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PREFACE

The Regional Medical Programs Conference and Workshop on Evaluation, held in
September 1970, marks the first time that coordinators and staff members from all 55
Regional Medical Programs met to exchange views on evaluation and to assess their own

activities and programs. :
A number of factors and circumstances prompted the idea of such a conference-

workshop. Most of the 55 Programs were at least three or even four years old. It was a
natural time for stocktaking. Changes had been slowly taking place within the Programs
and were subtly emerging; goals and objectives, and means and methods for achieying
these ends, were being examined; and national priorities and budgetary restrictions were
leading the Congress and the Administration to scrutinize federal programs more closely
than ever. This current of events emphasized the need for greater self-assessment.

The impetus for the Conference lay largely in the Regions themselves, and most of
the Conference planning and development was undertaken by the Regions. Moreover, the
content of presentations and discussions were drawn directly from the evaluative work of
the Regions. This fact illustrates more clearly than anything else the considerable strides
that Regional Medical Programs have made in the past several years — not only in building
up their evaluation capability, but also in putting it to good use.

The Conference was significant in its purpose, development and content. Some of
the issues posed were broad and generic to the program itself, such as is “change” really
the mandate? Others were more specific to evaluation, e.g., how much should be spent on
evaluation? Still others were directed to specific aspects of the Regional Medical Pro-
grams: What is the Regional Advisory Group’s role in evaluation?

If there was a central issue posed by the Conference-Workshops, it must, I believe,
have been capsulated by Dr. Donald Schon’s presentation. If the whole Regional Medical
Program is greater than the sum of its parts, those specific activities supported by it — as
its proponents have long argued — then the total program must be a primary object of
evaluation or assessment.

The Conference-Workshops provided few solutions to the great gamut of issues and
problems that were raised. It did, however, make more explicit than ever before those
questions that had to be answered. That in itself is a considerable accomplishment and an
auspicious beginning.

Any measure of the relative success (or failure) of a conference such as this one
must of course be deferred. Its major impact, its final contribution, will only emerge in
the actions and changes which will follow.

I hope these “Proceedings” will be useful to those many persons who are concerned
with, and who will carry out and evaluate, the Regional Medical Programs, their activities
and their efforts. This volume itself provides a fair index of the range of both the interests
and work of the Regional Medical Programs to date.

Mﬁv&/Q/ ZMU‘L& W hity
C/

HAROLD MARGULIES, M. D.
Acting Director
Regional Medical Programs Service
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- AN APPROACH TO EVALUATION FOR TH#
REGIONAL MEDICAL PROGRAM

DONALD A. SCHON, President
Organization for Social and Technical Innovation

Introduction

The questions in which we are primarily interested

are these:

« What are the criteria, methods, and measures per-
tinent to evaluation of the activities of the Re-
gional Medical Program?

o How can evaluation be linked most effectively to
the planning process?

e What are the appropriate roles for those engaged in
evaluation at project, regional, and national levels?

These questions have a deceptively simple ring. They

raise, in fact, not only the special problems stemming
from the nature, context and history of RMP but several
more fundamental questions of theory concerning the
evaluation of any activity.

Section 1
Toward a General Theory
of Evaluation

Evaluation is an essential part of intelligent individual
and organizational behavior,
It is the process through which individuals or organiza-
tions perceive the consequences of action, assess their
meaning for future action, and reformulate plans and

policies.

i

Within this framewrk evaluz=oz serves three distinet
purposes:
Justification: to defund whz?'s ciznned or what has
been done. We justify i1 ¢7<
punishment (as in “prading”}. o decide what re-
sources to commit to an aCtisIToo o7 simply to place
an activity on a scile of excsllenos In any case, justi-
fication concerns itsell with iZsatifving what has

been done, or whal Is propeseZ. and appraising it

against some standiid.

Control: to monitor an on-going activity in order to

make it conform (o standard.

Learning: to chanpe activity, 10 &0 it better. Learning
may be limited to the sclection oF means to achieve
goals or to conform to standazds. or it may en-
compass change it the goals 2nd standards them-

selves.

For any program such a8 RMP, there are always demands
for justification, control and learning. But it is not
always recognized that these several purposes have

different implications for methods and systems of eval-
uation.

We are accustomed to think about evaluation from
the point of view af & rational manager who supervises

Action by Individual

(Work)

(implementation in organization)

-

Y

Reform.iation of Action by Individual

Perception of Consequences by Individual
(Judging)
(Evaluation by and of organization)

(Planning)
(Fatin fermulation by management
of organization)
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tion consists, then, in assessing the jmpact of pist or
proposed activity on established systems objectives. How
effective are these activities in meeting objectives? How
cfficiently do they use resources? Control consists in
monitoring ongoing activity to make it conform to
established standards. Learning is limited to the selection
of means for achieving objectives.

The evaluation process zppropriate to the rational
manager’s model depends on the assumption that every-
body in the system is to some extent a rationul manager.
People’s accountabilities for activities within the system
are supposed to mirror the systems rationale.

Within the organization or program, as within the
systems rationale, activitics are organized hicrarchically.
Each person is accountable for the activities of his com-
ponent, whosc goals are keyed, in turn, to the objectives
of the system. The job of evaluation is to compare
accountabilities with the actual behavior of individual
components within the system. Evaluation tends, then,
to become an auditing process in which a third party
assesses behavior in terms of the systems rationale, and
sends information toward the top of the system. On the
basis of this information, decisions flow downward to
influence the behavior of the components below. At
each successive step of the way, the primary use of infor-
mation is in justifying and then in controlling the per-
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interests may have little to do with the interactons and

interests imputed to them under the systems rationale,

The “discovered systems’ of organizations and pro-
grams tend to have certain features in common. Regard-
less of systems rationale, individuals tend to be in-
terested in:

o their own survival in their positions;

o independence of action;

e local conditions and needs (as opposed to “cen-

tral’s” view of them);

e protecting and extending territory;

o maintaining stability.

These interests characterize the informal, homeostatic
structure of organizations and programs. But discovered
systems tend also to be open-ended, associated with
emergent objectives and swift changes in goals which
correspond to individual interests in creativity and re-
sponsiveness. Often the rational manager’s model con-
strains creativity, responsiveness and freedom of action
in ways that run directly counter to the interests of
actors and agencies within the system.

Within any on-going program, the rational manager’s
model and the discovered system always co-exist. The
state of their relationship critically determines the
nature of evaluation.

When the two systems have little overlap and little
interaction, evaluation is limited to retrospective justifi-
cation.
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In this condition, the evaluation system produces
statements believed neither by the producer nor by the
consumer, which are generated ritualistically in response
to formal demand. Rational managers produce justifying
statements at regular intervals, expressed in the language
of the systems rationale, and resources continue to flow
into the system. Evatuation processes have no other
putput than justification. They are used neither to
modify the systems rationale nor to force the real social
system to conform to it.

Where there is little overlap, but the rational manager
seeks to impose a systems rationale on the discovered
system, several things may happen:

{. The discovered system may respond verbally

- without other changes in behavior, by offering pro forma

retrospective justification long on language but short on
substance, a process generally known as “‘conning.” The
two systems operate substantially in parallel.

2. The discovered system may respond to the controls
that the rational manager seeks to impose by adapting to
the evaluation measures he prescribes but continuing to

" operate as much as possible as before. Measures of per-

formance are always different from performance itself.
For example, in an effort to control expenditures of the
vocational rehabilitation system, Congress demanded to
know how many “rehabilitations per year” the agency
effected for a given investment. “Rehabilitations™ were
defined as job placements lasting three months or more.
As a consequence, the vocational rehabilitation system
began to “cream” its clientele for those most likely to
graduate to job status leaving out those who were most
in need and least able to qualify; to select low-level jobs
for graduates so as to facilitate entry; systematically to
avoid distinguishing between a “case” and a person, so
that a graduate who had achieved job status, lost it and
returned to training, could be counted as another
“rehabilitation”; and systematically to avoid follow-up
of clients after three months.

3. The discovered system and the rational manager’s
system may fight one another more or less openly until
they reach a compromise. From the point of view of the
discovered system, this is paying a price. Those in the
system do some of what the rational manager wants in
order to preserve considerable ability to satisfy the
interests of the discovered system. From the point of '
view of the rational manager, the discovered system is
merely distorting system objectives in the direction of its
own interests; but he has to put up with it to get any
response at all.

In none of these dissociated cases is there any interest
in producing or using information that runs counter to
the strategy of evaluation as justification. Where the
systems are operating in parallel but without much
contact, there is common interest in avoiding informa-

tion that threatens dissociation. In the other two cases,’

there is common interest in information that supports
the systems rationale; since justification rests on the
systems rationale, and resource allocation rests on justifi-
cation. The discovered system is content to generate
information that conceals how great the discrepancy is
between the goals of the rational system and the be-
havior of the discovered system in order to protect the
resource allocation they need to continue doing more or
less what it is they want to do.

However, where the whole activity is conceived as a
learning system, then relationships between rational and
discovered systems can be fundamentally different from
those just sketched. The opportunity for learning is
primarily in the discovered system. The discovered
system offers the most vital basis for reformulating
systems objectives and redesigning systems theory.
Discrepancies between the rational manager’s system and
the discovered system as perceived by its inhabitants
become the basis for progressive modification of the
system’s rationale, of modifying the real interests of
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Teation of objectives and activities, evaluation includes

much more than sere measurement of the extent 1o

which activities conform (o specification. The evaluation

system that s oriented to learning has special features:

o The conceptual framework for evaluation has to

include a description of the discovered system as

well as the rational manager’s statement of systems

rationate. This includes a description of key actors

and agencies, actual relationships and modes of

interaction among them, and the several interests

af all of them. Tt must include also a description of

the real (if informal) evaluation system as dis-

covered — the information that actors in the

system in fact produce, are interested in pro-
ducing, and how they use it.

s An analysis of discrepancies and overlaps betwecen
the systems rationale and the behavior of the dis-
covered system. This analysis takes account of the
differing perspectives of actors in the system.

 Strategies for responding to discrepancies between
the discovered system and the rational manager’s
system. Mere analysis is not enough; learning must
be capable of application.

These factors focus on gathering accurate information
about the discovered system. The discrepancy between
the rational system and the discovered system, or the
response  of the discovered system to the rational
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be Jimited to amonmts, complexities, and nrecl
siens deteninined by the capubility and willingness
of actors within the system to learn from it, as
experienced in actual practice. Nobody in the
system should be presented with more information
than he can handle, nor information laid out in
more precision or complexity than he can respond
to. Analyses should not present actors with a
greater breadth of alternatives than are real for
them. As a corollary, the cvaluation system needs
to be able to detect the changing capability and
willingness of actors to use information, and
should itself be capable of responsive modification
in turn.

e The ecvaluation process should be structured to
accomodate the different kinds of learning ap-
propdate to different roles and levels within the

system (rational managers, project pushers, cvalua-
tors, planners, ete.).

e The learning objective should also determine the
content, extensiveness, duration, and accessibility
of information in the evaluation system memory.
This requirement places high priority on accessi-
bility and retrieval capability on behalf of many
different levels within the system in addition to
that of the rational manager.
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. Since the learning derived from evaluation may be
applied to evaluation processes themselves, the
conceptual framework for evaluation may itself be
expected to change (sometimes rather rapidly); so
information needs to be gathered and formulated
in ways that make it more or less equally usable in
terms of a broad range of systems rationales. Prior-
ities should be given to those bits of information
that are likely to retain high relevance across a
range of manager’s rationale and discovered

systems.

Cases in Which There is
No Explicit Systems Rationale

What if the activity to be evaluated is itself recog-
nized as so diverse, diffuse, swiftly changing, and open
that no overall systems rationale is credible? This situa-
tion may occur with respect to public problems urgently
requiring solution but for which there are no clear policy
answers, where national willingness to devote resources
to their solution is high, though the credibility of
proposed rational solutions may be low. Agencies may
be funded to work on such problems, constrained only
within very broad limits as to what their work should
be like. What are the implications here for evaluation
systerns?

¢ FEach region or subregion (or other entity) saddled
with 2 whole problem becomes a center of its own
problem-solving process. The number and location
will depend on the number of centers that turn
out to be capable of functioning under their own
individually developed systems rationales. In this
situation the distance between information and
analysis is minimized, and responsibility for
designing and conducting the evaluation process is
very close to the actors who are accountable for
the activities under evaluation.

s In this case central management’s evaluation func-
tion is changed with respect to that of the regions.
Central management may now impose on the
localities criteria for the evaluation process, but it
is no longer in a position to impose criteria for
substantive evaluation of concrete activities. For
example, central management can still ask whether
regional evaluation processes are differentiated in
terms of justification, control, and learning; but
the central evaluator will accord just as high marks
to a region displaying one workable form of
differentiation as to a region displaying another
form. It is only the region that does not explicitly

attempt through its own evaluation processes to
accomplish justification, control, and learning that
is downgraded. Accordingly, the evaluation infor-
mation flowing to central from the local regions
normally reflects the nature of the processes devel-
oped for raising and answering evaluative questions
in the localities rather than the answers to any
specific questions thought up by central manage-
ment.

e Central also takes on the role of building a net-
work learning system, facilitating information-
transfer from locality to locality and encouraging
specific local experiments.

Section 2
RMP in the Context of
Evaluation Theory

To place the Regional Medical Program in the evalua-
tion context developed in the previous section, some of
RMP’s principal characteristics should be recited.

1. There is no single organization corresponding to
RMP. RMP is a broad-aimed Federal program concerned
with introducing changes of various kinds into a
number of more or less interconnected systems of actors
and agencies involved in health care. Within these
systems, RMP attempts to play a variety of related roles
with respect to other actors and agencies; but for the
most part it cannot directly control them. RMP does
not, therefore, have to do with a single rational
“system,” in the sense used earlier, and its boundaries
are vague and shifting.

From the point of view of evaluation, this assertion
has several implications, RMP’s scope and turf do not
have sharp boundaries. We cannot go about analyzing
RMP as though it were a unitary organization, like the
Veterans' Administration, for example, And while RMP
has formulated broad objectives for itself, its funda-
mental activity in relation to these objectives must be
understood for the most part as “influencing” or “facili-
tating” rather than direct control.

2. There is no single, established systems rationale
cither for the health care system as a whole or for RMP
in particular. There are various rationales, held at various
times and in various contexts by different actors in the
system.

3. The larger health care system and the RMP are
changeable. They are not in a stable state. The character
and functions of these systems are themselves in process
of constant change. Within them, the key actors are
often unsure of their principal functions or of how best




fo cariy the cut, and thoy wend o o
ihey learn and 2s the svetom vound the
4. Neveviheless, as a federal progra ad
t ©

Sioa struetire of controls ond demands for
ons At he notional Tevel these nchide
Burcau ot the B

Depwrtment of HEW. The

justiticu-

by the <i‘«v1z:',"c-v*;‘ e

lerands for justificaiing

and Tor contiols over the expenditure

course, passed on to the reglonal program fevel,

The problem of devising approsches t
SMP

that of
conflictiag requircinents for learning, on the one b
and
1d changeableness of objectives, lack of pro-
, and
all argne tor a

o evaluation for

I
fe e EE i R . .
s ensentinly meeting what may woll

1(],

wd for justification

VAZUCHTES G

contral, on the other. The
cram control over components to be intinenced
methadological unce
process-oviented  approach to evaluation-as-

sources of tainty

Xible,
whereas the
control tend to
program impact.

learning; agents of rational administrative

press for firm, gquantitative smeasures of

Like most bread-gauged federal programs, the legisia-
tion establishing RMP represented
mises amony the Jiv

a1 series of compro-
arse interests of various concerned
craups. The authorizing legislution s, therefore, a Xind
of mosaic of obj:"ctivc , values, and C(mstminls. Among
the more important elements of the mosaic are these:
s Emphasis on the provision of means to improve
the treatment of the three “categorical” diseases --
heart disease, cancer and stroke.

o Emphasis on the transmission of advanced tech-
niques and knowledge relating to these diseases.

o Emphasis on the method of continuing education
as a device for this transmission; and on the major
academic medical center as the principal source of
expertise.

» Emphasis on maintaining or improving the quality
of medical care.

o Concern with the region as the principal unit of
activity; concern, that is, that the program be a
regional one, with regional centers of activity
throughout the country; concern with recognition
of regional diversity of problems and resources;
and concern with “regionalization” as a process of
knitting together or building regional resources to
realize the purposes of the Act,

e Emphasis on the establishment of voluntary
arrangements among regional institutions as the
dominant mode of program activity.

o Specific warning against “interference in the
interface between patient and doctor.”
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cancer, stroke, an
related dmmscs. Individual projects are scen as maans to
these ends, and fall basically into the following cate-
sories: deployment of new facilities (for
nary care units); establishm

miedical centers

example, coro-
inkages between
yroviding centers
(for example, exchange of pumnnd), the development
of new working relationships (for example, changes in
referral patterns); continuing education (for example,
traiuing of physicians and other medical personnel); and
information dissemination (for example, DIAL access).

The major kinds of evaluative questions under this
interpretation of the RMP system are these:

I. What are the kinds of baseline data and measures
of performance by which the impact of diffusion pro-
jects on mortality and morbidity can be assessed?

2. What is the rclative effectiveness and efficiency
in relation to cost of the various technologies diffused,
seen as means of achieving reductions in rates of mor-
bidity and mortality?

3. What is the related effectiveness, for particular
technologies and for particular regional situations, of the
various methods of diffusion? This question leads, in
turn, to questions about the optimal “regions” for diffu-
sion, the forms of greatest *‘diffusion impact™ for a given
investment of dollars and other resources, patterns of
utilization of new facilities and the like.

ent of new 1
and peripheral cares

Other aspects of the activities within the center-
periphery model of RMP — for example, the manage-
ment of new institutional arrangements at the regional
level — must be judged in terms of their effectiveness in
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Jeading to enhancement of the quality of care through
the more effective diffusion of advanced technology,
with the ultimate effect, of course, of reducing mortality
and morbidity from the categorically identified diseases.

In the minds of many key actors in Washington and

in the regions, the DeBakey model came to dominate the
conceptual climate of the early phases of RMP. But it
was not always or everywhere the dominant view of
RMP activity. In the discovered systems of some of the
regions, regional co-ordinators and other key actors took
gs primary the sorts of changes in institutional arrange-
ments which, from the point of view of the DeBakey
model, figured only as secondary means to an end.

In this interpretation:

o« RMP’s central concern may be expressed through
categorical diseases or with the diffusion of ad-
vanced medical technology, but RMP consciously
concerns itself with overall improvement in quality
of care and equity of access to care.

o But these sorts of improvements require changes in
the structure and modes of interactions of care-
providing institutions which no single agency con-
trols ~ changes that can be generally described as
knitting together components of the system that
are now fragmented so as to permit more effective
and rationalized planning and action.

e These systems changes are necessary conditions for
improvement in quality or equity of care. They
must precede any significant improvement along
these lines. ;

In the past year, systems transformation® has begun
to dominate among competing systems rationales for
RMP (without, of course, completely displacing other
views) at national as well as some regional levels. While it
is to some extent a subject for guesswork why this shift
has occurred, certain factors suggest themselves.

There has been a movement into good currency of
certain basic concerns about the national system for pro-
viding medical care — concerns about rising medical
costs, about the effective exclusion from the health care
system of large numbers of disadvantaged people, about
shortages of medical manpower, about the difficulties of
negotiating the medical care system even for ordinary
middle class people.

. —

*“RMP, as process,” “RMP as facilitator,” “RMP as oppor-
tunistic change agent” were expressions heard as early as 1967
and conveyed the underlying idea behind systems transformation
bef:ore this rationale became as significant as it now is. Recent
legislative proposals convey the idea even more explicitly.

The effects of substantial investment in Medicare and
Medicaid have begun to convince observers that no
amount of investment in payment for care will suffice to
introduce necessary changes in the provider system.
There is clearly need for some forms of intervention on
the provider side as well.

There continue to appear to be overriding objections
either to the development of nationalized systems of
care or to such decentralized solutions as community-
based group practice, on a large scale. Shortages of
scarce resources of medical manpower suggest that
changes in the system will have to work with existing
personnel and, very largely, with existing institutions.
This means. to a great extent, attempting to facilitate
voluntary re-arrangements of existing institutions.

Of the available program instruments (Neighborhood
Health Centers, Comprehensive Health Planning, Com-
munity Mental Health Centers), RMP presents itself as
perhaps the most promising candidate for intervention
of this kind. What RMP has been doing, initially en route
to the DeBakey model in some regions or in other
regions as a matter of primary though informal agenda,
now is emerging as a more dominant (though not exclu-
sive) rationale for the program as a whole. It must be
added, or course, that by no means all regions regard
themselves as primarily involved in systems transforma-
tion. Some RMP’s still regard themselves as solicitors and
screeners of proposals, and do not yet conceive of them-
selves as “programs” in any sense other than as clearing-
houses for projects. And in nearly all regions, there is the
residue of the view of RMP as a conglomerate of projects
centering around continuing education, training, coro-
nary care units, and the like. At the very least, then,
co-ordinators face, as part of the task of systems trans-
formation, the problem of what to make of and what to
do with the projects initiated under earlier views of
RMP.

Under a systems transformation model for RMP:

e The primary unit for evaluation becomes the pro-
gram; and since RMP is conceived as an essentially
regional enterprise, this means the regional pro-
gram. It will be necessary to reach both “‘above”
this level to the national program and “below™ it
to the project; but the regional program is pri-

mary.
e Every element of RMP takes on a dual aspect. As
we seek to assess projects, regional program and
national program, we must ask both about sub-
stantive changes in the provision of care — changes
in the quality and configuration of services,

7




changes in access to services, changes in health —
and about systems transformation. Seen as systems
transformation, RMP functions in two ways:
through the direct efforts of the regional co-
ordinator and those he works with to knit together
or otherwise .influence elements of the medical
care system of his region, and through the shaping
and selection of projects which become occasions
to_effect systems transformation.

« Evaluation must take account of regional diversity.
The starting conditions of the region, the array of
resources, the problems to be attacked, the level of
development, the regional strategy — there may be
as many of these as there are regions. From the
point of view of evaluation, therefore, the content
of regional programs should be expected to be
different. There is no “model™ of a regional pro-
gram to be applied to all regions, although we
should be able to develop a conceptual framework
which will allow assessment of diverse regional
models.

¢ Evaluation must not only take account of this
regional diversity; it must also take account of the
fact that regional programs are in critical ways
open-ended.

Regional programs undertake systems transformation
by engaging the emerging issues of medical care in the
region. These are only partly, if at all, within the co-
ordinator’s control; to be effective he must use them and
build on them. Evaluation must take account of the
open-ended or existential character of regional activity;
except within a very broad range, it cannot second-guess
the issues to be encountered in a particular region at a
particular time; and it must not impose on the region a
model of sequential activities independent of the issues
of medical care which in fact arise.

The central questions of evaluation now become
these:

1. How can we facilitate learning about systems trans-
formation, at all three levels, but with emphasis on the
regional program?

2. Given regional diversity and open-endedness, on
what basis can we control regional activities or hold
them to standard?

3. Given the several levels of change relevant to eval-

uation of RMP, how can we go about the justification of

past or projected regional activity?

The questions of justification demand separate treat-
ment. Given the multiple impacts of RMP activity, justi-
fication requires methods for identifying baseline data,
endsinview, and indicators of change at the several

8

levels of change in health, access to health care, qualiy
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The issue of justification raises sharply the problem of

what it is possible to know about these matters, and g
what level of generality it is possible to know it.

The remainder of this paper will be taken up wity
questions (1) and (2), above. We will focus on the viey |

of RMP as systems transformation and will attempt t, ;
spell out the bases on which, in spite of regional diver.

sity and open-endedness, judgments about regional per.
formance may be made and learning about systems
transformation may be fostered.

Section 3
The Central-Regional Dialogue

There is a conceptual framework for systems transfor-
mation in RMP from which we can derive criteria and
questions useful in undertaking and assessing systems
transformation, without violating regional differcnces
and without second-guessing particular regional answers
to the substantive questions of medical care.

The essential clements to which attention must be
paid are these:

¢ Starting conditions (What is to be changed?).

e Endsdn-view (Changed to what end?).

o Processes and techniques (How can change be

accomplished?).
Broad regional strategies for systems transformation
express directions for the process through which the
region may be brought to move from its starting condi-
tions (as they are conceived in a particular instance) to
particular ends-in-view. Characteristically, such a process
proceeds in stages of:

o Diagnosis (getting started, casing the region).

¢ Involvement (engaging these individuals and agen-
cies whose interaction is taken to be critical).

» Planning and goal-clarification (discovering feasible
processes and choosing and testing specific ends-in-
view).

These stages are apt to be cyclical rather than sequen-
tial. The passage from diagnosis through implementation
leads to a revised picture of starting conditions, and
through the cycle again. Because several streams of
activity often proceed concurrently, the region may at a
given time engage simultaneously in all stages. As the
region moves through stages of systems transformation,
in its developmental cycle, it may extend the scope and
depth of the issues it tackles.
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“The U™ and because “everybody™ was trained at
“The U, the issues take a special form. Centralization
of the Clinic and decentralization of the University
complicates their association, whenever joint commit-
ments are required or contemplated. Good acute care
general hospitals are a dime a dozen, and coming to view
one another as competitive whether they are or not.
Many are trying to become referral centers both in big
specialist consulting staffs and many high technology
services.

Generally the establishment, medical and non-
medical, exhibits a tough-minded, “show me” con-
tempered by a very active consensus and
willingness to try out credible ways of improving the
situation (e.g., 40% of X-State private physicians have

tried out group practice. They and their patients like it
well enough to stick with it.)

servatism,

10

ol o S R T o
il . L 1 - '
i 1 [ LAY i i v i . ‘\l
. N \

L i [N I st i i
N [

i i

[ i

PRI

oo
[ N

IR

i (R
b B
e Lo
OV g
oo been

Beved to b vmceranis ooy nrophosy b e i e
contiaty b ooliply et at anel dig
medicel or conarne

et mest fo

PR I
st 1

coch ol which In ton is vving to he oaonedicnl venter,

Not surrisinddy | thore

these expenive Tuitities i

prisivaly, (oo, there e
talized refen

1
H

puarochiad

al patterns disturbed by cont]

ois among e

several large medical schools and b spitals, There tend o

be ceonomic und soctal distinctions drawn between the
largest and the other medical scheol complexes. (houh
these may be decreasing, and cert tainly kee

With all, the distribution of ph)\mmm to
highly

p changing
poticnts is
nequitably spread over the region.

/3000 to 1/3000

e conter city: 1/200

» suburban: 1/700 to 1/800

» rural: 171000 to 1/2000

The 5 wmedical centers have limited goals.

i
o ghetto arcas:

Al are
under great financial pressure, pressure relative 1o in-
come, to student load, and pressure to pay attention to
the ghettoes. They are beginning to believe that is where
the money is. In the meantime, the cultural institutions
of the major urban center continue to tend to tum
inward, there is very little that can happen “unless you
own it.” So the tendency is rather stronger than average
to want to turn RMP and training dollars to the enhuance-
ment of existing institutions and departments.

Rivalry conditions all attempts to regionalize or
otherwise bring about constructive associations between
people in the somewhat depressed cities of the North
and the rich primary city,
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e Some appraisal (i.e., development of a more or less
acceptable description) of the way the local RMP
went about data selection and gathering.

o Gradual clarification, through the dialogue itself,
of the specifics on which detailed information is
needed.

The following are excerpts from regional diagnoses
which illustrate something of the variety of starting
conditions to be discovered.

X Region. X is a prosperous, relatively homogenous
society. Good medicine is practiced here, and the profes-
sion is in relatively good repute with the local political-
social establishment. As yet medicine and the other
health professions are facing only tentative questions
about the “relevance” of where sub-specialization and
bigger-better hospitals take us. But something very real is
brewing in the state legislature’s effort to force a
“Family Practice” Department on the distinguished
specialists of the University medical faculty. Additional
intimations exist in the reluctance and opposition of the
Academy of General Practice to the way the medical

faculty had first planned to go about teaching family
medicine,

Layer on layer of competent, skilled, devoted people
working in hospitals and other health care institutions all
over the state, all of which tend to emulate or somehow
react or respond to the presence of the internationally
famous institutions: the Central Clinic, the University,
and Rehabilitation Foundation. There is an apparent
shortage of manpower willing and able and wanting to
perform health care services on the level of ordinary care
for ordinary conditions. Town-gown issues are real, but
because “gown” somehow includes Central City as well
as “The U,” and because “everybody” was trained at
“The U,” the issues take a special form. Centralization
of the Clinic and decentralization of the University
complicates their association, whenever joint commit-
ments are required or contemplated. Good acute care
general hospitals are a dime a dozen, and coming to view
one another as competitive whether they are or not.
Many are trying to become referral centers both in big

specialist consulting staffs and many high technology
services.

Generally the establishment, medical and non-
medical, exhibits a tough-minded, ‘“show me” con-
servatism, tempered by a very active consensus and
willingness to try out credible ways of improving the
situation (e.g., 40% of X-State private physicians have
tried out group practice. They and their patients like it
well enough to stick with it.)
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RMP has to make its way among a number of glan,
all zealous defenders of quality medical care, each Wiy
its own tradition of constructive innovation, each Wi
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independence.
Y Region. In the region’s largest city there is one
large medical school and one large community hospity &

The region consists of five quite different countie;
Three counties made common cause with RMP from 1}1,?1

outset. Two are left. In one, a private physician has y f

own comprehensive health plan; prepaid medical cayf ",

A

has been attempted under his auspices; success is be §

lieved to be uncertain; critics prophesy failure. The othe(#ﬁ
county is simply cut off and disinterested. It is difficyy | . system- Where
to get medical or consumer representatives from eithe
county even to meet for reasons that pre-date RMP, by}
embrace it: several of the major counties are joined iy { -

uneasy alliance, with many rivalries, all felt particularly g

strongly in the smaller cities.

Z Region. The major hospitals and associated medical 3
schools are all in the major city and dominate the region, §
These are set against the smaller community hospitals, ¥
each of which in turn is trying to be a medical center, E
Not surprisingly, there is relatively thin patient use of §
these expensive facilities in suburban hospitals. Not sur- £

prisingly, too, there are parochial and compartmen:

talized referral patterns disturbed by conflicts among the &
several large medical schools and hospitals. There tend to £
be economic and social distinctions drawn between the &
largest and the other medical school complexes, though §

these may be decreasing, and certainly keep changing,
With all, the distribution of physicians to patients is
highly inequitably spread over the region.

e ghetto areas: 1/3000 to 1/5000

e center city: 1/200

e suburban: 1/700 to 1/800

e rural: 1/1000 to 1/2000

The S medical centers have limited goals. All are
under great financial pressure, pressure relative to in-
come, to student load, and pressure to pay attention to
the ghettoes. They are beginning to believe that is where
the money is. In the meantime, the cultural institutions
of the major urban center continue to tend to tum
inward, there is very little that can happen “unless you

own it.” So the tendency is rather stronger than average
to want to turn RMP and training dollars to the enhance-
ment of existing institutions and departments.

Rivalry conditions all attempts to regionalize or
otherwise bring about constructive associations between
people in the somewhat depressed cities of the North
and the rich primary city.
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2. Preliminary strategies. — Proponents of the re-
gional diagnosis should be capable of meeting challenges
a5 to the accuracy or relevance of their analysis. But the
analysis need be neither exhaustive nor entirely accurate.
It is of greater importance that it be capable of shifting
in response to challenge and that there be, in the inquiry
undertaken by the co-ordinator, a continual source of
challenge to be met. In particular, it is important that
judgments about major issues of health need, quality of
care and access to care, facilities, manpower, cost of
care, and the political and organizational structure of the
health care system, all be subject to the continual test of
the multiple perspectives of key actors in the health care
system. Where important conflicts of perspective arise,
they should be confronted explicitly and actively. Where
they cannot be resolved, these conflicts of view them-
selves become issues for continuing work and inquiry.

Based on the regional diagnosis, the co-ordinator
should have formulated preliminary directions of
strategy which reflect defensible judgments about
crucial substantive issues of health care, issues relating
to the political and organizational structure of the
health care system, and key actors and initiators of
innovation in the health care system.

While the co-ordinator should be capable of arguing
for these directions of movement, on the basis of the
regional diagnosis, these preliminary views about strat-
egy should remain developmental, in two senses. They
should take account of the issues they do not address,
and there should be some thought as to the means by
which these other issues may come to be addressed. And
they should be responsive 1o changes in the regional
diagnosis which come to light in the course of RMP
activity.

The basic question is “How have you gone about
formulating preliminary strategies for systems trans-
formation?”

¢ Through what process have you gone?

» What is the substance of the strategy as so far

developed?

e Why this far, and no further — or why so far in

this direction?
Often, the best way of getting at these issues in the
dialogue is through questions such as these:

¢+ Where are the outstanding strengths and weak-

nesses among key agencies and actors in the medi-
cal care system?

o What are the patterns of alliance and conflict, and

how are these changing?

o For key actors in the system, and for the issues

they regard as critical, what are the ends-n-view

both for changes in the delivery system and for
changes in their own position within the system?

e What are the critical “starting issues,” and how

might these be used to move toward systems trans-
formation?
But the specific forms of these questions must come
from the regional diagnoses, and must elicit the ways in
which preliminary strategies address themselves, or fail
to address themselves, to the issues raised in these diag-
noses.

The following are examples of some of the prelimi-
nary strategies emergent from the fragments of diagnoses
listed above, and questions that the evaluator can or
should raise about these strategies, to push the dialogue
a step further:

X Region

The primary problem is the isolation of many small
communities, especially rural communities from which
physicians are slowly disappearing, and their disinclina-
tion to collaborate. Corollary to and underlying this is
the past success of medical education in selecting and
training physicians to want to work in sophisticated
hospital settings, thus creating strong impetus for hospi-
tals to compete, even within communities, and to attract
physicians by offering ever more highly differentiated
and costly services, without careful, credible investi-
gation of community needs and how they are satisfied.

The function of RMP should be (and is) through
projects, membership on advisory committees, and core-
staff activity to facilitate connections and collaborations
among elements of the medical care system, particularly
among small communities and particularly among physi-
cians. The connections and collaborations should be
multiple and small-scale, so as not to ruffle too many
feathers.

So RMP, for example, should serve as broker and
supplier of seed money for the merger of hospitals in
adjoining rural market towns; should support short-term
in-residence programs for GPs at the Clinic; should dot
coronary care programs around the State; should
promote outreach programs from the Clinic and the
University; should use the RAG and its committees to
involve all elements of the medical care system and
representatives of its consurners, in order to connect
small communities with one another and with the
centers.

The object is to build larger movements toward colla-
boration and more ambitious ends:dn-view from the
success and the fallout from many small-scale efforts, in

11
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Often the formulation of preliminary strategies de-
pends upon the involvement of key actors and agericies.
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A cuse in point is the following:

Y Region

The RMP has taken the position that it is a clearing:
house for projects; it solicits and processes applications
from elements all over the region. RMP is, therefore, 2
conglomerate of projects; how can it have a program
strategy for systems transformation or any thing else?

But there is the sense of need to involve the two
counties currently disengaged from the program. Th_e
preliminary strategy has impacted on the starting condi-
tions in a way that permits, encourages, and partly
specifies a revision in approach.
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One county, medically under the leadership of a

am. And there are 250,000 people there. The belief in
the county is that the big city always wins, and that’s

where the money is.

In spite of its apparent role as a “clearinghouse for

projects, »* the RMP turns out to be operating on a strat-

egy which says, “Get every major actor and every
county active in RMP.” Their tactics are based -on this
strategy.

The major physician in the isolated county is con-
cerned about diagnosis of cancer, and about the
100-mile round trip required to get specialized diag-
nostic screening in the large city. He is encouraged,
therefore, to propose the establishment of a diagnostic
center in his county.

Some of the relevant questions, especially appropriate
to early involvement phases:

1. Is the investment worth it? How much does it take
fo “purchase” involvement? as a percentage of the over-
all budget? compared to the costs of confronting other
urgent health care issues? Are there other excluded or
isolated elements of equal importance (geographical
areas, professions, voluntary associations, health depart-
ments, medical societies, hospitals, or a combination)?
What are the potential future consequences {enmity,
retribution, etc.) of failing to try to involve somebody
now? How does an effort to include Dr. H. relate to the
regional diagnosis?

2. What are the signs that investment has been suc-
cessful in involving Dr. H and his county? How do you
distinguish pro forma from significant involvement? For
example, visibility at RMP meetings? Attitudes of Dr. H.
toward the proposals of others? Willingness to permit
some “‘teaching days”™ in the area? Other projects coming
out of the county? Willingness of Dr. H and others in the
county to lend voices in support of RMP activities? Will-
ingness of Dr. H. to share his emergent strategies for
development of medical care system in his county, or to
participate with others in formulating such strategies?

3. Ends-in-View. ~ Qut of interactions of key actors,
ends-in-view should have been established. These must
confront at least some of the key issues earlier identified
as crucial in the region. On the level of substantive
health care, they must confront at least some of the
fonstant health problem themes, or emergent issues in
hedlth care,

At a zone in time, attention shifts from the problem
of “getting all the key actors active in RMP” to the prob-
lem of formulating the more specific ends-in-view and
the strategies for achieving them which are to emerge

from the interaction, planning, bargammg and negoti-
ating of the key actors.

These ends-in-view are the specific rearrangements
sought in systems transformation. They, too, have many
qualities that are subject to evaluation. The emphasis,
again, is first to discover what attempt has been made td
identify these qualities, and to deal with them. Evalua-
tion of specific content makes sense only after its clear
and more or less agreed what has been attempted, and
the context for attempting it.

The following are examples of appropriate questions:

e Have the issues earlier identified as crucial in the
region found their way into the formulation of
ends-in-view?

This is an illustration of what such a list of issues

might look like:
“— Guidance to get people into the health professions.

— Coordination and involvement of the voluntary
agencies.

— The urgent need for dental care in the north.

— The lack of out-patient care centers except for
emergency rooms.

— Essentially no preventive medicine is done in the
State.

— Too many community hospitals trying to become
medical centers.

— There is no weekend and almost no night-time
medical coverage now in a major rural county
area.”

Is the RMP engaging some of these issues through the
deliberations and interactions stimulated among
elements of the health care system? “Engaging” means,
here, facilitating the formulation of ends-in-view and
strategies adapted to them.

e Certain general criteria cut across regions and
across possible activities within regions. Questions
about “relevance” of particular activities apply not
only to the match between ends-in-view and
judgments about issues, but to the need for some
attention to these criteria.

- Costs of care, particularly for hospitalization,
extended care, and costs as experienced by
lower- and lower-middle income persons as well
as others.

~ Quality of care, and the distribution of quality
of care across the region.

— Access to care, and equity of access to care,
across socio-economic strata, minority and ma-
jority groups, and geographic subregions.

» Have the processes making for inclusion, discussed
earlier, extended beyond formal membership in
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Is confiict of ends-in-view bemg handled as a

dividing up the pie” among competing
actors, or is there also an atiempt to relate such
judgenents to shared judgements about the
urgency of health issues, or about the usefulness of
issucs as ways into systems transformation in the
region?

o Major themes of RMP activity should be developed
and stated. These should be not merely a reflec-
tion of what is common to ongoing activities, but
a source of guidance for the generation of new
activities. Questions of priorities among ends-in-
view should have been confronted, through a
process in which key actors in the region work on
their conflicting interests not only on the level of
ownership of RMP resources but on the level of
substantive health issues and strategies.

¢ How appropriate, acceptable and feasible are the
strategies being developed for achieving the ends-
in-view adopted? For example,

<

matter of

*This may be the first time that themes of RMP activity
become explicit and that questions of priorities become real
issues (often first stimulated by conflicts over ownership of
limited funds).

14

ST
b ‘}C';‘;ts

-
S waorks

Questions ghout such stratecios will foous on xumhc;
ot dimensions:

— Adegnacy of seale of b “molution” to the

— Appropriateness ot the strutegy to objeciives oy
woliiple levels of the wotivily (e.g, “ibstantihve
healihe finpact, el s svstems transformation

ends-in-view; \l ritication of ends-in-view as well o

invoalvement).

Approprizteness of the str ‘ﬂ) to the constraints
> underlying the issue.

q
a
'
ne

and problems perceived to b

One of the questions to aris

¢ at this point is the
grestion of “reeth.” Is the issue one that witl yield
best, or at all, to voluntary involvenent on the
part ol the key acturs concerned? Or does i
require some forms of sanction and complusion?
This is a question of ideology, strategy and legisla-
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Where the focus is on leaming, attention will go not only

to questions ot this kind but to questions about the

ways in which the development of strategics is handled:
Is there evidence of the active consideration of
alternative ways of achieving the same ends-in-
view?

— Does the deliberation over strategies carry with it
consideration of effectiveness of the strategy in
relation to the costs of carrying it out, and con-
sideration of the cost/effectiveness characteristics
of alternative strategies?

Are there timetables for accomplishment? How

realistic are they?

Has there been consideration of ways of deter-

mining over time how effective strategies are in

achicving ends-in-view? Tests for their achieve-

ment?
Where the focus is successfully placed on learning, the
impact of such questions will not be to ‘“grade” the
strategies at this zone in time where emphasis is on the
development of specific ends-in-view, but to influence
their development positively, by “‘accelerating” and
“enriching.”
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4. Implementation. — The process of implementation
should be characterized by involvement of implementers
in selection of ends-in-view and strategies for achieving
them; and by a relationship of co-ordinator or core staff
10 implementers which permits continuing mutual
modification of strategy and end-in-view and of im-
ngmenting activity. .

The implementation of strategies toward ends-in-view
may take the form of core staff activity, of the conduct
of specific RMP projects, or of the activities of commit-
tees or ad hoc groups, under the aegis of RMP. The
end-in-view and the strategy may be specific enough to
lend themselves to only one of these kinds of activity,
and to a well-defined unit of implementation, or they
may lend themselves to a widespread cluster of activities.

For example,

End-in-view Implementation

A coronary care project jointly
granted to the 13 hospitals,
requiring the use of com-
mon facilities.

To foster collaboration and
rationalization of planning
among 13 community hos-
pitals.

Brokerage functions by core
staff, RMP support of one
hospital staff member
charged with working out
details of the merger.

To encourage multi-level
collaboration between two
hospitals in adjacent rural
communities.

To increase the “‘power base™
of the medical community
“on the other side of the
mountain.”

A serics of projects, funded in
that area, linked to major
medical institutions.
Brokerage activities. Use of
RMP comimittees to estab-
lish relationships crossing
the mountains.

Some of the relevant questions are these:

« Are initiators and leaders of the activity aware of
the ends-in-view, and the processes leading up to
their formulation, on the basis of which the
activity actually came to be undertaken by RMP?

o What are the patterns of access to resources
required for implementation? Is there a basis for
judgments to be made, on a continuing basis, as to
the adequacy of resources to the task?

» Is attention given to the possibility of shifting
definitions of ends-in-view as more of the reality
of the discovered system comes to light? Is the
project or activity leader locked into a potentially
stultifying view of what constitutes “success”?

s What constitutes progress? Are there operational
tests of performance, short of more nearly final

judgments of impact, which can help to guide per-
formance in the course of the activity?

e What is the relation of the regional co-ordinator
and his staff to the activity? If it is not their activi-
ty, do they have, in relation to it, a continuing
monitoring, learningevaluative contact which
allows mutual modification of the ends-n-view
and the strategies by which the attempt at
implementation is being made?

e How compartmentalized is the activity? Is it con-
nected to analogous activities in the region, or to
activities which are parts of the same program
strategy, so that both learning and concerted
action may occur, where appropriate?

e What is the relationship of these processes of
implementation to the overall strategies of systems
change held by the coordinator and/or his col-
laborators? Has the coordinator attempted to be
explicit about these? Is there an effort to relate
them to particular strategies for achieving
particular ends-in-view? For example, to connect a
particular activity as a feature of a “master plan”;
to identify a particular negotiation as part of an
overall strategy which seeks to involve key actors
in a process of negotiation over their interests and
conflicts in relation to the system of medical care.
Is the coordinator able to use the experience of
particular activities to learn from or to influence
his overall strategies of systems change?

There is one side of the question of impact which
should be treated separately here, because it involves the
impact of the process of implementation, which can
reflect back both on the formulation of particular ends-
in-view and on the region’s capabilities for carrying out
further systems transformation activities. This is the
process through which the definition of accepted ends-
in-view may shift.

o The connections established and reinforced in a
particular activity may lay the groundwork for
new forms of collaboration, e.g., the joint planning
of a coronary care unit which leads to joint plan-
ning of a range of common facilities; the diagnos-

tic screening project in a county previously cut
off from the medical system of the region, which
leads to a series of boundary-crossings. Are these
things happening? Are therc attempts to make
them happen?

o Learning from an implementation process can lead
to changes which facilitate new processes, €.g., the
cumbersomeness of a process of review and
monitoring can lead to simplifications which make
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it easier and more attractive for others to enter the
orbit of RMP activity.

s Processes of implementation can display or enable
development of “role models” which influence the
character of new activities undertaken, e.g., the
impact of Jim Musser as broker-facilitator on other
key actors in the North Carolina region, or of Paul
Ward in California, e.g., the influence of the few
emerging medical care corporations in California
on similar, varying approaches to medical corpora-
tions.

Questions about impact of implementation, then,

need also to be addressed to the impact of the process of
implementation itself,

At this point, RMPS criteria for systems transforma-
tion in the region take the form of meta-criteria for the
evaluation processes carried out in the region.

o Without specifying evaluative criteria to be used in
assessing the impact of implementation on any of
the levels of change, RMPS should require that
such criteria be developed and that they be appro-
priate to the ends-in-view and strategies adopted.

e These criteria should not be limited to program-
matic criteria (e.g., how many nurses trained? how
many calls received?) but should attempt to assess
change at one or more of the several levels of
change in substantive health care.

s In each instance, consideration should have been
given to the choice of level at which change is
assessed, aiming at health outcomes, then at access
to delivered care, and so on. There should have
been review of the definitions, test-methods, and
measures appropriate to the end-in-view and
strategy involved.

e With respect to the process of evaluation, the
evaluative framework should have been developed
collaboratively between the regional center and
the implementing agency. There should be an
openness to modification, through the process of
evaluation, both of the implementing activity and
of the original choice of end-in-view and strategy.
This openness should be evidenced in the demon-
strated capacity of evaluative activity to influence
the planning of the implementing process, and in
the evolution of the concept of end-in-view and
strategy during the course of implementation; and
the frequency and pattern of contact between core
staff and implementing agency should be such as
to make that kind of mutual influence feasible.
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o The evaluative processes adopted by co-ordinate,
and core staff should be conducive to leaming
across sub-regional boundaries, so that those

cngaged in analogous activities (continuing educy. §

tion for GP’s, for example) can learn from ope
another’s experience, and those whose activitieg
are elements of a larger strategy can interact in the
light of that strategy.

5. The Developmental Cycle. Regional programg
develop iteratively, if at all. Cycle succeeds cycle, each
growing out of, but resembling, its predecessor. A
regional program, seen as systems transformation, moves
through its cycle: casing the region, planning and im.
plementing. Then through another cycle widening and
decpening its rings of activity. The evaluative questions
of any one phase continue to be relevant; only, new sels
of questions are also relevant to established activities,
and to other sets of activities. The process of bringing
new elements into RMP, for example, continues even as
the ends-in-view emerging from earlier processes of
inclusion begin to be carried out.

The most relevant new questions help uncover the
directions of change in the scope and purchase of the
whole program as it moves through successive inter-
actions of the process. These questions are of several
kinds:

o [sthe process increasing its scope? -
— Is it increasing in the overall volume of activity,
as measured by actors involved, dollars
mobilized, number of separate activities under-
taken?

— Is there a widening range of parties involved in-

interaction and negotiation? Is the level of ag
gregation of the parties increasing? For
example, is the interaction beginning to involve
clusters of community hospitals rather than in-
dividual community hospitals? Is the level of
aggregation also decreasing? For example, aré
individual physicians as well as medical society
representatives coming to be actively involved
in a way that extends the scope of the program’

- Is there an increase in the number of health
issues engaged? Is there an increase in the

coverage of the region represented by thost §

issues and by the endsin-view and activities
generated? Within each phase, the map of the
issues confronted and their location in the
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Phase 2

e Is the process increasing in depth and intensity?

— Is there an increase over time in the perceived
importance, urgency, and ambition of the issues
engaged and the ends-in-view formulated?

— Is there an increase in the connectedness and
“clout” brought to bear on the issues engaged?

— Is the level of aggregation of the parties de-
creasing? Are individual physicians as well as
medical society representatives coming to be
involved in a way that deepens the program?

We can provide an example of the development of
ends-in-view and strategies in a regional program as it
begins to go through a succession of cycles:

The K Region

Dr. P., the coordinator, came from a program of
continuing education in the one large medical school, a
program of continuing education for GPs which, by his
own present view, was not too successful. He began by
seeing the creation of RMP as an opportunity to expand
his own educational program, and obtained a planning
grant to create K-RMP. He visited local medical socicties
over the region and with them set up a program around
Wmor registry, coronary care units, and continuing
education. Boundaries of the region were set up by the

expression of interest of the parties approached who at-
tended the meeting. '

As the program has begun to expand, its emphasis has
shifted away from the categorical approach. The RAG,
which began with 30 physicians, has begun to change
composition to include laymen. In view of the relative
weakness of other institutions, including the State
Health Department, KRMP has moved toward a control-
ling position for health planning for the State.

Concentration at the beginning has been on work
with individual physicians and community hospitals,
with an emphasis on education, viewed as the easiest and
least threatening way in. At the same time, core staff
became involved in project-writing for individual hos-
pitals, KRMP has now withdrawn from CCU programs,
except for continuing education. However, a similar
effort based on the earlier experience (establishing
facilities, loaning equipment to communities who could
not afford to buy it) is now being carried out for respira-
tory programs.

Dr. P. now realizes that in his region, which is poor in
physicians and clear in its referral patterns and which has
one medical school and not much institutional rivalry,
the provision of continuing education to physicians and
others is not enough. What is needed is the provision of a
system of care and appropriate facilities within which
the fruits of education can be realized.

Here, since the structure of the program as a whole is
built around the coordinator, the development of ends-
in-view becomes very much the development of his own
views of the issues that need to be confronted and the
ends-in-view adopted. Is the process characterized by an
evolution of issues, ends-in-view and strategies, which
reflects learning?

The regional diagnosis of the coordinator, the issues
he takes to be important, the ends-in-view and strategies
to which he is committed — in short, his own systems
rationale — may shift in response to new perceptions of
the discovered system of the region, as regional activities
bring that system into focus.

This learning may take the form of an explosion of
“rational” plans for the building of the health care sys-
tem, by contact with the political interests and powers
of the real-world actors in the system. It may take the
form of a shift in priorities about health issues, as
previously “hidden issues” — for example, the depth of
inadequacy of health care in ghettos — come to the
surface. 1t may take the form of perceiving the extent to
which the needs of physicians and community hospitals
in “have not” areas are inadequately served by diffusion
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of the technologies and rescarch findings generated at
the major medical center.

In each instance, the discrepancics between systems
rationale and discovered system, at the regional level,
may lead to the reformulation of regional diagnosis as
well as of ends-in-view and the strategies corresponding
to them.

It is not reasonable to set uniform standards for the
periods of time within which regions should have
reached certain levels of maturity in their developmental
cycles, just as it is not reasonable to apply uniform
standards across regions to the time periods within
which the . various stages of development should be
completed. On both levels, the time intervals will vary
with regional conditions. The key factors here are not so
much the size of the region as its complexity, its internal
connectedness or disconnectedness, the number of
conflicting or disconnected elements within it, and the
scriousness of their conflicts or isolation from one
another.

Elements that affect the speed of motion include:

— simplicity of the politics of the medical care
system. Few elements to be connected; few
conflicts to be resolved.

— relative weakness of other elements of the system,
permitting RMP to function from the beginning in
dominant or unusually significant health planning
role.

— relatively high degree of connectedness among
elements of the medical care system.

It may be possible to establish a typology of RMP
regions in terms of their potential for movement,
similarities in strategy, and characteristic types of
activities chosen to carry out the RMP program. There
are, for example, many instances of efforts to stimulate
collaboration among community hospitals through their
joint involvement in some program of approach to
categorical disease; to establish outreach arms of major
medical centers; to reach isolated subregions through
programs using paraprofessionals, continuing education,
and the secondary support of specialists. Regions and
subregions differ as to the constraints they put in the
way of these kinds of activity, but they, too, can be
grouped in terms of the seriousness of those constraints.

The purpose of such a typology would not be so
much to permit judgements of the effectiveness of one
region against another as to provide guidelines both for
RMPS and for regional coordinators as to the rates of
movement it is reasonable to expect in a given region
and for a given kind of activity.
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Judgements about a region’s progress in systemsg ot 1
transformation may be made on the busis of its ability 1, o

meet criteria within any given stage of develupmen;. ity 1

rate of moveinent from stage to stage, given the coy.
straints under which it is operating; and the level of
scope, depth and learning evidenced by its overall ¢yl
of development.

[n point of fact, most of the RMP regions are g
primarily involved in the problems of inclusion of key

elements of the medical care system in RMP activity ang %
on the formulation .of preliminary directions of move. §

ment and strategics. In spite of the number of opera.
tional projects, most regions are only beginning the work
of fitting projects into strategies for achieving specific
ends-in-view. Most are only now at the stage where the

formulation of themes of RMP activity and the con. !

frontation of questions of priority among ends-in-view
become feasible tasks.

Conditions for the
Central-Regional Dialogue

Having sketched out a national-regional dialogue
aimed at fostering learning in relation to systems trans-
formation, there remain questions about the particular
vehicles through which such a dialogue may be brought
to reality and the conditions under which it can be ef-
fective.

e The two parties to the dialogue must begin with
some commitment to and understanding of the goals and
methods of this kind of evaluative process. The require-
ments here relate both to the theory of the evaluative
process and the role of the dialogue within it, and to the
particular skills and techniques involved in carrying it
out.

o Although we have used simple words like “central”
or “RMPS” and “coordinator,” the parties to the dit
logues will be complex. On the regional side, the dialogu¢
will be carried on by groups of varying kinds, depending
on the makeup of those involved in carrying initiative at
the regional level. In one region, it may be a ‘“‘strong mad
coordinator,” his key assistants, and from time to time
others that he may wish to bring along in order

involve or educate them. In another region, it may be

the team the coordinator has been trying to assemble

out of core staff, certain RAG members, and certain key -

actors in the medical care system of the region.

e On the side of the national staff, there is 2 kiy
in the:
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o Lhe li'e of the rezion’s ‘evelepment under RMP,

e requirzment for continvity becomes particularly
Licel, given the diversity and open-endedness of
';‘_m-al aporoaches to systenr transformation: it is only
j»ulf of intmate knowlede: of the content of earlier

s of cevelopment that contral can be :ftective in
;[}‘-{‘_yg,u«‘ wi:h the region.

pt, givin the realities of life in both central and
.-ional bureaucracies, continaity of this kind is to be
"\.’:11(3‘@[ not through ore me: but through small groups
JLose niensbers overlap in the course of tme.

Fror central’s poini of vizw, the small group permits
42 inclusion of the varictics of competence required to
srry out effective dialogue with the region — conl-
-atence to question and respnd on issues of substantive
Siadical care and on issues of syslems transformation,
.-d skills in the evaluative nrocess of the dialogue itself.

There will be no need o distinguish the central-regional
falogue from funding decisicns, and, concurrently, to

1

pove away from the usual mode of centrel-regional

sontact, in which the region displays its wares for central
ad centrul and the region then cngage in a game of
eitack and defense. For the central-regional relation to
g2 selely or primarily in this mode prohibits learning, in
tie senses outlined above, and makes it difficult or
mpossible for central even to gain information about
r-giona’ activities.

On the other hand, the dialogue requires that the
EMPS staif be capable of being tough with the region,
aiving issnes hard enough to be heard and challenging
e regior in the light of findings and commitments
vhich emerge from the dialogue over time.,

Ir erder to make these things feasible, there is first a
1eed to model the roles involved and to sel the tone for
such o dialogue, and concurrently to set apart and
lormally  distinguish the funding-justification process
from the central-regional dialogue. The dislogue will
trely feed into RMPS judgments about regional fund-
by but should be formally and operationally separate
from the funding process.

Will such a distinction be feasible, given the tendency
of the region to view ceniral as monolithic and the
f“’;\fun‘s knowlzdge thut funding decisions will be made
W central? This problem is comparable to the problem
va the regional evalusior in establishing his “helping”
e, i spite of the fact thet his findings will be influ-
ol for decisions on project funding; indeed, the
Moblem s central to any process of good management
M which the manager secks both to fucilitate learning
Uil 1o exercise control, The feasibility of the effort will

?
‘-‘Kf}\»\

end Witimately on the good faith that central and the

region are able to estzblish with one another, and on the
extent to which the dislogue is found to facilitate learn-
ing.

The dialogue requires a certain frequency of contact
between central and regional groups. Given the rate of
movement in most regions, once a year is not often
encough. Within the interval of a year, too much happens,
and tco many decisions are made which lock the region
into patterns of activity. Frequency of contact should be
determined by the time required for the coordinator to
take significant steps, or for the regional situation to
shift in significant ways that mark important milestones
in the stages of systems transformation. Intervals are
likely to vary over the course of the region’s cycle of
development. For example, contacts might be estab-
lishad around key events such as the first formulation of
regional diagnosis, the establishment of themes of RMP
activities and the first cffort at establishing priorities for
specific ends-in-view, or the first phase of experience in
implementing a specific strategy. Within the range of
frequency indicated by “‘oftener than once a year,”
there should be provision for flexibility increases if a
representative of central and the regional coordinator
can maintain contact during intervals between meetings
of central and regional groups.

The central-regional dialogue offers another perspec-
tive on the role and conduct of regional site visits, and
on the proposed process of anniversary review.

The central-regional dialogue could become the main
function of the site visit. The site visit team would then
becoine central’s party to the dialogue. Such a concept
would answer some of the problems currently reflected
in regional and central reactions to the conduct of site
visits — for example, the pattern of regional display and
of attack-and-defense which make it difficult or im-
possible to find out what is really happening in the
region; lack of continuity in the site visit team; lack of
feed-back to the region; inability of the site visit team to
respond to the region by clarifying or modifying
central’s “‘signals.” There are also significant potentials
of the site visit as a vehicle which the central-regional
dialogue may help to tap: the opportunity for on-site
contact with regional actors and agencies, and the
presence in the region of persons regarded as peers by
many of those undertaking regional activities.

There is the further issue of the manpower require-
ments RMPS would experience if it took seriously the
conduct of central-regional dialogues with all of its
regions. The site visit team concept, in which outsiders
are mobilized alongside central personnel, would provide
a crucial extension of central staff. But the concept
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would also require intensive efforts at internal training
and team-building for the site visit teams.

With respect to Anniversary Review, that event would
have a very different significance if it were to function as
the vyearly culmination of central-regional dialogue,
rather than as an isolated contact which will tend to be
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seen, whatever the intent, as a funding-justiﬁcatim_f' |
process. The site visit team would then come to play, )
critical role in the anniversary review process, and .} ..
results of earlier phases of the central-regional dialogue 3
would then provide the basis for the inquiry conductey} .
and the judgments made in the course of anniversmi E
review. ‘
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HOW OTHERS SEE REGIONAL MEDICAL PROGRAMS AND EVALUATION

ALEXANDER M. SCHMIDT, M.D.
Dean, Abraham Lincoln School
of Medicine,

University of Illinois

Having come in late, I was sitting in the back of the
room, tather than here on the platform; and I am very
leased to have been able to hear the elegant discussion
on Regional Medical Programs and systems change by
pr. Schon. I was late arriving this morning because our
three upper classes are returning this morning, and I met
with them - about 625 strong - for a re-orientation
session. This is something new for us. Change now is so
great, and the rate of change is so rapid that we are not
only orienting our incoming freshman class of 225
students, but are re-orienting students who have been on
vacation. The need for such sessions was made evident
by their questions, 1 thought as I was driving to the
meeting. Among the questions asked were:

“Is Cook County Hospital still alive and well?”

“How many medical schools are there in Illinois
today?”

And finally, “How many people have you added to
the university police force?”

And my answers were respectively:

“Not very.”

“Ten.”

and “Plenty.”

I was also musing that it was only a couple of years
ago that I gave a talk entitled, “Is Evaluation a Dirty
Word?” The response from the audience then clearly
indicated that they thought it was.

In the ensuing years, however, it has become apparent
that the word “evaluation,” like some other words we
are now hearing almost daily, has had the shock value
worn off, as more and more people have used the word
in open public.

It is really too bad that evaluation got off to a rather
shaky start in Regional Medical Programs. From time to
t}me [ have tried fo figure out just why it happened.
Certainly from the viewpoint of the administrator (who
hopefully is a good manager) evaluation is a very power-
ful friend. Evaluation ranks along with cost accounting
and program budgeting (two other dirty words), as one
of the most powerful management tools we have. We all
Prabably know this, and believe in at least the theory,
¥et our response to the word is too often less than

" favorable. It has occurred to me there are three principal

reasons for our aversion to the subject of evaluation.

First, there is the general feeling, expressed over and
over to me, that “seat of the pants flying,” if it gets you
there, can’t really be all that bad. Over the past decade,
through trial and error, in both education and health
service, we have evolved methods that we think we know
to be both good and effective. It is my belief that we are
far too content with this type of reasoning.

Secondly, evaluation turns out to be hard work,
expensive, time-consuming and technically difficult.

Lastly, it is now apparent that evaluation is a
discipline all by itself, and not many disciples are
available. It seems also true that the discipline is, to
some extent, quite backward in its development. Thus,
application of the discipline is even more difficult.

The great importance to Regional Medical Programs

of evaluation was recognized early by the National
Advisory Council and Review Committee. Many of you
will recall the numerous early messages from the
Division about evaluation, and the resulting anguish,
frustration and even outright hostility felt in some of the
regions. In retrospect, I don’t think anyone concerned
fully appreciated the three reasons I have given for the
initial negative feelings about evaluation.

During the early years of the programs, the case for
evaluation was argued. A significant amount of research
in evaluation techniques was supported by the Division
(wisely, I think) — as well as training programs,
conferences, seminars and the like — all designed to
provide needed expertise. As a result, while we are much
better off today than we were four or five years ago, the
problem still remains. I'd like to discuss RMP evaluation
as 1 now see it in 1970, from the perspective of a
member of the Review Committee and a medical school
dean.

To go back for a moment to the first of my three
reasons for our aversion to evaluation, it seems obvious
to me that the trouble with “seat of the pants” flying is
simply that technology has rendered it totally obsolete
except in bush country. Anyone flying a plane
nowadays, almost anywhere, can pinpoint his location
accurately in seconds. And, if he is appsoaching O’Hare
Field and wants to survive, he must do so, and know
how to use the proper technical devices.
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In point of‘fact, the methods we have developed by
trial and error over the past 50 years in both the educa-
tional and health service ficlds simply aren’t doing the
job, and we must now very accurately and scientifically
determine our position, and plot a new course. We must
assess our education and health service systems, and plan
to make needed changes. ['m absolutely convinced that
Regional Medical Programs are, as Dr. Schon has said,
the best mechanism that now is available for doing so.

Since we are trying to make changes in a lot of
“traffic” — when surrounded by agencies and organiza-
tions and individual citizens (often irate) trying to do
similar things, I think the O’Hare Field analogy is quite
appropriate. Anyone trying to get a program off the
ground today had better know precisely and scientifical-
ly where he’s going, how he’s going to get there, and
very importantly, when to land. “By guess and by gosh”
isn’t good enough anymore. And we should reject the
argument that intuition tells us we’re being good or
successful in medicine as in flying airplanes.

, The importance of regional capability in evaluation is

made evident by the current efforts of the Division to
decentralize authority and thus enhance regional autono-
my. We are moving to the anniversary review system, to
local project review and approval and to greatly in-
creased overall regional autonomy. In theory, this is
very, very good. In practice, there are definite dangers
and problems.

Early in the program development, the Review Com-
mittee often found that regions were passing the buck to
the Review Committee when theoretically they
shouldn’t have been doing so. Two reasons were com-
monly given for this avoidance of local responsibility:

First, regions were new, and local expertise simply
wasn’t available to allow local determination of the value
of the proposed program. The Review Committee early
on saw literally dozens of projects with no stated goals,
no hope of evaluation and really no hope of accomplish-
ment. Yet, this was the best the region could do at that
time, in that particular field of endeavor. This was very
understandable, and led to the establishment by the
Division of the research and training programs men-
tioned earlier.

More bothersome, really, was to receive a proposal of
much poorer quality than one might expect from a
particular region. This was often justified by the region
on the basis of political expendience: it would be better
for the National Review Committee to tum a poor
project down than for the local program to run the risk
of alienating some faction. I’m sure that early in the
program, many local fights and much hard feeling were
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avoided by this ploy, but such tactics do delay decemm_

ization of project review and approval. Happily, 1 thin
we are now rapidly overcoming these difficultics and‘;
using Dr. Schon’s analogy, I would agree that y,y

metaphase is upon us, and the diagram on the boarq 4,F

your right really is applicable now, if the Nucley,
chromatin represents the evaluation and review of mos;‘;‘
activities within Regional Medical Programs. ‘

[ recently have discovered that most regions reafi
that the National Review Committee is only a collectigy
of individuals drawn from regions. Several regions hay |
begun developing their own specialized review bodie
which often for specific purposes are better than

was provided with sounder, more detailed reviews ap
critiques of projects than the National Review Cop i
mittee has had the time to develop. Some regions hay |
mounted their own project site visits, using both thejr i
own experts and consultants from other regions. Severd

of these project reviews were so good that the Division. {,

sponsored site visits added little to the understanding of |

the project or activity. I'll add parenthetically thatij
have noted a regrettable reluctance by regions fo
respond to the criticisms of their own experts and review f
bodies, so that the same deficiencies existed, both at the ¢
time of the Division-sponsored site review and the sub- ¢
sequent Review Committee and Council meetings. But |

of great importance is the growing realization by regions

of the value of a sound review process, of good project
planning, and of good evaluation (of both program and §
projects), demonstrated by the willingness to hire or 3

borrow the expertise necessary to do these jobs well.

As for the future, I agree almost completely with Dr. §
Schon’s estimation of what will be important for ust ¢
accomplish. Anyone following developments in the §
health field today, for example, realizes the probability |

that private medicine is in danger of pricing itself out of

existence. As one result, during the next few years2 |

great effort will be made to control, however possible

the cost of medical care. This may well involve Regiond §
Medical Programs. For example, there is currently 3 g

mo
Y or not county

great rhubarb, which interestingly enough is pitting the ¢

American Hospital Association against the AMA and ;‘: help in cre

others, concerning the idea of creating “professiond!
Standards Review Organizations.” They represent
expanded, more powerful utilization review committees.
It has been proposed that these organizations be estab:
lished by local medical societies, which would then b
charged with evaluating medical care and makin
decisions as to reimbursement for this care. The conflict
arises over who should have this degree of power. Bub
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| more importantly, the question to be asked is whether

or not county medical societies have available to them

“ ‘the expertise to do this job. If this legislation passes, I
would imagine that at least in some areas, Regional

Medical Programs will very suddenly be in the business
of evaluating not only their own programs, but also the
extent and quality of medical care delivered in their
region. This should be a sobering thought to a good
many of us here today. I believe that our traditional
involvement with the providers of medical care will soon
pe put to very good use, indeed, as we get more and
more directly involved in the problems of quality and
availability of health care.

If you have also followed the life and hard times of
medical education, you know that while we need many
more physicians, simply graduating more of the same
type of physicians we now have is not thought a solution
to our health care problems. We are told that our current
graduates are not able to solve the problems of our
health ‘care system, that our curricula are too narrow,
and the training base, largely the urban specialized teach-
ing hospital, is irrelevant to much of community
medicine. Thus, there is now general agreement that
medical education must be geographically distributed,
for one thing. Also, medical schools must assume in-
creasing responsiblity for graduate and continuing
medical education, and they must train a variety of
types of physicians to practice the profession in totally
new ways. Medical schools must engage more and more
in health services research. Finally, the new physicians
must stay in the state where they were trained, and be
paragons of virtue and excellence. What is common to all
these goals is the involvement of what is now called the
“private  sector” of medicine. Indeed, what we in
medical education are looking for is some way to create
a brand new education/medical care system out of the
old separate systems of education and care.

In the past, some Regional Medical Programs have
looked to medical schools to provide expertise for plan-
ning and for projects such as training programs for
Coronary care nurses. I'm convinced that medical schools
should now be looking to Regional Medical Programs for
help in creating the new education and service mix, in-
corporating most or all practicing physicians into a new
System of teaching, learning and service. Our new
Braduates, like many physicians now, must all assume a
lifelong responsibility for learning and teaching, for re-
Newing their own talents and skills and those of others.
If medical societies or the profession as a whole is given
Or assumes the responsibility for setting and keeping its
own house in order, Regional Medical Programs will,

without question, be turned to for the process and the
expertise to do this job.

An important key to success in all of these things is
good evaluation. Regional Medical Programs are still the
best instrument our society has created to do all these
jobs, and we must develop the necessary capabilities. As
the action moves to the regions, whether we succeed or
fail will depend on how well we manage the tasks. If we
know what we want to do, we also have to know how
well we are doing it. And evaluation in these terms is the
only possible way to manage our efforts. [ believe that
the climate is now favorable for evaluation. In recent
years we have seen significant fractions of Federal
agency budgets earmarked for evaluation. It has become
accepted practice in Regional Medical Programs to
budget specifically for the costs of evaluation. Thanks to
Regional Medical Programs and other agencies such as
the National Center for Health Services Research and
Development, growing numbers have been trained in the
science of evaluation. If these experts are not locally
available, they usually can be brought in as consultants
for a time.

I suspect that as we mature as a program, national
conferences such as this will diminish in number, and we
will have regional conferences on evaluation, regional
training programs, and the emergence of the word “eval-
uation” as a very friendly, commonly used, everyday
household word — safe even for young children.

PETER D. FOX,Ph