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I. INTRODUCTION

During the past two years spent in studying the Regional Medical
Program, the ADL/OSTI study team has devoted many weeks of time to finding
out what is happening in the field. Concentrated attention, by agreement
with officials of RMPS, was given to four regions: North Carolina, New
Jersey, Greater Delaware Valley, and Northlands. A fifth region, Memphis,
proved to be of special interest because of its close formal ties to CHP
under a joint council, the Memphis Mid-South Planning Council, which (along
with many other activities) brought together all elements of the health
system and wide public representation in a unified effort to improve the
delivery of health services in the Greater Memphis area.

In each region, we began our work by interviewing representatives
of all groups known to be interested in medicine. Within RMP we talked to
staff, RAG members, and various people on committees and task forces. Out-
side RMP we talked to private physicians, hospital administrators, medical
school faculty, and, in some cases, legislators. The people interviewed
at the beginning usually referred us to others, and we learned much from
these additional interviews. We also reviewed RMP records and reports and
attended various staff and committee meetings.

As mentioned above, we have included Memphis because of its
unique organization, which is of interest to all those involved in RMP and
CHP. Our field work in the Memphis Region was not as exhaustive as in the
four other regions described.

Our descriptions of the regions in this volume vary both in pur-
pose and in level of detail. Our information on North Carolina, being
based on a visit two years ago, is in some respects out of date. There is
a new Coordinator, and much has changed since we were there.* Nevertheless,
it was in North Carolina that we first began to understand the inherently
shifting, flowing nature of the Regional Medical 'Programs. Therefore,
instead of describing North Carolina's program at length, we have focused
our discussion on ideas about RMP that emerged -from our observations in
North Carolina, but that have relevance for RMP as a whole.

The New Jersey RMP proved to-be of special interest because of
the way realities in the Region focused the attention of its Regional
Advisory Group (contrary to its early expressed interests) increasingly
on the massive ghetto problem. The write~up on the New Jersey RMP reflects
that focus.

*

We have, however, kept in occasional touch with North Carolina RMP of-
ficials to follow particular activities (cited elsewhere in this report)
which illustrate the "motion" of development.
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The Greater Delaware Valley and Northlands RMPs are described
in more detail, since in both cases the material is based entirely on
visits in 1970. These regions are as representative as any two can be
of the problems and opportunities of other regions, and the approaches
adopted by their RMPs have been very different. Both have had some suc-
cesses and some failures, again of differing kinds. -

Memphis is a special case. Perhaps more than any other region,
it has clung -- with considerable success -~ to the center-periphery
model of regionalization. Yet even here some of the most exciting develop-
ments have grown up with little dependence on that model.
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II. NORTH CAROLINA: EMERGING
VIEWS ON THE NATURE
OF RMP

The North Carolina RMP was visited by the ADL/OSTI team in the
late fall and early winter of 1968-1969. It was the consultants' first
extensive visit in a region and as such was aimed at gathering informa-
tion, learning (i.e. understanding) as much as possible, and talking with
a wide variety of people so that we could begin to refine our tentative
hypotheses about the RMP, its function, and its impact.

Because the work was done nearly two years ago, this paper can-
not reflect the current situation in North Carolina, and we have made no
systematic, overall attempt to keep up to date over the intervening time.
We have instead used our experience in North Carolina as a springboard
for our investigations in other regions. This paper summarizes and
illustrates the themes we observed at that time and the concepts associated
with them. We made oral reports to the Executive Committee of the North
Carolina RMP and later to interested members of the national staff.

The coordinator of the North Carolina RMP at the time of our
visit was Dr. Marc J. Musser. His core staff numbered some 22 people,
and his budget for the year 1968-1969 was $1.8 million. The first group of
operational projects, some 15 in all, had received funding in July ]968.

In accordance with the terms of our contract, our effort was
aimed at discovering the important regionalizing and evaluative processes
going on in the Region, studying its relationships with what was then
called DRMP, and developing verbal formulations to describe the processes
and relationships. We concentrated on collecting impressions, opinions,
and the reports of various individuals on their experiences with RMP,
rather than either accumulating statistical data about the Region and
its RMP projects or trying to make sense out of the program primarily on
the basis of such statistics as were available.

We went to North Carolina with a number of questions and tenta-
tive hypotheses based on a reading of the law and other documents pertinent
to RMP, talks with people in (then) DRMP, brief visits to some half-dozen
other regions, and our shared reflections on these experiences. The
questions or hypotheses were not necessarily self-consistent. We had
quite a number of potentially contradictory ideas in mind:

o Since RMP had no sanctions and was legally proscribed from
interfering in the patterns and financing of health care,
it was not obvious what RMP could do beyond conducting
small training courses and demonstration projects in
categorically indicated areas of disease. -
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o0 Without sanctions, RMP could still be a broker, or change
agent, acting among the various health and medical interests
in the regions. But its function was not obvious. Change in
what and for what? How could RMP bring any changes about,
considering the restrictions on it?

o Within the categorical disease areas permitted, what initia-
tive could RMP take? If it was purely a grant program, how
could it bring about anything recognizable along lines of
"regionalization"?

o Was RMP really a mere medical school support program, a way -
to shore up the threatened NIH grant structure and the health-
through-research strategy, as some opponents charged? Did the
medical schools control RMP?

o Since regionalization apparently was not being centrally imposed
and was not taking orderly administrative form, what, if any-
thing could the process consist of? Was it, as we suspected,
diverse? Was it subject to classification, perhaps five or
six major types, corresponding to variations in demography or
health care resources? Was regionalization somehow "growing
out" from starting points or nuclei that were the original
participants in action projects undertaken voluntarily? What
would make regionalization happen?

o Of what did the NCRMP-DRMP relationship consist? Given the
newness of the program, the dependence on review at the Federal
level for funding, the anxieties concerned with pioneering a
new program (and having to explain and justify it), and what
other coordinators had told us, we hypothesized that the amount
of meaningful communication between the Region and DRMP would be
limited, the relationships rather distant, and mutual perceptions
based on imagination and frustration as much as on experience.

o What kinds of evaluation were occurring at the regional level?
We hypothesized that no single set of evaluative criteria
would suffice, because RMP had so many constituencies, each
with a different point of view. Moreover, the evaluation
process itself should be flexible and ever-changing. But,
because it was difficult to agree upon evaluation methods,
the identity of the program was not yet established, and
clear guidelines from Washington had not been published,
evaluation efforts at the regional level were probably minimal.

Major themes which emerged from our North Carolina RMP experience, answer-
ing some of the questions and correcting or clarifying the hypotheses, are
described in the paragraphs which follow. Readers of the main body of the
report will see these themes echoed, reshaped, and refined in descriptions
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of our subsequent visits and in our general formulations about the proces-
ses of the RMP and its impact on the health care system,

A, FACILITATION IS A KEY RMP STRATEGY

During our visits to North Carolina it became apparent to us,
as it had to many of the people connected with the North Carolina RMP, that .
the program's ability to grow, to connect directly to what was zoing on
medically in North Carolina, and ultimately to accomplish any kind of
regionalization of health services depended to a large extent on its ability
to avoid being perceived either as a heavy-handed federal program or as
"another competitor" staking out territory or creating operating programs
which could be viewed as pre-empting somebody else's already established
sphere of activity. As an executive of the North Carolina Heart Associa-
tion put it, "When RMP becomes a doer, it dies. Already established
agencies and institutions will take the attitude that if RMP steps on
their toes, they will scuttle it. But if RMP wants to cooperate with those
agencies and institutions and help to stimulate their cooperation with
others, they will support RMP and work for it."

This sentiment was expressed to us in various ways bty a number
of people in the Region. It seems to reflect the suspicion with which the
proudly independent people in this state view federal programs which at-
tempt to legislate or coerce behavior and patterns of relationships. We
were told that the RMP made a conscious effort, particularly during its
early stages, to allay those fears and clarify its function as a grass-
roots program aimed at stimulating and utilizing local initiative.

The North Carolina RMP had to work, at least initially, in two
modes: as a convener of some of the key health interests in the Region
(through the Board of Directors, the Regional Advisory Group, area study
groups, and categorical committees) and as a supporter of activities which
already established groups wanted to undertake but could not because of
lack of funds or sanctions or both. Oftens the RMP was able to provide
some staff help and fresh viewpoints toward developing new activities
within ongoing programs. Of the original group of 15 operational projects
approved in July 1968, four were specifically identified as continuations
of previous work of the grantee. Two more were projects which the spon-
soring institutions had wanted to start but for which funds from traditional
sources were lacking. For example, the assistance and support of the RMP
enabled the Heart Association to shift its priorities toward certain
community-related projects such as a coronary care unit training program
and a cardio-pulmonary resuscitation project.

The RMP also picked up and supported the '"Berryhill" project, a
complex set of activities based at the University of North Carolina
Medical School and aimed, in part, at outreach to community hospitals.,

As part of that project it provided air transportation for academic phy-
sicians and medical students to the large hospital in Wilmington (there
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is an all-weather air strip within four miles of almost every community
hospital of more than 100 beds in North Carolina) and for local doctors
into the medical center as well as to and from other hospitals, thus
enabling specialists from the university to see patients in their own
communities, giving faculty and students an opportunity to see how medicine
is actually practiced, and giving community physicians an exposure to the
academic environment at Chapel Hill. The latter had the advantage of
enabling local physicians to get a better sense of the utility of the
capabilities at UNC and of their relevance to problems of the physician.
The RMP's emphasis on collaboration and regionalization helped develop
these activities beyond their earlier conception which had been more exclus-
ively focused on sponsoring "circuit riders" going out to give lectures and
consultations.,

In the State of Franklin, which encompasses six counties in the
westernmost part of North Carolina, the RMP gave active swpport to Dr.
Karl Killian and others who, through a Development District under the
Appalachian Regional Commission, were already attempting to knit together
that part of the state economically, politically, and medically. Federal
funds had already been attracted from a variety of sources, particularly
the Office of Economic Opportunity, but the RMP also significantly helped
people in that part of North Carolina to begin seriously working and plan-
ning together, The RMP presence was clear and strong in the State of
Franklin, according to the people there. It materially assisted six com-
munity hospitals to begin to link together, helping with accreditation and
promoting a cooperative coronary care unit training program in conjunction
vith Bowman Gray Medical School. It also supported the development of an
"Academy of Medicine" which involved nearly all of the practitioners in
that area. (This story is told in more detail in Addendum 1 to Chapter Iv,
Volume II.)

Ir these examples as related to us, it was clear that it was the
RMP's imaginative and sympathetic support, not RMP domination and certainly
not simply RMP dollars, which made the difference. Such examples spoke to
the initial hypotheses we brought: the prohibition on ipterfering in patient-
doctor relationships could be respected since the RMP operated only at second
hand (through other institutions) in the instances we observed. Fully sanctioned
physicians and hospitals carried on all patient care on a basis acceptable to
them. The RMP's contribution was facilitative and supportive and was accepted
quite voluntarily; "interference" was not an issue in the minds of the people
we visited, with respect to any activities or conversations they knew about
(though many were suspicious of RMP as a federal program, quite apart from
what it did.) ’

Were the activities we saw highest in the priority of things that
the North Carolina RMP should have been doing? What '"should" it have been
doing? Could it have behaved in other, different ways? We suspect that,
given the need to develop operational projects quickly and the need to in-
volve the medical schools and others in concrete ways, the avenues chosen
were probably appropriate, at least in the examples cited above. The first
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involved the Heart Association in a role closer to direct delivery of
health services. The second involved UNC Medical School and made explicit
some of the objectives of RMP regarding links between the medical schools
and the community and regarding the continuing education of physicians.
The third involved RMP in an ongeing reglonalizing effort among community
hospitals.

B. THE SHIFTING CONSTITUENCY IS AN IMPORTANT REALITY AND A STRENGTH FOR
RMP, AS WELL AS A SOURCE OF CRITICISM.

The RMP in North Carolina was initiated by joint action of the
deans of the three medical schools (University of North Carolina, Duke, and
Bowman Gray) and the State Medical Society. These institutions furnished
the core of the original Board of Directors and continue to make up the
"Association for the North Carolina RMP." The deans of the three medical
schools, in particular, provided much of the early impetus to the develop-
ment of the RMP. Their concerted action was acknowledged by most informed
people with whom we talked as having been extremely important to the RMP
and also very interesting in that it represented the first substantive,
positive, institutional agreement consummated among the three schools.
According to the dean of one of the medical schools, the RMP was the only
source of real contact among the three medical schools at that time. In
addition to forming the basis for regular working communication among the
deans (beyond a purely social level; they were already personal friends),
it led to coordination of continuing education programs among the three
medical schools,

O0f course, medical school involvement in the RMP did not go un~-
noticed by other people in the state who were eyeing the program with both
curiosity and apprehension, but in any case interest in seeing what could
flow from it. To some of these people, there was clear evidence that the
medical schools had "captured" or at least dominated the program and that
RMP funds would probably never get past the walls of the medical school,
let alone out into the community where in their -view it could really do
some good. The RMP's early sponsorship of the Berryhill project and its
substantial investment in a medical school-based project to develop a
demographic data base did nothing to quiet these suspicions. Indeed, the
first constituency of the RMP could be said to be medical schools, and
some commentators then on the scene in North Carolina thought these
probably would remain the permanent and exclusive constituency of the
RMP.

The initial group of operational projects, referred to as "the
cover crop,'" were developed quickly to help the North Carolina RMP be-
come operational. All but two were sponsored by or in cooperation with
one or more of the medical schools. But the RMP had also begun to reach
past the medical schools. Its activities in the State of Franklin were
related to Bowman Gray, but by no means based there. While we~watched
the North Carolina RMP also increased the power of its Regional Advisory
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Group by giving it policy and review functions. Changes were also proposed
in the makeup of the Association, shifting membership in the Association

from the medical schools to the universities themselves, authorizing forma-
tion of area-wide study groups and including the Dean of the University of
North Carolina School of Public Health on the Board of Directors, along

with other influential people. All this seemed to us to constitute or
recognize a broadening or changing of the RMP constituency, in response

to valid pressures from outside the original (medical school-medical

society) constituency. By the time of our study in late 1968 and early

1969, the RMP was also making active efforts to find valid methods to in-
volve community hospitals in its work. There was also growing interest

in involving local practitioners., It seemed to us that steps would con-
tinue to have to be taken to prove RMP's openness and willingness to res- -
pond constructively to strong "outside'" groups asking to be recognized

and that this process could well continue indefinitely, with different

groups successively becoming the principal current focus of RMP energies.,
Because so many action possibilities exist -- eg., project money, committee
membership, RAG membership, Board membership, access to core staff support ——
groups might differ greatly in what they wanted or in what they perceived

as evidence of being included in the RMP constituency.

We came to view the inclusion of other people in the activities
of RMP not so much as an expansion of RMP's activities, but rather as a
shift involving a changing cast of characters, including partial disengage-
ment from those who had previously been central to the program. We have
likened this shifting process to a wave cresting at the point at which
RMP becomes involved with and connected to a changing set of people and
institutions, depending in part on who has clamored most loudly and worked
most éffectively to obtain RMP's attention and in part on where energy
exists of interest to RMP. With limited funds and manpower, RMP has enough
resources to be actively working with only some of the people and institu-
tions and issues concerned with medicine and health care at any one time.
-As a result, there will always be a number of physicians, health care of-
ficials, and other people aware of RMP who feel that they have not yet
been touched by the program. In North Carolina for example, we frequently
heard that the RMP, to that time, has "done nothing to help the practicing
physicians.'" The first opportunity to involve significant numbers of local
practitioners in the work of RMP came through the area-wide planning or
discussion groups set up as a result of a tentative sub-regionalization
pattern proposed by Dr. Harvey Smith (who did the initial North Carolina
demographic and health care resources study.) The data and interpretations
developed by Dr. Smith provided both a rationale and a focus for these
groups. It must be said, however, that what we perceived as involvement
was not necessarily perceived by local practitioners as being done in
their behalf. For many of them, a feeling of commitment to and involvement
in, RMP work, would obviously still be slow in coming.

In terms of the life and vitality of the North Carolina RMP, it

seemed to us likely, and probably also desirable, that the central consti-
tuency of RMP keep changing. We further postulated that if the RMP were
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"captured" permanently by any one group or set of groups, then it would
probably lose its ability to relate to others and thereby fail to respond
to significant current health problems which might be represented by a
prospective constituency. The need to (1) become relevant to particular
people, groups, and problems, and consequently, (2) allow for continually
changing relationships in order to involve new people, groups, and problems,
together imply a rather delicate balancing act of enough importance in
itself to constitute a central task of the local program coordinator.

We view the Regional Advisory Group as having a unique role to
play in this shifting constituency process. In North Carolina, we were
frequently told by RAG members that they felt they had little or no power
with respect to policy formulations for the direction of the RMP. They -
saw themselves as useful for project review and for receiving reports from
the Board of Directors, but felt, at least initially, that they could do

- relatively little to influence the course of the program., Later, as we

" have noted, the North Carolina RMP moved to strengthen the RAG by giving

" it the job of reviewing and commenting on policy decisions made by the

- Board of Directors. But the RAG seemed to us to serve even more importantly
as a kind of intermediate staging area for newly emerging interests and
groups to which RMP needed to relate, and which needed to discover how
RMP could serve them.

C. IMPORTANT REALITIES IN THE RELATIONSHIPS AMONG PHYSICIANS AND MEDICAL

INSTITUTIONS, OFTEN EXPRESSED IN A "HOPSCOTCH" OR 'CHECKERBOARD" PATTERN

OF REFERRALS, MAY HAMPER REGIONALIZATION ALONG LINES OF THE CENTER-PERIPHERY
- MODEL AND OBLIGE RMPs, AS ONE OF THEIR CENTRAL TASKS, TO FIND ALTERNATIVE

MODELS.

In parts of North Carolina (as elsewhere), referral patterns
tended to be based in part on the fear of physicians that if they referred
patients to nearby specialists (10-100 miles away), particularly those en-

- gagedin the more general medical specialties, they could readily lose the
patients. To guard against this, physicians tended to send referrals to

- medical specialists located some distance away from the referring physician.
The resulting referral pattern looked to us more like a checkerboard or
a hopscotch grid than a hub and spokes pattern. We saw this most clearly

~in the referral patterns between the State of Franklin and the City of

- Charlotte, located over 100 miles as the crow flies from the eastern edge

~of the State of Franklin. .The City of Asheville is much closer to the

- State of Franklin, but referrals tended to bypass Asheville because in
the opinion imputed to doctors in the State of Franklin by respondents
there (medical and otherwise), "If you refer to Asheville, you don't get
your patients back."

A report prepared by the Area I Study Committee set up by the
North Carolina RMP, which covered the 17 western counties in North
Carolina, acknowledged that there was a "communications barrier_between
- physicians practicing in the Asheville-Buncombe area and the remainder
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of Area I (State of Franklin)." The Area I Committee, on the grounds that
it represented the entire Area I which included Asheville, offered to

'gerve as a continuing mechanism for breaking down this barrier.

Similarly, in Area III we were told of the threat which Mecklenburg
County physicians, particularly those affiliated with Charlotte Memorial
Hospital, were perceived as posing to physicians in the surrounding counties,
and of the defensive attempts on the part of at least one group of physicians
to form a five-county association around a nearby community hospital. The
RMP Area III Study Committee, while acknowledging substantial differences

in geography, economic conditions, and medical services available in various
parts of the Area (which encompassed 16 counties in the southwestern part

of the state around Charlotte) nevertheless acknowledged the need to plan :
cooperatively and to identify health care needs on an area-wide basis.

We speculated that without change processes stimulated from out-

-side, the checkerboard referral patterns would persist. We further specu-

lated that their persistence, together with the reasons behind it, would
tend to preclude regionalization in the form of the major center linked to
its periphery. By the same token, we suspected that the establishment of

- sub-regions by the RMP explicitly for the purpose of creating a "regional
- hospital" as the center of the sub-regional referral pattern would probatly

not be accepted by either hospital or physicians, evenif the RMP were
authorized thus to anoint a hospital. To the extent that checkerboard

referral patterns exist more broadly in the United States they represent

part of the reality of which RMP needs to be aware, for they affect the
kinds of regionalization efforts that will be possible for RMP.

Th e sub-~regions (numbering six in all) were delineated in 1968

_as the result of a two-year study conducted by Dr. Harvey Smith and his

associates at the University of North Carolina. Dr. Smith asserted that

'North:Carolina divided itself "naturally" according to the data into six

sub-regions or service areas, Using the data for sanction, the RMP formed
the committees mentioned above to consider the implication of Dr. Smith's

data and to plan for the more effective delivery of health services in
. each service area. Each committee met and prepared a summary report to

the RMP outlining the needs it perceived in its area. At least two of
the area committees (Area I and Area III) indicated a desire to continue

- in operation at the time of filing their report. Other area committees

either saw no reason for continuing their existence or suggested different
patterns of area delineation. The Area II Committee, for example, felt

~ that the Area artificially combined three rather distinct sub~areas with
very different economic and medical characteristics and problems. The Area
"V Committee felt that "no functional unit could be created out of sub-

region five."
Clearly, there was some resistance to the perceived imposition
of a series of sub-regional center-periphery structures by RMP in North

Carolina, even though the entire exercise was very clearly billed as sub-
regionalization for data amnalysis and planning purposes only, Clearly,
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too, if regionalization processes were to amount to anything, they must
take account of such resistances. A form of "regionalization' that
honored existing patterns might have more success than one, however
reasonable, imposed from outside.

D. THE ASSUMPTION ON WHICH THE CENTER-PERIPHERY MODEL IS BASED--THAT
MEDICAL EXCELLENCE IS LARGELY CONCENTRATED IN ACADEMIC MEDICAL CENTERS--
I3 WIDELY REJECTED OUTSIDE THESE INSTITUTIONS.

As one physician puts it, "The university medical centers can
legitimately claim excellence in certain kinds of disgnosis and treatment
of disease, depending upon the specific people at the university, but -
it cannot claim superiority across the board. In our hospital we can
provide care similar in quality, scope, and content to the university
medical center. Why, therefore, should we refer patients to the university?"

One fairly large community hospital, in particular, rejected the
notion of being adjudged peripheral to the nearest university medical
center, and actively set about to establish itself as a major referral
center. It claimed that its substantial teaching program and comprehen-
sive facilities made it equal, in essentially every way, to the university
medical centers. '

It must be stressed that there was no across-the-board derogation
of the competence or excellence existing in the three university medical
centers, and, in fact, each medical center was acknowledged by at least
some of the people with whom we talked as being genuinely expert in one
or more of the categorical diseases, Nor was it denied that there existed
practicing physicians who simply dispensed "aspirin and sulpha drugs,"
and who might, in the opinion of their colleagues, need retraining. But
the concept that concentric circles of excellence or competence radiate
out from the university medical centers gained no additional acceptability
from the mere fact that a regional medical program now existed.

- E. EVALUATION OF RMP IS AN IMPORTANT, BUT IMMENSELY DIFFICULT AND MANY-
FACETED UNDERTAKING. -

At the time we began our North Carolina visits, we had not yet

- developed a positive theory of evaluation, although we did have some hypo-
theses about the need for different points of view and the need to evaluate
the ongoing processes in a region as well as whatever tangible results
were forthcoming from those processes,

During the time we spent in North Carolina, several parallel
efforts were under way to develop the outlines of a general evaluative
scheme; these led to the concept of various levels of evaluation related
~ to the impact of RMP on different aspects of the health care system and,
- ultimately, on the health of people. We were fairly well convinced that
simple indicators such as measures of mortality and morbidity in the cate-
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gorical disease areas would be grossly inadequate as the basis for asses-
sing RMP's performance, given both the length of time required for measur-
able change in those indices and the complex of factors affecting or
potentially affecting them which were not directly related to RMP activity.

In the absence of a well-developed evaluation framework of our
own, we attempted to be alert to the kinds of evaluative activities actually
taking place in the North Carolina RMP. Individual project applications
were reviewed by the categorical committees, the Board of Directors, and
the Regional Advisory Group for content, appropriateness for RMP funding,
and amount of funding desirable. Each project application had a general
evaluative section but, at the time of our visit, no formal process was
yet established to review progress of specific projects or to asses their
results in any systematic way. (Bear in mind that active projects had been
funded only a few months earlier.)

But evaluation of specific projects was only a part of the picture.
Much of the RMP activity on which core staff and other interested people
focused took place outside of the project context, strictly defined. Meet-
ings of the RMP Advisory Group, Board, and committee, for example, were
bringing together the health interests of the states. Core staff activi-
ties in the State of Franklin were affecting institutional relationships
in that part of the region. Area planning committees were being convened
to assess health care problems and to propose steps to deal with those
problems. '

Discussion and, presumably, evaluation of these activities
seemed to be the task of the Board of Directors, and principally in the
Executive Committee of the Board, functioning very much like boards and
executive committees everywhere. The evaluation was usually limited to
discussion of reports from the RMP Coordinator and others.

The Coordinator and other members of the Board were acutely
sware that more systematic evaluation was needed, but at the time of our
visit, no significant, explicit retrospective evaluation effort was being
made either of projects or of the program as a whole. The schemes pro-
posed up to that time were expensive and did not seem to accomplish
measurement of anything important. -

F. ;THE VIEW OF WASHINGTON TENDS TO BE REMOTE.

Except for Dr. Musser, few RMP people in North Carolina ap-
peared to know the national staff, to be aware of its functions, or to
see much advantage in connecting with it. The newness of RMP at the
time, the distance between DRMP and the Region, and the vagueness of
function at both levels all made it difficult for the North Carolina
people to see much obvious advantage in connecting with DRMP. To some
extent, this communications gap between national and local levels was
evident in most of the RMPs visited.

1I-10

Arthur D Little Inc.




There was little doubt that some individuals kept their eyes on
the Washington scene for signs of policy change, for rumors of new pro-
grams, for indicators of how best to qualify for grants. If the admin-~
istrators of mountainside hospitals felt remote from the processes of
research grantsmanship, others had made it their business to learn these
processes. However, this was a matter of individual initiative; it did
not represent full and close communication between the regional and
national components of RMP. As a result, there was too much uncertainty
on what RMP was all about on the part of many RAG members, most of the
core staff as it then was, and (of course) most particularly those whose
participation was being courted.

We have recently spoken again with some people in the North

Carolina RMP, who report that communications with Washington nave
improved. Our impression is that this is also true in other RMPs.
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ITI. THE NEW JERSEY RMP

Our work in New Jersey was more recent than that in North

Carolina, but even so it is now a year and a half old. Thus, the chief
interest it holds for this report is, again, not the details of the pro-
gram but the general conclusions we were able to draw from them. In

New Jersey we found conditions that did not appear to favor a successful
RMP, and an RMP that appeared to be moving ahead anyway. We attribute
its progress to its readiness to take the initiative in identifying the
Region's problems in health care delivery and mobilizing energies to
attack them.

A. THE ENVIRONMENT FOR RMP

New Jersey is a heavily populated state squeezed between the
two great metropolitan centers of New York and Philadelphia, for which
it serves as an outsize bedroom community. Its industry is largely
absentee-owned and controlled. Natives wryly refer to it as a barrel with
a bunghole at each end.

There now seems to be a ground swell in New Jersey for "statehood"

-— greater self-sufficiency within the state in all things -- and there
is talk everywhere of the need for pulling together. This is more than
just a cry for increased regional -- as opposed to federal —- control over

the deployment of public funds. There is a sense that identity as a
forward-looking state will improve life for all. Whether this will catch
hold is not yet clear, but it presents a potentially promising background
for the New Jersey RMP and is a theme heard frequently in conversations
about RMP.

Medically, also, New Jersey has in the past been relatively
unexciting. There are many powerful doctors in the state, but a large
proportion of them spend their professional lives in institutions like
Columbia Presbyterian Hospital in New York or the Children's Medical
Center in Philadelphia. Most of the rest devote their primary attention
to the middle-class white residents of suburban towns.

In terms of a center-periphery model of medical resources,

New Jersey would seem to be a poor prospect for regionalization; it could
be described as consisting mostly of .a strong, but not always united,
"periphery." The two medical schools in the state (which were recently
merged at the urging .of the Governor) have been desperately trying to

gain a foothold in the established academic and medical community during
the past few years. Much too young to have a great deal of momentum in
their struggle for quality, they have been too poor to rise strongly above
political forces in the State Government and equally weak in facing
existing medical and academic institutions.

Against this background, the Medical Society of New Jersey has
been an important factor in medical circles. Leadership in the Society
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has been one of the most obvious ways for a physician to attain pro-
fessional recognition in a state where positions of status are in short
supply. Men have moved up to positions of leadership by building the
personal respect of their peers. This takes time and, in the nature of
things, encourages conservatism. The conservatism is intensified by the
understandable fear of solo practitioners —- removed by the pressures of
their daily work from the central political scene -- that someone in ,
government might "put something over" on them. Thus, when the New Jersey
RMP was started, the Medical Society can be believed to have been at least
skeptical of what its impact would be.

There has been a very strong tradition of self-sufficiency in
the many hospitals of New Jersey. Most of the hospitals have done very
well and grown in their independence as middle-class institutions. This
tradition of independence has been particularly marked in South Jersey,
a primarily rural (except for Camden) area which was for many years
largely ignored by the rest of the state, from the viewpoint of medicine.
Bince the end of World War II, the New Jersey Academy of Medicine, the
continuing education branch of the New Jersey State Medical Society, has
spent a lot of time trying to extend its influence to the southern counties.
However, we were unable to find evidence that the Academy's program was
having much impact, north or south.* South Jersey to this day remains in
a medically ambiguous position, claimed by both the New Jersey RMP and
the Greater Delaware Valley RMP centered at Philadelphia. On the one hand,
it is pulled toward Philadelphia by its o0ld school ties and its proximity;
pn the other hand it is pulled toward the rest of New Jersey by law,
licensure regulations, and a natural repugnance to being seen as dependent
on Philadelphia in a town/gown relationship.

‘ Public interest in medicine in New Jersey extends through several
agencies, whose aggregate power is considerable. In recent years most of
them have had good leadership. The Department of Institutions and Agencies
licenses hospitals, oversees the distribution of Hill-Burton funds, sets
standards of various kinds in health care institutions, and is responsible
for public assistance, child welfare, and mental health. The New Jersey
Department of Health is engaged in environmental health, food and drug
Bupervision, student and camp health, sanitation, chronic disease manage-
ment, communicable disease control, blood banking, and quality control of
laboratory services. It administers Medicare and Comprehensive Health
Planning. The Department of Education is responsible for medical schools;
and the Department of Law and Public Safety has a number of regulatory
functions, including the registration of pharmacies. With strong attention
now being given to poverty areas, the New Jersey State Department of Community
Affairs has also become a force to reckon with in handling health care
problems.

*

As of 1969, when we were in New Jersey, the Academy seemed still_to be
heavily dependent on the road-show, lecture system of continuing education,
though aware of and experimenting with other approaches.
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New Jersey has 568 muaicipal health officers and 21 county
health departments. The municipal health officers, largely laymen,
exercise considerable political influence because of a strong home-rule
tradition in New Jersey.

Since the Newark riots of 1967, HEW and HUD have funded a number
of programs in New Jersey's city ghettos, many of them related to health
care. When these are added to the programs of state and local agencies,
it becomes obvious that anyone who tries to set up new medical relation-
ships faces an unusually formidable array of political forces in addition .
to the vested interests of the private sector.

B. BEGINNINGS OF THE PROGRAM "

In early 1966, Dr. Roscoe Kandle of the State Health Department
called together leading figures in the health field to consider the desira-
bility of applying for approval of an RMP planning grant for New Jersey as
a Region. Included in the discussions were key figures from the State
Medical Society, the two medical schools, and interested departments of
the State Government.

Following the hearings leading to Public Law 89-239, there was
a widely shared fear in medical circles that somehow the Regional Medical
Programs might be used to '"make over'" medicine in a socialized mold. We
were told by members of the State Medical Society that this fear was strong
in New Jersey and dominated the Society'’s attitude in assuming the leading
role it chose to play in the early development of the RMP.

The New Jersey RMP received its initial planning grant effective
July 1, 1967, and Dr. Alvin A. Florin was named Coordinator shortly
thereafter. The environment in which Dr. Florin sought a strategy for
making the RMP worthwhile has been described; to summarize, it was characterized
by:

o A widely shared feeling that "statehood".would produce big rewards
for everyone in New Jersey, with a corresponding resistance toward
being dependent on either New York City..or Philadelphia.

o A preponderance of solo practitioners, working largely with the
white middle class in suburban _towns. .

o Young, poorly financed medical schools having difficulty finding
.their place in the sun.

0 A conservative Medical Society whose support was indispensable
for any action the doctors might be asked to join in on.

o Vigorously independent, competitive hospitals.

o Claims on South Jersey by both the Greater Delaware Valley and
the New Jersey RMPs, with little obvious interest on the part
of either.
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