A Guide to the Delineation
of Medical Care Regions,
Medical Trade Areas,

and Hospital Service Areas

MARGOT WIESINGER SMITH, DrPH

PLANNERS AND OTHERS interested in the economics of
medical care distribution often have difficulty in estimat-
ing the land area and population base served by the
physicians and medical facilities located in a town or
city. In the case of regional jurisdictions, the land areas
of regions are often designated on the basis of political
considerations, such as State and county boundaries, al-
liances between agencies, or Federal or State criteria.
For example, Federal standards for health systems
agency (HSA) areas specify that boundaries must coin-
cide with State or county boundaries, encompass a popu-
lation of 500,000 persons, and include a tertiary medical
care center.

Problems associated with regions based on political
boundaries are that the data for the region may not
supply information for estimating need, effective de-
mand, or even the supply of medical services in the
area. The population base of a health systems agency
region may be larger or smaller than that actually served
by the supply of medical services located in towns
within the HSA area because some populations may
travel to medical care outside the region for primary,
secondary, or tertiary services. People in some areas may
have difficulty in deciding which HSA to affiliate with,
since ties are equally strong to services in several nearby
cities. An adequate population estimate is particularly
important to HSAs when certificate of need applications
are being evaluated.

A method for the delineation of medical care regions,
medical trade areas, and hospital service areas, as char-
acterized by the flow of trade, is described here. One
can estimate the population base of an area after it is
delineated by combining census tracts, county census
divisions, and State, county, and city population data.

A medical care region is defined as the land area
around a major city having tertiary services; it includes
towns offering primary and secondary medical services

Tearsheet requests to Dr. Margot W. Smith, Assistant Profes-
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within the region. Physicians and medical facilities lo-
cated in towns throughout the region obtain referral,
consultation, assistance, and support services from physi-
cians located in the major city, which has the largest
number of medical services in the region.

A medical trade area is the land area served by an in-
dividual town where physicians provide patient care. A
medical care region often has several medical trade areas
within it.

A hospital service area is the land area served by a
town that has at least one hospital; it may include sev-
eral towns where physicians are in practice.

Delineating Medical Care Regions

A road map or National Geological Survey map of the
State and nearby areas that shows highways and county
boundaries is needed. Due north should be at the top of
the page. The locations of towns with physicians can be
marked with small labels or a felt marking pen. Data
sources for the locations of physicians are a cross-check
of the American Medical Directory, telephone books,
health systems agency data, and lists of hospital staffs. A
worksheet listing all physician specialities, as shown in
table 1, should be available for each county. A ruler may
be used for estimating distances between towns because
air miles are the correct distances for regional analysis.
A calculator is also needed.

Identiiying regional centers. First, the locations of
towns having physicians in practice, as listed in the
American Medical Directory and other available data
sources, are marked on the map. Next, the presence of
each speciality listed on the worksheet for each town
with physicians is checked off and counted. The number
of physician specialties in each town is a measure of the
town’s importance in the delivery of medical care and
its attraction to the people living near it. Table 1 is an
example of the count of number of specialties in towns
of Stanislaus County, Calif. The maximum number of
specialties possible is about 70, as listed by the American
Medical Association.



Each specialty, including general practice, is counted
as one point in the tally. Since each physician is per-
mitted to list two specialties in the American Medical
Directory, a town with 10 physicians has a potential of
20 specialties, or 20 points. If the 10 physicians prac-
tice a combination of general practice, internal medi-
cine, pediatrics, cardiology, and obstetrics, the town
would have a count of 5 specialties. Only the physi-
cian whose home office is located in the town is counted;;
specialists with office hours in several towns are counted
as located at their main office. Sister cities and con-
tiguous cities are counted as one location.

After the number of specialties in each town is
counted, the town may be classified. The nation’s
largest metropolitan centers, such as Los Angeles, San
Francisco, Chicago, and New York, are classified as
national centers. In California, cities having from 40
to 50 specialities are classified as regional centers—for

Table 1.

example, Fresno, Bakersfield, Santa Barbara, Sacra-
mento, and San Jose. Cities having from 30 to 40
specialties are intermediate centers—for example, Stock-
ton, Monterey, Modesto, Santa Cruz, and Reno. Towns
with 16 to 30 specialties are local centers—for example,
Placerville, Auburn, Lodi, and Woodland. Towns with
fewer than seven specialties (the mean for the data
set) are called primary care centers. The regional
centers identified by this procedure are often the same
cities called “regional business centers” by the Rand-
McNally City Rating Guide (I).

As shown in figure 1, the number of specialties
located in each town is encircled on the map, and
towns with fewer than two specialties are marked with
dots.

The procedure described identified the towns within
a region that are “collectors” of patients from primary
care centers, and they may refer patients to secondary

Worksheet for counting physician specialties; Stanislaus County, Calif.

Count
Physliclans’ specialties Modesto Turlock  Oakdale Patterson Riverbank Newman Hughson Waterford total Y
1. General practitioner ................ X X X X X X X X X
2. Internal medicine ................... X X X et e it X
3. General surgery .................... X X X X X e X
4. Psychiatry ................ ...l X St X
5. Obstetrics and gynecology ........... X X et e X
6. Pediatrics ..........cvviiiiiininnnnn X X i et it e et i e e e e e e X
7. Anesthesiology ..................... X X P X
8. Orthopedic surgery ................. X X e e i e i e s X
9, Radiology ......cicivviiiiiiniiinnn X X et e s X
10. Ophthalmology ............covuiennn P X
11. Pathology ..........coviiiiiiinnnnn P X
12, Urology .....covvviiiiiiiiiiininnnen X PP X
13. Cardiology ......coivvviiininiinnn, X e X
14. Otolaryngology ..................n. PPt X
15. Dermatology ............ccoviiiennn X ettt te et e X
16. Diagnostic radiology ................ X P X
17, PUDNC REAIIN ..ottt it it iieines stesaasoneonasoneansoaensanssensssnatssoasessseontesssesassonssansssns
18. Neurolcgy .........cvvviviiiiiannnn, P X
19. Neurosurgery .............ceeveennn K ettt eeieeie e i it e X
20. Plastic surgery ............ccoiiunnnn P X
21. Child psychiatry .................... PP X
22, Occupational medicine .............. X X X e iiiieieseiiii e X
23. Thoracic surgery .............c.oeu. X ettt it i e X
24, AlBIQY ..cviiiii e X P X
25. Pulmonary disease .................. PP X
26. Gastroenterology ................... X X X et e X
27. Therapeutic radiology ............... I X
28. PhySICAI MOAICING .. ... ettt it et ettt ettt et et et a et sttt
29. General preventive medicine ......... K et eeieieaeietereee et e X
30. COION BNA FBCTAI SUMGBIY .. oo v v eeuus o s e a s e e et ae ettt ettt s ie st et st e ettt et sttt see e
31, POAIAIIC CANAIOIOGY ... v v eevnenen aenene it et e et et et e et et et et e s
32, POAIAINC AIBIGY .o vt oevereeaeens faaaas e ettt et e
33. Forensic pathology .................. ¥ R X
34, AroSPACO MEAICING ... ... euvuner et boenen ettt e e s et ettt st
35. Other ........ccoviiiiiiinnnniennennn XXXXX XXX XX X XX iieeriaiiieaaeaaae +6
Number of specialties ................... 33 17 8 4 3 2 1 1 35
Number of physicians ................... 222 34 10 5 3 2 1 1 278

SOURCE: American Medical Directory, 1973.
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and tertiary care centers when necessary. The regional
center was also identified. Patterns for the location of
collector and referral towns can be seen in figure 1.
First, clusters of cities with larger numbers of specialties
are located near the regional center and along the
main highways. Then, a ring of cities delineates the
inner Sacramento region, cities having from 18 to 25
physician specialties—Auburn, Placerville, Lodi, Wood-
land, Marysville, and Davis. An outer ring of cities,
having from 31 to 38 specialties, collects and refers
patients from the towns at the farthest periphery of the
Sacramento region—Reno, Stockton, and Fairfield.
Each of these cities has its own medical trade area.

The next step is to locate the boundaries between
regions.

Location of boundaries between medical care regions.
Some procedures for locating the boundaries between

medical care regions use secondary data, others pri-
mary data. If possible, it is best to first estimate the
location of the boundaries by the use of formulas and
geography and then verify their location from informa-
tion obtained from local sources.

In general, the boundaries between medical care
regions are not distinct unless they coincide with geo-
graphic barriers such as mountains, lakes, deserts, or
other sparsely settled places. A town is often located
on the boundary between two regions; it fills a gap in
services in the area between regions. Physicians prac-
ticing in towns located within a region usually send
patients directly to the nearest regional center for higher
levels of care. However, physicians on the border be-
tween regions may send patients in several directions,
perhaps to both regional centers and the intermediate
cities of both regions. People in towns located on the
boundary between regions often have difficulty in

Figure 1. Mapping the distribution of medical services in the Sacramento medical care region

Dur

Kk Goosk Fruto Artois Feather F s&i;‘ i TAHOE - Sicrraville SR o ]
BU\TTE £0. s i Downieville  Sierra City = '; il \ A
Stony Gorge ] s 4% R TR SIERRA [° 7 i 3 1w Reno Sparks_gop
Reservoir. illows 3 Nelaon! P wherry 43 NATL. Y,
- 13 \own Vall COUNTY T 7
; == ¥ o 2 X Goodyears Bar » q n /o, 70 =
H Butte| ! Richvale "/ Milton Res oS Lake CF] fr i r
sl ] | A 'Webber Pk £2) Verdi A X o ?
Lo M e | Forest / FOREST/"Crios a i \] \
e o7 High Px. PNCETON ! Ateriay) 1 Alleghany, = independence) WS J Towase ] £3 | N
i N o N L ) R [Fal Camptonvilly .. 22206/ Gourin Lake Lake AWAZTLY . A ] { STOR
Stonyfogd ). — N\ ¥ Princeton _4 Biggs z sigmo K- French L0\ Hpeadono 1, Hobart Milly Y @ o ' co,
‘ East Park Res = 2 fom clhumbi] VADA Fords 00 P La % wreos | @)
o NE A < st T R €022
s Summr\ Sites = ortRy o, i ™| 8 = I 2 2%7 Virginia
ey i S SanJusn)- ashington /3. Spauiding s Kool 7 b oS &usfpVirginis
Lodoga Maxwell A 9 ] ‘,, ,4 Tf"'_‘l*i A Y
4 L TiveOR "L ] - »*% S -~ K=Y .o
N COLUSA aumoro mven 35 gisg) Rovsn d®( 12 )Revada City-5, Z_:"'“‘G" / 4 N Deyton
JON N, Colusa, suTTERK Dutch Flat, (e Convon m;:lv:::fv o i ke, g
- Williams| Sutter ‘d o e 6\ S P d W (13 romssv._t\y
-~ / 34 I\ g a0 ssss
“IJ“J Sycarmore! v Y 20 Chi / 78> ™ Ouncan Pr.o / City P
| COUNTY | eeidien (':' B\ ‘ ic Park ) e ol s P Lake G Stewart
ear Loke (T2 ® b City o o ws | | Colfax el [PLACER  CO. il “ Soaa | F—-——-
o L Fncs - o cutorrw ) - P - L ST Minera P, |
k. & co \ it " Yankee A0ty i ¥ ek . & T el U i ta
- > Y ollege City] ; ( peat /i Jveimar o ® al ., B" . Gl F I
a * Arbuckle E—— Y e oA W oresthill Al — Rublcon Pl Y S S -
éar Lake oty / ;o) H Bow- 0 5302 H I bkt J = A ReLr s, 3
Highlands ", 9 s \ i Q0 \=po e T N SR 4 Sl suss e 23)7 inden
s A\ —— R ‘ / M.J ’ = ey T saur SSuth" Gardnerville
8 N % A o ¥ Aubut®f 99 YO L N\ S Cuebl akeTahoo (g5 5 \, DOUGLAS
h ; Rumaey Dunnigan & ™ Tincel rgetown’ i Vil Tl N SUF 4 Mt Siegel
. - H e o 'y Junction Res. AhID . Eoke i Mevets ) ¢ 3 &
A Guinda | e i A Garden Valley Lk o FlgRo v § s P
» S , p (L. P\ Activanf” woonalh (comtve 7 SSRELS TS - Reo
J N s veseo 7Y e L i St ke T Pollock e Kybure s A m
. : , : " / e gl S
iddletown / .ﬂ . { \ . . S gt Rose A 3‘;“"‘%‘"‘ X yCamino e e C0 oA o sﬁ (S
B pay - acerv a0 o % L 1
Res.. NAPA \ . 1080, 20 enkcinson \ 100 Mtn. L kvt 42 Hawkins PIAS i "'3
vison] e Shing ond Sprs? ¥ Lake 2 { ELDORADO D Frimeallcs
A Aetza o J pope \ 4 Folsom ( INSD.STA
i d Sprnes ™} For Lake ~ Madison e rado\ /e Neres Brt NATL, [ ,,,,_\ C T
-’ 'co. &y Clarkevile . “Grizaly Flats ~——.._—.  Satver
s . Berryessa = 5 0 éx ~- Lok Sor Al & T OR. Lah| '”‘" TOIYABE, u-‘n ; Topa
nq‘-. Angwin \ . - nw \ ":4 /@ Omo Ranch [ /?;‘ o i "eoserTs pass a \_,_
0 \ Winte \ o S g Mokaimds PNt T
el ke Hennessey - 3 \ o “~ P River Pines P A J,,_,"’R‘.", P Al & Highland Pr. \‘x
St. Helens® 5 ) H 30 p“t’,}—, b Fiddletown_____S0. 8 ] Res.  yorth] u&m
\ Rutherford g ¢ Sloughioss |1 AMADOR $ACO. sl FosPL e ALPINE CO Y
N 7 o ; = § ! ! = v 7 1= Salt Springs Antelope Pk. &
lanta™\Kenwood lle ( | ; A 4 | Vol Sl phokelumne Res L. Alpine )
3 p . 80 xon| ¢ A Bie Mesdows NA 1ol
gl Yountville Vacayille i Clasburg )™ k Grove il B Je=ci 7% West Poing oS mmmfm 2 (@
Glen Ellen, { ey i g | D e T ; Wilseyvillé N Sricer Meados Res. ., \\ i e
bohnert Park \| . Fottets Sprio ) "\SACRAMENTO, | rove = Downell L oaroaneus
. ettets Spriv " : % ndependence
v Boyes Sp - 3] $ SoLANo|co. j i P?“:'"l-lz‘d ¥ 12 > = l,,:,,p:h /' STANISLAUS "
erano Soho Na] i Pardee Res. CaLAVIERAS G0 JfCamp Connell y{ Moadows ot
s @) a_\rﬁeld Vorden| . /) 2 & €20 L aavitt
N~ kW s i Gall ipaf/|f Mokuimmne g Rt e d ol
12 -\ ¢ yde 3 ! 2 NAT'L.
- % Sn:-un City § W, " Thorn S SR o P gan o ’ H%"!)‘ wre e (} o
a “9 2s  JE Walnut \ 3 e % Andreds A’vwry [T i
. /. A 2 1 i o0 i " i In\l‘
P o X (Bhaely Rio Vista slefon o = T Locketord \'5 Bornf YallN_/ g P saes
vaty 28 2 S 18 Lodi \ [ ew Hogan Murphys TUOLUMNE/
! - i Terminous 23 D e 2) oy it ™ . P o 3
jgnacio ]8 s ) ek, SANYJOA U( 1IN llots & (R Altavill o A
& 1 7 . LS W'ET‘: Tolabe® \ Sl Sors Vol fange Poc
. - a, v oilon -
A 34 =% 4 inden N TND e no; 3
pelmo' o M A i Sl ki ton 4 | OW_ Copperopoli
: scchiRichmond R Brentw ok 38 R A g Hetch Hetehy Res,
34 JWaizut o _m ) L_&-é
ley [wownt oiasco French Camp)
e N N || vaey Number of physician specialties
¢ 32 o= )
wville CONTRA COSTA \UY Lathrop Home
< —Ner Sy e O N bethany ) o - ST\ . . .
56 e | St & M Esgalon . Towns with two or less physician specialties
alley b Y A 12 racy | 3 A )
San F. e 2 18 ! Y Riverba) Scale in mil
an I rancisco g ! Livermore | a3 ol & caie in mies
Loy Pleasghton T 7o \ Modesto 0O 5 10 15 20 25 i i
2 s | WK et g 17 One inch equals 17 miles
H I N

250 Public Heaith Reports



deciding on their regional affiliations with such orga-
nizations as health systems agencies.

Secondary data. Data from county studies of patient
origin may be used to locate counties containing the
boundaries between medical care regions. The direction
of patient flow from counties with towns having lower
numbers of physician specialties to counties having
greater numbers of specialties can be plotted. Counties
with patients traveling in several directions are those
containing the boundaries between medical care regions.
Several formulas are presently available for estimat-
ing the approximate location of boundaries between
regions. The most commonly used is Reilly’s formula,
which is based on a gravitational model estimating the
attraction of a town for the people of the land area (2).
I have devised a formula that is a strict percentage of
the distance between towns according to the extent of
their centrality, in this case, number of physician spe-
cialties (3). Until further experimentation is possible,
I propose use of both formulas, which are as follows:

Reilly’s formula:
Distance from city A to city B

1+ Number of specialties in city A Boundary between
= regions served by
cities A and B

Number of specialties in city B

Example:

Distance between Fresno
and San Jose 126

— = 62 miles from

Number of specialties

1+ in San Jose 14-]1/49 Fresno; 64 miles
Number of specialties 46 from San Jose
in Fresno
Smith’s formula:
Number of specialties
in city A Distance Location of

X between = boundary

Sum of specialties in cities A between regions
cities A and B and B
Example:
Number of specialties
in San Jose 49
X 126 = 64.9 miles
Sum of specialtiesin 49 4 46 from San
San Jose and Fresno Jose; 61.1
miles from
Fresno

Although the difference in miles between the twa
formulas is small, my formula tends to place the bound-
ary between regions on a boundary town, while Reilly’s
formula tends to miss towns.

A third formula for the location of boundaries be-
tween regions is based on Christaller’s theory of loca-

tion (4). Boundary towns on major highways or water-
ways will be found halfway between regional centers.
Boundary towns located in areas where through traffic
is difficult will be found at the distance between re-
gional centers divided by the \/3. Most regions of
California have both kinds of boundary towns in their
areas. All three formulas for locating boundaries could
be used for comparison of the findings.

Primary data. After the approximate locations of bound-
aries between regions have been found by the use of
secondary data, local information sources can be used
to locate the actual boundary. Data sources may include
newspaper articles on prominent citizens and their
hospitalizations, obituaries, and speeches by local offi-
cials. Other sources are the list of staff and consulting
physicians at local hospitals, telephone calls to the local
pharmacists and hospital administrators, and reports
on health services.

For example, when delineating the medical care re-
gion of Bakersfield, I found that the patient origin
study and calculations of formulas placed the boundary
between the Bakersfield and Fresno regions between
Visalia and Porterville in Tulare County. The hospital
administrator at Lindsay told me, by telephone, that
“95 percent of the patients from Lindsay and Strath-
more go toward Fresno, but people in Porterville go
toward Bakersfield.” A Chamber of Commerce bro-
chure for Porterville and other towns of the area also
showed that patients tend to go to Bakersfield. In an-
other case, the staff and consultation privilege list from
the hospital at Ridgecrest showed that most specialists
come from Riverside and Los Angeles and that Ridge-
crest is not in the Bakersfield region.

In Merced, however, the properties of a boundary
town are more evident. In a call to the hospital in
Merced, I found that it sends patients to Modesto,
Fresno, and Oakland. Patients in the complex of towns
on the boundary between the Fresno, Oakland, and
San Jose regions go in several directions for medical
care.

In the mapping process, the boundaries between re-
gions can be approximated with a circle, or drawn in
according to roads and geography.

Diagraming referral paths. A diagram may be made
of the referral paths of patients traveling from the
towns with the lowest levels of primary care toward
regional and national centers.

First, the air miles between each town with physi-
cians and the nearest regional center are measured.
Then, with the regional center as the focal point on the
diagram, each town’s distance from the regional center

May~June 1979, Vol. 94, No. 3 251



on the horizontal axis and its number of specialties on
the vertical axis are marked. Depending on the orien-
tation of the region, the diagram may be on an east-
west axis, a north-south axis, or rotated according to
the distribution of towns in the particular region.

After roads on the map are examined, the shortest
route between towns with the fewest number of spe-
cialties through intermediate levels of care to the re-
gional center are diagramed. Some towns may have
roads directly to regional centers, and others may
have roads only to local centers, from where patients
go to regional centers. When the referral path of pa-
tients from a particular town is doubtful because of
poor roads, inclement weather, poor maps, or other
factors, a knowledgeable person can be asked about
local conditions. If possible, information can be ob-
tained by telephoning a newspaper editor, pharmacist,
the Chamber of Commerce, a local gas station, or a
general store. The flow of trade within a region is
generally from the periphery of the region toward the
regional center, and it is commonly known within the
region.

Figure 2 shows the referral paths of patients within
the Fresno region. This region is a flat valley with
towns somewhat evenly distributed throughout the area.
Diagrams of mountainous regions are more complex.

Delineating Medical Trade Areas

A medical trade area is the land area around the town
where physicians are in practice. The area’s population
travels to the town for the medical services located there.
Among geographers and economists, the medical trade
area is called the town’s hinterland or service area.
However, since this analysis is concerned only with the

Figure 2. Referral diagram of the Fresno medical care region
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distribution of medical services, and every town does
not have medical services, the total land area served
by a town with physicians is defined as the town’s
medical trade area.

The purpose of delineating medical trade areas is to
obtain data on population size, income level, and
social and economic characteristics for estimating the
need for medical care among the population of an
area, as well as the effective demand for medical serv-
ices. Once the medical trade area is delineated, it is
possible to distinguish various kinds of medical care
shortages and to project the amount of medical care
a population requires. Among the materials needed are
a map of the medical care region, as in figure 1; work-
sheets listing the number of specialties and the number
of physicians in each town, as in table 1; the most
recent population figures; a map of county census
divisions; a current telephone book for the area; and
a compass, a ruler, and a calculator.

Several principles help to delineate medical trade
areas. The greater the number of physicians and spe-
cialties at the regional center, the greater the need
for locating primary and secondary services in places
where the majority of the region’s population can be
served. The impetus for the distribution of medical
service towns throughout a region, therefore, originates
at the regional center.

In delineating medical care regions, it is assumed
that most people will use the nearest and cheapest medi-
cal care, as shown in many hospital discharge studies
(9). Furthermore, each town offering medical services
to its hinterland or medical trade area enjoys a spatial
monopoly over the people in that area, provided that
the price of services in the town is competitive with
the price of services in the next town (4).

In general, physicians serving populations in out-
lying areas of a region will refer patients to the nearest
town and then to the nearest regional center for second-
ary and tertiary medical care, rather than in the oppo-
site direction. In some cases, geographic barriers, incle-
ment weather, social problems, State boundaries, or
medical school jurisdictions may intervene in the flow
of trade. Mountains or deserts, heavy snowfall, or lan-
guage differences and discrimination may alter the
principle of traveling to the nearest (hence cheapest)
medical care for most of the population.

The first step in delineating the medical trade area
of a town is to examine the town’s location relative to
all other towns with physicians in the area. There is a
hierarchy or order in the distribution of towns with
medical services in a region. Towns with larger numbers
of specialties may have trade areas that include several
towns with smaller numbers of specialties, and towns



with small numbers of specialties may have one or two
towns with only one physician in their trade areas. At
the bottom of the hierarchy are the towns having two
or less specialties and trade areas that offer only pri-
mary care services.

Two towns with the same number of specialties may
have quite different characteristics—one may serve a
sparse population spread over a large land area—for
example, Merced—while the other may have a dense
population and a small land area, as in Visalia (fig. 2).

The boundary between medical trade areas of towns
may be approximated by use of either Reilly’s or my
formula, or both, and supported with primary data,
as discussed in the previous section. After the town’s
medical trade area is delineated, the boundaries of
county census divisions may be examined to see if they
approximate the outline of the medical trade area ob-
tained by the delineating procedure. Several county
census divisions may be combined for this purpose or
divided, if necessary. Population figures for county
census divisions can then be used to estimate the
population base for physicians located in the town.

Delineating Hospital Service Areas

A hospital service area is the land around a town
where one or more hospitals are located. The hospital
service area may include several nearby towns without
hospitals but with physicians in practice.

The same procedures for delineating regions and
medical trade areas are employed for delineating hos-
pital service areas. First, the number of physician
specialties in towns with hospitals are counted, and
regional and local centers are identified. Then, the
boundaries between hospital service areas are located
by use of formulas and information from local sources.
Referral paths from towns with physicians only through
towns with hospitals and higher numbers of specialties
are diagramed.

Hospital towns form hierarchies of services similar to
those of medical trade areas. Some hospital towns offer
only primary hospital services, while others have second-

ary and tertiary care. Hospitals with secondary and’

tertiary services offer primary care to patients closest
to them, secondary care to those referred to them from
nearby towns, and tertiary services to residents of the
larger land area of a region.

The hospital service area for an individual hospital
located in a town with several hospitals may be deline-
ated. Since physicians tend to refer patients to hospitals
where they have staff privileges, the addresses of physi-
cians on the staff list provide an indication of the hos-
pital service area. Of course, this does not hold for
emergency cases.

The hospital courtesy and staff privileges list also
provides information on a hospital’s referral patterns.
Some specialists from nearby secondary and tertiary
centers have staff privileges at smaller hospitals. They
are called in for emergencies and special cases, and
patients from that hospital are also referred to them.
Patient origin studies, of course, provide useful infor-
mation on hospital service areas. However, they are
much more expensive than the method described here.

Theory

The delineation of medical care regions and service
areas is based on central place theory, an economic
explanation for the location of goods and services. The
count of physician specialties in each town is a method
for estimating a town’s centrality, or importance, in
delivery of medical care (4).

Several principles from central place theory aid in
the location of boundaries between medical care re-
gions—principles having to do with the reasons for the
location of towns and the flow of trade. Towns which
were originally founded on thoroughfares, such as high-
ways, railroads, rivers, and oceans, are located accord-
ing to the traffic principle. In this case, boundary towns
between regions are usually found halfway between
regional centers. Older towns which were founded
before thoroughfares were built are located according
to the market principle and are found at the distance
between regional centers divided by V3. A regional
boundary without towns on it, where all towns are
well within one region or another, is illustrative of the
administrative principle and characteristic of towns
located near State and national borders. The under-
lying premise for the traffic, market, and administrative
principles is that goods and services are distributed to
the people of a land area from as few centers as possi-
ble for economic reasons (4).

In California, the administrative principle seems to
apply to the medical care regions of national centers;
there is a distinct watershed between the land areas
served by San Francisco and Los Angeles. On the
coast, the boundary is between King City and Paso
Robles in a sparsely settled area. Inland, the boundary
is located between Strathmore and Porterville, a more
densely settled area. Further study must be made to see
if such a watershed occurs between other national
centers such as Chicago and New York.

In central place theory, regions and medical trade
areas are ideally shaped as hexagons. Towns founded
according to the traffic principle are located midway
along the side of the hexagon, while towns founded
according to the market principle are located on the
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corners of the hexagon. Each town has approximately
six main highways or thoroughfares through it.

In regions, traffic corridors along the major highways
between cities are more thickly settled with towns
and villages than the areas lying between traffic corri-
dors (6).

In California, air miles were found to be the correct
measure for estimating distances between towns with
medical care, because most towns were located at their
present sites at the time land was surveyed for railroad
construction. Units of land measure, that is, sections
and townships, were the most important consideration
in the siting of towns in the 1870%s. Today, in Cali-
fornia, radii of service areas of towns with physicians
are about 12 miles, the width of two townships, while
radii of hospital service areas appear to be 16.9 miles,
the diagonal of two townships (3).

Referral diagrams (fig. 2) of towns and their num-
bers of specialties within a region are usually symmetri-
cal—note the equal numbers of specialties in the towns
of Hanford and Porterville, Merced and Visalia, and
Madera and Clovis. The symmetry occurs because the
number of specialties in each town depends on the
number of specialties in the regional and national cen-
ters, as well as the town’s location relative to other
towns offering medical care. Each town has a spatial
monopoly on the land area nearest it, if the prices of
services are competitive with those of the next town.

The number of specialties in a town at a cen-
tral location increases with size of population and
income level. Constraints on the number of specialties
in a town are a function of the range of specialties
located at the regional center, which has the competi-
tive advantage of being able to offer a wider variety
of specialties. At some point, an equilibrium is réached
between the forces tending to increase the number of

specialties in a town and the constraints of trade im-
posed by the regional center. The equilibrium results
in the symmetry of figure 2.

The distribution of medical care in regions diagramed
according to distance and number of specialties is based
on economic principles; that is, each town competes
with the next town for the trade of the population
within its service area, all things being equal. However,
although most people may frequent the nearest or
cheapest medical care, or both, use of medical services
generally follows marketing principles based on the
population’s status, income, and disease characteristics.

After medical care regions, trade areas, and hospital
service areas are delineated, population data for regions
and medical trade areas can be estimated from the U.S.
Census data and other sources. Table 2 compares popu-
lation and other data for regions and subregions in
centra] California. In the future, regions can be classi-
fied by the size of their populations and land areas,
their urban or rural nature, and their number of medi-
cal services. Shortages of medical care on the regional
level can then be designated.
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Table 2. Demographic data base for medical care regions in central California

Reglional demographic data

Reglonal medical services data ?

Reglon Estimated Physiclan  Number

Land area Pop per per capit Radius Number to popula- speclal-
(square miles) size square mile income 2 (miles) physiclans tlon ratio ties
Fresno .............civivninnn 16,138 758,129 46.9 $2,639 71.6 703 1:1,078 47
Bakersfield ................... . 7,668 338,178 441 2,447 49.4 372 1:909 45

Subregions:

Salinas-Monterey ............. 4,888 295,174 60.4 3,116 39.4 354 1:763 39
San Luis Obispo .............. 3,330 105,690 31.7 2,875 325 115 1:919 28
Santa Cruz .................. 440 123,790 281.3 3,181 11.8 179 1:692 35
Total ........ e 32,464 1,620,961 499  °$3614 101.6 1,723 1:941 48

1 American Medical Directory, 1973. 21970 U.S. Census. 3 State.
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