiopulmonary resuscitation
courses for health professionals
and selected personnel who pro-
vide first aid (firemen, policemen,
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and so on); clinical traineeships
in cardiology tailored to individual
needs; and visiting consultants and
teaching clinics for physicians in
remote communities who are un-
able to attend courses away from
their practices.

Cancer training and continuing
education, The cancer training pro-
gram includes refresher courses
for practicing physicians, seminars
for pathologists, and a computer-
ized regional tumor registry. The
program emphasizes retrieval of
data for the purpose of identifying
educational needs of individual
practitioners and facility require-
ments within each community in
the region.

Continuous on-line computer
monitoring of physiologic data.
Data monitored for patients with
acute myocardial infarction and
postoperative cardiac patients in
four hospitals is used to provide
patient services and information
to physicians for decision-making
under urgent circumstances, This
project also provides screening
tests (such as pulmonary function
tests and electrocardiograms) for
large groups, as well as measure-
ment and analysis of cardiac cath-
eterization data while the proce-
dure is being performed.

The stroke project. This project
sponsors visits to small communi-
ties by consultants in stroke and
related diseases, plus a library and
telephone consultation service and
an inservice clinical training pro-
gram for physicians.

Communication and information
exchange service. This service is
an instrument for obtaining feed-
back from the public and health
professionals as to health needs
and the extent to which the Re-
gional Medieal Program is meeting
its stated purposes. The project
also serves to inform those inter-
ested in the IRMP of program de-
velopments through a monthly
newsletter and other conventional
communication techniques.

Training-feedback seminars. Ev-
ery four months, seminars are
conducted by experts in medicine,
education, the social and behavior-
al sciences, and politics, to help
the IRMP staff, Regional Advisory
Group members, and other com-
munity health leaders gain a bet-
ter understanding of the forces
influencing health care and to de-

velop new ideas and perspectives
for the Regional Medical Program,

Respiratory therapy training for
physicians, nurses, and techni-
cians. The training provides in-
struction in the proper selection of
patients for special respiratory
therapy and the use of modern
equipment in community hospitals.

Endocrine and metabolic labo-
ratory determinations relevant to
cardiovascular diseases and can-
cer. The IRMP’s newest project
provides for laboratory analyses of
abnormalities in production of cer-
tain substances (catecholamines,
renin, aldosterone, pituitary hor-
mones, and others) not performed
in existing clinical laboratories in
the region. Each laboratory deter-
mination serves as a stimulus to
development of a specific educa-
tional program for the physician
or hospital staff member request-
ing the test. Programs of clinical
research into frequency of abnor-
malities and incidence of diseases
related to hormone abnormalities
are developing as a natural by-
product of this project.

CONCEPT AND APPROACH

The general concept and ap-
proach used in developing the
IRMP is illustrated by the acute
cardiac care project for physicians
and nurses. First, a “core faculty”
was developed from a cadre of
practicing internists, cardiologists,
and nurses interested in teaching
and providing exemplary coronary
care. The primary catalyst for the
faculty has been a program of
concentrated three-day courses for
physicians and three-week courses
for nurses, each held quarterly, and
conducted by a visiting faculty of
nationally recognized stature. The
confidence and capabilities within
the “core faculty” necessary to im-
plementation and maintenance of
a continuous and extensive educa-
tion program in cardiology have
emerged as a result.

Coronary care units in commu-
nity hospitals have served as the
primary focus of the heart diseage
education program, but the efforts
of the “core faculty” extend far
beyond the confines of hospitals,
and the interest created in coro-
nary care has resulted in many
other benefits. For example, sev-
eral members of the “core facul-
ty” have initiated clinical research




{RIGHT) PHYSICIANS gather for an instruc-
tion session in the tinving professional
education project sponsored by the Inter-
mountain Regional Medical Program (IRMP)
and broadcast from the University of Utah
Medical Center under IRMP auspices,

projects in the existing units; a
uniform system for collection and
classification of data on coronary
care patients is being developed
for analysis of the value of coro-
nary care units in altering mor-
bidity and mortality of patients
with ischemic heart disease; and
the entire medical community has
become interested in the use of
equipment to continuously moni-
tor physiological parameters such
as arterial and venous pressures,
cardiac output, ventilation, and
blood gases.

As a result of the educational
program in heart disease, advanced
methods of monitoring and treat-
ing acute cardiac illness are likely
to be extended to other community
hospitals within the region as soon
as the value of such techniques
has been demonstrated more clear-
ly. Interest in the feasibilty of
coronary care units in small hos-
pitals (less than 50 beds) and in
methods of transporting patients
with acute myocardial infarctions
to special treatment units also was
stimulated by the project. All of
these benefits developed from the
original effort to improve the
knowledge and skills of selected
physicians and nurses in acute cor-
onary care.

The development of the acute
coronary care training project em-
phasizes the wvalue of beginning
with a small but manageable por-
tion of a particular problem. As
interest and understanding in-
crease and feedback on the initial
effort is obtained, direction is pro-
vided for meeting larger needs in
proper sequence.

MEET EDUCATIONAL NEEDS

The primary thrust of the In-
termountain Regional Medical
Program has been to provide ad-
ditional education to health pro-
fessionals who already have had
formal training and experience.
The program’s concern with con-
tinuing education includes mnot
only practitioners’ abilities to pro-
vide exemplary care, but also the
availability of essential services
such as physiologic monitoring

of acutely ill patients, laboratory
determinations, and consultations.
The conviction is strong that con-
tinuing education must take into
account the facilities and setting
in which a particular health ser-
vice is provided. Also, involvement
of both academic and practicing
communities in continuing educa-
tion is essential to a viable Re-
gional Medical Program that will
have significant impact on improv-
ing the health care of patients
with heart disease, cancer, siroke,
and related diseases.

The projects developed to date
in the IRMP emphasize the impor-
tant place of community hospitals
in any regional program. Univer-
sity medical centers may provide
the stimuli for education and re-
search in health care and provide
models for study, but the bulk of
health services will be delivered
within communities by community
hospitals and their staffs. There-

fore, the functional elements of
programs such as the IRMP should
be concentrated in community hos-
pitals. The IRMP has already
helped develop teaching faculties
in community hospitals, created
better working relationships among
hospitals and the educational and
research institutions in the region,
provided new diagnostic facilities,
and trained a broad spectrum of
health professionals. This progress
marks only the beginning of a
program that has the potential of
measurably improving the delivery
of health care. The IRMP is com-
mitted to working within the ex-
isting patterns of medical practice,
to continuous monitoring of re-
gional needs, to exploration of new
ways to improve health manpower
and facilities, and to serving as an
integrating force among all the
elements engaged in the care of
patients with heart disease, can-
cer, stroke, and related diseases. ®
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HEN THE ALBANY Regional

Medical Program (ARMP)
became the first regional program
in the nation to be approved under
Public Law 89-239, its organizers
set as their primary goal the
strengthening of community medi-
cal resources and the promotion of
cooperative relationships among
all institutions, agencies, and indi-
viduals concerned with improved
patient care.

Although leadership in the pro-
gram has been assumed by Albany
(N.Y.) College of Medicine of
Union University, interregional
meetings have been held through-
out New York State and New Eng-
land for the exchange of pertinent
information on the prevention, de-
tection, and management of heart
disease, cancer, stroke, and allied
diseases.

The focus of the program is the
community, particularly the com-
munity hospital. The regional pro-
gram gives to both the medical
college and community hospitals
an opportunity to assume new re-
sponsibilities and to develop more
positive roles in community lead-
ership and service by responding
to the many opportunities residing
within regional medical programs.

The pilot prejects discussed in
this article comprise the initial ac-
tivities of the Albany program and
are not representative of a com-

Frank M. Woolsey Jr.,, M.D, is associate
dean of the Albany (N.Y.} Medical College
of Union University and professor and
chairman of the department of postgradu-
ate medicine.

CASE STUDY: ALBANY REGIONAL MEDICAL PROGRAM

ALBANY PROGRAM
EMPHASIZES
COMMUNITY STRENGTHS,

RELATIONSHIPS ., wu . wootser s, mo.

AN IMPORTANT feature of the Albany Regional Medical Program is coordination of cancer

care in local areas. Here an area coordinater studies an isotope scan with a member of the
nuclear medicine staff at Ellis Hospital, Schenectady, N.Y.

Early approval of Regional Medical
Program operational projeets has
guided realistic planning of the total
program, the author points out, and
has helped sustain interest and mo-
mentum at the community level, which
is the base point of activities to up-
grade the facilities and manpower es-
sential to the delivery of health care.

plete regional program, but they
do fit the established and identifi-
able mold of the ARMP.

The following pilot projects have
been designed to attack the more
pressing problems identified in
the early stages of the program
through establishment of adequate
communication, identification of
educational and training needs,
and supplying of educational and
training opportunities to meet those
needs.

Two-way radio network. The
organizers of the Regional Medical
Program concept, although seeking
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A “JUKEBOX' automalic self-instruction device is being developed at Albany (M.Y.) Medical

College under the auspices of the regional medical program. The device will be used in learn-
ing centers to be established in community hospitals throughout the region.

originality, have wisely encour-
aged each region to develop and
expand its pre-existing strengths.
One of the strengths of the Albany
region is in the two-way radio
conference network developed
over a period of 12 years for con-
tinuing medical education. This
network probably is the nation's
most sophisticated communication
system devoted exclusively to pro-
fessional education.

To incorporate this feature into

the Albany program and because
the basis for effective regional in-
terrelationships is communication,
the ARMP’s first pilot project was
to expand the radio network to
include as many of the 87 hospi-
tals within the Albany region as
possible. At the end of 1967, after
9 months’ operational activity, 35
of the 87 hospitals were equipped
with two-way radio facilities.

In addition, it is anticipated that
the network will be expanded to
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THE ALBANY regicnal program sponsors @
training project for coronary care unit nurses
to familiarize them with the special equip-
ment ond nursing techniques employed in
coronary care.

include a number of high schools
that conduct adult education
classes, to facilitate development
of information and education pro-
grams for adult groups. Such pro-
grams should become especially
effective information dissemination
activities, since past experience
has shown that the interaction be-
tween teacher and student during
two-way radio conferences c¢n-
hances the instruction potential
not only for those who actively
participate, but also for those who
only listen. Eventually, headquar-
ters of voluntary health agencies
and selected medical societies also
will be brought into the network.

In the past the two-way radio
facilities have been used almost
entirely for the continuing educa-
tion of practicing physicians, but
their use is being greatly diversi-
fied. The ARMP is developing pro-
grams to assist the rapid dissemi-
nation of information to allied
medical personnel, administrators,
members of boards of trustees,
voluntary health agencies, selected
civic groups, and, as mentioned
above, adult education classes. The
same radio facilities will allow
community and medical college
personnel involved in the Albany
program to meet “on the air” for
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informal conferences and forums.
Another project is twice-monthly
radio conferences for nurses, in-
augurated in January 1968 with
broadcasts from 12 separate nurs-
ing school faculties in New York,
New England, and Ohio.
Community information coordi-
nators. Community coordinators
and the professional staff of ARMP
are in direct personal communica-
tion with the institutions and in-
dividuals in the Regional Medical
Program. The community infor-
mation coordinators are former
pharmaceutical manufacturers’
representatives who serve the pro-
gram by maintaining a continuous
flow of information among indi-
viduals, communities, and Albany
Medical College. In addition, they
gather data and assess attitudes
and reactions to the program in an
attempt to evaluate the amount of
progress being made toward ma-
jor objectives. They also help
organize and carry out data-gath-
ering techniques used for identi-
fication of health care needs.

Postgraduate instruction devel-
opment panel. The development
panel will be used to identify the
educational needs of practicing
physicians. Approximately 80
practitioners will assist in the
identification of educational and
training needs and will help deter-
mine the effectiveness of instruc-
tion designed to alleviate those
needs, It is anticipated that phy-
sicians’ participation in carefully
designed programs of continuing
education will improve their diag-
nostic and treatment abilities and
thus enhance the quality of patient
care.

Community hospital learning
centers. Many practicing physi-
cians no longer can take time away
from practice for adequate in-
volvement in continuing medical
education, so it has become advis-
able to develop the community
hospital as a center for continuing
education and to devise methods
of helping those in practice to re-
ceive needed information. There-
fore, “learning centers” will be

{ABOVE) A regional project for nurse instruc-
tion via two-way radio network is part of
the Albany program's continuing education
efforts. Here a group of nurses at the Berk-
shire Medical Center, Pittsfield, Mass., par-
ticipate in a medical conference broadcast
originating from Albany, N.Y. (RIGHT) X-rays
being used as teaching aids during a con-
tinuing education radio broadcast are shown
to physicians in @ community hospital that
participates in the communications program.

developed within community hos-
pitals as enticing innovations and
attractive opportunities for con-
tinuous learning. The department
of postgraduate medicine at Al-
bany Medical College is in the
process of formulating self-in-
struction programs to be used in
these learning cenfers. This de-
velopmental activity is financed
under a contract with the National
Library of Medicine.

The design and configuration of
the learning centers is experimen-
tal. Experience will be gained
through careful evaluation of fune-
tion and the reaction of the learner
to various items of equipment and
methods of presentation. Many of
the educational needs identified by
the postgraduate instruction de-
velopment panel project will de-
termine the design of instruction
available through the learning
centers. Activities to date have
been concerned with the develop-
ment of programs and the es-
tablishment of equipment needs.
Careful evaluation of the use of




these centers, each associated with
a medical library within a selected
hospital, should prove useful in
determining the effect of learning
centers on patient care,

Coronary care training and de-
monstration programs. The admin-
istration of Albany Medical Col-
lege believes that the Regional
Medical Program should be de-
veloped in such a way that the
medical college faculty is not re-
quired to supply all the education-
al activities undertaken through
the program; therefore, the coro-
nary care program has been de-
signed to develop an educational
and training cadre not only at Al-
bany Medical Center, but also in
some of the larger community hos-
pitals. Members of this cadre may
then give instruction to others

within their local areas.
The recruitment of personnel
and the acquisition of necessary

physical facilities to organize the
coronary care education and dem-
onstration program has been diffi-
cult. Progress has been steady,
however, and the first classes now
are being conducted at the medical
center,

SUCCESSES AND PROBLEMS

The Albany Regional Medical
Program has been very successful
in conducting a program of infor-
mation dissemination to inform in-
dividuals and organizations of the
Regional Medical Program legisla-
tion and the opportunities residing
within the developing program.
Hospital administrators, staff phy-
sicians, governing board members,
voluntary health agencies, and
many others have been contacted.
In some instances, misconceptions
about the program—misconcep-
tions based on the “Report of the
President’s Commission on Heart

Disease, Cancer and Stroke”—had
to be dispelled, but almost without
exception, those individuals con-
tacted have indicated their sym-
pathetic agreement with the
concepts of the Albany Regional
Medical Program. Administrators
and staff members of community
hospitals often express the desire
for a closer working relationship
with Albany Medical College and
the medical center. Great interest
has been shown in the developing
opportunities for continuing edu-
cation and assistance in keeping
professional knowledge and abil-
ity updated, and in the training of
allied medical personnel in great
numbers.

The ARMP has produced impor-
tant effects within the medical
center: responsibilities and oppor-
tunities vaguely recognized in the
past have been brought into focus
as the regional program entered its
operational phase, and the pre-
dominant attitude within the cen-
ter has become one of interest,
enthusiasm, and cooperation. The
continuous planning that has
accompanied ARMP activities is
beginning to generate additional
projects to strengthen individual
and institutional interrelationships
and effect improved patient care.

Serious problems in the Albany
Regional Medical Program have
been limited to a scarcity of
trained or trainable personnel,
particularly skilled and highly
trained professionals. The rela-
tively slow activation of the post-
graduate instruction development
panel, for instance, is a result of
difficulties in obtaining the needed
supervisory personnel. Psycholo-
gists, behavioral scientists, compu-
ter and data processing experts,
educational specialists, and other
key personnel are in short supply.
A temporary solution is the inter-
mittent employmend of consultants
in those specialties until enough
full-time staff is recruited for the
program’s expanding activities.

Early approval of ARMP opera-
tional projects has guided realistic
planning of the total program and
has helped sustain interest and
momentum at the community lev-
el. The resulting additional project
applications will, when approved,
expand the advantageous influ-
ences of the Albany Region Medi-
cal Program. =

































