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L. INTRODUCTION

This report has been prepared jointly by Arthur D. Little, Inc.
(ADL), and the Organization for Social and Technical Innovation (0STI), both
of Cambridge, Massachusetts, from work done under contract PH-43-1014 with
the Division of Regional Medical Programs, DRMP, since replaced by the
Regional Medical Programs Service (RMPS)* The study which began in July of
1968, was to be a 2-year comprehensive analysis of three central aspects of
the Regional Medical Program:

(1) The concept of regionalization as it applies to ther Regional

Medical Program and elsewhere in other Govermment and non-—

Government programs. -
(2) The evolving relationship between Regional Medical Programs

Service in Washington and the individual Regional Medical

Programs.

(3) The need to develop a comprehensive framework for evaluating
the Regional Medical Program at both the national and regional
* levels.

The contract also required us to consider the applicability of
program planning and budgeting systems (PPBS) and other economic cost/benefits
analyses to RMP. Early in the study, responsible officials of RMPS agreed
with us that these deserved only secondary attention. The reasons are
pointed up in Appendix A to Volume II, which deals with this subject.

Finally, we were required to look rather broadly at other re-
gionalizing experiences to see whether they might provide clues for RMP
development. The limited findings of this investigation are given in
Appendix B to Volume II.

We have chosen to present our report in three separate volumes.

Volume I -- Summary -- presents a concise overview of the Regional Medical
Program. Volume II - Background, Regionalization, Facilitation, Evalua-
tion, and Relationships -- discusses regionalization processes, strategies

of planning and action, a unique approach to evaluation in a scheme of
systems transformation, and finally the basic relationships between RMPS

and the regions themselves, and the outside community. The volume also
contains three appendices. The first concerns program planning and bud-
geting for RMP; the second is a brief paper on regionalization efforts
outside the Regional Medical Programs; the third presents in table form

roles and functions of various relationships among those in the RMP system.*%*

* The change accompanied a major reorganization of HEW health agencies in
June, 1968,

** To orient the reader who may not read all of this report, the Introduction
is reproduced in both Volume I and Volume II.

'
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VolumelIlIIl presents descriptions of five regions operating within
the RMP structure; viz., North Carolina, New Jersey, Greater Delaware
Valley, Northlands, and Memphis.

A. CHANGES IN RMP AND ITS ENVIRONMENT DURING THE STUDY

During the two years in which the study was in progress, many
developments have occurred both in the Regional Medical Program itself and
in the larger societal context. The main areas have concerned:

(1) shifting societal values toward more concern with the peor,
with the environment in which we live, with the costs of health
care, and with the need for local initiative as a way of
obtaining genuine commitment and action.

(2) There has been a growing sense in our country of the need to
rationalize, supplement, or otherwise improve health care
delivery in the face of indications (reflected by comparisons
such as infant mortality and life expectancy figures) that
the delivery of health care in the United States, in spite of
renowned medical education and reseatch institutions, is not
adequate, particularly for those who cannot afford medical care
at prevailing rates. Many people believe that the solution
lies in the evolution of a more effective pattern of health
care delivery within the present system; others, seeing no
Lope for the present system, are pressing hard for more
radical solutions. Meanwhile the demand for health care
grows at a fast pace.

(3) There have been many changes in personnel in the Regional Medical
Programs Service (RMPS) and its parent, the Health Services and Mental
Health Administration. Dr, Marston, the first Director of
the Division Regional Medical Programs, left to head up the
Health Services and Mental Health Administration and then al-
most immediately thereafter to head NIH. Other people such
as Karl Yordy, Deputy Director, DRMP; Steven Ackerman, Chief,
Planning and Evaluation Branch; Daniel Zwick, and Maurice )
Odoroff, Special Assistant for Data and Analysis, have left
RMPS. Also departed are Dr. William Mayer, Chief, Continuing
Education Branch:; his successor, Dr. Alexander Schmidt; Dr.
Michael Manegold, Associate Director, Division of Professional
and Technical Development; and Mrs. Martha Phillips. Recently,
both Dr. Joseph T. English, the second administrator of the
Health Services and Mental Health Administration, and Dr.
Stanley W. Olson, the second Director of the Regional Medical
Programs Service, have left as well.

| During 1968 and 1969, RMPS, along with other Federal

| agencies, experienced a severe personnel freeze, which left
| the Regional Medical Programs Service unable to add quali-
| fied staff during a period of rapid program expansion. In
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part, to compensate for this development. the Chronic
Disease Control Program was transferred to the Regional
Medical Programs Service in the hope that some of the
energies and talents of its people could augment the human
resources available to the Regional Medical Programs. Un-
fortunately, the process of acquiring and integrating the
Chronic Disease Control Program consumed an unexpectedly
large amount of the time and energy of top'RMPS people.
Thus in terms of personnel, capacity, and program management,
the shift was for many months a net drain.
t

(4) Over the past two years, the individual regions have evolved
and matured considerably. Many have taken on new forms of -
organization as the dimensions and needs of the program be-
came clear. All but one of the fifty-five have now moved
from the planning stage to full operational status. The
concepts of the nature of a region, its function, and the
functions of the regional core staffs have evolved considerably.
Two developments are of special note:

A marked shift in emphasis has occurred in some
Regional Medical Programs from primary concern with
the categoriéal diseases, continuing education, and
technological transfer to the functions of a health
system change agent -ultimately affecting (although
not delivering) primary care. From this shifting
view, projects can be both desirable activities in
themselves and vehicles for collaborative efforts
leading to desirable systems change.

RMP has emerged as the only authentic organization

on a national scale for "connecting up" the Federal
government with the medical establishment and particularly
the practicing physician.

(5) Finally, the past two years have been marked by increasing
fiscal constraint, manifested .in many ways including the per-
sonnel freeze mentioned above. During the early stages of
the program, more money was available than could be usefully
spent considering the amount of time needed for the regions
to get organized and plan before "going operational." But
as more regions came on stream and built needs for more
funding, the financial situation tightened to the point
where there were, as of June 30, 1970, about $30 milliom
in approved but unfunded projects. In other words, a
reasonably clear balance between funds available and the
need for funds has never really been achieved and maintained.
The current deficiency of funds to support even completely
approved (and therefore presumptively worthwhile) projects
has added a substantial element of uncertainty to the con-
fusion of newness and its accompanying lack of positive
program definiticn.
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In the Table on the following page there is a summary of the
authorizations, appropriations, and amounts obligated from the beginning
of the program through fiscal year 1970. Also shown is the rate at which
regions entered the planning stage and became operational. It can be seen
from this Table that all but one of the regions has now gone operational.
What does not show in the Table is that the amount of funds approved by
the National Advisory Committee exceeds the amount of grants because the
amount available for obligation would not permit full funding.

B. METHODS USED IN THE STUDY

S

To carry out this study, the ADL/OSTI team interviewed people
both within RMP and in the medical field outside RMP. We interviewed staff
at all levels of HSMHA and NIH, congressmen and congressional staffers, and
experts on special aspects of health and health care delivery.

0f central importance to the study were the investigations under-

taken in the field to give us an understanding of processes and problems in
the individual regions. ADL and OSTI staff visited 18 regions in all. Of
these, four.were chosen for intensive study of 8 to 12 man-weeks each.- These
regions were Greater Delaware Valley, New Jersey, North Carolina, and North-
lands. In these regions we sought as much information and as many points of
view about RMP as we could find, including the reactions of those engaged in
the program, those who know little or nothing about it, and even those known
to be outspokenly opposed to it. We engaged in frank and open discussions
with:

(1) Practicing physicians, nurses and other medical professionals,

(2) Representatives of medical societies and nursing associations, -

(3) Deans, department heads and other professional staff of
medical schools and schools of public health,

(4) Hospital administrators and directors of medical education,
(5) Administrators of extended care facilities,

(6) Directors of hospital planning councils,

(7) Representatives of voluntary health agencies,

(8) Directors of state and areawide comprehensive health planning
agencies,

(9) staff of OEO, Model Cities, Neighborhood Health Agencies, and
the like. :
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Budget and Grant History
(Dollars in thousands)

FY 1966 FY 1967 FY 1968 Y 1969 FY 1970
Authorization———————- $50,000 $90,000 $200,000 $65,000 $120,000
Appropriation:

grants ——————————e 24,000 43,000 53,900 56,200 73,500
Amount available
for obligation *-- 24,000 43,934 48,900 72,365 78,500
Amount obligated -
grants——————————__ 2,066 27,052 43,635 72,365 78,500
Regions in:
Planning Status
New- 7 41 6 1 -
Total 7 48 54 55 55
Operational Status
New-- 0 4 18 19 13
Total 0 4 22 41 54

* Includes carryover amounts
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Within the RMP offices, we interviewed:
(1) RMP coordinators and their staffs,
(2) Members of Boards of Directors and Executive Committees,
(3) Members of RAGs and sub-regional advisory groups,

(4) Key participants in task forces engaged in solving a
wide variety of problems,

(5) Project leaders and participants.

In connection with RMP-interviews, we reviewed operational plans,
reports of activities (including projects), budgets of both core staffs
and projects, minutes of policy-making boards, and internal staff memoranda.
We also attended meetings of boards of directors and other executive boards,
RAGs and sub-regional advisory committees, core staffs, and task forces.

In addition, the ADL/OSTI team visited 14 other regions for short
periods: Alabama, Arkansas, California, Connecticut, Georgia, Intermountain,
Towa, Maine, Memphis, New Mexico, Northeast Ohio, Northern New England, Tri-
state, Western Pennsylvania.

Volume III of this report describes five of the BRMPs visited: the
four selected for detailed study, plus Memphis, which proved to be of special
interest.

During the course of this study, we met at frequent intervals with
the people in RMPS in Washington to appraise them of what we were doing and
thinking, and during the latter months of our work we involved them in our
field trips. We are grateful to them and to the individual regional co-
ordinators, RAG members, core staffs and others for the support, cooperation,
and the generous contributions of time they gave us.

The membership of the ADL/OSTI team included: from ADL, Philip
Donham (project leader), Diana Beatty, John Bruckman, James J. Dunlop,
Homer J. Hagedorn, Edward M. Kaitz, Moshe Katz, James Mitchell, Alexandra
Walcott, and N. Conant Webb, M.D.; and from OSTI, Ralph Muller, Evelyn Murphy,
Gerald Rosenthal, and Donald Schon.

C. PERSPECTIVES ON RMP

We attempt in this report to bring to the surface the realities
that RMP people talk about when they are off the record and not preoccupied
with procedures. When the National Advisory Council and the Review Committee
put their papers aside, they are concerned with who has captured the program;
what is the price of involving some particular community or institution;
what are the health politics of an area -- in terms, for example, of such
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issues as private and public medicine, academic and private practice --
and where the power is. The national staff and the National Advisory
Council and Review Committee informally evaluate regional programs in
terms of these issues.

We have interpreted the work statement to include an invitation
to say what we believe RMP should be in light of the activities actually
going on in RMP, and in light of emerging national health issues. For
us, these realities organize themselves into a theory asserting RMP's role
as an agency assisting "systems transformation" in the delivery of health
care. While this assertion is found principally in the chapters on
regionalization and facilitation, some perspective concerning it is neces-
sary at the outset of this report. We studied RMP at a time of national -
transition. -

1. Three Views of the Program

We saw three principal positions taken:

(1) With the history of NIH, it was easy and accurate for
* a number of the national staff to regard RMP entirely as
a grant program in the NIH mode.
(2) Others sought "strong central leadership," a view that had
consistency with the notion that the headquarters of a Federal
program ought to administer the program (and eventually would
because all Federally operated programs turn out that way.)

(3) The third view, more amorphous, emphasized the notiom that
RMP was somehow "about change."

Many saw RMP as a combination of (1) and (3) -- a program of
local initiatives to bring about change, supported by a familiar grant
mechanism. Everybody could agree that in some sense RMP was a ''change
agent." Those who took the concept of the grant program or the concept
of the administered program as their principal position could still see
that RMP was affecting the relationships among components of the health care
system, Few in DRMP, however, seemed to regard change-agentry as the
essence of the program.

2. RMP as a Change Agent

During the two years we have worked with the program, there has
been considerable change in the viewpoints of people espousing all three
positions., Though the grant program exponents continue to favor a hands-
off view with respect to the regions, there is no question that they see
many differences between a grant program under NIH and a grant program
under HSMHA. Not only does project content have to change, but the criteria
used in grant review must also change; and they change in the direction of
many of the criteria one might use if one were trying to shape RMP to be
literally and exclusively a change agent in the health care delivery system.
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Similarly, some of those in RMPS who favor central leadership and who

want to respond positively to what they perceive as regional requests for
direction are now more clearly aware that whatever happens will happen in

the regions. They are coming to view central direction as guidance, enabling
the regions to produce strategies, to think in programmatic terms rather than
project terms, and to deal with the local issues of the health delivery system.
These shifts in viewpoint seem to show a convergence toward the feeling that
RMP is in fact a change agent, though one constrained by the historical
process by which RMP was created, the terms of the legislation authorizing
the program, and the beliefs, interests, needs, and capabilities of the
constituency available to it. We see RMP as a program about change, whose
essence lies in soclal and institutional change processes, and not one for
which these processes are merely incidental. The central aim of our report
is to present this view of RMP, with its implications for the future shaping
of the program. The administrative machinery available to the division,
however, is that of a grants program or a centralized government program;

as a result it is historically easier to view RMP as a program about change
within one or both of these structures. We wish this report to suggest

that RMP can be explicitly modeled on a third basis that in our view would
be more completely consistent with the pattern imposed by its legal con-
straints and the emerging health issues of the 1970's.

This report is a still picture of what is essentially a moving
target. It thereby suffers from at least two limitations. First, it cannot
adequately convey the sense of motion and change which characterizes the
Regional Medical Program. Second, it cannot really convey the diversity of
viewpoints, the drama, and the differences in development among the many
regions. The report does, however, detail our findings and conclusions in
the three main areas of investigation -- regionalization, relationships,
and evaluation -- and further tries to convey a sense of what the Regional
Medical Program was, is, and can become.
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II. BACKGROUND TO PL 89-239

A. TFORCES SHAPING THE REGIONAL MEDICAL PROGRAM

The enactment of PL 89-239 reflected some trends that had been
developing for a long time. These trends had to do with the concept and
practice of regionalization, the role of medical research and the research
establishment in the United States, changing public attitudes and values with
respect to health and health care, the general nature of the medical care
system in the United States, and the national political situation in the
United States in the 1960's.

¢

1. Regionalization

—

For decades, a succession of American public health leaders has
been urging regionalization of health services. These leaders have deplored
weaknesses stemming from what they call the fragmented nature of our health
care system, the lack of connection among community hospitals and between
them and the major teaching centers, and the independent and entrepreneurial
nature of practicing physicians.

In most discussions and reports of commissions dealing with
regionalization, the concept of regionalization under discussion has been a
center-periphery system built around major medical school-teaching hospital
complexes, with links between these and the community hospitals for teaching
purposes and for referral to the teaching center of the more difficult cases
that community hospitals could not handle. Over the years, a variety of
reports have come out urging regionalization and continuing education for
physicians built on this model. Among these reports, some are cited with
particular frequency: the Lord Dawson report of 1920 in England; the findings
of the Commission on the Costs of Medical Care of the early 1930's; the

‘Dryer Report of 1962, Lifetime Learning for Physicians; and the Coggeshall
Report, Planning for Medical Progress Through Education in 1965.

There have been several reasonably successful and highly publicized
examples of such regionalization, which have served to provide empirical
support for the theoretical regionalization model. The examples used in the
books about "regionalization' are repeated over and over: the Bingham
Associates plan linking the Tufts New England Medical Center with community
hospitals in Maine; the Albany Regional Hospital Program linking the Albany
Medical College with five hospitals in New York State and Massachusetts
for post-graduate medical education and consultation; the Rochester Regional
Hospital Council linking the School of Medicine and Dentistry of the University
of Rochester to 18 hospitals in the Rochester area for joint planning, joint
operation, and teaching; and the Hunterton Medical Center in New Jersey,
which joined with the NYU School of Medicine for teaching and referrals.

Two major examples, often proposed as models for regionalization,
come from the Armed Forces. These are the military hospital system and the
Veterans Administration hospital system. The military rationale calls for
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battle casualties to be treated at forward stations, with the severe cases
being sent to intermediary or base hospitals. The VA hospitals some years
ago linked with medical schools in order to serve systematically as teaching
hospitals for those institutions. Also, within the Veteran's Administration
hospital system, there are selective referral patterns; for example, in
Boston the Roxbury VA hospital takes care of all the spinal cord injuries

in the New England VA region by referral.

These examples are not intended to constitute a prehistory of
regionalization in the medical care system. Once regionalization has
happened it will be possible to identify the significant precedents and
contributors. But these examples do serve to point up two widely held
opinions with regard to the practice of medicine and delivery of health
care: (1) that academic medicine (medical faculties and large teaching
hospitals) must be directly involved in important changes in medical practice
and organization, and (2) that the system should relate specialized resources
at medical centers to less specialized peripheral institutions.

The examples listed all involve the actual or proposed deliberate
creation of institutioms. Such institution-building attempts are by no means
new; they take place all the time in every branch of American life —— .
religion, business, municipal organization, education, and family or
communal life. However, the great majority of such experiments die with
the initial enthusiasm of their advocates or are exhausted with the resources
that first support them.

These examples share still another characteristic. They are
attempts to create a "public" medicine. They by no means all depend upon
any sort of govermmental control or sanction beyond those already imposed on
private medicine. But they are all attempts to create connections between
patients and physicians that take account of broader relationships between
people and the institutions that care for them.

Proponents of regionalization in the health care field have long
been convinced that federal legislation is needed to bring it about. This
conviction was frustrated in the actual form taken by the original Hill~-
Burton Act, which provided matching funds for hospital construction, based,
presumably, on a regionalization plan. The Hill-Burton program was to be
the first in a series of legislative acts recommended initially by Surgeon-
General Thomas Paran in 1944 and intended to rationalize the health care
system along lines based on his understanding of the Bingham Associates
program. However, in the view of regional health planning proponents, the
Hill-Burton legislation (or its eventual administrative interpretation)
accomplished little if anything in the way of true regionalization, succeeding
only in dotting the landscape with small community hospitals. The more
recent trial and failure of many of the voluntary local hospital planning
councils (most of which have as their mission to coordinate planning among
hospitals in a particular area so as to avoid costly duplication of services)
leaves the situation unchanged.

Nevertheless, the idea of regionalization persisted. Coordination
among hospitals, linkages witk university medical centers, and graded levels
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