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PREFACE

The January 1968 Conference-
Workshop on Regional Medical Pro-
grams, the proceedings of which are
reproduced in these two volumes,
was significant in origin, content and
purpose, and marked a milestone in
the development of Regional Medi-
cal Programs.

Growing out of a specific request
of the Program Coordinators at their
meeting in June 1967, this meeting
was planned by the Steering Com-
mittee of Coordinators under the
Chairmanship of Dr. Stanley W. Ol-
son, Program Coordinator of the
Tennessee Mid-South Regional Med-
ical Program. Its purpose was to pro-
vide those directly involved in the
development of Regional Medical
Programs the opportunity to ex-
change ideas and information which
would be of benefit in the further
implementation of their programs at
the regional level. The focus was on
what Dr. Lowell T. Coggeshall in his
summary paper called “the emerging
substance” reflected in the on-going
activities in the regions, particularly
as they related to the key issues of
this program, the quality and avail-
ability of health care for heart dis-
ease, cancer, stroke, and related
discases.

To achieve these goals the Steering

Committee invited all regions to pre-
sent papers on regional activities and
ideas; to submit exhibits which could
be viewed and demonstrated; and to
participate actively in panel discus-
sions. This invitation resulted in the
presentation of 60 representative pa-
pers and more than 40 exhibits. Fur-
thermore, virtually every invited
speaker accepted the opportunity to
discuss the major issues of the Con-
ference-Workshop.

The University of Mississippi Med-
ical Center and the Stanford Univer-
sity School of Medicine kindly grant-
ed leave to Dr. John A. Gronvall and
Mr. Robert G. Lindee, respectively,
to act as Conference-Workshop Co-
chairmen. These two men established
and directed the Conference Office
located in the Division of Regional
Medical Programs at the National
Institutes of Health in the months
preceding the Conference-Workshop.
Other outside consultants who con-
tributed richly to the success of the
program were Mr. Greer Williams,
who worked on the actual publica-
tion of these Proceedings from the re-
ceipt of the first abstract until publi-
cation, and Mr. Greer Hermetet and
Mr. John Craner, who worked with
exhibitors and on Conference ar-
rangements.

At the time of the Conference-
Workshop, many of the 54 existing
regions were completing their opera-
tional proposals. The meeting served
as a catalyst, so that at the present
time operational applications from
a total of 24 of the regions have either
been approved or are under review.
The members of the Steering Com-
mittee have expressed their satisfac-
tion that the meeting met the needs
and purposes for which it was de-
signed. From the Division standpoint,
the Conference-Workshop was a
major source of substantive informa-
tion concerning progress within the
programs which was invaluable as
testimony before the Subcommittee
on Health of the House Interstate and
Foreign Commerce Committee on
March 26 and 27 in support of the
bill to make necessary amendments
and to extend Public Law 89-2309.
Finally, and most important of all, is
the probability that this Conference-
Workshop will emerge historically as
the time when the definition of goals.
organizational arrangements, and
planning turned in the new direc-
tion of initial operational activities
in the regions.

It is interesting to contrast these
facts with those of the first National
Conference on Regional Medical Pro-
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grams held a year earlier in January
1967. That meeting had been called
by the Division of Regional Medical
Programs to obtain information from
a representative group of knowledge-
able individuals, which could be used
in preparation of the required Report
on Regional Medical Programs to the
President and the Congress (PHS
Publication No. 1690}, and further
to provide an interchange of infor-
mation on planning and on the goals
of the program. Dedicated principally
to the problems of definition and
elaboration of the concepts of cooper-
ative arrangements, local initiative
and evaluation, that first meeting as
reported in its Proceedings (PHS
Publication No. 1682) did much to
characterize the program in its early
stages of development.

To look back over the past 2 years
and see how far we have come is to
realize that Regional Medical Pro-
grams are no longer a concept, but
are becoming an increasingly impor-
tant resource for improving the care
of patients with heart disease, cancer.
and stroke.

Robert Q. Marston, M.D.
Associate Director,

National Institutes of Health,
and Dircetor, Division of
Regional Medical Programs

March 31, 1968
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SUMMARY OF
CONFERENCE-WORKSHOP
ON REGIONAL

MEDICAL PROGRAMS

Lowell T. Coggeshall, M.D.
Vice President Emeritus
University of Chicago

t the outset of this meeting,
Robert Marston spoke of the
“emerging substance” of the Re-
gional Medical Program. In so doing
he made my summing-up task so
much the easier by providing, in one
mocest but apt little phrase, the key-
note for the entire proceedings. Read-
ing the proceedings of a year aga, |
vaguely recognized the form of the
program. Now, in addition to form, I
find substance.

In medical science and practice—
health care—the ultimate substance
is advancement of knowledge or
method that makes some worthwhile
difference in the lives of people. That
is, what we as members of the health
professions and the great American
public look for is to be found under
the tormenting, unforgiving, one-
word label: RESULTS. If we do not
have in hand the kind of good results
we want, and this is certainly the case
in heart disease. cancer, and stroke,
then we are prone to speak in terms of
PROMISE. I do not mean false
promise in this instance. I mean rea-
sonable hope for enriching as well as
prolonging life. What are the goals
we seek to accomplish? As Laura G,
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Larson from the Mountain States Re-
gional Medical Program has so intelli-
gently pointed out: “Goals are essen-
tial to the success of any project
because no one gets what he wants
until he knows what he wants.”

REGIONAL ACTIVITIES
AND IDEAS

The corpus of this conference is
found in the 60 reports selected, 1
understand, from 100 papers sub-
mitted. These 60 have been presented
to you in the last 2 days and, with
astonishing speed, published in two
bound volumes and placed in your
chairs, day by day and volume by
valume.”

I will address my first (leeting re-
marks to this body of reports entitled
15-Minute Papers on Regional Ac-
tivities and Ideas. Since the total pro-
gram, both in its planning and initial
operating phases, exclusive of a short
leadtime, is hardly more than a year
old, it is a little carly to speak about
results. So, quite logically, we find
little about results in these reports.

Rather, most of these reports run
much in the vein of the one from the
Tennessee Mid-South region, as pre-
sented by Lloyd Elam from Meharry
Medical College. Let me give you
enouch of the sense of Elam's report
to make my point about emerging
substance and, in sum, provide a

*The 60 reports are available as vol-
ume II of the Conference-Workshop
Proceedings.

frame of reference for a reaction to
the Regional Medical Program that I
find I share with a good many others.
It would be inaccurate in the extreme
to say that I came to sneer and stayed
to cheer, but I did arrive at this con-
ference in a state of ignorance and [
am going away much impressed with
what I have learned, and with a great
deal of enthusiasm for the program’s
future. T will try to make this enthusi-
asm a little more specific later on.
Elam, in the introduction to his re-
port, points out that- in contrast to
its dramatic exploration of causes,
dingnoses, and treatment of disease
American medicine “has conducted
only rudimentary research into how
this new knowledee can be distribruted
and whether it makes much difference
when it is.” e points out what so
many of us know but not all of us can
make rigorously clear when we go to
the White House or Congress for the
money: “Yet,” he says, “we have no
precise knowledge of whether com-
prehensive medical care coupled with
modern technology can be effective in
improving the health of our citizens.”
In this frame of mind, this volun-
tary program, headquartercd jointly
at Vanderbilt and Mcharry, is at-
tempting to find out whether com-
prehensive, family-oriented health
care in a neighborhood health cen-
ter coordinated with an automated
multiphasic screening laboratory will
result in improved mortality, mor-
bidity, health service utilization, and
health attitudes among impoverished
people. Further, can this approach

reduce the costs of illness, and can 1t
preserve or restore the family?

This program, I am delighted to
find, prefers the experimental to the
exhortatory method of health prog-
ress. It is dividing its study popu-
lation into three groups. One will
deliver comprehensive care in a
neighborhood health center plus
multiphasic screening laboratory serv-
ices to one group. It will give only the
screening laboratory services to a sec-
ond group. And it will save a third
group lor control, leaving it to obtain
traditional medical services as best it
¢an. The meaning of comprehensive
health care, ii)’ the Wiy, has been de-
fined here as compassionate, per-
continuing, [amily-oriented,
relating the patient to one doctor but
aiving him specialist group reinforce-
ment and a modern technological
backup. Further, the participating
members of the community will have
a direct voice in policymaking at the
center.

This is but one example, and per-
haps more sophisticated than some,
but is fairly typical of many other re-
gional efforts, I think. The effort is
sober. sensible, and devoid of any
claim or promise overrunning the
evidence or defying reality. It 1s an
effort in which any of us in clinical,
academic, and scientific medicine
would be proud to take part. Indeed,
[ think it is an approach we have
been groping for. The willingness to

sonal,

experiment, to try and risk negative
results is a source of strength in these
programs.



DR. COGGESHALL

The program reports reflected
both a wide variety of plans and a
general sense of progress but, because
no one as yet has the recipe for in-
stant health, it was a progress of ex-
pectations rather than of realization
in most instances. In the time avail-
able I can give only a few examples.

As Breslow pointed out, the grand-
daddy of American regional medi-
cine is the Bingham Associates Fund
of the Tufts-New England Medical
Center, which has been operating in
the State of Maine since 1932. This
program still flourishes, now under
Regional Medical Program auspices.
It is pleasing to find that innovation
still flourishes, too. As reported by
George Robertson, a guest resident
program has been placed in opera-
tion. Tufts sends residents and clini-
cal fellows from Boston to work in
selected small community hospitals of
Maine. These postdoctoral students
go to Maine as teachers without
diplomas. They cannot be used for
routine hospital work because their
presence is discontinuous. The local
doctors do not think of the guest resi-
dents as teachers so much as channels
of information from the medical cen-
ter. They scem happy to learn,
through these young men, how the
professors currently handle various
problems. It seems that you can teach
an old dog new tricks, provided you
know more than the dog. Put a nicer
way, it always has been possible for
the old to learn from the young.

We find another kind of innovation
involving geography and logistics in

the program of the Mountain States
Regional Medical Program, operated
by an organization called WICHE
(pronounced “Whichy” )—the West-
ern Interstate Commission on Higher
Education. Here is a region covering
all or part of four States—Idaho,
Montana, Wyoming, and Nevada—
an area of 440,000 square miles with
only 2,100 physicians, 15,000 other
health professionals, and no homing
institution, that is, no university med-
ical center. Yet, I am told, this pro-
gram has one of the most active and
enthusiastic organizations and has
found a cordial reception in the medi-
cal centers serving it from outside of
the Mountain States region.

Much empbhasis has been placed on
the need for innovation in the Re-
gional Medical Programs, but it is
not all innovation, of course. Many
of the principles of good health care
that do require innovation for wider
and more effective delivery are deeply
rooted in the traditions of medicine
as well as community organization.
We find frequent reference to the
importance of “concern” and “in-
volvement™ and at one point Willard
A. Krehl wraps the matter up by
stating: “The important objective is
concerned involvement.”

Speaking of the “educational pack-
age,” William G. Cooper says: “One
of the major overall objectives of
Regional Medical Programs is to en-
hance the learning of all members
of the health care team in order that
they in turn will be able to provide
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medical care for their citizenry. The
‘learner’ in this case may be the doc-
tor, the nurse, the medical technolo-
gist, the physiotherapist, other mem-
bers of the team or indeed the patient
himself.”

The Albany Regional Medical Pro-
gram approaches continuing educa-
tion by turning the tables on the
medical center, as Frank M. Woolsey
implies. If the mountain, that is, the
practicing physician in the commu-
nity, will not come to Albany Medical
College for further training, Mahom-
¢t, that is, the medical center, will
¢o to the mountain. The strategy is
“community hospital learning cen-
ters” and the instrument is a so-called
medical juke box, now in its develop-
mental stage. This juke box plays rec-
ords and projects pictures of whatever
the medical center is pushing, educa-
tionally speaking. The basic machine
is actually a commercial juke box,
and the new jargon is wonderful:
“Dial-access carousel projectors have
been added.”

We find a great deal about auto-
mated multiphasic screening at the
rate of 60 tests a minute in the pro-
gram reports, and a heavy emphasis
on the familiar subject of continuing
medical education. I am pleased to
find Margaret Sovie from Syracuse
reporting on continuing cducation in
nursing, using the teaching facilities
of a university hospital nursing serv-
ice. Again, as throughout the pro-
gram, we find a resort to electronic
communications technijues, televi-
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sion, the telephone, and so on. The
medical and nursing professions are
capitulating quite brightly and grace-
fully, it appears, to the offerings of
the visual and audio communications
industries. Yet I am enchanted to
learn, although not from a formal
paper, that a network of small rural
hospitals in the southwestern area of
North Carolina called the “State of
Franklin” plans to resort to carrier
pigeons to transport laboratory speci-
mens back and forth. The pigeons
can carry the load. But for transplant-
able hearts, T assume, it will be
necessary to employ falcons. Actually,
a pigeon homing on a hospital lab-
oratory serving smaller institutions, to
me, expresses the very essence of
regionalization.

But Luther Christman, Dean of
the School of Nursing at Vanderbilt, a
sociologist, sounds a warning that I
can appreciate, from a career lifetime
in internal medicine: . .. Be-
cause messages about care must filter
through many people, the messages
may become garbled or not reach
their target at all. Much time must be
spent scurrying around . . . to in-
sure that everyone is informed about
the necessary care measures for each
patient. Under this set of conditions
there is likelihood of many errors of
omission. . . . Thus, patients may
be placed in some jeopardy by the
very system set up for their care.” It
warms my heart to find a sociologist
preaching this essential point of first-
class clinical medicine.

Vincent Larkin, from the New
York Metropolitan Regional Medical
Program, a megalopolis constituting
one of the largest regions in the Na-
tion, diverts our attention from the
limitations of the average practition-
er, about which we hear so much, to
those of the medical schools, so often
assumed to be the ideal base for
regional medicine:

“On closer inspection we can see
that the medical school falls far short
of being able to play this central role
cffectively. Institutions which have
focused on the training of medical
students are asked to [ocus on the pa-
tient: faculties which have been de-
voted to the education of medical stu-
dents, interns, residents, and fellows
are asked to instruct practitioners;
high walls which were crected to pro-
tect the standards of the ivory towers
are to be demolished without assur-
ance that the standards will not be
lowered and the ivory towers sullied;
in short, the racing car is to be har-
nessed to the plow.”

Therein lies one of the less obvious
but more difficult problems in our
heaven - and - earthmoving project,
otherwise known as regional medi-
cine. T can speak with the authority
of a retired dean who has had many
timmes to move his faculty in the direc-
tion of desirable change, sometimes
finding that having moved these dis-
tinguished men he has to move them
again at a later time and over the
same ground.

ISSUES RELATING TO
QUALITY AND AVAILABILITY
OF HEALTH CARE

Having felt my first responsibility
was to do justice, however inadequate,
to the Regional Medical Programs in
action, I can now, as the program for
the opening session suggested, focus
on the issues, in summary fashion.

The first three speakers were ex-
tremely well chosen for a diversity of
viewpoint and as conversely it turned
out for the general harmony of their
remarks. On essentials, [ think, there
was not discord but general agree-
ment, a wonder to contemplate since
they projected the disparate imagces
of medical dean, public health official,
and medical politician. 1 grant that
cach represents a great deal more
than these one-dimension profiles as
anyone who knows Carleton Chap-
man, Lester Breslow, and—most
pertinently—Dwight Wilbur might
protest. 1 speak of this professor of
medicine as a medical politician only
because I doubt that anyone can rise
to become president-elect of the
American Medical Association with-
out engaging in the politics of orga-
nized medicine.

Because the Regional Medical Pro-
orams now seem to be developing,
explicitly or implicitly, as a reason-
able and acceptable idea, and do
have the approval of the American
Medical Association, I am sure the
Regional Medical Program’s coun-
cils and staff would as leave forget
the program’s rather opportunistic



conception and bizarre gestation, but
our speakers, with a sense of history
that scholars can hardly abandon
without impairment of thelr spirit of
free inguiry, could not leave genesis
quite alone.

Chapman remarked that the cna-
bling legislation was born “armid talk
of crisis in medicine,” and added,
“There has been so much talk about
the crisis in medicine that we are
beginning to consider all the shout-
ing with suspicion instead of alarm.”
Wilbur, reflecting on origin and in-
tent, agreed that “in many respects
this act is quite extraordinary.” Cer-
tanly none of us who had the oppor-
tunity to read the DeBakey report
from an objective position can ex-
press anything but pleasant surprise
that the heart discase, cancer, and
stroke program has turned out so
well. Whatever ground the infant lost
in questionable percentage or diffi-
cult delivery, it has been made up
through skillful legislation and admin-
istration, as well as being demon-
strated in the emerging substance I
mentioned. Due in part to the infor-
mation overkill on heart disease,
cancer, and stroke and in part to the
simple fact that planning and organ-
zation strike the public as dull, the
Regional Medical Programs until
now have not had much of a story to
tell. Speaking perhaps gratuitously
for regional medicine, I would say
the story is getting better all the time.

[ arn much impressed with it.
Under the title, “Science and Serv-
Chapman’s primary message
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ice,

was that research is service, even as
teaching and patient care are serv-
ices. There is really no quarrel here,
and his is 0onice way of promoting
healing of the conflict resulting from
the overemphasis on medical re-
searcli at the expense ol teaching and
patient service.

Chapman speculated that Federal
participation in the creation of a cli-
mate favorable to research is trace-
able to the career officers of the Pub-
lic Health Service; in this, I should
differ with him by amplifying those
responsible to include not only cru-
sading Public Health Service officers
but health-minded politicians and re-
search-minded physicians from the
medical schools and research insti-
tutions. As a matter of fact, the first
sizable medical rescarch grants to
nonprofit institutions and their in-
vestigators came {rom private phi-
lanthropy, followed by national
voluntary health organizations, The
Federal Government embraced such
support after World War IT and
greatly augmented it.

Chapman further speculated that
the “politics of the research climate,”
have “kept us from developing a
mechanism  capable of looking  at
the health problem for what it ac-
tually is: A tightly interrelated,
enormously complicated, and over-
whelmingly important unity.” He
pointed out that we as yet do not
have an organizational pattern that
is strong enough to foster balanced
development of research, teaching,
and practice.

Chapman denied that medical
practice has failed to bring the [ruits
ol biomedical rescarch to the pa-
tient's hedside, but agree that the de-
livery of these fruits has been spotty.
He also justly contradicted the com-
mon charge of a gap between labora-
tory discovery and application in
medical practice, suggesting that if the
biomedical researcher has any fault,
it is that “he rushes into print and
sometimes onto the television screen
much too readily and uncritically”
with findings described as break-
throughs. So, “it is small wonder that
both physicians and laymen become
bewildered when so many break-
throughs are either forgotten or
proved wrong a year or two later.”

This speaker conceived the prob-
lem to be one of equal access to
health services on the part of all peo-
ple, and concluded that the Regional
Medical Programs is a moderate, cvo-
lutionary measure designed to carry
out the prophecy that public dollars
spent for research can bring us better
health.

. Those who believe that social
groups long-established and
well-defined self-interests are apt to
be moved only by threats or by prom-
ises have been made skeptical of the
outcome of a program which de-
pends, by direction of Congress, on
voluntary cooperation ol practicing
doctors, academic medicine, public
authorities, and a varicty of others
not wholly distinguished for their
compatibility. I must admit to having

with

shared this skepticism until the last
three days.

Wilbur, however, was more san-
cuine aboul our capacity for social
action and progress by common con-
sent. He recalled that “De Tocque-
ville identified this unique American
ability to become associated with oth-
ers to plan and operate programs in
the absence of central governmental
direction and control.”

Here, beyond a doubt, is the key to
the future success or failure of a Re-
gional Medical Program that has the
singular characteristic of being im-
posed not from the top down but the
bottom up and therefore leaves the
distinct impression of having no
strong and inspired leadership. The
potential genius of the Division of
Regional Medical Programs is that it
insists that the ideas and the initia-
tive, the organization and the stimu-
lus, come from the grassroots, so to
speak. There are some students of
their fellow man and his motivations
who regard all this as too good to be
true, yet as far as the arrangements
in 54 different regional programs
have gone it is true.

Wilbur praised Dr. Marston and
his staff for “the creation of a local
and regional climate which engen-
ders voluntary cooperative action to
improve the health care organiza-
tional patterns and delivery system
which currently exist,” and later
added, “in a sense, the program com-
bines the better features of the liberal
and conservative approaches to a cre-

ative society.”




At the same time, Wilbur spelled
out the position of organized medi-
cine’s cooperation In unmistakable
terms. It is well known, I should note,
that physicians and hospitals have

credentials and qualifications by
which they attempt to assure them-
selves of each other’s competency and
hope to insure their patients of a high
quality of medical care. Since a poor
quality of care is sometimes worse
than none at all, it 1s natural for in-
telligent patients or their group rep-
resentatives—such as organized labor
or welfare agencies—to apply the
profession’s own standards to obtain
the “best medical care.” There is, of
course, no guarantee.

Wilbur warned: . . . If RMP
becomes an instrument for the estab-
lishment of national standards with
the coercive compliance compelled by
such standards, it will arouse nation-
wide resistance from physicians, insti-
tutions, and allied health profes-
sionals. What can be gained by coop-
cration and meanmglul participation
will surely be lost if the use of coercive
power, which for the moment lies dor-
mant in Public Law 89-239, becomes
its dominant characteristic.”

This was practical advice on how
to avoid conjuring up old devils, such
as the fear of “socialized medicine.”

Breslow touched on other kinds of
problems in the regionalization of
health, such as the fact that those
interested in environmental health
control and those planning patient
care services “have remained almost
entirely oblivious of each other,” he
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also mentioned runaway costs: “The
tremendous costs involved in apply-
ing just one set of advances in medi-
cal science, namely, organ transplan-
tation, are causing top budget officials
in Federal and State governments to
burn the midnight oil. How fast
should we develop these new proce-
dures and how can economy be
maintained?”

We must hurry on without answer-
ing these questions.

Roger O. Egeberg wished to give no
ground on the need for excellence,
but pleaded that availability of serv-
ices was every bit as important as
their quality.

Ray E. Trussell conceded that the
pursuit of high quality care was time-
consumming and costly, and supported
Wilbur's position against national
standards in regional medical care,
vet he held that at his level (the city
of New York) it is necessary to limit
public funds to medical and hospital
services that meet minimum stand-
“Praining bright practitioners
to wive better care to private patients
will not satisly the intent of RMP”
he said. “There has to be an improve-
ment in service . . . .”

Frank P. Lloyd explored the tech-
niques of involvement by which the
quality of medical care can be
raised—for example, by persuading
practitioners to give routine Papani-
colacu smears. Amos Johnson, the
articulate general practitioner from a
rural North Carolina community at-
tacked the issues of quality and avail-
ability from still another standpoint:

ards.

How you persuade doctors to come to
and stay in small towns. One good
way is to begin with a community at-
tractive to the doctor's wife. Any-
thing that makes life tolerable for the
doctor also helps. Johnson demon-
strated himself to be quite comfort-
able with the idea of upgrading the
quality of the practitioner’s services.

DISCUSSION GROUPS

A kind of rough and ready valida-
tion of the choice of issues and points
pursucd by the program speakers
came out of the discussion groups. In
some instances, discussants stated
their problems and their opinions
more [orcefully than the speakers.
This was the case in the group that
pondercd urban and related prob-
lems. Their concern had to do with
the difficulties of promoting com-
munity involvement and organizing
regional programs in metropolitan
areas containing a wide varicty of
confheting

overlapping  or institu-

tions and agencies  medical schools,
hospitals, voluntary health and wel-
fare agencies, or the like. 1 listened,
and heard lively discussion but no
answers.

In these discussions, no onc ques-
tioned the existence of a health man-
power shortage, nor did anyone quite
know what to do about it. Partici-
pants appeared to agree that no one
knows for sure how many doctors
and other health professionals the
country needs, inasmuch as there is

presently no way to measure the qual-

ity of care they are giving, the effi-
ciency of their methods, the validity
of “felt needs,” or the number of
persons not getting adequate health
care,

The suggestion that the Regional
Medical Programs offered an extra-
ordinary opportunity to pin down
some of the variables in meeting man-
power demands and thus make a be-
ginning toward solution obtained
ready acceptance. In my own opinion,
the organization, distribution, and
more effective utilization of the serv-
ices of health professionals is equally
as important as, if it does not have
higher priority over, large increases
in the production of doctors, nurses,
and others,

ADMINISTRATION OF
REGIONAL MEDICAL
PROGRAMS

Presentation of the Regional Medi-
cal Programs through the eyes of Bob
Marston and his stafl provided an
excellent demonstration of the divi-
sion’s genius for drawing attention not
to itself but to its regions, whence all
things come and where all things hap-
pen, according to the law. In all
probability, those listeners who con-
cluded that the stafTers of this divi-
sion of the National Institutes of
Health were a lot less interesting than
the people from the field were merely
uncomprehending of the devotion of
Bob and his staff to the concept that
leadership must come from the com-



munity or region and not from Wash-
ington bureaucracy.

It was a highlight of the confer-
ence, from my standpoint, to find that
the members of both the division and
the staffs of the programs themselves
were, at every level, persons of appar-
ent high caliber. The observation ex-
tends to the many bright, young peo-
ple T met. The analogy of the
university came to mind; the institu-
tion 1s precisely as strong or as weak
as 1ts faculty. Talent was plainly visi-
Ble in the division stafT and the re-
vional coordinators and thenr stalfs.

Il this wnusual policy of leader-
ship—someone called 1t “creative
anarchy”—survives its inherent dis-
advantages, such as the apparent lack
of aggressiveness and articulateness, it
will constitute one of the great tours
de force in the history of public ad-
ministration. The idea of carrying out
the cffective organization and opera-
tion of a program based on the neces-
sity of voluntary cooperation and im-
plemented by letting leadership come
from the outside in and the bottom
up Is difficult to get used to, I con-
cede. Once one appreciates what 1s
happening, however, he is not dis-
posed to change it, but becomes rather
mtrigued with how it will come out.
The division staff otherwise gives
cvery evidence of being extremely
able. There seems to be method in
their madness.

Marston quoted his chief, James
Shanvon: “Althoush we mnst con-
tend with many diverse geographic
and social circumstances, NIH, in
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administering the Regional Medical
Programs, will strive to preserve
existing centers of excellence in sci-
ence, education; and service, while,
at the same time, working with State
and local forces, evolve a system that
will make available to the bulk of the
population medical services that are
excellent in quality and adequate in
quantity—at least in a major segment
of the diseases that plague us all.”

I have little doubt that his ap-
proach would have been extremely
puzzling 1o some of the earlier pro-
phets of regional medicine, such as
John  Grant of the Rockeleller
Foundation or Joe Mountain of the
Public Health Service, as it may also
perplex some of the advanced stu-
dents of social systems and processes.
But if we regard the program as an
!'H[H'l"‘rlﬂl'l}! e lll;ly ;I.!.‘\'f? {‘{Hl{'.{fi\'l'. II.
as o rather starthing innovation, It
has the great virtue of keeping the
enterprise well removed from that
battlefield where we can still see the
unburied bones of many a social
planner and social reformer—that is
the battlefield of socialized medicine.

Alexander M. Schmidt, chief of the
Continuing Education and Training
Branch, sums up the situation in this
articulate fashion:

“The challenges faced by Regional
Medical Programs are now readily
apparent and, while great in size and
scope, are matched by the potential
for solution offered by the programs.
The fragmented medical services, the
rising costs of care, the shortages, the
impersonalized and disjointed sys-

tem, and the educational imperfec-
tions are the fabric of our health care
crisis,.  The new emphasis being
placed on these major issues by Re-
gional Medical Programs is being re-
flected by the developing resources
and energies of the programs.”

It is significant that the staffers
speak of not one program but of
“programs” in the plural. In other
words, we have borne witness in these
three days to the emerging substance
of 54 “happenings,” that is, 54 Re-
gional Programs now in existence. In
place of the old medical analogy of the
three-legged stool of teaching, re-
search, and service to patients, I
should like to introduce a new one to
fit the occasion. 1 see the Federal
Government as the hub of a wheel
in which the spokes are teaching, re-
search, and service, and the rim bind-
ing them together 1s Regional Medi-
cal Programs.
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