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Contract NIH 70-4149 (PH 108-69-47) was awarded to
Postgraduate Medical Institute * on February 3, 1969.
Objectives of the contract included:

A. Select three hospitals located in depressed areas

B. Implement a relevant medical education consultation
service

C. Institute programs of continuing medical education

D. "valuate the effectivenass of the consultation
cervice

E. Collect observations and data descri>ing some of
the factors which are important in sither aiding
or inhibiting the development of programs of
continuing medical education

F. Explore methods for evaluating the e-7sct of both
program content and technique of pressntation on
medical practice
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G. Analyze, tabulate and interpret the data

H. Identify distinguishing characteristics of hospitals
in depressed areas

+.  Enumerate distinguishing continuing education habits
of physicians practicing in depressed areas

What follows is a final report, in summarv form and full text,
of activities conducted under the contract.

* Postgraduate Medical Institute (PMI) is a non- profit, educational
corporation sponsored by the Massachusetts Medical Society.

i1

= a—




CONTRACT NIl 70-4149 (PH 108-69-47)

CONTRACT SUMMARY*

* Presented as a paper by Norman S. Stearns, M.D., and Robert
A. Gold, Ed.M., entitled "Educational Consultation: A Team
Approach to Stimulating Hospital Medical Staff Involvement
in Health Care Problems of the Poor' at the 1970 Medical
Services Conference, sponsored by the Council on Medical
Service, American Medical Association, November 28, 1970,
Boston. This paper, highlighting activities and outcomes
of the contract, is offered here as a preface to the full
text of the final report. An expanded version of this
summary paper will be published in Medical Care, Volume 10,

No. 1, Jan. - Feb., 1972.
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Lducational Consultation: A Team Approach To
Stimulating Hospital Medical Staff Involvement
in Health Care Problems of the Poor.

Norman S. Stearns, M.D. *
and
Robert A. Gold, Ed.M. **

Postgraduate \ledical Institute believes it possible to use
an interdisciplinary team of consultants to sensitize hospital
medical staffs to the unique health care problems of the poor.

In recent years there have been exciting developments
in the delivery of health care. The literature is rife with
reports of experiences and new ideas regarding health care
delivery. These proposals, encompassing neighborhood health
centers, group practices, pre-paid comprehensive health care
systems, etc., have a common, distinguishing characteristic --
CHANGE. They all imply major changes in the conduct of the
practice and "business" of medicine. The prospect of change
is often threatening. We fear that the agents of change,
the activists developing new systems, may fail to divert
energies needed to help the medical establishment accept
the changes. For most, re-education will be needed, and for
many the experience will be painful. Change can be brought
about by legislation and rationalization or.by education
and insight. Postgraduate Medical Institute prefers the carrot
of insight to the stick of law. We believe that education is
the most desirable technique to close some of the gaps between
physicians developing new health care systems and those resisting
then.

*

Dr. Stearns is [Lxecutive Director of Postgraduate Medical
Institute.
** Mr. Gold is Director of Research of Postgraduate Medical

Institute.




The Postgraduate Medical Institute (PMI) is the education
arm of the Massachusetts Medical Society. Since its inception
eighteen years ago, the Institute has been dedicated to
fostering continuing education of physicians. 1Its operations
arc predicated on the premise that education can ultimately
effect improved health care.

For many years we have been using consultation as a stimulus
to education program development at community hospitals. In a
recent three year study*of the consultation process, we tried
to help forty hospitals assess their needs and develop relevant
programs. Results of the study demonstrated that intervention
by physicians trained as educational consultats significantly
affected implementation of elements of continuing education
programs for physicians. However, most education activities
stimulatec were of the classic variety and dealt with familiar
areas of medical practice, e.g., grand rounds on "Hypertension",
or lecture on '"Leukemia".

While this study was in progress, health care consumers in
depressed areas were increasingly challenging the medical
profession's expertise, responsive and right to definc¢ proper
health care. Consequently, the Division of Physician Manpower,
Bureau of Health Professions Education and Manpower Training,
NIH funded PMI to modify and study its consultation techniques
when used to stimulate medical staffs of three hospitals to:

1) recognise the special health needs of the poor in their
communites, and 2) develop responsive physicians education and
service programs.

We will describe the consultation model that was developed
and discuss highlights of what we learned while trying to apply
the procedure. We t. -ight it important to emphasize the inter-
locking nature of medical, socio-economic, psychological and
cultural aspects of health care problems of depressed area
residents and their hospitals. Therefore, the logical direction
was to abandon our exclusively phvsician-oriented consultative
focus. In its stead we substituted an ipterdisciplinary team
of consultants. The team consisted of two physicians, a cultural
anthropologist, a psychologist, a public health educator and
supporting evaluation personnel, used in varying combinations.
The team collectively possessed expertise in medical education,
community medicine, health care delivery systems, as well as
educational and evaluation methodology.

Extending the team concept, we envisioned working with
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a '"corresponding" interdisciplinary team of hospital personnel
led by members of the medical staff, and including represent-

atives of nursing, allied health and administrative staffs, as
well as trustees.

Our intent was to have the two teams examine the de-
pressed area community and the hospital's relationship to it
as a "patient", with the health care problems of such a '"patient"
the subject of discussion. Thus, in addition to its function
as an educational catalyst, the consultation procedure itself
was to serve as an educational activity.

We selected three dissimilar target hospitals: 1) a
large, urban institution in the midst of a black ghetto: 2) a
smaller institution in a predominantly low income, white commu-
nity of high population density; and 3) an institution on the
fringe of an economically declining, medium-sized former "mill
town' possessing a significant Spanish speaking population.

The consultation process can be illustrated by a descript-
ion of its evolution at one of the hospitals. The hospital in
question is a mcdern 600+ bed institution located in the
midst of an urban ghetto. The hospital was about to begin
construction of a multi-million dollar, centralized and
specialty-orientated ambulatory care facility. The *neighborhood" -
adjacent to the hospital contains approximately 20,000 residents,
half of whom are Black. There are only three privately practic-
ing physicians in the area, and they do not have admitting
privileges at any hospital. The city's poverty program has
designated the neighborhood as its top priority target area.

The consultation process at this hospital consisted of four
distinct phases: 1) entry; 2) hospital team formation; 3) informa-
tion gathering; and 4) program planning. Initial entry evolved
through informal discussions with members of the administration.
At the outset, PMI requested involvement of key medical staff
leaders and leaders of other departments of the hospital. We
presented our goals, objectives, and the format of the project
at a meeting chaired by the president of the hospital medical
staff. Hospital representatives included service chiefs, the
director of medical education, the direc¢tor of the outpatient
department, the director of nursing service, the head of the
hospital personnel department, a member of the social service
department and several members of the administrative staff.

The consultation team presented itself as both a direct




stimulant, dnd as. an avenue to resources which the hospital
could use to evaluate problems and needs of the surrounding
community and to consider appropriate responses. Open dis-
cussion indicated that the hospital was not totally unres-
ponsive to needs of the community, but rather,that its actions
occurred in uncoordinated and isolated instances. Definition,
interpretation, and even awareness of the existence of some
problems varied from person to person. Many hospital
representatives were astonished at the perceptions articulated
by colleagues and the apparent communication gaps within

their institution. Thus, for example, the chief of psychiatry
expressed surprise and displeasure at learing that members of
the psychology staff were providing sensitivity training for
non-medical department heads in an attempt to increase their
knowledge of the supervisory needs of ghetto resident employees.
The psychiatrist stated that his annovance stemmed from not
being consulted. Facilitating such frank discussions, and
helping to process the feelings they generated, was an import-
ant part of our consultative team's job.

At this and subsequent meetings, fragments of the community's
perspective were also revealed. The hospital felt its responsi-
bilities ended at its gates and that it should play no part in
the political power struggle going on between the local poverty
program and city hall over neighborhood funding priorities for
health centers. The hospital's ghetto neighbors viewed the
hospital as neither removed, nor properly so, from such an issue.
The residents felt that the hospital's responsibility should exs
tend far beyond the delivery of health care to those who come
to its doors.

Militant Black spokesmen had already confronted the hospital
with a set of specific, non-negotiable demands ranging from
financial support for community-controlled neighborhood health
centers through inclusion of local Black residents on the hospital's
board of trustees to being the neighborhood's advocate to the
non-ghetto community.

Having long taken pride in the high quality of its medical
services, the hospital was at a loss when so challenged. It was
both understandable and predictable that the hospital would try
to use PMI's efforts and resources to aid handling its immediate
problems without having to alter what one hospital spokesman
characterized as "a hundred years of doing our thing".
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Our response was to urge the hospital to ecxplore the
problem more deeply. When the hospital looked for immediate
solutions to apparent problems, we frequently responded by
asking more questions. Our intent was to mobilize their acute
situational anxiety and to transform it into a motivational force
which would lead them to pursue more lasting educational and
service objectives. The need for more information was establish-
ed. [ljually apparent was the need for mechanisms to share it.

The initial device selected was a hospital-wide information
and perception-sharing seminar. To broaded the base of our
consultation we included both indians and chiefs, those who
could potentially take action, as well as those who could '
provide insights. Specifically, the seminar was attended by
representatives of the hospital's board of trustees, administ-
ration, allied health areas, non-medical departments, as well
as medical department chiefs, medical staff officers, and
those physicians directly involved with operation of the
neighborhood health centers,

The seminar's topic was health problems of the depressed
community and the hospital's role in solving the problems. A
variety of views were expressed including the administration's
historical and current perspective, experiences of physicians
working in neighborhood health centers, and a summary of the
hospital's employment and training programs for ghetto residents.
One speaker's sensitive statement of how the hospital looked
through Black eyes spurred vivid and heated discussion of
latent racism in the hospital.

Now, what of outcomes? First, the fact that such a seminar
took place is significant. Second, communication was established
between individuals who normally have little or no contact with
each other despite common concerns. Third, following the seminar
the president of the medical staff sent a letter to every
member of the staff which included the following statement:
"...the Trustees of the hospital have taken a forward step by
recognizing that the geographical boundaries of the property
are not thc boundaries of the hospital's responsibility for health
care. The Executive and Credentials committees have discussed
the need for the staff as a whole to make a commitment to help
meet the anticipated physician needs, particularly of the....
neighborhood health centers. Each chief has been encouraged to
discuss with the members of his service these needs and our
possible participation..." The meetings were held, and six months
later the neighborhood health centers reported that staffing
their clinics was no -longer a problenm.



‘to the health centers and is also allowing the centers to pur-

The hospital is now providing a small amount of cquipment

chasc supplies through the hospital at its discount rates.
Furthermore, procedures arc being instituted to speed-up
transfer of records between the hospital and ncighborhood health
centers.

Morc recently, the hospital initiated additional cducation
programs which focused on issues and problems surrounding
ambulatory care facilities and services. And finally, the
hospital announced establishment of an Ambulatory Care and
Community Medicine Department. The chairman of the new depart-
ment indicated that one of the most significant steps taken by
the hospital was to give a small group of physicians and adminis-
trators power to effectively respond to community nceds and prob-
lems.

The observed diffusion to the rest of the staff of the
ideas generated by the seminar supports the raticnale of our
consultation strategy: that limited resouices of a consultative
agency can be used as a catalyst to promote education and
irvolvement of increasing numbers of hospital personnel.

The progress made by this hospital is certainly not tu be
solely, or even primarily, attributed to our inputs. However,
we do think our presence provided stimulus, guidance and support
for the hospital's basic willingness to re-evaluate existing
structures, functions and relationships when faced with new
problems.

In contrast, our efforts with the "mill town" hospital were
fruitless. Initially, the administration and somc members of
the medical staff executive committee demonstrated interest. .
This interest never spread to the rest of the staff, who were
reported to have expressed the feeling that 'we need fewer
studies and more work". In recality, we suspect our efforts were
confounded because we did not take sufficient cognizance of a
complicated and delicate internal political situation at the
hospital and because we failed to convince our local advocates
of the merits of our consultation approach.

At our third hospital, entry was again the greatest problem.
llere we dcparted from our original model. We skipped over




preliminary consultation with a cross-section of staff leader-
ship. Instead, at the invitation of the chief of medicine, we
made our initial presentation to a full staff mecting. This
tactic backfired. Rather than heightening staff interest, we
only arouscd antagonism and defensiveness. We were perceived
as a threat to the cxisting cducation program and the normal
decision-making channels. After more than six months of
informal ncgotiations with the chairman of the education
comnittee, and later the medical staff executive committee and
the administration, we wer> able to begin anew. The hospital
formed a task force to concider its relationship to the medical
problems of poverty area residents and is utilizing a saries
of guest speakers as a source of idcas. After a slow beginning,
the prognosis is favorable.

We feel our approach embraces four central concepts of the
American Medical Association's program to improve health
services for the poor adopted by the AMA House of Delegates at
the 23rd Clinical Convention held in Denver, November 1969:

1) It is a basic right of every citizen to have available
to him adequate health care . . . and the medical profession,
using all means at its disposal, should endeavor to make
good medical care available to each person.

2)  The medical profession must take the leadership and
actively support constructive community efforts to
eliminate those conditions that adversely affect health.

3) The health problens of the poor are basically
community health problems, and since a national health
program will not solve all of them, programs must be
adapted to local needs.

4)  Health care to the poor should not be disassociated
from, but rather should be a vital part of, the overall
health care system.

Successful implementation of action programs, -such as
that of the American Medical Association, will require involvement
of major scgments of the profession. Our experience indicates
that the AMA still has a major task ahead of it to promote accept-
ance of the concepts of its action program by state and district
socicties, and to effect their implementation by medical staffs
of community hospitals. Techniques to stimulate physician and
medical staff involvement will be necded. We fecl the approach
described is such a technique.
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In summary, the model of consultation that PMI has used
to stimulate hospital medical staff involvement in health
problems of the poor may be characterized by the following
principles:

1)  Educational consultation is provided by an inter-
disciplinary team;

2)  Consultation is used both as a catalyst and as an "~
educational activity itself;

3) Consultation stresses critical self-examination as
an avenue to insights and corrective measures;

4) Consultation seeks participation of individuals

who will authorize, effect, and ultimately accept change;

S) t¥hsultation starts with recognitition of felt problems
and seeks to motivate consideration of long-range planning;

6) The approach seeks to maximize consultee involvement
in program planning:

7) Consultation tries to use educational mechanisms that
will assure diffusion of its effects to the staff at
large; and

8) Consultation seeks to minimize the formation of
dependency relationships.

In spite of difficulties cited, the approach described can
be a feasible technique to bridge knowledge, service and information
gaps between innovative activists developing new health care
delivery systems and the majority of hospital medical staffs
which are, as yet, uninvolved. But we cannot overstress the
effort, persistence, diplomacy and patience needed to translate
philosophical positions and paper proposals into real and
meaningful improvements in the health care delivery system.
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CONTRACT INTRODUCTION

Need for Continuing Medical Education

In the last two decades, the medical profession has become
increasingly alarmed over the inadequacies and inaccessibilities
of continuing education programs for physicians. The increasing
need for continuing medical education 'is clearly presented in
the November 1967 rcport of the National Advisory Commission on
Health Manpower ! which called for periodic relicensing of
physicians. The report recommended relicensing based either upon
certification of acceptable performance in continuing cducation
programs or upon challenge examinations in the practitioner's
specialty. Furthermore, in Brune v. Belinkoff, 2 the court threw
out the rule which measures a physician's conduct by the standards
of other doctors in his own or similar communities. The new
standard is whether the physician has exercised the same degree of
care and skill as other practitioners in the same specialty,
regardless of where they practice.

~

Many medical educators estimate that the best medical education
and training can be obsolete in five years unless physicians make
determined efforts to continue their education. Conventional
methods of acquiring Knowledge, i,e., reading journals and attending
professional meetings, are no longer adequate due to the greatly
accelerated rate of advances in the theory and practice of medicine,
the practical requirements of physicians' normal activities, and
changing societal pressures on the profession.

Clearly, the techniques of the past will not serve the diverse
and complex needs of today's patients, today's doctors, and today's
hospitals. Since the responsibilities of practice and lack of
readily accessible programs tailored to the individual physician'c
practical education impede further educational development, new
methods of educational dissemination are necessary. Although enormous
expenditures have been and are being directed toward accumulation of
medical knowledge, little means-end development has been directed
toward diffusion of this knowledge.

1. Report of the National Advisory Commission on Health Manpower.
Washington: U.S. Government Printing Office, November 1967,

Volume I., pp. 40:42
2. Brune v. Belinkoff, 354 Mass. 102, 235 N.E.2d 793 (1968)

11
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The Community Hospital and Continuing Medical Education

Legislative history accompanying Public Law 89-239 (Regional
Medical Program) points out that within the community hospital
setting, education programs can be desisned to have real and
immediate relevance to problems faced by practicing physicians in
their daily activities.

Postgraduate Medical Institute, PMI, believes that the community
hospital is properly becoming a primary locus of continuing education,
More than two thirds of hospital patients are treated at community
hospitals. llere too, an education program can be related directly
to patient care. Learning is enhanced when physicians and other
health care professionals are involved in case presentations,
when they seek competent consultation, when they attend educational
sessions in an atmosphere which is conducive to exchange of ideas
concerning health care of their patients. All of these learning
conditions can exist in a community hospital. Therefore, educational
programs can be developed there that are responsive both to the health
care needs of the hospital's patients, and to the educational needs
of the practitioners.

Postgraduate Medical Institute and Continuing Medical Education

In recent years Postgraduate Medical Institute has focused its
consultative efforts on continuing medical education program
development in community hospitals. The evolution of these views and
activities parallels that of the Institute, and is outlined briefly
in the following section.

PMI began its activities in 1953 by developing a circuit-riding
lecture series for district medical societies and hospitals throughout
Massachusetts. However, the post-war demand by vhysicians for such
programs was soon satisfied, and interest in existing formal programs
waned. Decline of interest was attributed in part to failure to
relate lectures to-community hospital educational needs, failure to
provide administrative support at the local level and failure to
provide educational formats to supplement the isolated lecture.

In September 1961 a new program was established and implemented
around the use of consultation to stimulate education program
development at community hospitals. This program encouraged community
hospitals and their individual staffs to develop their own coordinated
programs in continuing education as a service to all physicians in
the local community. The basis of the approach was to stress local
involvement in identifying local strengths and weaknesses, and




ultimately in planning and executing programs addressed to local neceds.

These concepts were implemented and refined during a six year
period by two PMI staff physicians working as educational consultants.
The potential for rapid expansion of such activities utilizing
additional part-time consultants attracted the attention of the
Division of Physician Manpower, Bureau of Health Professions Education
and Manpower Training, NIH. Consequently, in 1967, PMI was awarded a
contract NIH 70-4150 (PH 108-67-170) to consult with forty New FEngland
community hospitals and to study the impact of the consultation. The
study's preliminary results supported the fundamental efficacy of the
consultation process. That is, consultation services by PMI-trained
consultants significantly affected the implementation of elements of
physician cducation programs., However, our educational consultants
were all traditionally oriented physicians; and the educational
activities they stimulated were of the classic variety, utilizing well
known techniques of physician education, and dealing with familiar
areas of medical practice, e.g., grand rounds -- "Hypertension", or
seminar -- "Infectious Hepatitis', or lecture -- "Leukemia".

Depressed Areas, Poverty and Health

The health problems of the poor living in depressed communities
are entwined with a vast number of both medical and social factors.
Illness is a multi-dimensional problem cutting across economic,
educational, political and psycho-social lines. Therefore, a commit-
ment to treat the medical needs of individuals existing at the poverty
level cannot be the standard middle class diagnosis, prognosis and
prescription. If one is to attend to the medical needs of the poor one
must recognize that a stay in a hospital of X days or Y visits to a
doctor's office will only temporarily arrest ailments. Recognizing
that medical problems of the poor are multi-dimensional, it should be
a given that the prescription for cure, whether education or care, must
also be multi-dimensional.

Federal statistics indicate that 50% of poor children have never
had adequate immunization, 64% have never seen a dentist, 45% of all
women who have babies in public hospitals receive no pre-natal care . . .
the poor suffer three times more disabling heart disease, seven times
more visual impairment and five times more mental illness, retardation,
and nervous disorders. It must be assumed that health care delivery
systems, as presently constituted, are only reaching select groups of
our population.

However, health care of the poor goes beyond the afore-mentioned
problems. Sickness, deprivation and social instability are all
characteristic of the poor and of depressed communities. Remediation




becomes a monumental task with the inclusion of needs rclating to diet,
housing, accident hazards, sanitation, drugs, alcoholism, crime and
the educational system.

Health care problems of the poor are also rooted in the health
care delivery systems themsclves. Fragmentation, inaccessibility,
inconvenient schedules, lack of effective communication hetween
providers and recipients of health care scrvices, all contribute to the
breakdown of adequate hecalth care delivery to the poor. In addition,
discriminatory practices in training the poor as health professionals
compound existing problems.

Providers and recipients of health care facilities and services
in depressed areas are confronted with major communication barriers.
The dissonance between the characteristics of each group makes
utilization of available services difficult., Establishment of a coherent
and continuous community-based health care system is dependent on an
understanding by each group of the others needs and functions.

Lack of understanding about preventative health care systems
creates a situation in which disease often times goes unchecked until
it reaches critical levels. It is only at this time that individuals
seek out medical care at either the neighborhood health ‘facility or at
the local general hospital. A chief resident at a gencral hospital in
Boston describes this individual as one who comes in with one disease,
unavare that he is also afflicted with other pathology which often
times severely complicates the treatment of the disease of the primary
concern.

Part of the poverty individual's problem is a general lack of
.understanding about the health care system itself. The communication
gap which exists between provider and consumer makes utilization of
facilities and service all the more diffieult. With the general
fragmentation of health care it is no wonder that consumers become
confused and frustrated when attempting to use the system.

Too often, primary medical care in poverty areas results in discharge
into the environment which characteristically contributed to the malady.
The physician must recognize that altering the environment might be
essential to eleminating the disease.

Physicians who work within a neighborhood health care model or in
an OPD which basically treats the poor often times compound the
problems by closing their eyes to the environmental issues involved.in
patient care. This lack of sensitivity to the needs of the poor
generates a situation in which medical care is avoided rather than
utilized.

14




In order to change the situation from what it is tc what it should
be, it is necessary to define those areas in whHFh physicians should be
cducated. The 1969 National liecalth Carc Forum ° enumerated problems
relating to the system and physician trcatment of the poor. They
indicate that the poor cannot obtain medical and dental services, cven
at minimum standards of adequacy, either because they cannot pay for
them, or because those which are available to them without payment (or
even with payment) are:

1)  Wocfully lacking in quality and quantity,

2) Inaccessible because of distance, time, or other practical
difficulties,

3) Designed to mete out categorical, mechanical treatment on a
"production line'" basis; not designed to meet the special
needs of the poor,

Dispensed with--indifference, and more often prejudice and
hostility based on race,

Dispensed without knowledge of and concern about all the

other problems with which the poor live: financial, social,
psychological,

Staffed by professionals from the outside and not from the
disadvantaged area in which they are located,

Discriminatory against the poor and especially the black and
Spanish-speaking poor, in recruitment, training and advance-
ment for professional and paraprofessional positions.

These issues were coupled with other problems:

1) Fragmentation of health care scrvices,

2)  Lack of availability and/or accessibility of needed health
services,

1. Health Care Problems of the Inner City. Report of the 1969 National
Health Forum, New York City, National Hecalth Council. March 1969, 11S5p.
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3) Lack of cffective communication between health care providers
and the pcople who nced the hecalth care services,

4) Lack of consumer control over the amounts, types, hours, or
location of health scrvices.

Thesc indicate a need for a revaluation of the health care delivery
system, in the light of new forms of education. The traditional
system of care will no longer work with the cxisting cnvironmental
conditions.

In order for poverty individuals to be able to utilize the health
care systems, new methods of delivery may be needed. Acceptance of
the new systems will require educating both recipients and providers.

In 1968, the Division of Physician Manpower asked PMI to try to
modify its consultation techniques in order to stimulate development
of relevant continuing medical education programs in community
hospitals located in depressed areas. On February 3, 1968, contract #
NIlf 70-4149 (PH 108-69-47) was awarded to PMI to carry out these

activities. This document is the final report of the contract.
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Phase I

13

CONTRACT IMPLEMENTATION

Summary

Work proceeded according to the Plan of Progress included
in Appendix A. Phase I objectives covering recruitment and
orientation of personnel, development of the consultation model
and procedures, and selection of hospitals were accomplished on
schedule. V4

Recruitment of Personnel

All necessary personnel were recruited on schedule. Affilia-
tions of all contract personncl other than Postgraduate Medical
Institute central staff are included below.

CONTRACT PERSONNEL

Postgraduate Medical Institute Staff

Norman S. Stearns, M.D., Project Director

Robert A. Gold, Ed.M., Project Coordinator

George T. Nilson, M.P.H., Field Director

Marjorie Getchell, M.A., Evaluation and Education Advisor
Marcie Boucouvalas, Research Assistant

Jean Diamond, Research Secretary

Community Medicine Consultants

Arnold Golodetz, M.D.,
Associate Professor of Preventive Medicine,
Tufts University School of Medicine
Donald A. Kennedy, Ph.D.,
Assistant Director, Center for Community Health and
Medical Care, Harvard University Schonol of
Public Health
Bernard M. Kramer, Ph.D.,
Associate Professor of Preventive Medicine,
Tufts University School of Medicine
Thomas Durant, M.D.,
Assistant Director, Massachusetts General Hospital




Research and Evaluation Consultant

Ezra V. Saul, Ph.D., (deccased)
Consulting Director of Rescarch, Postgraduate Medical
Institute;
Professor of Psychology, Tufts University

Guest Educators ) -

Herbert Constantine, M.D.,
Chairman, Department of Ambulatory Care and Community
Medicine, Rhode Island llospital;
Associate Professor of Medical Science, Brown
University Medical School

H. Jack Geiger, M.D.,
Professor and Cha1rman, Department of Community Health
and Social Medicine, Tufts University School of Medicine

E. Richard Weinerman, M.D., (deceased)

Profpssor of Medicine and Public Health, Yale University
School of Medicine

Development of Consultation Model and Procedures

In December, 1968, a task force consisting of Donald Kennedy, Ph.D.,

Harvard University School of Public Health; Ezra V. Saul, Ph.D., Tufts
University School of Medicine; Thomas Durant, M.D., Massachusetts
General Hospital; Norman S. Stearns, M.D., Robert A. Gold, Ed.M., and
George T. Nilson, M.P.H., PMI and the Institute's research staff
began to actively consider the unique problems associated with the
continuing education of physicians in hospitals located in depressed
areas. Subsequent to receipt of the contract the task force expanded
the scope of its deliberations to include examination of potential
target hospitals and alternatives to the type of consultation under
study in contract no. NIH 70-4150 (PH 108-67-170). The task force
decbated the merits of alternate consultation strategies and foci in
an attempt to develop a consultation service relevant to problems
faced by hospitals located in depressed areas.

A concept basic to PMI's activities and one which was under
study from 1967 - 1970 in contract NIl 70-4150 (PH 108-67-170) is that
in-person consultation to community hospitals can bc used to stimulate
interest in the dcvelopment of continuing cducation programs utilizing




physicians and others at the local level to plan and implcmeat
the programs.

Under NIH 70-4150, PMI consultants for cducational program
development were all physicians. The programs implemented were
of the classic variety utilizing fairly well known techniques of
physician education and dealing with familiar arcas of medical
practice in their subject content, e.g., Grand rounds - “lyper-
tention", or Scminar - "Infectious Hepatitis'", or CPC - 'Leukemia",
ctc.

The purpose of NIH 70-4149 was to develop and evaluate the
consultation procedure itself as a teaching technique and as a
device to establish and maintain relevant educational programs
for physicians in hospitals located in depressed areas.

Conscquently, our staff of physicians, educators and be-
havioral scientists began by pondering the problem of how to best
modify our traditional physician-to-physician consultative
agproach. Our immediate objective was to develop a technique
that could prod hospital medical staffs to take a fresh look at
the unique health care problems of the poor in their communities.

Our staff rcalized the importance of cmphasizing the inter-
locking nature of medical, socio-economic, psychological and
cultural aspects of the health care problems of Jepressed area
residents and their hospitals. 1  Therefore, the logical
direction was to abandon our exclusively physician-oriented
consultative focus. In its stead we substituted the concept of an
interdisciplinary tcam of consultants. The team consisted of
several physicians, a cultural anthropologist, a psychologist, a
public health educator and supporting rescarch personnel used in
varying combinations. The constituted team collectively possessed
expertise in medical educatiun, community medicine, health care
delivery systems, as well as cducational and research methodology.
This approach was designed to facilitate achievement of our initial
objective: to orient continuing medical education activities, includ-
ing planning, to the specific task of aiding physicians in their

1. Sce Cherkasky, Martin, M.D., Medical Manpower Neceds in
Deprived Areas. Journal of Medical Education 44:126-131,
February, 1969; and Wisec, H. B., Montefiore Hospital
Necighborhood Medical Care Demonstration, Milbank Memorial

Fund Quart., XLVI: 297-307, Number 3, Part 1, July, 1968
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development of programs which would improve the care of patients
from depressed arcas served by the hospital,

Extending the tcam concept, we envisioned working with a
"corresponding" interdisciplinary tecam of hospital personnel led
by members of the medical staff, and including representatives
of nursing, allicd hecalth and administrative staffs, as well as
trustees, all of whom might, of nccessity, be involved in programs
of education which scek to further the gcal of providing better
care to paticnts fron depressed areas served by the hospital. '

Our intent was to have the two teams examine the depressed
arca community and the hospital's rclationship to it as a "patient",
with the health carc problems of such a '"patient” the subject of
discussion. This reflects another significant modification in our
original use of consultation, i.e., in addition to its function
as an cducational catalyst, the consultation procedurec itself was
to serve as an cducational activity. Thus, for example, instead
of utilizing the well known technique of a grand round discussion
directed at a given patient with a specific mudical problem such
as hyperteusion, we would use consultation as the educational
technique focusing on the depressed arca community and the hospital's
rclationship to it.

While making significant changes in our traditional approach
to consultation, thc new model appcared to still be consistent
with the extrapolated principles of adult education, summarized
below, on which the original model was predicated. 1

The learner must sct or accept the program's goals and be
involved in program planning.

The physician/learner should participate in defining the
objectives and organization of the program so as to assure
its reflecting his interests and needs,

Learning must be problem-centered.
In order to maximize an cducational cxperience's benefit
to the physician/learner, he himsclf must feel that the

1. Gibb, Jack R., "Learning Theory and Adult Education'", llandbook
of Adult Education in the United States, edited by Malcolm S.

Knowles. Washington, D.C.: Adult Education Association of
the U.S.A., 1967, pp. 54-64.




expericence deals with a problem he has - not one that
the instructor feels he should have. The instructor
may rccognize what facts, tcchniques, ctc., would be
most uscful to the physician/lcarner, but until the
learncr shares the instructor's insights, maximum
learning cannot take place.

Learning must he experience-centered.

The learning experience must be relevant to the patient
carc problems of the icarner. Educational inputs shoulc
not be abstract, isolated or "ivory towerish". Basing
the cducational experience on data reclating to the

learnze’s problems vill help him accep: the learning.

The learner must feel free to openly participate in the
cducational experience.

An accepting, supportive atmosphere is necded among ail
those participating in an educational experience. Such
an atmospaere will enable the physician to oper.y discuss
what he has done, what he knows, what he may have done
wrong and what he may not know. The need for such an
atmosphere is clearly evident if the physician is to be
cncouraged to use his private patients for educational
experiences such as grand rounds or audits.

The learner must have fecdback about his progress.

In a lcarning situation where participation is largely
bascd on the physician’s sclf-assessment of his learning
needs, it is extremely important that the education
program provide him with some means of measuring his
progress against his level of aspiration. Program
evaluation should help the physician to see the results
of his efforts.

Selection of lospitals

The contract contained no specifications repardiag the establish-
ment of hospital sclection criteria. A wealth of characteristics
cxist which might form a basis for selection. Investigation and
rescarch of sclection criteria resulted in potential candidates being
limited to general, short-stay, community hospitals. In addition,

a sclection procedure evolved which took into consideration six
parameters which the task force felt to be relevant, availabie
indices of poverty in the arca; plus, the task force's considered
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judgment of the suitability of working with particular hospitals.
The six parameters included indices of cach potential community's:
1) median income; 2) percent unemployment; 3) adverse condition
of houses; 4) per cent Negro population; 5) per cent non-white
popualtion; and 6) population density.

The limited number of hospitals in the study made unfeasible
any attempt to approximate national or regional distribution of
hospitals by bed size or gecographic location as was don in
Contract No. NIIl 70-4150 (PII 108-67-170). The investigators chose
rather to select hospitals with a view to maximizing the variety
of situations in which to examine the effectiveness of the con-
sultation procedure. To that end, hospitals selected included:

1. An institution on the fringe of an economically declining,
medium-sized former "mill town™ possessing a significant
Spanish speaking population; (An effective censulting rela-
tionship was not achieved with this hospital. Since the
analysis of this hospital's failure to respond may be subjec-
tive, it will be designated as Hospital A (H-A) in this
report);

2. A large, urban institution in the midst of a flack ghetto;
(Rhode Island Hospital, Providence, Rhode Island);

3. A smaller institution in a predominantly low income white
community of high population density; (Somerville Hospital,
Somerville, Massachusetts).

Profiles of the hospitals and their adjecent communities are
included in Figures 1 and 2 below.

Figure 1
Hospital Charactcristics
. Staff Size 1 Bed <i:
Active Courtesy Consulting
Hos: al A (H-A) 73* 62 25 252
Rhode Tsland Hospital 318 37 144* 689
Somerville llospital 50** 47* 37 148

plus 13 scnior

1. Catcgorization of staffs into active, courtesy and consulting is listed
as rcported by the individual hospitals.

* Dental staff members included in total figures. ’
Hospital A - 5 active dentists included
Somerville - 27 courtesy dentists included
* %k

Associate staff members included i, total figure.




Figurc 2

Socio-cconmic Characteristics 1 of Tarpet Communitics
}

Hosgital A* Somerville * South Providens

% Ne«ro .4 .14
% Non-bthite
(Neyro & other) .5 .S 49 ) d
% Uncaployment 5.2 4.1 8
Mcdian Income $5679 $6024 $5069 .
% Adverse Houses
deteriorating § 14.8 14 48
dilapidated .
Density

people per s » 780
(8 1 6467 21,967 18,78
sq. mi.)
! Characteristics reperted comprise those parameters utilized in selectica

of hospitals for study.

* Data information source - for H-A and Somerville, 1960 Census Tracts
and 1965 state census as reported in Town and City Monographs of Mass.

** Data information source for South Providence area - data as reported fro-
findings of South Providence odel City Program's study based on a 10%
sample of population. The South Providence neighborhood constitutes the
hospital's gcographic environs.

Additional support for selection of the three primary target
hospitals came from the fact that each is located in a community
whose problems warranted its inclusion in the '"Model Cities"
Program.




Phase I1

Summagx:

Phase II objectives included initial presentations to
the hospitals and follow-up consultations to obtain their
commitment to the project. The objectives were mct on
schedule at Rhode Island Hospital (RIH). Achievement of

the objectives was delayed at Somerville Hospital and
llospital A eventuating in the contract being entended
through December 1970 without additional funding.

Initial Hospital Presentations

Initial contact with hospitals was made via telephone
calls or in-person communication to a specific individual
(the president of the medical staff or the hospital
administrator) taking advantage of personal acquaintances
or relationships where such existed. Of each hospital, PMI
requested the opportunity to present the "poverty project”
to a representative group of the medical staff. In two
of the hospitals, Rhode Island and Hospital A, the
administration of the hospital was centrally involved from
the initial contact onward.

The "initial presentation at the Rhode Island Hospital
was made to a group that included the chiefs of the various
services, the president of the medical staff, the director
of medical education, director of the outpatient department,
the director of nursing service, chief of hospital personnel
social service representative and several members of the
administrative staff.

Doctor Stearns and the late Doc: . Saul presented the
goal of the program as being to he - - .. hospital and its
medical staff better meet the health needs of the poor by
introducing or reinforcing modern concepts of community
medicine through a series of education-consultation visits.
The essential objectives and strategy points covered were:

1. Sell and support hospital (medical staff)
commitment to modern concepts of community
medicine, e.g., treat community as the
patient, i.e., hospital should:

a. become aware o€ what constitutes the
total patient;
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b. assess medical care needs of the patient;

c. assecss hospital, physician, etc. resources;
d. assess what needs are not being met and why;
e. develop new cducation-care programs to mcet

unmet needs and/or bolster medical staff in
critical areas.

2. Assist hospital (through consultation-education
sessions) in conceiving, conducting and/or supervising
assessment of its patient (community).

3. Assist hospital (through consultation-education
sessions) to develop new education-care programs
based on their own assessment of needs.

Our goal was to introduce an approach and to help the
hospital understand how to use it - we did not intend to do
it for them.

This basic presentation with slight variations was made
by Dr. Stearns at a regular medical staff meeting of.the
Somerville Hospital on April 15, 1969, attended by approximately
thirty physicians. The hospital permitted only a formal
presentation and did not allow time for discussion and feedback.
(Dr. Stearns was introduced as "today's speaker').

Dr. Stearns, Dr. Golodetz and Mr. Gold made the initial
presentation of the project to the Hospital A on
April 17, 1969. Present at the meeting were the medical
education committec (numbering eight physicians), the president
of the medical staff and the hospital director.

Follow-up Consultation

At each of the target hospitals, one or more intensive
consultations were required, subsequent to the initial
presentation of the project, before lasting commitment was
obtained. These consultations were geared to helping the
hospitals see a need for the type of approach to cducational




program development that we were proposing. In some cases
resistance, seemingly based on defensiveness, had to be
confronted and worked through in a manner characterized
by one of our consultants as 'not far removed from group
therapy'.

The Rhode Island llospital, perhaps not incidentally
experiencing the most community pressure, was the most
responsive. A serics of consultations involving Dr. Kennedy,
Dr. Golodetz, Dr, Saul, Dr. Stearns and other members of the
PMI staff and a core group of the Rhode Island Hospital
resulted in a solid commitment to the project as reflected
in the appointment of a medical coordinator and administrative
staff back up. A special "situation room'" was set aside at the
Rhode Island Hospital, at the suggestion of Dr. Kennedy, for
the purpose of gathering, collating and visually presenting
data relevant to the poverty community served by the hospital.
By the end of phase II a meaningful relationship had been
established between the PMI ''poverty team' and the Rhode
Island Hospital that was to be a significant factor in
assisting the hospital and its physicians to cope more
creatively and positively with the health care needs of the
poor pcople in its service community.

Following initial presentation of the project at Somerville
Hospital, eleven months of Phase II negotiation, consultation
and prodding transpired before the hospital formally committed
its participation. During that time PMI initiated follow-up
contacts with the hospital a total of ten times, resulting in
submission of a formal seven page proposal to the hospital,
two in-person consultations, and a number of telephone consult-
ations.

A scries of these telephone consultations during the
remainder of the spring and summer of 1969 finally stimulated
the hospital, in late September, to request a formal written
outline of the approaches and programs that PMI was prepared
to pursue. The hospital physician who was then acting as our
liaison, and who supported our efforts, felt that a concrete
written proposal, offering several options, would have the
best chance of being approved by the medical staff executive
committee.

The requested outline, designed to provide a focus for
the committee's reconsideration of the project, was developed




and forwarded to the hospital on October 14, 1969. A
copy of the outline is included in Appendix B,

On December 19, Dr. Stearns and Mr. Gold were invited
to a meeting of the executive committee. The hospital's
administrator was also in attendance. The committee
apparently had met previously and discussed the proposal.
They now asked for additional clarification of the kinds
of activity the hospital would be asked to engage in if
it participated.

Dr. Stearns outlined the goals of the contract stress-
ing its flexibility in terms of the types of activity that
could take place within its framework. Dr. Stearns also
reinforced the mecting chairman's invitation to those
physicians present to share their individual experiences
and insights regarding the scope of some of the problems in
their community. This was done to (1) illustrate PMI's
objective of helping the hospital see the value of systematic
examination of the medically related problems of the people
in depressed areas and (2) provide an actual educational
experience for those present.

Thus, for example, the chairman of the executive committee
reported the existence in Somerville of a committee including
two physicians, and representatives of charitable and other
interested groups. Several physicians present claimed that
this was ''the" committee responsible for dealing with problems
of the poor. Dr. Stearns" questioning uncovered the fact that
the committee had no formal connections to, or delegation of
responsibility from the medical staff of the hospital. Those
present scemed to agree with Dr. Stearngs that this information
pointed to the nced for open discussion among the medical staff
of the status of current activities vis-a-vis medical problems
of people in depressed areas.

At a later point in the meeting, the community's only
practicing pediatrician noted that since the introduction of
medicare he was seeing more of the ''very poor" than he did
previously. When the administrutor noted that there were
30,000 potential pediatric patients in the community it was
obvious to those present that therc still was room for concern
at least in this area.

Time limitations forced the prcmature termination of the

1]
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process. The chairman of the executive committee indicated
that following further in-hospital deliberations he would
convey the hospital's decision regarding participation in
the project. The consultants left the meeting exhausted,
but encouraged by the feeling that they had been able to
bring their point to life.

About two wecks later the chairman of Somerville's
education committce requested a meeting with representatives
of PMI. (It should be noted that our initial approaches
to the hospital were made through another physician, the
chief of medicine, hoping that a personal relationship and
his known support would aid our cause). The committce's
chairman indicated that he had been appointed chairman of
an ad hoc committee to evaluate our proposal. He said that
he attributed the negative responsc to our first presentation
to a reluctance on the part of the staff to proceed with an
educational endcavor that might potentially compete with the
hospital's existing continuing education program.. He thought
that progress could now be made if our project was funneled
through the existing continuing education channels that he
headed.

As such, the purpose of his visit was to re-establish
the basis of an acceptable working relationship.

After a lengthy discussion of background information,
the remainder of the meeting was devoted to consideration of
an acceptable model for a program at Somerville Hospital. A
program goal of developing staff understanding of the medical
needs of people in depressed areas was agrced upon. Selected
as a first step was the establishment of a staff committee to
provide opportunities for communication as the hospital
community, led by its medical staff, examined its role, vis-a-
vis, the medical needs of the poor. The proposed committee
would be composed of the chief of staff, the community public
hcalth officer (member of the hospital staff), chairman of the
cducation committee, the administrator or his representative,
a social worker, a nursing representative, and represcntatives
from the departments of medicine, pediatrics, surgery, general
practice, and ob-gyn.

Additional consideration was given to the potential uses
of speakers or consultants as cither resources to the committeec
or as speakers in a more formal cducation program.
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At the conclusion of the meecting the DME scemed favorably
disposcd toward PMI and the project. Ille indicated that
he would prescent the outlined program, as well as his full
understanding of PMI and the project, to the ad hoc committee;
it, in turn, would makc rccommendations to the cxecutive committece
or the whole staff recgarding participation in the project.

Thus, two months beforc the hospital formally agreced to
participate, concluding Phasc II activities at this hospital,
we were well along with Phase III's objectives of planning
and implementing education programs.

The process of obtaining commitment initially appeared to
have held true to form at Hospital A. Following
our initial presentation at the hospital only one additional
in-person, clarifving follow-up consultation and several
telephone calls were needed to produce a paper commitment from
the medical staff executive committee and the hospital's
director, indicating that the president of the staff would
serve as our liaison.

More detailed discussions of the processes involved in
obtaining the hospitals' commitments to the project, as well
as analyses of the problems encountered, may be found in the
evaluative case studies included in the Phase IV section of
this report.




Phase 11

Summary

As indicated earlier, difficulties encountered during
Phase Il delayed its implementation and resulted in the nced
to extend the contract beyond the original cxpiration date with-
out additional funds.

Activities of Phase III (Consultation to develop and Imple-
ment formal cducational programs) were telescoped over the ex-
tended contract period. Phase III objectives were fully +ealized
at the Rhode Island and Somerville lospitals, but were not achieved
at llospital A.

Teaching Consultations, Education Program Planning Consultations,
and Formal Education Programs

Having obtained Rhode Island Hospital's commitment through
our initial presentation and a follow-up consultation, a series
of consultations ensued, ostensibly held to 'plan" a series of
"education programs'.' As anticipated during our revision of the
consultation procedure in Phase I of the contract, these 'planning"

- consultations were in themselves significant educational activi-

ties. Thus, in the process of '"planning' educational programs,
the consultation team was kept busy ''teaching" the hospital a
practical approach to program planning which centered on identi-
fying and utilizing sources of information that would allow the
hospital to:

1. become aware of what constitutes the total '"patient';

2. assess health care needs of the patient;

3. identify relevant hospital, physician, etc., resources;

4. assess what needs and problems are not being met and
why;

5. develop new education-care programs addressed to the
unmet needs and problems;

6. evaluate the impact of the programs.

As will be seen later, this approach was both practical and fruit-
ful, yielding completely unforeseen sources of information.

The tirst formal program outgrowth of the planning conslta-
tions was a decision to hold an extended, hospital-wide seminar
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to provid: an opportunity for thc mutual sharing of know-
ledge, perceptions and opinions regarding (1) "health' pro-
blems of the depresscd community and (2) the most apprepri-
atc rolc for the hospital to play in the solution of those
problems.

PMI provided guidance rcgarding target vopulations, cdu-
cational methodologics, ccmposition of.the groun, datec, dur-
ation and location of the session, and its cvaluation. (Sce
Phasc IV, page 72for a rcport of the cvaluation of the sem-
inar conducted by the hospital at the suggestion of PMI. ‘The
format selected for the seminar called for participation by
representatives of the hospital's board of trustees, admin-
istration, allied health and non-medical dcpartments as well
as medical staff. The hospital and PMI viewed the inclusion
of these participants as a significant and innovative approach
to the dcvelopment of relevant continuing physician education.
(A scries of follow-up educational scssions within individual
medical services werc also planned.)

In addition to previding consultation lcading to the devel-
opment and acceptance of thc idea of the seminar, PMI also direc-
tly prepared some cducational materials and suggestad cothers for
use in connection with the seminar. In particular, ™I prepared
a twelve page edited collection of news clivpings pertaining to
issues of general health care delivery systems and their partic-
ular manifestations in South Providencc (see Appendix C).

The hospital also acccpted PMI's suggestion to provide a
reprint of an article entitled "The Neighborhood Health Center -
Reform Idcas of Yesterday and Today“ﬁ a hooklet distributed by
the National Tuberculosis and Respiratory Disease Association
entitled Poverty and Health, the Problen/Roots of Change; a map
of Providence showing the location of Rhcde Island Hospital
and Neighborhood Health Centers; and a brier description of
the whys and whercfores of PMI's prescnce at Rhode Island llos-
pital.

The cxecuitve Director of the hospital invited participants
to the scminar entitled, "Seminar on Community Health.' ‘he
meeting was convened at a motel near by the hospital on July 23 1969,
from 4 to 9 p.m. Participants included: 2 hospital trustces, 7
administrators, 17 physicians, 2 psychologists, 3 nurses, 8
members of non-medical departments, 3 PMI staff members, and 3 PMI
consultants. Most participants occupied leadership positions in
their respective hospital areas. ‘The PMI consultants included:

*New England Journal of Medicine. 280:1385-1391, 1969




Arnold Golodetz, M.D., Associate Professor of Preventive
Medicine (Tufts University School of Medicine); Donald
Kennedy, Ph.D., cultural anthrepologist and assistant
director, Center for Community !lcalth and Medical Care
(Harvard University School of Public Health), and Lzra
Saul, Ph.D., (deccascd) Professor of Psychology (Tufts
University). All participants rcceived folders containing
the educational materials described carlier.

Two formal, two-hour working sessions took place
before and after an hour long informal discussion over
dinner. Both types of interaction provided a unique
opportunity for cxchange of views among people who
normally have little commerce with cach other in the
typical patterns of hospital function.

After an opening charge by the Chairman of the
Hospital's Board of Trustees, the executive director of
the hospital gave an historical account of the evolution of
the hospital's relationship to the neighboring community.
Special attention was paid to events occurring since
January, 1969 when the hospital was first confronted by a
group of militant community residents bearing a list of
demands that would require a change in the hospital's
definition of its rclationship to the co~~unity. The
events, as outlined by the hospital's executive director,
included picketing, confrontations, repeata2d negotiations
and extended deliberations which led to the hospital's
current reconsideration of its proper role and relationship
to the community.

The Directors of Personnel and Public Relations,
Psychology,  Nursing, Ambulatory Services, a Rhode Island
Hospital physician working in a Neighborhocd Health Center
and others were subsequently called upon to present their
varying perceptions, analyses and opinions regarding the
hospital-community situation and the hospital's respOns1b111ty
for the improvement of health care and hgalth related socio-
cconomic problems in South Providence. 10se presentations
spurred vivid, somctimes heated discussions.

A slide show depicting the living conditions in the
slums abutting the hospital's grounds was nrenared by the
hospital administration and presented during dinner. The two-
hour period after dinner included inputs by PMI consultants
and further discussions by the seminar participants.




A more detailed account of the seminar's content and
process is included in Appendix 1. Because of its innovat-
ive character, complete proccedings of the seminar are included
in this report as a sample cducational program.

The full impact of the seminar and the ensuing service-
wide sessions is analyzed in the Rhode Island llospital Case
Study in the Phase IV section of this report. llowever, one
outcome is worth extra note here. The observed diffusion
phenomenon, i.e., a spreading of the ideas generated by a
limited group (the seminar) to the rest of the staff (via
the hospital initiated and run follow-up sessions) evidences
the feasibility and utility of PMI's fundamental education-
consultation strategy: that limited resources can best be
utilized in a catalytic fashion to stimulate others toward
self-education.

To render consultation regarding the planning of further
cducational programs, a team of 3 PMI staff members met with
the liaison physician and several administrators at Rhode
Island Hospital on November 14. The Rhode Island Hospital
liaison physician pointed out that in the wake of the July
seminar and ensuing small group meetings among the medical
staff, a large portion of the medical staff of Rhode Island
Hospital had become familiar with the concept of community
health and with the philosophies and views held by various
members of the hospital community.

The liaison physician and administrators present thought
that it would now be useful to provide the added stimuli of
-fresh ideas from outside sources. A new set of educational
‘programs bringing nationally known figures in community health
and social medicine to the hospital were envisioned as the
vehicle for such stimulation. Such individuals would be asked
to relate their concrete experiences and problems encountered
in working with innovative health care delivery systems in
depressed areas. Hope was expressed that such communications
regarding actual programs and their functioning would, in turn,
stimulate the staff to further deliberations regarding what
is feasible and advisable in the Rhode Island Hospital situation.
In particular, the following plan emerged:

1. Invite a nationally known figure in the field of
community oriented health care, ideally for 1.5 or
2 days.




2. Allow him to familiarizc himself with the community
situation and the hospital via personal ohbservation.

3. Have him meet with the Ambulatory Scrvices Committece
as a consultant,

4. Have him meet with a seminar group (similar to the
onc on July 23) for dinner and discussion,
S. Have him deliver an address to a joint medical-

surgical meeting Saturday morning. Subject matter
to be his experiences in developing and implementing
his program.

6. Periodic small group meetings should follow during
the weeks after these programs.

A tentative target date of-late January - carly February, 1970.
was set for the first program. Those present from Rhode Island
Hospital agreed to confer and develon preli~inary plans regarding
time, speaker and target audience. PMI representatives agreed
to also think about potential speakers. A list of recommended
guest-speakers was sent to Rhode Island Hospital by PMI in
December, 1969,

-

In late December the hospital confirmed that the late E.
Richard Weinerman, Professor of Medicine and Public llealth, Yale
Medical School, would be available for activities at RIH on
Friday, January 30, but could not stay for faturday. Under
these circumstances, the liaison physician Jid not consider it
feasible t¢ have Dr. Weinerman directly address the majority
of the medical staff (as planned for the melical-surgical grand
round on Saturday), stating that in the past the hospital had
not been able to attract large numbers of the medical staff
for Friday activities. Though PMI urged the hospital to
attempt a presentation with the general staff anyv-uy, the
hospital declined. All other aspects of the visit, however,
were in keeping with the plan outlined above.

Dr. Weinerman spent all day at RIli as a consultant, address-
ing and consulting with various groups including the service
chiefs, the ambulatory carc committec, and the administration.

In the evening, a reception and dinner meeting was held at the
University Club in Providence for an invited group of 40 to 50
people (medical staff and allied health leadership, administration
and trustces).

During the day, Dr. Weinerman became familiar with the RIH -
community situation, inspected hospital and neighborhood




facilitics, rclated his own ambulatory care expericnces at

Yale-New llaven, and made rccommendations. After dinner, he
outlined questions and issues to which he felt the hospital
should address itself. These included the following:

1. Ambulatory care cannot and does not cxist isolated

needs and health care.

2. ‘The ambulatory care"problem'" (a new 25 million dollar
edifice under construction, in the case of RIH)
cannot be addressed out of context with the rest of

. the health ccr2 delivery systen.

3. The health ci+ sSystem must include a community-
based system ox primary care and referral as well
as the hospital's specialty criented ambulatory
care clinics (67, in the case of RI1H). Such a
system would integrate continuity of personalized
care with specialty care of high quality.

4. Advocating the "principle" of a community-based
system of primary care as a foundation for the
ambulatory care system, Dr. Weinsrman indicated
that the primary care component could be implemented
through private physicians, neighhorhood health
centers, group practices, etc. as dictatcd by
local conditions

5. Such a system n.st be reinforced where existing, and
developed where lacking. Institutions such as RIH,
while not solely responsible, should support the
effective cstablishment and maintenance of such an
overall system of health care for the community it
serves.

6. RIH might develop and maintain a rodel primary care
delivery unit.

Evaluation of the day by the progran's planners was favor-
able. Prior to his sudden and tragic death a month later, plans
were alrcady undexyway to have Dr. Weinerman return for additional
educational programs. Though a more complcte account of subse-
quent activities and outcomes at the hosrital is included in
the RIHl Case Study in the Phase 1V sectior of this rcport, we
would offer onc observation here. The fact that only onc plan-
ning consultation meeting preceeded this s2cond major cducation
program, as comparcd with many such meetings required for the
July seminar, evidences the educational value of maximizing the
consultee's involvem-:-¢ in program planning as well as the
achievement of a non-dependency reclationship in the consultation.




Soon after the objectives of Phase II (commitment)
appeared to have been achieved at ilospital A, prouress
slowed at first and then s . sped entirely.

"By June of 1969 several consultations had produced
tentativ. agreement to develop a session sinilar to the
seminar then in planning at RIH. The preliminary plan
called for a luncheon meeting with the Executive Cc ittee,
Trustces and physicians from the outpatient departments. The
meeting, projected for the fall, was to focus on "considerat-
ion of the Hospital's role in the community*. The hospital’s
representatives were not yet prepared to accept PMI's
suggestion that community, social work, OEQ, etc. representat-
ives should also be invited.

Several additional proddings by PMI, in late summer and
early fall, aimed at finalizing plans and schedules for the
seminar were not successful, The delay ss2-ed to reflect a
degree of insecurity on the part of the hos rital regarding

their ab*lity to succesfully introduce and izplement this
new type of education (both content and ;or*a;) Repecated

efforts by PMI failed to move the hospital znd further
attempts to involve it were abandoned.

As indicated at the end of the Phasz I discussion, by
January 1970 a new and effective modus or=rzndi had been
established with Somerville Hospital. T=2 new liaison
physician supported our efforts, and in “zrch the executive
committee voted to accept his recommendation that the hospital
part-:ipate in the project.

A series of consultations resulted iz 2 decision to
initiate educational sessions geared to t:e health tare
needs of depressed area residents. These special programs
were integrated into the hospital's existing continuing
medical education activities.

The first program centered on a p ..2ntation by Dr. Jack
Geiger, Professor and Chairman, Department of Community lecalth
and Social Medicine, Tufts University School of Medicine. Dr.




Geiger discussed and contrasted his experiences in devcloping
and operating primary hecalth care services for people in
depressed areas, including the Columbia Point program in
Boston and the Mt. Bayou project in the Mississippi delta
region. A lengthy discussion then ensued regarding potential
applications in Somerville.

Following a summer recess in the education programs,
another special program was planned and conducted in October
1970. This time the guest speaker was our RIH liaison
physician, Dr. Herbert Constantine, Director of Multiphasic
Screening and Chief of Pulmonary Service, Rhode Islaud
Hospital; Associate Professor of Medical Science, Brown
Medical School. His topic was "'The Relationship of the
Community Hospital to its Neighbors'", Dr. Constantine
related the evolution of developments between RIH and its
ghetto neighbors over the last few years. In the discussion
that followed, Somerville Hospital representatives expressed
a desire to collaborate with RIH as they both proceeded
with their programs. ’

The hospital is planning to continue to develop its
new cducation program and PMI will continue to provide
every assistance possible. After a slow beginning, the
prognosis is favorable,
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Phase IV Contract Evaluation Activities

Introduction

Reflecting the developmental nature of the contract's con-
sultation activities, evaluation activities followed a number of
tacts. Thus, cvaluation activities included: quantitative tab-
ulations and analyses of services rendered; case studies of cach
hospital focusing on consultation process and outcomes, as well
as mediating factors within the institutions; discussions of
hospital-conducted evaluative cfforts stimulated by the consul-
tation; and a report of a supplemental attempt to measure shifts
in physician attitudes as a result of education.

The current contract is a spin-off of contract NIH 70-4150.
Evaluation activities of NIH 70-4150, which examined the impact
of PMI's standard educational consultation, a relatively estab-
lished and stabilized commodity, maximized assessment of its out-
comes and minimized examination of its process. Thus, the eval-
uation design centered on an experimental model utilizing rela-
tively large sample groups (40 experimental and 40 control) to
ascertain the extent of ''change " caused by the consultation, with
little emphasis on assessing its process, i.e., the dynamics of
the interaction between consultation and consultee.

As noted in the Phase I section of this report, PMI's
standard_educational consultation techniques were extensively
revised for the current ''depressed area' contract (NIH 70-4149).
Areas of c"anges in the consultation model included: the consul-
tant, tr asultee, the consultation process and the types of pro-
grams stimulated.

Because of the innovative and developmental nature of thc con-
sultation procedure in the current contract, a decision was made
early in Phase I, with the approval of the contract officer to shift
the focus of the evaluation effort to permit a more definitive pro-
cess study of the workings of the new consultation procedure. On
the rccommendation of Dr. Donald Kennedy, a cultural anthropologist
and Assistant Director of the Center for Community Health and Med-
ical Carc of the Harvard University School of Public licalth, a
scheme was devised in which PMI's research staff and its consul-
tants would serve as "participant-observers'' to note and record the
process occuring at the consultant-consultec interface as well as
consultation outcomes. Conscquently, members ot the Institute's
research staff werc present and involved in cvery phase of contract
activities, including all consultation sessions. The data and in-
sight gained through this process is reflected in the preceding
"Contract Implcmentation' section of this report, as well as in
the Case Studies that follow.
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Services Rendered - Quantified Summary

Before preceeding with the Case Studies it may be helpful
to suamarsize the services rendered to the three contract hospi-
tals. As originally cnvisioned during the design period in Phase
I of the contract, the consultation process would have three
essential functions: 1) to get into the hospital and gain its
acceptance; 2) to help the hospital gather information regarding
needs that existed; and 3) to stimulate development and implemen-
tation of rclevent cducation —rograms. Corresponding to these
functions,wor% v *t™ the hospitals wac expected to pass in an
orderly fa:c.ion through three phases: entry, consultation, and
program development as diagrammea below.

Consultation Program Development Process

Phases ENTRY CONSULTATION PROGRAM
DEVELOPMENT

Figure 1

However, as noted in Phase Il and III sections of this
report, observation of the consultation process under actual field
conditions revcaled a more complicated process. Consultation was
not the relatively homogenous information gathering, program plan=
ning phenomenon we had expected. Instead, circumstances required
that consultation take on a variety of roles spanning the whole
spectrum of activities indicated in Figure 1 above. First, dif-
ficulties in achieving initial entry into two of the three con-
tract hospitals led to the extcnsive usec of consultation inputs
in the entry process. Seccond, the innovative naturc of cducation
relcvant to poverty or depressed conditions resulted in a need to
"educate' key hospital members to the need for this type of edu-
cation program and program planning. Consequently, consultation
assumed an active ''teaching' role in addition to its functions in
information gathering and program planning. Thus, as obscrved
under ficld conditions, the thcorctically three phase Consultation




Program Development Process actually consisted of four stages

reflecting the functions of activities in ecach stage.

The

pro-

cess, as actually observed in operation, is diagrammed below:

Phases

Activ-
ity
Stages

Consultation-Program Development Process

-Initial Pre-
sentations

CONSULTATION

-Follow-up Con-
sultations to
obtain commit-
ment

PROGRAM

DEVELOPMENT

-Teaching Con-
sultations

-Information
Gathering and
Program Plan-
ning Consulta-
tions

P W e W mmw w -

- Formal Educa-
tion Programs

Figure 2



in the three contract hospitals,

Acti-
vity
Stage

Ser-
vice
Units

The following tables summarize the reclative distribution of
in-person units »f scrvice rcndc{cd across the four activity stapes

Table 3

cummulatively and individually.

Distribution of Units of Service? as a Function of Activity Stapes

(Summation of all contract hospitals)

-Initial Pre- tFollow-up Con- [-Teaching Con- }FFormal liduca-
sentations sultations to sultations tion Programs
obtain commit-
ment -Information
Gathering arl
Program Plan-
ning Consulta-
tions
. |
3 8 9 9

1. Indicated figures do not include services to the llolvoke Model
Cities program and area hospitals as discussed in the '"Contract
Spin - Off Activities" section of this report.

2. One service unit is equated'with a consultation-education in-
put averaging two hours (exclusive of travel) by 2-3 consul-

tants.
credited.

Where inputs varied, multiple or partial units were
Recorded service units include only in-person in-

puts and do not reflect consultations conducted via telephone.




Acti-
vity
Stage

Ser-
vice
Units

Acti-
vity
Stage

Ser-
vice
Units

Table 4

Distribution of Units of Service as a Function of Activity Stage

| I

(Rhode Island Hospital)

P

I
-Initial Pre-

-Follow-up Con-

-Teaching Con-

-Tormal Eluca-

‘ sentation sultations to sultations tion Programs
| obtain commit-

i ment -Information

| Gathering and

! Program Plan-

: ning Consulta-

' tions

i 1 1 6 7

Table 5

Distribution of Units of Service as a Function of Activitv Stage

(Somerville Hospital)

-Initial Pre- -Follow-up Con- |-Teaching Con- [|-Formal Educa-
sentations sultations to sultations tion Programs
obtain commit-
ment -Information
Gathering and
Program Plan-
ning Consulta-
3 tions
1 4 2 2




Table 6

Distribution of Units of Scrvice as a Function of Activity Stage

(Hospital A}

Acti- |-Initial Pre- -Follow-up Con-{ -Teaching Con- -Formal Educa;
vity sentations sultations to | sultations tion Pro-
Stage obtain commit- grams

ment ~-Information

Gathering and
Program Plan-
ning Consulta-
tions

Ser-
vice 1 3 1 0
Units

Inspection of Table 3 reveals that a total of 29 service units
(adding up to approximately 115-175 man-hours of consultation) were
delivered to the three contract hospitals. Of the total consulta-
tion inputs to the three hospitals approximately 10% were expend-
ed on "initial presentations" of the program; 28% went to "follow-
up consultations %o obtain (the hospitals') commitment (to the
program)'; 31% were used for '"tcaching'", "information gathering"
and '"program planning'; finally, an additional 31% of the inputs
were needed in the conduct of 'formal education programs.'" Table
3 also points to where the four-part observed distribution of
consultation efforts differed from the thcoretically cxpected
three-part process. In order to complcte the Entry Phase of
Figure 1 eight scrvice units (approximately 30-50 man-hours of
consultation) had to be cxpended beyond the theorectically needed
minimum of threc "Initial Prescntation’ service units (or
approximatcly 12-18 man-hours of consultation).

Comparison of Tables 4,5, and 6 suggests that the cxtra
effort required to achieve Entry was not common to all hospitals;
that is, it was not simply a case of an across the board under-
estimation of the cffort needed to get into the hospitals and
to begin working cffectively. Local variables in individual
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hospital situations or consultation-hospital interactions would
scem to have required the extra work. Potential analyses of these
factors (cxpecially as they relate to the entry problem) are
discussed in the individual case studies that tollow.

"Services Rendered - Case Studies"

The following casc studies depict the interactive process
as well as the outcomes of the consultation with cach contract
hospital. An attempt has becn made to differentiate the various
roles the consultation played in educating Zepressed area hospitals
to the nced for a new approach to continuing education, as well
as in planning and implcmenting the prograss. And finally, we
have tricd to assess those factors in the consultation, the
iospital, and the community which tend to iii or inhibit hospital
responsiveness to the consultation process.
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CASE STUDY I

RHODE ISLAND IOSPITAL




RHODFE ISLAND HOSPITAL - A CASE STUDY

Rhode Island llospital (RIIl), a non-profit voluntary general
hospital, is a modern 600+ bed institution located in South
Providence, an inner city arca of Providence, Rhode Island.
Lmploying 3,600 people, RIN is the third largest cmployer in the
state. '

In recognition of the current trend toward advocacy of early
preventive or curative care on an outpatient basis as a means of
reducing expensive hospitalization, RIH began in 1963 to plan for
construction of a new multi-million dollar avbulatory patient
center (APC). The APC plans, approved by the Trustees in 1968,
proposed to improve the 'typical outpatient department situation"
by devising an appointment system and providing more personalized
care through continuity of physicians.

The neighborhood adjacent to the hospital is South Providence,
the poorest of the arcas comprising the inner city. Some
characteristics ! of its socio-economic conditions are:

1. 50% of its population of 20,000 are 3lack as compared
with 5.3% in Providence as a whole,

2. 8% unemployment as compared to 4.9% in Providence as a
whole,

5. 8% of houses are deteriorating an. Jiiapidated as
compared to 16.3% in Providence as a whole,

4. a density of 18,780 people per square mile.

As can be expectcd, there is a high concentration of problems
related to the socio-cconomic environment in this depressed arca:

1. The rate of 266.7 illegitimate births per 1,000 live births
in South Providence is compared to 61.9 for the city as a whole.

2. The infant mortality rate is 2.5 tines greater than the
overall rate of non-Inner City Providence.

1. Data for South Providence: Findings of South Providence Model
City Program's study of 1968. Data for Providence 1960 census.




3. The drug addiction rate in the year ending June 20, 1966
was 36.2 known drug addicts per 1,000 males in the 16-29 age
group as compared with 6.8 for the city as a whole.

4. In 1966 the arca also had the worst rccord in the city
for incidence of vencreal disease: the rate per 100,000 was
684 as compared with 302 in the Inner City, and 113 in the
rest of Providence.

Furthermore, discase statistics collected by the Rhode Island
Department of Health indicate the poor state of health of Inner
City residents in relation to the rest of Providence and to the
United States. In South Providence, mortality and morbidity rates
are cven higher than those of the Inner City together. 1

At the samc time, there was no concerted attempt to meet the
special nceds of the poor., Private medical services available were
limited to three privately practicing physicians, who did not have
admitting privileges at any hospital.

Therefore, the population of the area was almost completely
dependent on the outpatient facilities of large hospitals in the
area, and on their emergency rooms. The majority of residents
had neither a private doctor, nor access to onc, did not use any
preventive services, and did not use medical facilities other
than in crisis situations,

To alleviate this situation, in 1967 Progress for Providence,
the city's poverty program, established Neighborhood Health Centers
(NHC). There are ten NHC's scattered throughout the Inne Zity
including two in South Providence. These health centers, urganized
to approximate an office of a private physician, are staffed by
internists, pediatricians and obstetrician-gynecologists in such
a way that the same physician works in the same NHC on the same day
each week. This continuity facilitates forming a lasting doctor-
patient relationship. Each NHC is also staffed by a Registered
Nurse, and tw or three Neighborhood Health Aides who must be
residents of the area. Little communication and rclationship existed
at that time betwec1 the hospital and the NHC. The only tangible
conncction was through a few hospital physicians who did some
"moonlighting'" at the NIIC's.

1. Selig, Greenberg, "Statistics Show the Ne~d for Clinics in the
Slum." Providence Bulletin, February 27, 1968,
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Apparently the community was cnthusiastic about the centers.
Therefore, when the NIC's were threatcened with closing in 1968-69
because of lack of funding, thc community reactcd by confronting
RIlt with a demand for help. In .January 1969 a militant Black
community group, supporting the NHC and calling itself the neighbor-
hood's fact-iinding committce, confronted the leadership of RIH
demanding that the hospital should be responsible for more than
just the delivery of health c-re.

The group lecader asked what the hospital had really done for
the community. He stated that the hospital by expanding its
boundaries was destroying komes in the community. He further related
the lack of communication between the hospital and the surrounding
community. He felt that people from the hospital just drive in
and out of South Providence without knowing and caring about what
is going on there.

He also said that the AHC's are the one good thing Progress
for Providence had done for the community. He contrasted the
dignified and individualized care, i.e., appointment system,
continuity in doctor-patient reclations of the NHC with the impersonal
treatment received in the hospital's OPD.

He further asked the hospital to provide funds to take over
Progress for Providence's subsidy of the centers and staff the two
clinics in South Providence, while allowing the community to rectain
control. In addition to granting material support, he called for
the establishment of a protective good-neighbor policy, i.e., the
black community wanted the hospital to use its influence as an
advocate for the community in its dealing with the white establishment.
The hospital replied to the demand to subsidize the two NHC's by
stating that it was in the "hecalth business" and not in the “funding
business".

However, a hospital committece was then established to talk with
community representatives. At a later mecting between these two
groups, the Black spokesman presented a list of "non-negotiable"
demands:

1. One Black should be on the Board of Trustces,

2. The Board of Trustecs should meet with the Black community,

3. A list of the hcspital's payscale and personnel policies,
should be made available.

e
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4. $2,000 per month per NHC (two) should be provided by the
hospital,

£ 4-6 hours per week of physician staffing shou_ = “ provided,
6. More training and recruiting of Black R.N's and L.P.N's,

7. Barbed wire should be taken from the hospital's parking
lot fence because it is an insul® to the community.

Later, a conference on Health Care in tho Urban Ghetto,arranged
by Brown University and the Health Department, was held at RIH.
During the conference, the hospital was picketed for about two hours
by members of SDS from Brown University and later, by pcople from
the neighborhood. Their signs read, for instance, '"what has RIl
done for South Providence?" "love thy neighbor, support the NIC's'".

Following these cvents, the Board of Trustees of RIH, in March,
approved a new policy which supported activities of the lospital
beyond its boundaries, health care for the poor in the surrounding
comnmunity and involvement in the NiiC's. Although this initiative
held the potential to close the gaps between the providers and
recipients of health care, the policy was not made public, and no
immediate action was taken to implement it.

Further negotiations and meetings took place between hospital
ard community representatives. However, a physician who represented
the hospital in these 'negotiations" later characterized them to us
as holding-actions, saying that hospital representatives did not have
authorijty tc effectively respond to these problems and to commit the
hospital to appropriate actions.

The hospital finally agreed to supny:y some tangible property
to the NHC's, a refrigerator and medical supplies, as a token of
their support. ‘The Black spokesman took some hospital administrators,
trustees, physicians and department heads on a tour of South
Providence cxposing them to the outward signs of slum life, dilapi-
dated houses, heaps of trash and garbage, etc.

At about this time, the PMI consultation team cntered the scene.
It was both understandable and predictable tkat RIll would try to
utilize PMI's resources to aid in the solution of its immediate
problems. PMI resisted being sucked into the tempting role of
problem solvers. We stressed that the immediate problems of the
hospital were a reflection of a larger set of underlying problems.
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In order to help the iiospital understand and cope with these
underlying problems, PMI saw the necessity of establishing an
educational program which would create learning capable of being
transferred to problems yet to come.

The Institute's consultants were well awarc of the need to
initiate the educational process at a point where the learners
were, and to start the learning process with the felt problems
of the learner. In this case, the learners were feeling great
pressurc and we had to hcip them sec the need to examine the
larger perspective of which their immediate preoccupation was
only a part. We cannot stress too fully, the necrsistence and
patience which is required to mobilize the situational anxiety
associated with a particular problem, and transform it into
the motivation to pursue more generalized cducational objec-
tives.

Our goal was to stimulate the development of continuing
education programs relevant to the medical problems of the poor
and the hospital's relationship to them. At times our consul-
tants endorsed and supported appropriate existing activities
initiated by the hospital itself. At other times, we more
actively provided leadership and guidance to develop essen-
tial educational prougrams. In the remainder of the case
stady we will try to indicate the specific level of our inter-
vention in the various activities that ensued.

Following the hospital's initial responsc to the militants,
a proposal for the establishment of formal relationships be-
tween the NHC's and the community hospital was discussed at
a NHC Conference. Tt has been ascertained that NHC's could
not function indefinitely as autonomous units. Therefore, dis-
cussions were begun with RIH and four smaller hospitals in
the city concerning hospital-community relationships. As an
outcome of these discussions the following emerged:

1. Patients of the NHC requiring subspecialty consul-
tation were to be seen by appointment at the subspecialty
clinic in the neighboring hospital,

2. When more sop! isticated lab work and x-ray studies
were nceded for patients of the NHC, they would be done
at the ncighboring hospital,




3. Patients of the NHC requiring hospitalization would be
hospitalized at the ncighboring hospital,

4. The cmergency room at the neighboring hospital would
provide coverage for paticnts of the NHC from 9 p.m. to 9 a.m.

As a result of this proposal, the Model Citics Program nlanned
to coordinate medical care between RIH and the two NHC's in South
Providence. The administrators of the various hospitals said they
would consult the trustces and staff of the hospitals on thi.
matter. Although RIH did not think it could solve all the problems
of funding and staffing NHC's and improving the socio-economic
conditions in the ncighborhood, it saw the need to revise and
enlarge its hospital-community relationship.

The director of personnel at RIH scened determined, once she
had the backing from the administration, to hire more peonle from
the community by changing recruitment policies in such a way as to
give untrained, but potentially skillful peonle from the black
community, a chance for a job. In this instance, our consultants
had merely to support these activities and facilitate spreading
information. This new policy entailed the establishment of
supplemental training programs in the hospital.

In June and July at the instigation of the director of personnel,
sensitivity training sessions were held by a hospits! psychologist
for 24 out of 50 non-medical department heads. These sessions were
geared to develop an understanding of how a well meaning institution
like RIH could be viewed as racist by its neighbors. Sensitivity
sessions were also planned for primary supervisors to increase their
responsiveness in dealing with employees fronm the surrounding
comnunity,

The increased empathy gencrated by these sessions enabled the
hospital to initiate and affect new community-conscious programs.
Soon after, other initiatives were forthcoming from the hospital staff.
A pediatrician began screening a group of children from South Providence
for summer camp. In addition, four RIH physicians began werking
in NHC's on their own initiative. Within the framcwork of the
Laboratory Lducation Advancement Program -~ Brown University, several
young men (14-15 years old) from the community have been placed
in laboratories of RIH.

The Nursing Department of the Hospital made a special effort
to recruit Black candidates for Nursing School by making up credent-
ials and deficiencies, and by giving financial support. ‘the




enrollment of blacks in the Mursing School increased to 10 out of
the 91 candiates cnrolled. RIH also established a Nursing
Assistant Program which did not require a high school diploma.
This twelve weeck course was especially designed to meet the
unique problems of young women from the South Providence
community.

Furthermore, a Good Necighborhood Program was initiated
to mcet the urgent needs of the surrounding community. Letters
werc scent to all cmployees of the hospital requesting their
support in the program and in contributing used clothing,
furniture, bicycles and donations.

Our consultation sessions did not provide all he stimuli
necded to initiatec these programs. But they did provide a
forum where ideas could be exchanged and information transmitted
between individuals involved in separate responscs to a
common problem. In many cases, participants reported that these
sessions provided the first such communication.

Our early consultation meetings resulted in a solid commit-
ment to the project by the hospital. A plan was adonted which
provided for various forms of educationa' »rograms which would
exanirce the :aisting health care delivery systen, the problems
of this system as viewed by the community and the hospital, the
potential arcas of change, and the proper relationship and
responsibility of the hospital towards the community. Hopefully,
such self-examination and criticism would assure the acceptance
of its validity and the initiation oi corrective measures
through either direct action or education. The chances for
acceptance of this plan was maximized becausc the hospital staff
itself articulated the need for greater responsibility for the
surrounding community and for improved hospital-community
relations. It was also hoped that the hospital, in such educational
endcavors, would not limit itself to short-term tcmporary education
programming. Apropos attaining the goal of education for self
reliance, PMI stressed the need to constantly re-evaluate existing
structures, functions and relatinnships and to adapt to new problems.

Since the concepts of community medicine in general, and NHC's
in particular arc still ncw, there was great uncertainty concerning
the fecasibility of thesc decentralized medical facilities and the
inherent shift in the decision making power to the community.

By this time, the consultants were awarc that a few individuals
in the hospital possessed a great decal of pertinent experience and
information, that more individuals had a little pertinent knowledge,
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and that still morec barely rccognized the issues. ‘Therefore,
the consultants reccommended convening a hospital-wide education
forum where key individuals could share and explore their
perceptions, and thereby, create a hasis for disscminating their
collective insights to the rest of the staff., Since thosc who
will have to accept, authorize, or carry out change should be
included in the process leading to recommendation of the nceded
change, we broadened the basc of our consultation to include
those who could potentially take action as well as those who
provide insights.

The format of the forum, entitled Seminar on Community
Health, included the participation of representatives of the
hospital's hoard of trusteecs, administration, allicd health
and non-medical departments as well as medical staffs. The
hospital and PMI viewed the inclusion of these participants
as a significant and innovative approach to the development of
relevant continuing physician education. The participants were
invited by the executive director of the hospital to attend two
formal, two-hour working sessions, and an informal discussion
over dinner. A slidc show was presented during dinner depicting
the living conditions in the slums abutting the hospital. Both
types of interaction provided a unique opvortunity for mutual
exchange of views among people who normally have little communi-
cation with each other. Our consultants werc presented as
resource people to aid the decliberations of the seminar.

The full procecedings of the seminar are included in Appendix p,
Highlights of the discussion are summarized below.

The executive director of the hospital g ve an historical
account of the evolution of the hospital's relationship to the
residents of the neighboring community including a list of demands
that would rcquire a re-evaluation of the hospital's definition
of its relationship to the community. The events included
picketing, confrontations, rcpeated negotiations and cxtended
deliberations which led to the hospital's current reconsideration

of its proper role and rclationship to the community.

The directors of personncl and public relations, psychology,
nursing, ambulatory scrvices, and a hospital physician working in

- a Neighborhood ticalth Center were subscquently called upon to

present their varying perceptions, analyses and opinions regarding
the hospital-community situation and the hospital's responsibility
for the improvement of health care and health related socio-
cconomic problems in the ncighboring arca. Thesec presentations
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spurred vivid, sometimes heated dicussions which focused on the
following issucs:

1. Definition of the neceds and wants of the community,

2. How the hospital is vicwed through Black eyes,

3. What responsibility the hospital has or should assume,
4. Suggestions towards a solution.

One physician thought that since the community does not know
how to make demands, the problems, such as housing conditions,
become disastrous. Another physician felt that since they don't
know how to get medical scrvices, the hospital should help them
in that respect.

There was a plea to view th: needs of South Providence as the
South Providence community sees them. It was roted that from
this versnective the new Ambulatory Patient Center would not fulfill
the health needs, and thercfore, probably would not be used by the
community. This center would neither establish the needed continuity
in doctor-patient relations, nor meet the desire of the community
to be in control of the scrvices. Since thers are only a few
family doctors practicing in the area, the nead for the individualized
services they provide can probably only be —et in NHC's. These
centers are anxious to provide the needed personalized care and
continuity in the doctor-patient relationshir. It was pointed out
several times, that the community does not rarticularly like the
treatment received in the hospital's OPD where the only Black face
they sce is one of the floor sweepers and fellow patients.

The Director of Ambulatory Services would not accept the notion
that the community rejected the OPD. He thought that people coming
to the OPD receive the best services possible under the circumstances
of ever increasing costs, rising socio-econonic, emotional and
behavioral problems, and inadequate staff.

A physician working in a NHC pointed out that NHC's not only
educate and motivate people to use the available medical facilities,
but also promote useful career development programs. Another
important function of the NHC's which is linked with the concept of
control is developing and instilling pride in :he people of the
community. Even at the risk of making a mistake, the decision making
process is left to the recipients. '




As the dircctor of personnel pointed out, RIH is called
racist by thc community. Onc of the recasons s that although
the hospital is the third largest employer in Rhode Island, it
only employs 200 pcoplc from the community. She said that it
may be a shock to many whitc cmployees to hear the hospital
called racist, but prcjudice must be rccognized before steps
can be taken towards a solution to the problems. At that point
the director of the dental clinic said that "it hurts to hear
that these folks don't fcel at home because the doctors are
white". tic felt that the problem had been exaggerated because
he had never heard any complaints and had never scen any RIH
personnel show signs of racism. He further stated that although
NHC's are great for socio-economic cure, they don't have the
manpower to care for the health of the nation. Another
physician challenged this asscrtion by asking how many Black
physicians are chiefs of service. He said that there are none,
and that is what racism means. {le was supported by another
physician who said he had witnessed Prejudice, and recounted
discussions among the staff concerning whether they could allow

the first Black resident in RIH to do a pelvic on a white
patient.

Related to the problem of racism, the question of medical
standards was brought up. The pPhysician who had pointed to the
fact that not a single chief of service is 2lack, was asked
if he thought that the standards set up for health care in
the hospital are too high. e responded ""no". As viewed by
the Blacks, there are not enough Negro physicians, not enough
Negro students in medical or nursing schools, because they are
not qualified, qualified by middle class standards.

The staff asked whether the solution to this is to lower
standards. Some then asked if lower standards would mean poorer
service for the very people who were demanding that the standards
be lowercd. The physician stated that the community
believed that cven with lower standards of service, they will be
better off than they are now because they are getting zero.

The question was raised of how much responsibility should and
could the hospital assume? Can the Lospital limit its concern only
to thc medical problems prevailing in South “rovidence, without
attacking the socio-cconomic root of the problem? Some people
at the scminar thought that there were other social agencies that
should be called upon for non-medical problens, such as clcaning
up and improving the housing conditions. Another physician




disagreed, and urged the hospital not to view things too
narrowly. RIH should begin to help the community out of its
present muddle. He felt that if institutions such as RIll do
not step in, then the government will fill the gap. This
alternative would threcaten the medical system with direct
government control.

A much dcbated issuc was the possible financial commit-
ment on the part of RIH to fund two NHC's. The chief
administrator thought that thec hospital was still a long way
away from assuming responsibility for even onc Center. He
said finances arc not the issuc since Model City is financing
the two South Providence hcalth centers. It is rather an
organizational problem of coordinating OPD, cmergency room and
the NHC's services.

A PMI consultant suggested that if the hospital is unable
to make financial commitments, it should use its resources to
bring in govcernment money to mobilize the community to dcal with
their problems in a better fashion.

A hospital physician charged that one could expect RIH, an
institution with 400 staff members, to go beyond two centers, and
to attack thc problem in large scale. Others cautioned to tackle
the problem step by step without going presently bevond the two
centers.

¥hile some participants felt that the hospital was dealing
with an emergency situation, and thus it had the task to put out
the firc, others fclt the hospital should demonstratc to other
hospitals and agencies an approach away from the concept of putting
out fires, and genuinely become concerncd and involved in all
aspects of lifc in the community. They felt that the problem
was not an emergency situation, but a continuous cycle. Since ncw
solutions would crcate new problems, the hospital must expect
constant pressurc and not immediatc credit.

Some projects aimed at an improvement of the relationship
between the hospital and South Providence community were report d
as alrcady under way, or planned for the ncar future, i.e., chan:es
in the hiring policy, sensitivity training sessions for supervisors,
training of morc Blacks for nursing, a twelve weck nursing assistants
training program, and a Good Neighborhood program. ‘any suggestions
concerning the hospital-community reclationship were discussed.




There was a suggestion made by a PMI consultant to help the
community organize better to facilitate negotiations with the
hospital. A PMU consultant urged thc hospital to sct up a group
that could cffectively and continuously deal with the community's
problems and build communication nectworks. The chicf of the
hospital staff suggested that such an organizational sct-up
should also include community recsidents.

Another proposal, coming mostly from RI!! physicians prescently
practicing in NHC's, was to actually staff the centers. One
physician said he was sure that out of the large staff of RIH
cnhough interested doctors could be found to vracticc some hours

per week in NIC's. lle also urged the hosrital administration to
help the NIIC's with their administrative :robleﬂs The President
of llouse Staff agreed by saying that many rosidents would like to
practice in NIIC's, feeling that it would ve »rofitable to their

education.

Both the immediate verbalizations of the seminar's participants
and their later written evaluations pointel to the educational
value of the seminar. The latter came fro— =z surveyv conducted, at
the suggestion of PMI, by the hospital adrin st“ation to evaluate
the participants' reactions to the seminar. ~"e¢ hospital's report
of its evaluation of the seminar may be touri on vag 72 of Phase IV
of this report. .
The seminar's impact may be considered irmpressive also as
viewed from the perspective of cnsuing evan:s. Thus, after the
seminar, the President of the Staff sent ou: letters to all
physicians in the hospital stating that the “ospital had recognized
the need to extend the boundaries of its _cwsibility and commit-
ment to help meet the physician needs in iv evolving health care
delivery systems. Ile then urged the service chief to hold discussions
within thelrrcspectlvc services of probl: and nceds such as
those articulated in the seminar. A nurber o7 such discussion
meetings took place and six months later the NHC's reported that
staffing their clinics was no longer a problen.

]
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This obscrved diffusion phenomenon, i.e., a spreading of
ideas generated by a limited group to the r2st of the staff,
cvidences the feasibility and utility of “MI's fundamental cducation-
consultation strategy: limited rcsources c.an be best utilized in a
catalytic fashion to stimulate others towards self-cducation.

Another outcome of the scminar is that the hospital is now




directly providing a small amount of cquipment to health centers
and is also providing indircct aid hy allowing the centers to
purchasc supplies through the hnspital at its discount rates.
Furthermore, the transfer of records between hospital and

NIC's is being speceded-up.

A further consultation meccting resulted in a plan to invite
scveral nationally known authorities in the ficld of community-
oricnted health carc to the hospital to rclate their concrecte
expericnces and problems encountered in their work with innovative
health carc delivery systems in depressed arcas. Thesc plans
werc carricd through when the late Dr. E. Richard Wecinerman was
invited for consultation and educational activitics at Rhode Island
Hospital on Friday, January 30.

During a day-long visit, Dr. ¥cinerman had opportunity to
become familiar with the RIH community situation, to inspect the
hospital and neighborhood facilities in relation to his own
ambuluatory care experiences at Yale-New llaven, and to make
rccommendations. In the evening a reception and dinner meeting
was held at the University Club in Providence for an invited group
of 40-50 people, including medical staff, allied hecalth, and
administrative lcadership as well as trustees. Dr. Weinerman
made specific recommendations. He urged RIH not to consider the
"ambulatory care problem" in isolation from the hospital-community
complex of needs and health care. He advocated a community-based
system of primary care as a foundatic. “or the hospital's specialty
orientcd ambulatory care clinics, and tould RIH to consider assuming
partial responsibility for the establishment and m:intenance of an
overall system of health care for its neighboring community.

The fact that only one planning and consultation mceting
between the hospital and PMI tcam preceeded this second major
education program as compared to many such meetings for the July
seminar, and that most details of Dr. Wincrman's stay were worked
out by the hospital team gives cvidence of the success of the non-
dcpendency principle, and the principle of maximizing the consultce's
involvement,

The cducational value of the dav Dr. Weinerman spent with RIII
was acknowledged by the program's planners when they indicated that
additional individuals will be invited for similar cducational
programs.

RIIl has begun to help PMI with its work with other hospitals.
Dr. llerbert Constantinc, the RIH liaison physician to PMI during the
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contract, spoke to Somerville Hospital on October 30, 1970, rcgard-

ing the reclationship of the community hospital to its ncighbors.

lie shared some of the problems, responses and outcomes of the
confrontations between the hospital personncl and the ghetto

residents. The Somerville Hospital liaison physician indicated

that he hoped the two hospitals would continuc to cooperate n the -
future.

Finally, the hospital has just announced the establishme * of
a ncw Ambulatory Care and Community Medicine Department. The
chairman of the new department, who was involved with the earliest
haphazard negotiations with the community, indicated that the
cestablishment of effective mechanisms for responding to community-
rclated nceds and problems was one of the most significant develop-
ments during the course of our work with the hospital.

In retrospect, the willingness of this hospital to re-evaluate
the problems concerning its relationship to the surrounding ghetto
area, in the face of community pressure, and to take the nccessary
steps to meet these needs was essential to the success of our
consultation strategy. Facilitating such openness may be a
necessary prerequisite for the success of similar efforts at other
institutions.




4 CASE STUDY II

HOSPITAL A




HOSPITAL A - A CASE STULY

Hospital A (H-A) with two hundred and fifty beds and a sta€f of
160 physicians, active, courtesy and consulting, is much smaller
than Rhode Island Hospital (RIH). In contrast to thc urban ghetto
conditions surrounding RIiI,H-A is located on a hill on the ecdge
of an cconomically declining former "mill town' about an hour
drive from Boston. The depressed community differs in composition
from that of South Providence: it is predominantly white with
a sizable Spanish speaking population, 5.3% unemplovment, 15%
of the houses arec in deteriorating and dilavidated condition, and
population density of 6,467 peconle per squarc mile. "he target
community is not adjacent to the hospital location, but is in-
cluded in the H-A service arca. There are two other hospitals in
the city, both church run. The relationship between the three
hospitals was characterized by a H-A-PMI liaison physician as
""competitive'" and ''non-cooperative."

when PMI initiated contact with Hospital A, the hospital's
activities with the community consisted mainly of supporting
threce types of community clinics - cancer dctection, well-baby
and dental. However, as later hecame apvarent, the hospital's
involvement emerged as fragmented, and not cntirely altruistic
to the extent that one spokesmen indicated that the hospital's
cfforts were, in part, conducted to yield service levels high
enough to maintain grants. Furthermore, participation by staff
members had dwindled to only two or three physicians who were
donating their time.

On April 17, 19€) 3 PMI staff members met with the Medical
Education Committce of i-A the President of the medical staff
of the Hospital, the Adm..istrative Director and 5 other physicians
to introduce and discuss the poverty project.

As with the other hospitals, we offered to provide con-
sultative support to help the medical staff identify the health care
nceds of the poor and plan rclevant continuing education programs.
Again, the PMI tcam made it quite clear that their purpose was
not to define the problems, or in any way to dictate what should
be accomplished, but to help sensitize physicians to the nceds of
the surrounding community.

The PMI tcam was greeted warmly at this presentation mceting.




The President of H-A medical staff scemed to quickly perceive what
PMI was "selling"., lie immediately recognized the need to obtain
from the medical staff, trustees and administration a commitment
of concern and involvement with the poor people the arca.

It was suggested that the Executive Committce of the medical
staff discuss this matter further at its next necting, and then
respond to our invitation.

On April 28, word was obtained that the staff had voted to:

"accept the support of the Postgraduate Medical
Institute and its staff in its attempt to assess
the community health needs, particularly with
rcfchnce to the disadvantaged populations of

A

. o
.

In June, word was received that the President of -\ had decided to
become the liaison physician for PMI-H-A medical staff relations.
In sum then, vhile Hospital A was not seeking help as actively as
Rhode Island Hospital, they scemed receptive.

On Junc 17, a mecting took place between three PMI staff
members,one PMI consultant and the hospital's liaison physician and
director. The consultation produced agreerment that the next step
for the project at H-A was to develop a meeting similar to the
percention-sharing forum, then in planning at Rhode Island Hospital. :
The preliminary plan called for a luncheon meeting with the
Executive Committce, Trustees, and physicians from the outpatient
departments. The meeting, projected for the fall, was to focus
on ''consideration of the hospital's role in the community". The
hospital's representatives were not yet preparcd to accept PMI's
suggestion that community social work, OEO, etc., represcntatives
also be invited to participate.

On August 13, two staff members of PMI paid & visit to H-A on
request of the Director of the Hospital. e requested consultation
concerning ways to stimulate local resident's participation in
neighborhood health facilities to which the Hospital contributed.
The visit involved a site trip to one of the clinics. The PMI
staff made rccommendations, and also used the opportunity to
further discuss the upcoming seminar. The Hospital's Direcctor
now expressed interest in also including community residents (con-
sumers) in the seminar.

Following this contact, several additional proddings by PMI
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aimed at tinalizing plans and schedules for the scminar failed

to produce the desired results. The delay secmed to reflect a
degree of insccurity on the part of the Hospital regarding their
ability to successfully introduce and implenent this new type

of cducation (both content and -ormat). PMI thought howcver,
that with some coaxing and support, the Hospital would cventually
move ahecad towards the goal.

More communications took place by mail and telephone between
the Director of H-A and PMI. [llowever, it was not possible to
bring about the mecting with the executive committee, trustees,
and physicians from the outpaticnt departments that had originally
been planned. The Director of the Hospital now scemed reluctant
to hold the seminar without full assurance of thc staff's intecrest.
The liaison physician now also seemed reluctant. According to him
only about 30% of the staff, namely those who were also involved
in the group practice hcaded by the liaison vhysician, scemed
particularly attuned to and interested in the problems of people
in depressed arcas. The liaison physician characterized his group
as the 'progressive element" of the staff.

In a renewed attempt to bring about a commitment to an
educational activity, Dr. Stearhs outlined some potential steps.
He suggested that the hospital:

1. Compile a list of peonle who have some knowledge of the
problems of medical care for the poor the area, and who can relate
to others what is going on in the community. This list might
include M.D.'s, R.N.'s, social workers, administrators, OFO, hecalth
departments, community representatives, ctc.

2. Compile a list of those who should be familiarized with
the various multiplec aspects of the problems and stimulated to
become more involved and make more concerted efforts (c.g., trustces,
those who arec listed above, representatives of the medical staff,
executive committee, and others).

3. Arrange for thesc two groups to mect together for the
purpose of presenting and sharing information, knowledge,ctc. (if
desired, in the presence of outside resource people such as
community health carec specialists (PMI consultants) or the Rhode
Island Hospital liaison physician). Objectives of the mecting should
be to plan one or several next steps and to consider such questions as:

a. Should there be a planning counci! of 4.D.'s and other
represcntatives?




b. Should outside cxperts be brought in?

C. Are there <nown specific medical problems in the poor
community that warrant specific medical educational
sessions, e.g., T.B., V.D., malnutrition?

d. Is itreasonablc to do nothing new or nothing more?

¢. Should attempts be made to involve morc people or should
the situation be left where it is nov wita only a few
persons involved (by self-selection)?

The liaison physician's answer to these suggestions was that
in his view, it is hopeless to try to get the staff at large
involved. He said that only members of the group practice come ‘o
mectings concerning health care services to the poor; only they are
willing to do things such as work in the comnunity <linies; the
rest of the staff is not interested in this complex problem. lie
promised however, to bring Dr. Stearns' proposals up at the next
staff meeting.

Dr. Stearns pointed out that it need not be the immediate (or
even ultimate) aim of the educational progran as such to get the
staff to man the clinics, but that PMI would like to first have an
opportunity to improve awareness and to introduce a new anproach
to the examination of the medical needs of poor people.

On January 24, the liaison physician of {I-\sent PMI a letter
reporting the outcome of his hospital's staff meeting indicated
atove. The body of his letter is quoted below:

"everal days after our last conversation, I presented the
background of the previous meetings and asked for people vho
had atiended those meetings to speak on the -ubject, and at
that point, at our annual meeting of the staff which had an
approximately 95% attendance and asked for a >te. [ am
extremely sorry to say that my original estimate thought to
be a very low one by you, proved to be a disappointment to
both of us, for out of the entire staff of lospital A,
caly six doctors indicated that they had any interest
in participation even to the extent of cncouraging any, and
of thesc six, four werc already involved in our out-reach
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clinics and I am not certain that one of the others really
heard the question.

The birector nas definitely been interesteu in the needs
of the community and [ (hink some of us have some quite
wvorkable ideas about what the community needs, but we have
a number factors that arc bothering us and [ might list
some of tnem as follow (sic):

1. Total la‘k of physician interest.

2. Multiplicity of agencies who have no coordinating

method.

Evanescence of many of these agencies.

4. The compctitive non-cooperative loag-standing
attitudes of three grade A hospitals in one community
with a population of less than 90,000.

5. It would be possible to establish z central coordinating
agency and to expand the existing “out-recach clinics"
to include particularly in relationship to the three
hospital out-patients' around the cicck service if
funding were forthcoming for a rezscnable period of
time.

W

< instead of more
r© the opinions in
2 a statement that

I am sorry, but not at all surprised =
interest that there is less interest, =
this area, at least, arc hardening aroun
we need fewer studies and more work."

3 W

Though PMI was prepared to further vursue the development of
a working relationship with H-A, building on =" ¢ problem factors
as outlined by the liaison physician, and though the Somerville
llospital also expressed interest in develeoping some type of
coordinated activity with the H-A.area hos>i::ls, and offered to
assist with their recruitment, we were not a>ie to effect a lasting
rela*ionship.

Strained relations wivhin the hosnitai >2:ween members of the
large group practice and other members of tha staff may have
contributed to our failure to obtain a uniZi:’ commitment to our
project. We suspect that our efforts to convince our local advocates
of the merits of our program were not stron: =aough to overcome or .
cope cffectively with the underlying political suituation.
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CASE STUDY III

SOMERVILLE HOSPITAL
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SOMERVILLE 1IOSPITAL - A CASE STUDY

Somerville liospital, the smallest institution in the study
has 148 beds and a total medical staff of 134, of which 50 are
active members, the others_being courtesy or consulting members.
It is located in close proximity to major medical centers in
Massachusctts. The surrounding community %as the highest
population density in Massachusetts, 21,967 people per square
mile ; 14% deteriorating and dilapidated housing; 4.1% uncmploy-
ment; .4% Black residents; and a relatively low average annual
income of $6,024.

Postgraduate Medical Institute (PMI) hcped to initiate
deliberations to stimulate Somerville Hospital and its medical
staff to identify the community's unique hezith carc problems,
its staff's cducational needs relating to these problems and
some possible solutions. We first tried to recruit the hospital's
participation in April 1969. PMI departed <rom its normal
pattern of preliminary consultation with a cross-section of
staff leadership as utilized at Rhode Island *cs»ital and at
Hospital A. Instead, at the invitation of thx2 Chief of Medicine,
Dr. Stearns made our initial presentation <o z full staff
meeting. Dr. Stecarns was presented as '"todzr's speaker". The
staff listened but was unresponsive in shar> contrast to the
reactions our initial presentations receivel it both Rhode Island
Hospital and at {I-A.  Repeated efforts to Zoilow-up this initial
presentation were fruitless for a long time. e later found out
that our initial approach had only aroused intzgonism and
defensiveness in the staff. We had been perceived as a threat
to the cxisting education program and the norzail decision-making
channels.

On June 9, 1969 the liaison physician o Somerville Hospital,
the Chicf of Medicine, reported to PMI that zfter consulting with
the cxecutive committce, the hospital star? Zid not think it had
enough time to commit itself to the progri~. Responding to a call
by the PMI project director the liaison physician stated that
although the staff was not interested at that time, maybe another
PMI prescentation could be scheduled for the <all.

In Scptember, the Iiaison physician reguested a written outline
of the possible programs and approaches to rresent to the medical
staff committce. On October 14, PMI sent thew a summary of the
intentions of the program, and five possible courses of action.

A copy of the proposal is included in Appendix B. PMI hoped that
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the outline would provide a focus for the medical staff executive
committees' reconsideration of the program.

On December 19, the proposed fall presentation was realized.
The hospital administrator and the executive cormittec met with the
PMI consultants to discuss and clarify the nurposc of the program
and specifically the overview sent to the hospital’in October.
Apparcntly the committce had previously discussed the proposal
because they asked for additional clarificiations of the activities
in which the hospital would be cngaged. PMI's exccutive
director then outlined the goals of the contract stressing its
flexibility in terms of the types of activities. llo further
encouraged physicians present to share their individual experiences
and insights reclative to the problems of their community. The
purpose of stimulating this discussion was :c iillustrate the
value of systematically cxamining the medicailv related problems
of depressed area residents, and to provide a sarmple cducational
experience. Thus, for example, the chairman o the executive
committee rcported the cxistence of a comniz-se, including two
physicians, which was responsible for the crotiens of the poor
in Somerville. It was learned that the co~~::zese had no formal
connection to, or delegation of responsibility” from the medical
staff of Somerville Hospital. This informazis= -ointed to the
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nced for open discussion among the medical s-z-7 regarding the
current conditions of the poverty area resiies-s and their
relationship to the hospital.

On January 14, the hospital's ‘Medical ZJulztion Committee
Chairman reported that he had been anppointeld zs
chairman of an ad hoc committee to evaluate -“I'g proposal.
lle said that he attributed the ncgative reszanse to the first
presentation at the general staff meeting to z reluctance on the
part of the staff to proceced with an cducatiznzl endeavor that
might potentially competc with the hospital's ¢xisting continuing
education program. lic hoped that progress c2uld now be made by
funncling the program through the existing continuing education
channels which he headed.

-

o
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The DME indicated that in order to effe
project to his hospital he nceded a reasona> v Jetailed background
of the nature of PMI, its activities and goals, including the
details of money, time, and personnel costs to the hospital.
After a lengthy discussion, the DME indicated nat he had acquired
all the background information he had request2d, The remainder

tively present the
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of the meeting was devoted to consideration o the DME's suggestion
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for developing an acceptable model for a program at Somerville
Hospital. The agrced-upon goal of the program was to develop
staff participation and rcalization of thc nceds of pecople in
depressed arcas. Progress towards this goal would initially

be achieved by the cstablishment of a staff committce whosc
objective was to provide opportunitics for communication. “The
proposcd committce would he composcd of the Chicf of Staff, the
comnmunity Public Ilealth Officer, Chairman of the cducation
committce, the Administrator, a social worker, a nursing
representative, and represcntatives of the departments of
medicine, pediatrics, surgery, general practice and obstctrics-
gynccology. Additional consideration was given to the potential
use of spcakers or consultants as cither resources to the
committce or speakers in a more formal cducation program. At
the conclusion of the meeting the DME indicated that he would
prescnt the outlined program, as well as his full conception

of the program to the ad hoc committee who would make rccommend-
ations to thc executive committee regarding the participation
of the hospital in the program.

In March 1970, PMI was notified that the executive
committee in conjunction with the medical staff voted to accept
the recommendation for participation in the project. Thus,
after many months of formal a..d informal negotiations, we were
able to go ahead and implement our program.

Educational progranms, utilizing nationally known guest
spcakers experienced in innovative health care delivery systcms,
werc initiated in June of 1970. Dr. Jack Geiger, Professor
and Chairman of the Department of Community Health and Social
Medicine, Tufts University School of Medicine, addressed the
medical staff on the issucs in the delivery of primary medical
carc. The issucs discusscd focused on physicians who played
an integral role in the medical carc of thc poor in the community.

A sccond educational program held in October of 1970
rcvolved around Dr. Herbert Constantine, the Dircctor of Multi-
phasic Scrcening and Chicf of Pulmorary Service at Rhode Island
llospital; Associatc Professor of Medical Science at Brown
University; as well as PMI's liaison physician with RIIL. e
shared nis views rcgarding some of the problems, responscs and
outcomes of the confrontations hetween Rhode Island llospital
personncl and its ghetto residents. These cducational scssions
gave the medical staff of the hospital additional insights 1to




the problems and responses of other hospitals in depressed areas
as they attempted to meet the negds of the community residents.

As was the case at RII, the consultation-tcaching sessions
at Somerville lospital were used 1) directly as teaching
activities in that the consultants used them to help the staff
see the nced for poverty-related education program, and 2) as
the procedure for planning the actual programs. llowcver, where
RII crcated additional education programs using innovative
formats, Somerville flospital planned and implemented education
programs within the structurc of the existing continuing
education program. These programs utilized more traditional
educational formats, such as informal lectures followed by
discussion.

The more deliberate approach followed by Somerville
lHospital is certainly a reflection, if not a consequence, of a
lower level of community pressure than that exerted on RIN.
Yet, as Dr. Geiger said "it is really important that comnunity
hospitals...start to try to take another look, start tryving
to evaluate their own role in rclationship to the problems
of delivering health care for the poor. This (Somerville
Hospital) is one of the first cormunity hospitals that I know
of that is taking this kind of look."

The hospital is prepared to continue its new education
program beyond the period of the contract and PMI will continue
to assist it. After a slow beginning, the prognosis is
favorable.
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gpnsultcc-COnductéd Evaluation Activities

A fundamental principle of PMI's approach to cducation is
that assessment of its impact should be an essential part of the
cducation process. This principle contains at least three important
implications for the program planner.

1) The cducational validity of an activity should not be
assumed, a priori, in either absolute or relative terms;

2) Evaluation of education should be conducted to detcrmine
its value;

3) Assessment of the impact of current 2
should be an integral part of the planning pro
programs,

Jucational activities
cess for future

ant team cncouraged

In keeping with this principle, the co <
the hospicals to conceive and conduct inderenient assessments of
the education programs developed under the ccutract. Rhode Island
Hlospital undertook such an evaluation in conj:uiction with the July
23 hospital-wide "Seminar on Community Heazlii ™ areviously discussed
in several sections of this report. A simpie nine item check-off
questionnaire covered such areas as particirant's reactions to the
seminar's scheduling, format, materials, comrosition, and
educational value. An open-cnded invitation .is also extended for
more extensive comments and suggestions regziraing the seminar and
future programs. The systematic rigor of this >ialuation and its
ability to demonstrate the impact of the seninar beyond the "felt"
level are certainly open to question. Howewer, it was designed to
produce data pertinent to: 1) assessing the :ictivity's value; and
2) planning future programs. As such, this hcspital-planned and
conducted cvaluation was consistent with tz. rrinciple and
umplications with regard to education and eviluition outlined
above, -‘hich the consultation sought to teach.

£ (g, e

The hospital's report of the results oI the evaluation,
including summarization of responses to the susstionnaire and
other comments, are reproduced on the following pages:




1)

2)

3)

4)

5)

6)

7)

SEMINAR ON COMMUNITY HEALTH

CRITIQUE

(Thirty-seven participants excluding P.M.I. -
thirty-one questionnaires returncd)

Over and above the heating and noise problems,
the facilities and arrangements at the Motel were
adequate. d

Yes 29 No 2 Qualified Yes__ Qualified No___

Did you find the background material distributed
at the meeting of benefit to you?

Yes 25 No 2 Qualified Yes_3 Qualified No__

What is your opinion as to the size and composition
of the group who attended the seminar?

0.K. 9 Too Large 16 Too Small Composition: Good 8

Poor 8
Was the day of the week and time of the meeting
convenient for you?
Yes 26 No 4 Qualified Yes 1 Qualified No

Was the time allotted for the meeting adequate and
well utilized?

Yes 25 No 1 Qualified Yes_3 Qualified No_1

Was the participation of representatives from the
Post Graduate Medical Institute beneficial?

Yes 22 No__ 5 Qualified Yes 2 Qualified No 1

Do you feel that the seminar gave you a better
understanding of the problems of the community?

Yes 22 No 7 Qualified Yes__ Qualified No

Of the hospital?

Yes 28 No 2 Qualified Yes__ Qualified No
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8. Do you focl that further seminars should be held
on this subject?

Yes 30 No 1 Qualified Yes __ Qualified No

9. Would you be willing to participate?

Yes 28 No Qualified Yes 1 Qualified No

SUMMARY OF COMMENTS AND SUGGESTIONS

It was the opinion of many in the group that this original meet-
ing should be followed by many more meetinzs (in order to continue
the momentum). It was felt that the group should be smaller and
further break up into "action'" groups to deixl with very specific
problems. There should be participation by rmerbers of the
South Providence Community.

The PMI people should play more of a lealership role and should
formulate specific items for attempted resolution.

Better in-hospital coordination is needed. There is the feeling
that too many people and committees are invoived with different
parts of the problem. It was suggested thit we utilize the ser-
vices of the Brown Sociology Decpartment tc oh:zin information about
population groups,

There was the feeling that we are going too slowly and that we
need a definitive thrashing out of specific prroblems and that the
Visiting Staff must become more ueeply intolved in the hospital's
problems in this particular area, and that this should be separate
and apart from their personal proressional problems.

.s

Suggested topics for future and imrediate consideration:

1. Specific role and contribution of Riode Island llospital.
2. How to communicate with the responsitle members of the
Community.
a, To understand what their necds are as they sce it.
b. To understand specifically wiat they would like of
Rhode Island Hospital.
c. To interpret to them what Rhode Island tlospital can
do for them.
3. Intcrpretation to Rhode Island Hospital staff the unique
needs of the community.




Three specific questions relating to hospital participation
were raised:

1. To what degreec do we lower employment standards for blacks?
Can we cstablish apprentice programs in B § G?
3. Do we integratc health centers into tcaching programs

(with what impact on currently moonlighting residents

and on patients in the Centers?)

N

The following questions werc asked by onc participant.
llow can a loyal cmployee, who desires to be helpful to his
superiors find a way to point out hazards in a program, which scems
to have alrcady been decided upon, without appcaring to be disloyal,
stupid, blind, not compassionate, bigoted, narrow, etc., ctc.?

After the artic.'ate academicians had mauled Dr. X, only
the bravest of the brave would dare stand before the steamroller.

Do doubtful statements become less doubtful through massive
repetition and prestigious pressure?

Attitude Change Study

As stated in the February-April, 1969 Quarterly Progress Report,
PMI proposcd to expand the scope of the evaluation of the project
to also include: |

Identification and characterization
of shifts in physician attitudes vis a vis
community medicine as well as physician and
hospital responsibility in r¢ ation to the
health carn problems of depr¢ jed areas.

For this purposc PMI staff envisioned pre and post measurcment of
said attitudes, with the pre measurcment being obtained before the
advent of any educational activity, and the post mecasurcment being
obtained after completion of all such activities.

Rhode Island Hospital medical staff was sclected as the ex-
perimental population on which to attempt the attitude study. With
approval of the contract officer, PMI opted to support development
of the attitude study and the necessary instruments with its own




funds; i.e., with funds other than thosc rcceived as part of this
contract.

The first formal -lucational scssion at Rohde Island llospital
was scheduled for July 23. Conscquently in June the staff began
to claborate approaches to mecasurcment of attitudes in the context
of this project. Short questionnaires or interviews scemed
to be the most feasible approaches with such time-pressured subjects.
After repeated revisions, two instruments cmerged. One, an open-
ended 3 question interview, could be administered in person (by
a trained interviewer) or by telcphone. ‘The other, a questionnaire
with 12 check-off items, contained statements to which the doctors
would have to put checks in one box of a range of agrece to disagree
catecgories for each statement. (Sce Appendix E.)

PMI had hoped to administer one of the instruments to a
randomly selected sample of the Rhode Island Hospital physicians.
Ideally, the sccond instrument would then be given to a second random
sample. Thus a comparison of the efficiency of the instruments and
some indication of their validities could have been obtained.

Rhode Island Hospital administrators pointed out difficultics
associated with trying to obtain a random sample of physicians whose
appearances at the Hospital are irrcgular and at times infrecquent.
The idea of mailing the questionnaire instrument to a random sample
of hospital physicians was also rejected in view of PMI's past
experiences with poor and biased returns of mailed questionnaires.
The Hospital also would not permit usc of the opcn-cnded interview.
They felt that such potentially sensitive issues should be dealt
with on an in-housc basis first.

Thercefore, as a compromise to our nceds for premeasures, the
Hospital agreed to permit administration of the 1 item question-
naire at a serics of upcoming grand rounds. Data were obtained
from:

17 physicians at pediatrics grand rounds on July 18,
50 physicians at.medical grand rounds on July 19,

12 physicians at surgical grand rounds on July 22,
30 participants at the beginning of July 23 scminar.

A form of coded identification wus provided so that it would
be possible to contact the same individuals for postmecasurcment
and trace any attitude change by individuals as well as for the groups.

Following an cxtensive series of cducational programs at RIN
during the summer, fall (1969Y) and carly winter (1970), PMI began
to prepare the post me .surcment component of the attitude survey.
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At the same time negotiations were initiated with the hospital
regarding its implementation. he Hospital at first asked for a
delay in the implementation of the survey and, ultimately, rescinded
permission entircly.

In what turncd out to be an ironic twist of fate the attitude
survey was doomed, at lcast in part, by the success of the consulta-
tion in bringing about major changes at RIH. As the hospital and
its medical staff moved closer to accepting a now role with respect
to their responsibility for the surrounding Jepressed arca community,
they (thosc administrators and physicians acting as the intcrnal
change agents with whom we were working) become increasingly
apprchensive of anything (such as our survey) which might upsct the
delicate internal political process that was necessary to gain staff-
wide approval of things such as support for the necighborhood health
centers or a new department of Community Medicine and Ambulatory
Care. While inconvenient to us, the concerns of the change agents
in the hospital were quitc understandable.

Too much time and far too many variables had intervened by the
time any further consideration could be given to implementing
the post-measurement survey. However, the consultation tcam took
consolation from the fact that its survering efforts were impeded
not by a lack of attitude change in the consultees but by the
very imperatives of a successful change process.
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CONTRACT CONCLUSION

Postgraduate Medical Institute believes it possible to use an
interdisciplinary team of consultants to sensitize hospital medical
staffs to the unique health care probl s of the poor.

In recent years there have been exciting developments in the
delivery of health care. The literature is *if with reports of
experiences and new ideas regarding health care Jelivery. These

¢ proposals, encompassing neighborhood hcalth centels, group practices, 4
pre-paid comprechensive health care systems, HMJ's c¢te., have a common,
h distinguishing characteristic--CHANGE. They '11 imply major changes

in tue conduct of the practice and 'business'™ or medicine. 'The pros-
pect of change is often threatening. We f2zr that the agents of

change, the activists devcloping acw systens, zay tail to divert energies
nceded to help the medical establishment zccert the changes.  For

most, rc-education will be needed, and for z:iny the experience will

be painful. Change can be broucht about >¥ lcgislation and rational-
ization or by education and insight. Post 5r,::ggc Medical Ins;titute
prefers the carrot of insight to the stich ¢ iaw, though we

recognize that a2 judicious application of >oi zay be nceded to
effect changes in the complex health care Ziz=l1i. We believe that
education, in combination with professionil, social or legislative
pressure, can help to close some of the gars Tetween physicians
developing new health care system and those resisting them.

——

(S

The Postgraduate Medical Institute (FMI:
cf the Massachusetts Medical Society. Sin
years ago, the Institute has been dedicat=¢ :
education of physicians. Its operations g
L.

misc that education can ultimately cffect

s the ecducation arm

3 inception cighteen.-
fostering continuing
zdicated on the pre-
ved health care.

[/ )

~
~

w3

l'u

.

For manv yecars we have been using consultation as a stimulus

to ~ducation program deyelopment at community hospitals. In a
recent three-ycar study of the consultation rrocess, we attempted

. - to help forty hospitals assess their needs ini develop relevant

p programs. Results of the study demonstratsl that intervention by
rhysicians trained as educational consultan:s significantly affected
implementation of elements of continuing cducation programs for
physicians. However, most ecducational activizies stimulated were
of the classic variety and dealt with familisr areas of medical
practice, c.g., grand rounds on "llypertension', or lectures on
"Lcukd@}a".

*NIH 70-4150 (Pli-108-67-170)

‘-

ERIC '
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While this study wis in progress, health care consumers in
dopressed arcas were increasingly challenging the medical profession's
expertise, responsiveness and right to define proper health care.
Consequent’y, the Public Health Service funded ML to modify and
study its consultation tcchniques whe. 1sed to stimulate medical staffs
of three hospitals to: 1) recognize the special health needs of
the poor in their communitics; and 2) develop responsive physicians'
education and service programs. This report has described the
consultation model that was developed and discussed what was learned
while trying to apply the procedure.

Both the consultation model and conclusions derived from the
application and cvaluation of it arc summarized here. We thought
it important to emphasize the interlocking nature of medical, socio-
ecconomic, psychological and cultural aspects ¢f hecalth care problems
of dopressed area residents and their hospitals. Therefore, the
logical direction was to abandon our exciusively physician-oriented
consultative focus. In its stead we substituted an interdisciplirary
team of consultants. The team consisted of two physicians, a cul-
tural anthropologist, a psychologist, a pudplic health educator and
supporting evaluation personnel, used in varnving combinations. The
team collectively possessed expertise in medical cducation, community
medicine, health care delivery systems, as well as educational and
evaluation methodology.

Extending the team concept, we envisiornsd working with a
"corresponding'” intcrdisciplinary tecam of hesrital personnel led
by merbers of the medical staff and includizc representatives of

allied health and administrative staffs, as w2ll as trustees.

ey

Our intent was to have the twe tcams exairine the depressed area
community and the hospital's relationship to it as a "patient",
with the health care problems of such a "patient” the subject of
discussion. Thus, in addition to its funciicn as an educational
catalyst, the consultation procedurc itself was to serve as an educa-
tional activity.

An carly objective of consultation wias to creatc an atmosphere
conducive to frank and open discussion. Daza regarding the
community and its problems was obviously nceded, but consultants
felt that hospital personnel might react Jdecensively if confronted
initially by community representatives. Wwhile expecting that the
issue of the nced for community involvement would become manifest
cventually, we thought it imperative that impetus to promote such
involvement come trom the hospital representatives. ‘Therefore,
during initial discussions consultants retfrained from suggesting
direct involvement of community represcentatives in the consultation
process.




31

.~

To implement and evaluate the consultation process, three
dissimilar target hospitals were selected: 1) a large, urban
institution in the midst of a black ghetto; 2) a smaller institu-
tion in a predominantly low income, white community of high popu-
lation density; and 3) an institution on the ftriage of an cconomically
declining, medium-sized tormer "mill town' possessing a significant
Spanish spealing population.

Specific details of vhat happened when consultation was imple-
mented and cvaluated have constituted the body ot this report. At
this point somec broader gencralizations and implications of our
findings would scem appropriate. Wec fecl our approach cmbraces
four central concepts of the American Medical Association's program
" improve hcalth scrvices for the poor, adopted by the AMA touse
of Delegates at the 23rd Clinical Convention iteld in Denver, November
1969:

1) It is a basic right of every citizen to have

available to him adcquate hecalth -- ..and the

medical profession, using all means at its dis-

posal, should endeavcr to make good medical care
available to each person.

2) The medical profession must take the iz2adership

and actively support constructive comzBaity cfforts
to climinate those conditions that adversely affect
hecalth.

3) The hcalth problems of the poor are basically
community hecalth problems, and since a national
health program will not solve all of them, programs
must be adapted to local nceds.

4) Health care to the poor should not be disassociat-
ed from, but rather should be a vitail part of, the
overall health care system.

Successful implementation of action programs, such as that of
the American Medical Association, will require involvement of
major scgments of the profession. Our eapericnce indicates that
the AMA still has a major task ahcad of it to promote acceptance
of the concepts of its action program by state and district societics,
and to cffect their implementation by medical staffs of community
hospitals. Techniques to stimulate physician and medical staff
involvement will be needed. We feel the approach described is such
a technique. However, as rveported, onc of the hospitals in the
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study was morc responsive to cducational consultation than the other
two. The variations in response may be attributable, in part, to
internal differences; c¢.g., differences in hospital size, sophisti-
cation or resources. lowever, onc of the most important variables
mav reside outside the hospitals. This is the variable of external
pressures for change, be they of community, professional, or
legislative origin. The large urban hospital rececived a loud, clear
message of the nced for change from its confrontation with militant
blacks in the necighborhood. Wwith the hospital's inertia overcome
by the community’s *'stick", educational consultation was ablec to
focus thc hospital's responsc in the direction of sclf-cxamination
and rational considcration of the problems. The other two hospitals
cxperienced little ;ressurce from their communities and, thus, to
consultation fell the additional task of estublishing even an awarc-
ness that there might be problems to consider. Consultation was
able to accomplish this in one of the two situations cited.

khile educational consultation may be less cfficicnt in the
absence of a "stick", our cxperiences indicate that consultation may
be an cffective mechanism to facilitate constructive change at a
timc when medicine is being confronted by an incrcasing number of
socictal pressures. A yet more desirable or effective pressurc could
come from a renuwed, stronger cffort by the AMA to implement its 1369
poverty program.

In summary, the model of consultation that PMI has used to
stimulatc hospital medical staff involvement in hecalth problems
of the poor may be characterized by the following principles:

1) Educational consultation is provided by an interdisciplinary
tceam;

2) Consultation is used both as a catalyst and as an cducational
activity itself;

3) Consultation stresses critical self-examination as an avenue
to insights and corrcctive mecasures;

4) Consultation secks participation of individuals who will
authorize, cffecet, and ultimately accept change;

5) Consultation starts with fclt problems and seeks to motivate
long-range planning;

6) The approach sccks to maximize consultce involvement in
program planning;

7) Consultation trics to usc cducational mechanisms that will
assurc diffusion of its cffects to the staff at large; and

8) Consultation seccks to minimize the formation of dependency
rclationships.

c—r
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in spite of difficulties cited, educational consultation can
be a uscful technique to bridge knowledge, service and information
gaps between innovative activists developing new health care delivery
systems and the majority of hospital medical statts which are, as
yet, uninvolved. But we cannot overstress tie coffort, persistence,
diplomacy and patience needed to translate philosophical positions
and paper proposals into real and meaningful improvements in the
hecalth care deiivery systcem.
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CONTRACT SPIN-OFF ACTiVITIES

In addition to purtuing activities with the threc hos-
pitals specificd in the contract, PMI also provided consultative
service to a fourth "unit" as dcscribcd below.

In November of 1969, PMI was contacted by Dr. Robert .\brams,
a ysician from llolyoke, Massachusctts, wvho was in charge of
working up the health care component of the application for a
Model Cities grant for a depressed arca in that community. le
indicated that he had heard of PMI's work in poverty arcas, and
requested an opportunity to review his ideas and receive consul-
tation.

A series of consultations, held in both 3oston and liolyoke,
revealed that the Model Cities health planners were proceeding with-
out anv concrcte plar to promote the involverment of physicians
from the arca's two hospitals, or to facilitate intcgraticn of the
services of the proposed Model Cities arca clinic with thosc of the
hospitals. Conscquertly, drawing on our expericnces witi. the
Rhode Island llospital-Neighborhood Health Centcr problems, we
made several recommendations to the Model Cities planners. Spe-
cifically, we urged that they formally involve the medical staffs
of the two arca hospitals in the Model Cities program as soon as
possible. As noted in the December 1969 ffampden Hippocrat® and in
personal communications, PMI's recommendations were endorsed and
implemented by the Model Cities Hcalth Task Froce and the two area
hospita

In . her responsc to our initial rccommendations, our con-
sulting tecam .us invited to the Holyoke fospital. A portion of one
of the consultants ficld reports is quoted below to illustrate the
tact the consultation took in an attempt to stimulatc physician-led
hospital involvement.

We were invited by Dr. Robert \brams, a llolyoke
Pediatrician who has been an active leader in
developing health components of lolyvoke's Model
Cities Program, to visit the lolvoke Hospital
for the purpose of cxploring the possibity of
PMI's offering assistance (similar to that ex-
teaded to the Rhode [sland Hospital through the

I. Robert M. Abrams, M.D., flolyoke's “odel Cities llealth Care Pro-
gram, llampden llippocrat XXXV:17 19, December 1969,
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Povertv Project) in the development of the health
comporent of their Model Cities Program. Earlier
it had been sugeested by MM that Dr. \brams form
a committec comprised of physicians from both of
the hospitals in Holvoke and this meeting was
billed as a meeting of that joint committce. low-
ever, at PMI's suggestion in addition to physicians
there were also a number of public health nurses,
the Director of the City !lealth Departnent, Chair-
man of the Health Task Force of the liolyoke Model
Cities Program, and several other comrumity rep-
rescntatives. Dr. Stearns briefly described PMI
and its previous experience in the Poverty Pro-
gram. e commended the health leadership of
#lolyoke for the progressive planning alrcady
accomplished. [t soon became evident, however,
during the course of the discussion which Dr.
Stearns led that not cvervone present was fully
aware of their respective roles vis-a-vis public
health in !lolyoke or the healt: :corvices com-
ponent of Model Cities. Dr. Abrars was asked

to define the efforts of the licalth Task Force

to date and the role of physicians in the hos-
pitals in relation to it. Several people ob-
served that efforts should be rade to coordi-

nate more closely the manv facets of health
services being offered to the ''poor”.

At a later stage in the development ot the health clinic,
we were asked to provide assistance with the following organiza-
tional and procedurai questions rclated to the establishment and
management of the clinic.

1. We'rec setting up a non-profit corporation to
run the clinic. Are there any c¢stablished
formats for this?

2. What arc the salary arrangements made with
the clinic statf and what are the pay scale
guidelines?

3. Since we are a government sponsorced program,
can we collect from Medicaid?

4. How do we collect trom Medicaid-‘edicare

through the corporation?
5. What trasportation arrangements have been made
< to get patients to and from the clinic and from
the, clinic to the hospital or Doctor’s oftice?

~
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6. What have been the most satisfactory hours
for the clinics?

7. What arrangements have been made for specialty
clinics to be held at the neighborhood centers?
How arc they run, organized, and financed?

8. How have large-scale screenings been organized

(for lcad poisoning, scrum nrofile, paricites,

ctc.) What is the best way?

Hlow arc priorities decided upon, i.c., what kinds

of services, how much?

10. What ways have para medical people been used (out-
rcach follow-up, ctc.)."

[le)

In this instance wc did not directly provide answers or
rccommendations. Instcad, we functioned in a liaison role, pro-
viding the Model Cities Program with access to appropriate tcch-
nical resources.

In a recent personal communication, Dr., Abrams, now Vice
President of the Model Cities Health Task Forcc, noted:

The Holyoke Model Cities Health Clinic has now
becn in operation for two weeks. Ve are operating
out of a store front now, but will be moving into
a newly constructed health facility in five months.

There has been very active local ph .ician partic-
ipation with eight local doctors working part time

in the store front clinic and with guide lines for
ruanning the clinic having been drawn up by several
subcommittees composed of Hoyloke physicians who

are familiar with the local situation. .

The clinic in this inner city area of Holyoke has
the potential of fulfilling a great need. Wec have
come to rcalize the wisdom of vour suggestion that
local physicians become intimately involved and be-
come partners in this venturc of providing better
medical carc for the indigent. ‘The meetings that
we had with you and your associates in Boston and
ffolyoke had a definite influcnce on our getting

on to the right track, so to spcak. In the near
futurc, we hope to call on the PMI staff for a
critique in the running of the clinic.

We anticipate continued development of our consultative and
cducational relationship with the Holyoke Model Cities Program and
the city's two hospitals.
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eraduate Medical
ntations pertaining
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"Program Motivation and Stimulation - [he Activities of

the Postgraduate Medical Institute", Norman S. Stearns,
presented at Conference on Goals and Techiniques of Continuing
Education, sponsored by the Association tfor llospital

Medical Education, February 4-5, 1970, Chicago, Illinois.

Educational
ment in Problems
d, Robert A.

Interdisciplinary Team Consultation - in
Device to Promote Hospital Staff Involven
of the Poor. Stearns, Norman S., and <ol
Clinical Research, 18:481, April, 1970,

Postgraduate Medical Institute: Its Chzllenging Role
in the Continuing Education of Physiciains and Other
Health Carc Personnel, Robert P. McCozhsz, M.D.,
Massachusetts Phys.cian, June, 1970, 34.

"The Postgraduate Medical Institute in Jontinuing
Medical Education', Norman S. Stearns. - :sented at
Conference on Continuing Medical Educi: sponsored
by Américan Medical Association, Octet-~r 15-15, 1970,
Chicago, Illinois.

{
"Educational Consultation: A Teanm Arrroach to Stimulat-
ing Hospital Medical Staff Involverent in iicalth Care
Problems of the Poor.'", Norman S. Stearns and Robert A.
Gold, presented at the Medical Services Jonference, spon-
sored by the Council on Medical Service. American
Medical Association, November 23, 1970, 3oston, Massachusetts.

"A Continuing M:dical Education Agen:yv: Postgraduate

“~dical Institute", in Continuinyg Meliczl Education in

< mmunity Hospitals: A Manual for ?r:.-“ Development.

Norman Stcarns, Marjoric Getc :11, and Rcvert Gold, Massachusetts
Medical Sociecty. Boston: 1971 (Publ:shgg as a supplement to

the New England Journal of Medicine, ‘oluue 284; Number 20;

May 20, 1971.)

Educational Consultation: A Team \pcv:4J1 to Stimulating
Hospital Medical Statf Involvement in ..c:lth Care

Problems of the Poor, Norman S. Stcurns and Robert A. Gold,
Medical Care, Volume 10; Number 1, Januany-February, 1972,
(accepted for publication)
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In addition to PMI publications, papers and formal presentations,
the following published citations or rcports of the contract have
also appeared.

llolyoke's Model Cities' Health Carc Program, Robert M.
Abrams, Hampden Hippocrat, Volume XXV; Number 10,
becember, 1969, 17-19,

Control of Change Scen as Objective, American Medical
News, December 7, 1970.
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— Plan of Progress
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‘Health Care for All Is a Right, Not a Pkivilege

“tn 1 pemdde -tan.madleal {(sncisl

1 have-beon requestend- by hoed Advhory Commilites 80
ARt Smith HI Nelghtothod -tot-founsdiarwith the aeivices-
Aahow Comniitles- 10 Tes rmv..dv-d at Mm\ﬂum House,
—uponded to _remarks mads hy ar.ﬂ herefore we-cunnat coms
.Dr. Gustno A \loun. i an »mem about them. Hchr.
address made- hy h.lm 0 the -we_aie hmmar with services
prpvm_epce \(gdipgx Av;}o. provided hy our- heahh cefter,
cintion: and- wonld like to make-the

‘De. Motta decricd: some ot fnuoain‘ inlorm.mm awil-
the eﬁects hrong'm -about. hy -able.
gmommem !Inm*mg of. mcd- The -program: ‘was:. estab-
Jeal programis: He - clted- lhe lisked hecause of “needs-un-
opei\ins of medical healtiz con- met-hy general practitioners,’ ""
ters  jn .PRrovidence by Private medical care is not-
Promu for-Providence, Inc., easlly available 10 the puor.
-and the new Marathcn- House They-must therefore Teccive-
‘in=Coventry ‘for _nurcotic -ad- the major portion of their
dicts. Me sald,. ““'Both of these ‘medical care at out-patient
cases- were -exaimples: ot clinics; which neithec. _provide-
‘fallure %0 seek medical -ad- personalized nor ‘cohlinuous.
“vice” Awd *“This attitide, # medical care. The pnor, “olten

'“}N‘"(‘\'ﬂ' neeuury

3¢ apen o a-partitime basis

VAN 68

They mmm Nomlb".
wink, éanewnrk,  Voeatlonal, -giature, pna -eoncorned- pare
leit m services i comuneﬂoﬂ ats, advice,

with the -medical matmcat :m’ :;y:::\; -.d‘n:t’:;

Over u3- familics (420 Ine ST
dividunl patienta) have been They have: been treated with

treated at -the  Smith Hill -dignity- and- \urmth. They: -
‘Health (‘QMer since-it-opened’ hive ‘beep- readmitted -0 the - o

on May 18, 39%7. This s -a midet 0! their restricting-and-

-remarkable- Mgure In-view ot fmamm ynvmy 10-the -l

the fact that the health éenter man family, and they lilee it

- {aciities were

6! «bout 30 hours & weck. Dot Uypsssed, they ere- m
People. who nezd. miﬁkt‘li not avallable to the poor. Med-

attention 3o badly _ean ‘nowr Scal- “advice- was yought, bue:

relnte to-one adult doctor and  the “Frhedh.i) -comimunity: had

one pediatriéian-on i ap-  abdicated ite -rights and.hes ]

pointment. basis: over com ot -met it responsibilitiar

tinuous -perfods- of time. ‘The- hmismnneedouhx e

sume physicians, nurses. and -and unfortunate mnu-‘

-non-professional-aldes are all lcal help,
-part of- a\eam which insured

Haalth. éese. gm0t

“seems (o me, was that federa] after waiting for hours on long .0} fullow-up-of all patlcnts’, -privilege, it 38 & right m

mmey ‘was ‘avallahle- to be ‘hard benches™ th see:a: phyals
spent,.and a -progrim :hud.to: ciun who often s néver- the
be-  instituted,  Community Same ‘whora_they -saw on -
-health, planning. AL LS _previois  visit, .never return-
ondary. espectilly sinve pre. 1. these clinjes, tinless - it- be
exming Aacilities -that were Aan ahsohne emergency. The
-avallable were bypessed.” mnthet goes 1o one clinie, her
‘Several -davs: ater, ‘in.-an children‘to anothee, and when
_editorial, DrvMo(m was tsken  she hag -another child, “she
10 task foc .saying that- the MUsL K0 10 another fachlity.
“otives - behind. establishrent A failly-centered; easily ace
-of-heAlth_centers - and . Maras  crsxible, mmhm-hom! “med-
-thol -Housé “were- "oomething Acri center-was set-up-in the-
zless than honorable.” - Smitk -HUl _area, next: door- .
“The “Smith um nghbw- 0 a multiservice- euacr able:

S — ot
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'lle “Right! ‘to Health (
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-and-which provides the kind ~ail.:

e medically- -cdueatid?
“Ninety:two_per cent Keep their. -¢rt'the kind of leudon{gb

e medieation” ‘which- “Mr"f
:doctor- hu.«.pru_qmod ‘fof-
“them; rucal. .

1
by

m-'dlavot TACe:OF ecos-

of doclobmm relationship- ‘pomic -Jevel, The Meol

that ‘the “moru - affluent enjoy, «-mbluhmen Jhie et ge--

cepied.this- hct. "this _me™\

and which all people descrve,
Q*Lk'

And-how-have th.:- poor.ve ~pﬂu~.bh
sponded .— those ‘people who -
supposedly -habltuzily - -break rigits- of -l to- \uvc nood
appointments, and who cannet ‘health - care, ‘the - a00Ngr thc
siclans:will-he-abled

appointments; and éare-ahout -should, -and thw . kind
their . health.. They ‘call. when ‘aponaidility that the
‘they cannot make it. they drop  shirjed for so Jong. * 70

i 10 ‘expuss:their thamks,  KapLavatt.
-oF tih.report:to. the nurse:how -Staft Adsistant.

.- "Senlth M1 Nelt’ iborhond = -

'Jv

- . *‘,A&'% { v--\v‘.c}»"v o7 -

*

Prv (D Bt

‘medically, “but- tplrwgnyri,

clans: sorept: th!l ‘et o the-

Ad\isoq Comm.r )
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Family Physician:

Shortage

R.1. Doctor Says

Specializatrn . medicine has
creatsd a suation where more
fanuply  physiwcians are  des-
perately needed. Dr. Gustavo
AL Matta sad last pight in.his
faal speech as president of the
Pravidence M -dical Association

Dz, Motta sa:xd that the-stress
5§ prosperity and new concepts
3 modern family bLfe, among
‘»t!‘cr basic changes, rnay cause
an incréaden mental disorders.

»The- -pendulum must swing
1n.-the opnosite direction_if s>
ciety i fo oe stabilizéd,” he
sdid. The .mber of grade
uatmb r\nya.u;r\s trained’ for
famly thedied® nrist be -
c}'eated -evar: if it means the

difhuten in the- Aumber of
fum.e speciabisis.”

At ‘xe cavp yxrﬁc» e asserted
gt o
'e'ﬂtar*ﬁtﬁt’ w‘lea\e*'amhy ek,
Tlgh as :?m ""T-E‘(' ‘farces- an

N

- his speech at;
“he asocraann’'s 121st annuai!
teeting: «r  the Rhode Iqland'
Medical “Scciety- library, calisd
{ot federal aid 10 encourage doc-
tors fstake ap funtiy med!r.ne ‘

Tamedon. 'hat sl wecrieg

jomme of: the effetui Muggmn iécretary; Dr. William
Miﬁi ‘JcDonnell treasurer: Dr. -

W9 rgient fgm
mcal A;n'oghsm 4o~
e aphana s i A0
m;cztfmpnmm-}'yra—or‘
B “idanert 108 a5
1;!&3.12@ *ut..xm Hoige i

B e IoFRetiC Al Giels [pistee. .. 5
T uéalheer,L :

,jconzznueo: 0
. “ThiS: attitude, it seems o
‘mé. -was that federal maeney
was: avulaole to be apent, and
a-program had to be insttyted.
Commun'tv health planmnz was
sem..dar}, 2spacially since pre-
-existuiy  facilues that wers
availabié were bypacsed.”

In cantection with the advent
nf ‘thiid, partes " 1n the doetor-

gatens relalnn nh

s 9dav 68 }

%

3

Serious}

4

o 152 A%,

eral and state governments. D"
sorta called- for doctors 1o red
irain from organizing .naurancf
"lar;

Referring to the Rhode Islzmq
‘.redmol Soctety Physiciang

Plan, he-2£id, "“Or a:msc m
gme should give L‘wu
feasibility -ot wmiuraudnz frd
the insurance business and.
turning to its 6wn callinz
medicine.’’

He _said. health plans . should

be Jeltito . groups: that tpecmiu
in-this-ffeld. .

‘Dr. Motta cﬂntmod that doc-
tors ‘mve -been: blunea unfarrly
for the.rise in. the-cost of medi-
cal Care. )

“I am- sure that drugs -ang
hospital-costs are the main re
son for the inérease," he s«ld &

The new president of- ]
meulral ascociation iz
Cijliam J MAcD’mald of E
Prov-dence. a-chiet surgean
Lymigln Hospital and clini
instructor  in- obstetrics &l
gvnecology at Tults Untversi

P{‘l'll School. .

-Otner ai'ﬂcm of the a
ciation are :

Dr. Nat.hm Chaset, vice prel ;
dent; Dr. Bertram . Bukt

Potter. library trustee
i‘rd ‘Docto-a Thomas Forsymo'
Tavid Fraeiman, Thomaa 1":

!{ead and Heney €. MeDutfl]

n’xe-r-‘»rs of the. oxecutiw coms

- . 7

Where Showld

we.  p T o

=
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Family Dectors .

Dr. Gustavo A. Motta, outgoing p"eud nt.of ﬁ\c
Providence Medical Association, mads seme valid,
points about the shortage of family physiciang in
his- finil ‘address to the orgsnizatiom.. But ueforiu-
nitely he overweighted his remarks with opiniona
that. from the standpoint of the. pubiic. good would
bettér have:been-left: unsaid.

Cermnly, :Mmost Americsng would agres;that tha
shortage of family dcctors-in-of profcund tonsern.
Mariy if not most would _grant the .possibilitythat
sper-mhzatxon hay gone téo far, dangeérously- deplets
ing. the ranks of -general ‘practitioners: Dy, Motth
accurately states the problem, but wher:h# proposce-
rémedies; he réverts to the: horse and biggy days. -

Commenting on -the advent of “third ‘partiés” in
the doctor-patient relationship, meaning etate end
federal government, he’ calls-upon: physxcim to res
frain from organizing insurapce plans. "Orglni:ed‘
medicine,” he said, “should give thought to the feasis
bi hty -of mthdraw-ng from the insurance. bus.nest
and returning to its own calhng—-mcdxcme. ~.

He asks-that fedcral ‘aid be used. to sncourage
doctors to-take-up family medicne, bt~ he ignores
the pouibmty of group practice as-a mestix of -alfe
vmtmg ‘the docter shortzge. He -urges. “Boctora tu
resist’ Ieavmg family prectice to-go to “fixed-inntallms
tions” such as public health programs end the:smned
forces, but- he overlooks the. vitsl need for hctoﬁ
in"both of those fields. -

Perhaps most regrettable of all, Dr. Moth teva
eled shirp and undeserved criticiam at themhul&
centers operating in the.city under the anti '
program spd Mazathon Houu, the aew tehabx!itation
center for drug addicts in Coventry. Blifhely ho
dismisses them ‘aa examples of “failure.to deelcmed-
ical advice” and charges-that the motive behind thei#
establishment was aomothmg less than -honorables.
to institute progxm solely ‘because ‘federal: fumds
were available. A fairer critique wou'd have: wu(h«!
the. needs unmet by medical pnctit:oneu-—ﬁo Ul
distinguished: record of treating drug addieils:: sod
the vital status-of health seivices for ponk'm
in poverty. . .

Dr. Motta might well take a cug. lrh m
past president of the Providence Medicsl: Ambdihr
tion, .ths late ‘Dr. _J. Metrill Gibson, who fve: ‘yours
ago -counseled bis cotlug\m:, “It must_be.made
emisiesitly clear that we are not always. Mmd
by mibnetary éelf-interests, that while we reaseyy Sl

.. medical decisions to ourselves, we are: pup-'cd to
‘take our place in the. life of our- oy
operate in -the: mial -and cconouicf' )

~¥

‘.~<
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© N.Y. Times News Servieo-

ashmgt()n —~ A com- TEe :fouadation will use the
jprehensivé fcderal-pmate -pro- zrant-to hire a full-time- projéct.
igram. to- _provide health anddxrector expcrxenced' in .com-
gx.ousmg facuuxes for -the utban munity he.:lth in pno_}ect design
pror <:-with. emphasis on- theand fmancmg ahd:-in- working
elderly = -was- announced utwuh fedaral ud pmgrams

“the White House yesterdai-.. | The difector will: Supervise a-

The pmgram “m “begin. incompreherme communit y‘

‘health survey, ﬁnt ing
ihe" District of: Columbxa umriio;r Washinzton an d !ater i ot.heri

-sponsorship- of the Natidnal
) ‘\k;,c.d:cm AS“;';’C":,,‘,’;,S’P o —an_cmr-s in—-which the assoeiation’
Cean ’ vce*has local c"apters -

-lcial” -and- istan

JfFom_ the feﬂ«*ra.l governgent;, Final plans:wili-be_ developed,

ithe ‘distfes and FHowand Lni-;fmm these-surveys for the cons'

ersity, 1L Suevdssful; it williStractict and” operation of a,

be undéitaken in cities acms:"“““‘" offering comprehensive]

the n mr.r -ikealth:care facilities. -Dr. Swan:
The- program links -the- Na.isaxd the -District -of” ('mumbm‘

.txonal M cal Association; - center might be func'lomng-
ipriva y whosé -mem- el within 3 year.**

Eheijs;hip: ominantly Negfo, _1he proposed. complex will oc:

tand tw-. -fedéral desartmients CUPY a Site near Howard Univer:{

‘—Health. ‘Edlucation ard Welfare,5itY- It -i8 expected - to. -operate,
i-md Housing and’ Urban'it -elosé -association with thei
BEcEt, #ff- and  resources. of -the

beeome @ massive drive to bONG; eluding Friedmen's Hosautal.

d.'cunt h‘. th  and- housmg The ever.tuai COBt 10, be raised
facilities fo-the poor of the na- -in- m part by- fmnnnrg from

tion's depressed city centers. the foundation and other private
“1 bhelicve- this project can -ssurces. is oxpeded “th_bhe about:

offer badly snéeded’ health- and 83000000 White House 3 soumu

housing. care-for-the elderly and-jgad.

poor in -Washington, President |- eluded in the .center will

Johnson -said after -a Whltczbe a:medical building cqunped :

iHouse mectinig )Mterd Y. with i

for group medical . practics; &
Iofﬁcmls ‘involved- in tho, ing home. socidl b
[p rogrur;.' 4 tribute 1 stimtions, housingfor the elder-
'thy‘l:hhonal Memp:'al Association " & ';h’,‘,’,‘,“l °‘f'°:,:““dc;"“f,,,“;‘3

“a nei - i
'fgr “kmzthe!;;‘d mr""’::::‘"ﬂrf for senior” citizens. The- cemerg
|l'x~e f;:n)f‘ls.‘; lxz ° ‘conotmtd At prm".':i. c”fndmﬁtw the

non-Inds

,unnm In & volunmry A8 m‘;fm:‘::“ who Lf. a Negro.
“~intion can work with yoverrs strossed  :hat sroup medical

ment™ to solve urgent probiems. ; “answer-
i The association was desciibed practice a. one could-answer the

by Dr.. Lionel F. Swan, its presi- health
‘dent, as an organizaticn eone
{ oot af \eg'm!
i % pr- cont off
“eontmetely emana: pa t ed
Caucasian physicians.'’

whites, he said. qre demrat’*,,
ﬂ'mr <r»r\*~o< '"'"nanly to ther

nm's of the poor and
the elderly in city centers, >
US. mecical schools, he said,

jare turmingy out fewer general:
{practitoners and increasing-
numbers of medical specialists

each vear. He' said ~that few
ge"-ral m’acﬁtzoners can earn
., 2 living in the ghettos and that

M t“‘_ﬁ’f 2€. iy prastice must HI the

-
(Y S0
Fon

ASAL AN

SHLNATO,
TN ALV RTERT T mve e v

.
Dind, 'xl -f\(u ..

Porv Jowinal 2 Jar Gl
A Needed Medical Idea

The'National Medical Association, 2 professional
society- composed mainly of Negro physxcxans. has
tndertakena health project-in- Washmgton, D. C -that
could become a. prototype for cities across the nation.
With assistinge from the- federal ‘government, the
stmct government and Howard: University, NMA
plans to- ‘build’ lnd operate a-center in northwest
Wlshmgton, offering ‘comprehensive ‘health: care
facilities: for:the poor- and houung for the elderly.

Preudent - J¢ ohnscn focused national attention on
the plan-by. announcing-it-at:a White Fouse preis
conference. “There is nothing I know of,* he-said,

“that: we :needmiors - -urgently ‘in-the cities ‘of: this
-countiy than health. careand’ housmg for the- elderly

—unless- it's-for the young.” 'Hé- said ‘the ptogxam .
was:an- example of ‘how - concemed -citizens" in-a
voluntary association: can work.with xovemmt" to-
-solve 1 urgent problemc.

, The center will be built ona 333-::. site. It.will
‘Include._a- buxldmg for . group. medxcal practice, a-
0 uning ‘home, -social- care “institutions, a: ‘medical’
-office-building, hounng for.the. eldetly. anda: lerv—
-ce. center for —eemor" extuem. ;

- k'.badly aeeded” medwnl
attention_ unleu an emetgency “occurs; -Children’s
.health “often. is- xglected. As Preexdent Johnm
pomted outlast-year in- a-apecial: ‘message to- Con-
-gtess--on children and - oﬁtl:; “In educat:on, 4n”
‘health, in all: “human- development, the_ early years are
the- critical yean. Ignorance, ‘ill “health; - ty'.
duorder—theee are- disabilities- often - contracted - in-
~cluldhood afﬂlctmu whxch hnger 00" mpplo -the
man-and. damage the next generation.”

The~NMA program in Washington will ‘provide
needed health services at a central location deexgned
lpecxf' cally to-serve the poor. By foste*mg group
practice, it -will_ Kelp meet a-growing shortage- of
general: practitioners-as-the profession continues to.
accelerats the - training -of -specialists, This .alone, -
-#2id-Dr. Li nel F. Swan, NMA president;- couldfpro-

- vide-the-answer for the. health needs-of “the- _poor
and-elderly..iathe natiof’s-city centers.

The NMA merits praise for pioneering in “this
field. Its wcrk, it is hoped, will lead to similas
effortd in cities throughout America. Mcdicare and
medxcud. health -services under the welfm -and
mnpoveny ‘programs-have dode miich to reduce the
unmet medictal-needs of the poor, but much- m

, semalns.to be- dona, o
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Health Clinics: Outpdsis
In the War on Poverty

: By SELIG GREENBERG

Hundreds of residents of the oountry represent  ime
poverty ateas in Providence, portant new departures ‘from

where peaple fall ill far more med. cal services. The

oficn and- see a doctor far poyations they are introdueing
less frequently than the aver- are drawmg ‘increasing .at-
age, are. ‘receiving medical tention
serviees: in -a radically new fessionals and ‘may have a |
setting.

Free. ‘medical care for the- ;::anhthe arrangemenu for

dxsadvantaged is now -available but o
in nine- nelghborhood health “System’ Iswell

certors operatcd in. the s> 9.0 & ST

called _infier .city by Piogress Some. outstandmg featires
Jor= Provl:lence. Inc:,_the city's
anupoverty géﬁcy»

The first -of: these éentéts:
in Fox: “Point, opened its doors-;-
about. 13- *months: ago: 'l‘he
latest; -in’ I-‘ederal -Hill,.-was- R

tobedtharemthse
Mcdicd Bervices. are belng

the- established- patterns of-

-from. ‘health = pro-_{
cqmldemble impact -not only.

services--for the poor\
-the whole- medxcal care:

‘o _the: antimeﬂy cpmach:

bmuzhtﬂvo tho “places !vheref
, -cénters-are’ “deliberately- striw

" All too often, ‘hospital clinies
“re mmrawded -and " have a

.-dismal atmosphere of ¥
in- ¢

medicine.” “Often -the treat-
ment -is impersonalized .and

sometlmes brusque, paum'_ .

rarely -sée -the - ‘8ame doctor
or-nurse-twice-in a-row, and
long"Hours® ¢ ‘Waiting .on hard
‘benches ate: ‘Dot -uncommon:
‘Frequently it is- difficult for
the potr to-get to thess-clinics,
particularly -in -the .case. of-
“mothers.who_ have babycitﬂng
problems _Nar-aré-the- hours-

-In:which: the  clinics” generally

-operate’ the “most -convanient
torworidngpeop]e. ’
“The: .neighborhood. ‘healthi.

or
Who T
abou]

estabhshed, last Septexn . Avantaze of facilities that” otteu,= mg to ‘overcome these- bnrrlm
’ re inadeqiiate and which; for %0 health care. -
,.vaﬂewn.:lf;etqong,th_eytm- A cott: #ffort has- boen
Quently 10 use provide-an-informal’
“New kinds of health gub-; an: - congenlal” atmosphery: in -
mmh drawn_ from. ’:"’; Which-people are” treated with
& housing project. “poor thenuelvu, ‘ape- ¥ ”-: ' the respect \tha(t paﬂenu,ox-
: - The- -céniers, which- are - . tralned: and- -playfing -an gect 'll'ha‘ private-ofs
H generally. épeh from- 27 to 3 “effective:-role &-bridge be- ce txet) healwmdesonduty
B pm. Mondays through Fri- ‘ twaen doctors and patients; ggme m -the Sime neigh-
. - days, arc:staifed-by-18: phycx- Emphalu_ is=being - laid- not mﬂwﬂ" Lthe Nﬁer;p ‘and
| & cians, most=of whom. providé  only * or. .quality -of services qu“?ay are - famillar- with
services: bo_lwecn eight-an uand - preventive - measures bt T cm .
hours a Week. ‘Each -center on the development of a means MW” 3
—-has'a full:time régistered nurse ingfill  doctorpatient -rela; . Alhough: msgmn are’

o et 1

in formef “Stofés. .one ~is-:in-
-& South Provndence com-=-
munity -center and another in:

on duty -and two or three tionship with-a- tainily-orlen- -Small; _ they- " are- .uniformly.
specially irained  non- tation - and of. continiity ot'choeﬂu;, ;l'hart ave: some-|
protessional heslth aides. care,_loy- e]unmm now often fortable m chalrs, aides- m ach - cant »

The difcnsions- of the pio~;
gram s -far are reiatively-'
modest; -it- still has a- long
way to_go-toward- closing. the
g1p between ‘the heaith-needs
of the-poor.and the traditional
means -for meeting tiese
needs. To dute. services have
been-given 19 about 2.600 per-
sons, ohly. slightly more than
3.per-cent-of the inner city's
populatxon of more Snan 80,000,

unavaﬂalle 10 the poor.
“With “eare’ appointment
lcheduhng. -rtéd followup

and & Mendly and dxgnihcd
atmmphere. the-new program

is. show} ;ing signs. of reversing
the -decply- ingrained negative
attitude of the- poor toward
their ovn health care. =~ .

Although hosrdtal outpatient
clinics Liuve long been a major
source of heaitn-care for the

P ——

I

c—

But the maor significance low-income groups, many of
of these medical outposts of the poor have shunned them
“the -anbpoverty war ‘ies not and ctiers have used then:
so much in what they have oniy spradically, oftén fa.llmg

to kc;p followup “ap-
been abie to acromplish in pointments,
the nttal stage of iheir exe _ ‘2oor Get Sicker’
istence as :n what they may _ IXcept in emergencies when
portend for the future. it is imperative w scei -help,

In many respects. the ape -1 POGC have tended w0 re-
;pow-nv heaith  programs gg&l‘t’;o""s‘g mf ';":Lt-'* c;‘iel’wy
ere and W vicious cir-

eisewhere throughoul- ¢le in which, as Sangent Shrive
er, the director of the Office
of Ecorcmic Oppor'umty, has

said, 'the poor get sicker and ~

the sick get poorer.”

The easons for this state
of adiws ere Zul wo havd
0 (g,

mazwmmﬁ:oublo, pio-
,un'esoathowalllmdlom
‘txme-cvmmnonthenoor

- Except for walk-ins who_are

freated -85 8000 ‘a8 & dtor
cah- manage.fo see.them, ap-
pointments are. made be-
forchanid and. there sppedns
10 be less--waiting. than-is
commonly the.case these days
in many dectors” otﬁm

All néw patients: gét a thor-
cugh -medical check-up that
lasts at least an _hour. They
are sont to-hospitals for elece
trocardiograms_and.other pm-
cedures jor which no equip»
ment is available at the neighe
borhood centers. Where necs
essary. referrals are made to
specialists; the nurse or one

of the heaith aides makes the
appointments and later checks

10 make sure that they ure
%ept and the instructions are
foiiowed,

The nurse and the health

l.vuiewo!vlt\lmlum:!

CAT,VASS: thelr. Mm‘ to
draw -attention to -the “avail

ability “of -services, léop de--

tailed plﬂem uoocdl. lllkt»

ﬁmﬁwmﬁu.mcnh
a‘tm!wmuocmumr

tments, v
Reocords "at the Smith Hil
Neighbarhood Health: Coriter,
which_hLes béen in opayation
sinde lust Mey in ‘& former
store at 417 Smith 'St, .show
that 92 per cent of the paﬁems
keep- their appointments. ‘Alan
‘L. Skvirsky, acting tilvector
of the Providence ;‘Mém
nedical program,
ample evidence t::a_atd ‘it yoll
provide a person lq‘dﬂad” M
setting and good medig ‘MM
people will re:ponq&
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Antipoverly Agency
Names Health Chlef

By C. FRASER SMITH

Dr. Joseph F. Kerrins of
Attleboro was named director
of the $i00.000 health pro-
gram at Progress for Provi-

_dence this-morning at an an-

nuul salury of $25,000.

Cleo E. Lachapcile: the
agency director, made the an-
nouncomcnt of Dr. Kerrins'
amomtmont during a news
¢onferance in the agency’s of-

‘fice at 100 N. Main St.

Dr. Kerrins recently com-
pleted 18 months' wark in
Lima. ‘Peru,- where he oper-

ated bhirth: contml cllnlcs

-In Pr«mdenco" he qand per:
-sonalized. medlcal care. for
those wno have it "heen able
to- afford it. -is “his broad- ob>-
Je(‘th° -He--said’ _te- believes
there is. a g.m)d foundatlon
here for building:the king of
program he wants. In- some
other cities he Vvisited. the

_ bureaucratic tangle made his

apprrmh nearly lmpomblc
he-said.

The first order-of business,
he said. will be retocating
each.of the nine neighborhoad
élinies i storefronts. Many
of them sre now in schools.
On thoroughfares, the reason-
ing govs, more people W il
1éarn.of and use these chnics.
The sew jccations wauld dlse
yemove the need te overcome
the anxiety of some sdults
over zoing into # school
. *People want to go . into a

- licves-.a-

geographn. atea.

pnvatc doctor's office,” Dr.
Kerrins  said. Patients are
seen in these clinies by ap-
pointment, which they ean
make by -telephone or by
dropping_into the clinic’

Dr. Kerrins said-he believes
soifie very important medical
services, including pre-natal
care, aré not now available
in -the chmcs In the next
three montm he said, he will
be - devcloplng more specific’
goals for ‘his program-here,

Ke -said he ‘is lmpre»ed
with the énthusiasm of the
péople” who- -staff ‘the centers
and:  the- ncl;:hbnrhood com-
mittécs; whxch .oversee : :their
npcrdtlons ‘He- sald -he ‘bes
nmnumonta’l ]Ob"
has been accomphshed during
the fitst 18 :months.-of--the-
program-by.. Alan-L. Skv:rsk}.
acting_director of -health:

“Mr, Lachapclle also said he
and Dr. Kerrins will be-trave
ehng to “Washington to dise
cuss-with- Qffice-of-Economie.
Opportunity officials the pos-
sibility of ohtalring a._grant
for cnmprchensxvo medical -
services, One of Dr. ‘Kerrins'
frsmnsxbxlmcs will be to
dcvclop such a program for
the inner city neighborhoods,
he said. -

His  work. prcsumdhly
would attomm to close what

the 1969 agency proponl ulls
a “critical gap bétween the’
‘héalth needs 0f the poor and’
the treatment being- provxded
by traditional; -existing urv-
fees and fucilites.”

One change mentioned by
v, Kerons involves expan-
sion: In the clinic at the

Hartford Park Project, 73 pa-

ticnts were seen last week.
With. that many persons, he
added, the clinic is taxed-be-
yond-, its ubility to provide in-
dividual eare. |

During the last fiscal year,
which ended. Aug. 31, the
agency provided servlws for
3,000 persons. A total of 2,500°
families were afforded medi-
cal care, more than 1,000
persons were seen more than

The agency hopes its pro-
gram will cut through the®
“depressing atmosphere of’
hospital clinics-and the rieces~
sity for long, complicated, de-
{atled forms and the constant
shuttlmg hetween various
services soauered overa wxdo

_frora_this “1abyrinthy of:iricon-

N

Cﬁ' I

\ynJ

ot

-
close

4

At kind . of - clinie mentnllw oot -
tha ptodueu huhﬂemm the: m keq; M -
toward . medical- care results - mp.,m two_ot “’P"mﬁ
vehienee, embarrassment -and : : d%e.
¢ ’l‘bo stite Depirtment.ef
mhenital anguish,” the- W‘J .
suggests, addin'z Hu.ltb. gceonunz to. the pros:.

0
B
~
1
T e,

disesse and should be o~ has tpprovodrthi" sransfor o
tacked as such.” ‘ A B
Itnmthotinﬂunml qcmuw he, clidan . ciiy
. NP S ARSI Y
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While it anpears to be suc-
cessul as far xs it goes, the
antipoverty health program
has had its troubies and is
etiil stuggling with quite a

- few difficuities.

A major problent — one
-that is comimion to all ane
tipoverty projects .and..may..
get worse ia this period of
budget pruning for doraestic
prog;ams = is that of limited
funds; Another ard eéqually
.Serious obstacle is an appr»mnt
coalriess on the pert oF
orgamzed medical protessxon.
-or-at least a uck of ruppon
thh itt

"I‘he ngress tor vaidgnce
Y bu:lget ot $54:84 for u-e
1¥month_peridd-from. Aug..1,
1966, throagh la.st .sept. 1. .0t
came from
federn arupovrty funds. ahd
the iemaindér- was: prov:dm.

, by t.he _city I the form -6

semoes. primatily-the use-of-
tpacemcxty schools,

“The pm,,.am is--operating
thder an adduional six-monthy
budget of $148,016 -in federal
-funds, plus a-local contribution-
of " $13,780. Just "how it will
“be firaficéd hotween the time.
‘the- lutest- allocation’ runs out
and the gtart of-the new fiscal
-year on_July 1 is still-very
much up in the air.

Average Cost

“Exsct cost figures- for
sorvicel rendered under.the-
‘rogram -sre hard. to come
by- because it took cone
-siderable time ft 1wl up
-before the start of actual
operations., The tirse:
open unni January, 1967, and
neighvorhond centes did not
the rest were phased n over
& per-od of momhs. Aan X,
Skvirsgy, actiag direcior w
the P-ogram, suys e st
estimete ne can povide s
en avaraye cost of $100 per
patient for the first year of
operations

Wit ther: o%8 dﬂ“e“h
vaigigns ! the powan add

.-.\9..,4.» AR Ty 1“’{".&’

ey ¢ Ny PR
Funds B‘gsctors

"l

‘tad\e on the- antipoverty

-J:

vs
giele] ram ;
Prov. Bullotin ?’”
Rt do el Bledio s g r"w.f they had -no more room,™
388 Rl Lrmallh nn reponei
wier o, Wm When John E. Farrell, ihe
Wﬁ}«» "} executive- secretary of the
Mr, Skvirsky says’ unsucs’ -Rhode Island Medlcal Society,
cessful efforis were madu-t9- -
obitin approvat of the obs :’.ﬁfi ﬁkﬁﬂ%@mm t::'

1ect.\'es of the program from ”»
the~state~medical-soclety-and-~ exact dmmnstances o the

mcldent.
its help in recruiting physi-
ciars. Proi:“ess 1ot Providenca “Any ad :ubmitted ‘to the .
also has scught the cooperas Medical Journal-“has -to- be,j
tivh 6 the Providence Medical passed on by the Pl!b!{mﬂm
Assotiation: Nmmtl:l&em he-said, "It ﬁ;ey
were ere was 10 room
Negotations are still-undes s
way 10 have the association the ‘ad miist -have eomo h‘ »

”
appuint-a- formaljiaison: comm.- o late. . -

" mittee.or-to name a répresen-

programs medxcnl adfnﬁory

,puovcly in-his-address- as-the

an: e,.ample (;t “fa.mre to seek

.cooperation,” Jir. McNamara

aowner iy ~r-‘ o

agmwhorxwamm

" waat od zor physwiang al.b-

’

667, Dy

Puhllc Crltlclcm
anately, ‘some- physicians
arc cﬂﬁcmz‘.g,?mgresa for- ) -
Ppc denca- Sor.: undertakmg a- .
medicas p*:o Tam:  witholt. :
meGidel 5upen1sm - -

Dy e e
Pecertly voice m . _ : )
W HERE
“tedt ral’ money- ‘was availablo v r ;
to-be-spent and a program B
R.I. M E DI cAL
PKG FESSION

retihg  president of the-

“Providence Medical -Associa:-
tion. -Dr. “Motia- cited the an-
upoverty medical ‘program-as.

hud to- be. instituted. Coms. '
sunivv:“health planmng was
secordary, -especially ~ since
pre-existing -facilities that
wera avalluble were bypasse |
ea »"”

Létiers mvmng participation *
in the program were mailed..
to 67 physicians in January, |
Wiliiam A
McNemara, fien the director
o ¥rogeess for Providence.

‘W want 2ad need your

wrote. “As a doctor you are
weil aware of the needs and
lacks. Help us to help the
havesiots, the left-outs, the
pariats o our s&cnlied afe
ilaent society
No ad Room

Accordirg o Mr. Skvirsky,
there were six responses, The
18 putdirie physicians |
recat «d up W6 sow inehde .
5 APl sesdwenty, Thc !
GOCIONS ale Pisd $2U an aour.

My, SRvisyy szid thar a

STAND §

mitted by Pro rogress  for
Provid nes somie ninie ago to
i3y Yoot Tsivn Medicnd
sl A oficin, publoae
s o the $ta Gedicd sosiem
W W pejecan . “They- said
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T have ©© admit o antd
i siar(ca workinz hore apout
a year ago. .I had no idea
of “he exient and gra vity of
inmet> medical nceds among
the poor.”

This comment hvy a woman
physican on duty recently at
tiii: Bartfoxd. Puark  Neigh-
borndod Healih Cenie wass

echzed by wo othe“ doctors |
wse serving

,who are -among
—par.. lime in iie- mno madical
conters- o;}er.uca wre by
"Prcgross for Providence, Incy
tie .city’s ahtipoverty pro-
“gram.

) ‘[’ve run into a great va-
rrot nbglected concitions,”
aid: the wenian phwsicien,
-\who -Geclined w permit the
Ause of her nane 1 woald
veéhture to say that a con-

.7sxdu-ranlc pro‘,m'uon of these

o b -

i

|

patwnts, csveczally in ihe old-
er age groups, haven't seen
a woctor for anywhere from

-five- to 15 years.”

‘Another phrysician, who de-
scribed hinself as “a aone
ceraed pedlamc'u.n" and has

“haen a(-‘-vm,g i th Head Start
preEeams a5 wed an oan twn
of e pepmborbeod  lweadin
cenier, separhad that Le Baa
"WCKUL e o sumibes op e

Ut COLANI. Ly  Bumibiey
oi- famaly pooblen s weling

ave work  angd many wiib
lesvmeng problemns.

“Most of tnese  initien,”
sard  this muint;lcxm; whi

also vefune ) to aliow the use
of Ins nume. Phave  Lann
WPt waeli-gaby Chgiey an
-have been vaamined i e
muaized, Bt wie'vs touag that
weli over o b aer cent of Jhe
FYOuagsews Lo ae Hedsd siart
PEOLPARY oW sroweihy Lioar e,
rosably Gae v ek of LMt
ulh» U POELC st oVISion,
Jdmuh- W My e i a4t
tor, These crislien fail sejow
Cxprecied growln wind e vl
hte:fu'e wil hewr learning

~tha-mse.»e.s .

-
1

‘ A }ﬁ,
b' \‘ ‘ub--uﬁu
l'\{ AV,

Yav B SGRELN l""“h -
ab.ahes. They r.a0LM 20 jiven
sl tesiy and traimng at
ar. variy .;,;9.'

soth the pediairicisn, and.
r D-i\’lﬁ lewhall, a Zar-
uoton anternist who sorves
three-hour stinis  two ety
a week ar flee Smant il
Neigitorhood ilesith Center,
had high pruse for the &ne
tivoverty medical  program.
Bl-l. -1\.\' uibo noted Eomt
weakaesses ihit,

‘The tao p‘:vqudns Jauded -
in pariduler tie dedication
of e muses angd specially -
trained heils-aides, the jaite?
drawn Trom amiong the poor

E e v o s

“The narses are ouly ax
dedicaing: ,f:roup * Dr.'New ha‘l
commented: “They bhave, .o
great. -aéal .of ernathy. And
the heslth aides aie the miik-
of numan kindhess.” i

When Iirs. Conoistine Eric,
the registered nurse at the

- —

-why they don’t go to hospxtal
- outpatient chmcs," hé con-

Henford Park cenicr who alss
is in" charge- or (he--training
of health .aides for the an-
tipoverty -mediczl program,
Wes ashed why she .eft hose
pisil Work {0 laae - tois job,

. she auid:

boprefer o Rere hecause
I omy OpEIIOR iais 18 Row
Siadicme stoult e jeactieed
e 3OOV N0 Kerh (e
thei ieel ddere Von cait fec
in i with e e people,
aevowital the provicins are,
Y vl o up W tsen” humes

cang Hne i woat's wions,why

thy diGn't wotie bailk o they
il Reey an app0ifucent.
Fism e sursing poga 6f
View, I e B0spital e Lave
NG WAY Of Liowy whitUs Rap-

. Peelg e patienis wher (hey

leave. tore we ¢ul”

U bad a very aegatve feel
fng about it rogram when,
I bradl siacted * the pealas
wichit, sz, o felt 1t wag
A fusiication of  availasl
QI SCIViG o

“But ) oseon Giscoveren ik
was Wi, Trhose are few
OF 20 TS W G TIovETY
e SRBNOri NG, . OF a0

Bam 2o ul Ve o
Bvang W@ L dnaatinota
£ L aednral Yoo O
O a8 cave Ll not for regular
Cage

otin

fovin &l LAY L cdaude

tinued. “They-may lack trans-
poriatiop: or-have -no one to
leave the- children  with.
Theym -uncomfortable and
scaved: ‘They-usually have-to-
walt long hours-and:sce-dif-
fovent doctors and nurses each
time'ihey. come.
‘!‘lmllyl)ooht -
“The ' -quarters of the
mwnborhood heaith  centers
ave ihadequate. But  these
craiera ccome closest  to-
anzilang 1- know of for pros
jeeting Mor thers -peonie- tie
image of & family doctor that
mu.::, of hem have hevier had,
There Js a stability 1o the
tff und. they are peop;e the
Dutients know and-trust. Teve
i85 o waitng.  Everylocy
coemes by appomhncnt i
e’ health  aldes  -age.
friencs and weighaors. The\p
sheak the sume Jsnguage and ™
c.: interpret things <o -pae
Do and g0 to thew nomes
fur to.jow-yp if necessayy. The
saupoverty  program 8156
¢ avaliable social
w(... ors and olker services
wisre aeeded.” He adae };
“Aa 8 permingl idea tnis
Sadialrprogram is e,
romarkable deviee cor
AR .\img sood, dignific. warve
Jov 1aoa Sroup Of pRonie o
wuuu.nt get it in any ouser
W,
G what he  cqiigior &
W eihilehses in trm proz.'a.u, me

et G

-2
pediatrician listed:
comperisation to “‘at'ract en
-good-dodtors,” ;the @wm
hour- service. the-"need ik

ey

fmprové suppomvv-sewies“
provided” by -othéi*- faem ot

£

theantipoverty -program s’ {

the:Yack:of ‘A-medic a) :director..
Dr.  Newhall
hhmhllly ‘the same:- polmr“
N Satiudaciien.

Dr Nowhan who 're

P ‘5

completed.  his- residericy”
teaining  at Rhcde Telqnd
Howpitul; rémavked that' he

dons not--enjoy hospital out-
patient clinio peaot.oe.:-

“It's - unautistying ™t hwniii
“You're sisigmeds £or=’i*nhm‘t
period of time and- Very: Loften .|
don’t see the same- mtient
agaln. You dofi't knaw -who-
is- coming when. 198 not l.ik.
a doctor's office.”

But at the nvxghborhnod
health center, he 8i.id. “‘paople”
Bre qchcdulod 1 give.:them-
‘the same *amount of tl,(ne I
give my private padenty..

*Maiiy of the yeaple- in the
poverty areas wou'd never yo
to hospital, outpaticat clibics,”
ke continueds ¢ They. >slive
within. a six or exghhblnck
radius und never go oytside:
of it. Even those who go t0
clinics often_ fuil & follow in-
stwuctions,  Hete  die health
sides know the .natients or
know somebody who . doss,
They call and-na; to: myake:
sute liat mhw-.uon‘«v

‘nade: "4t

Iouowﬂ.". .
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Drug Aaaic!

"_D/'Lff da/% chon

. iy o p Y
] Treatment DfSCUSS@ﬁ ~%0r Housing
g ey dsssns o b e g swentios s |~ LALE S0 o cation

Eegmna résidential cenrers for cenm\‘ was preferable to a
‘treating drug addicts wére heldiregional hospital.

»svoatprd av at a workshop of taej He said extensive study s
“NArthezxt Drug Abuse Council needed to answer such questions
*m the Faltmore Yotel. as haw many such centers there

m Waiter A. McQueeney. shoulc be, where they should

fchairman of the state naruotics{be and how many addicts they .

[ERS—.

wicomfrsion and a “-nﬂ\ch()p shpul;tac«pmnmdute
xqpartlmmm said the ronsensus The  moderator ffsr' the
.1 workshop, . _Frnest Shepherd,
‘l

i Group Goes to City Hall CALSES OR EFFAFCTS

" Dilapidated Houses || | B

| ! : - /LLALESS P
B Qb:eci ofConcern | - °7. S

B - ’ By WILL!AM K (:ALE

'I‘he problems whlch besetjanothe- -group - at--city: _hall. to} |-
cmes such as- _Providence -iveré|compliin-about. the. smoke) 1 N
ét--out-sharply yesterday i 2 " At_-the -éonclusion- of yestexs B ; :
S:mihvié neiting betwern: Y facetingzéach of the half-|§. . : :
cil ,,,n:.,_zumu_and -a. yenrdslgoZen.. Baiisps_<on. -Coliax _and e ren e N - ;

B ‘ Re‘dechors of an Am arican D:Iemma The Provi demee ’JW@,J

Siudent Unre st af

. By -C. FRASER SMITH
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‘Earlia~, Prof:. Raynmnd W:'  “Althongh the acts. cammitp ‘Wh} do 001‘ young PCOP C’M

Apanel discussian on edu-

cation, held during  yester-
el U ban Crantion nieete

sy o1+ 10w Unives ALY, Wis
faken e most enibrely by
copaleer stionn of (he curreat
unrest ac Hope Iugh School,
e acrcasm.,
of blace anarewe:s must be
dealt w th n oder to pin-
poitit thes v es of she wrest,
meahea ~ ol e paned spid,
Viiess the vewes of  the
blacie ~iadents o heard and
undeinioon, the catides cai-
nat he heeught nw foeus,
they. anded,

Nt a ) the Uroeay Coalilion -

membes o were poeased vt

the pare PCemphie $on seope
T3 T A N T

T R T PR FTL

B P NI Y
. PRIMHG LLRCLIC. - GTUSSOa

of probems i1 urdan cducis
tion,

Andesson Kuriy, a biavy
student at Brow~ and a mem-
ber of .ne vanc, 1eonaed:
The dithicwities at Flope 1igh
School vomprise a nucrocosm
of -the ratlen’s rrost sericus
Qelatatn i, o

MY KN RN L
M De e We e v Gl
Thay o't scosvate prebe-

v

staniicanee’

{m.gho; :, speclal assistant to
the preshlent of Rhoda 1s-
fand  College and  another
meatber of tha pano), ade
drewsid hitaself 10 tha-probs
lern of understanding what
has happened at Hope,

1. Houghton -said -tne en-

Aive-concept of nlack aware-

ness is iitile understood. He
sart, “I hope the governor wiil
seé fit 1o entl a conference on
black awuareness, close the
schools i 1he state for-a day
and fini ovut what the heil
we'oe ta-king about.”

Nearls fdentical sentiments
wele ex wressed earlier in tlie
day cur ng an interview with
Dr. Aveate L. Bufling, pro-
fenwr o masne bt Rhode Is-
Lot Co dope, Dr, BosTRins has
been g sty e DiagR sloe
ot @0 Hopde-aat therr ve-
Gt - b sy their case
Tor tne sechoai depastment,

Profewor Sufi<ins sald, “It

then.

<

i not a poneration xap It is
a 30 o withingness to unders

stand »what they're saying.
“Parants all over the city
are aiways saying that the
school system must change,
o A S8 g 1 they

FPPRE T RN 2
S3L s UpsLIgnd,

ted by these students- ma&be
classified s~ Jrrational,.

adults we Must wke time. oul
te ﬂnd’l‘w Tetimney hehlnd

are acreammg in t‘he anrkigon
guidance and, -mast- of all, a
person of mtegruy to bel.leve
nT—

“We must “take Hrie. o’d‘ o

undevstand-and not just Jiaden.
We cannot try to give them
our thinking, before we-unders
stand their thdnking.” He, o

Dr. Buffking muic these re-
marks in his sun-itiled office’
at RIC. ‘Behirid him -on the
wall were siXx smail phots-
grajhs and a poster, the -
ter showing a black toy enting
g swanthwivi over the centiot,

“you don't have to he Joewlhb

w love fLevy's (real Jewlsh
rye mead)”’
1 daacd  the late President
Jdean 1
3en. Robert F. Kennedy, .the
Lte Rev, Martin Luther King
Jr. ana she Jate Maleolm-X.
jte cuntinued, “*I.cannot edn-
done viojence in any foym
wnether commitied by white,
black. blue or green, But the
m.po-tant m is -t web

3 o bolivyis_ thexe:Ridd .

wmntl . Py
e “Whetbor.we m (t«et
s,,tho climnte neroRe tha;
. omeone, -eliminate’ him thh-‘&',
3 enss your problems: )
digprc-at - our: inritaln ag o
Cenhnuod on

The photcgraphs:

Kennedy, ~the™ “{ate™

they can only be “hespd «

" Vidlente is W -9
thei voices?"™ R
T4, in ::l-y tmpoﬁumnﬁ f
wa deal..with thil b caudk:
~what happeaad. ut FHope {8 nogt
really -an:attack om_t‘igg_f e <]
stitution, It is an: m:g_,
Providence, “the -

- Riiode’ mana-—ua- it

Ctry s} dovlopling, 8T \g,

way’-5 when you! dou't‘*}

out even attempting .tax
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Director, Staif
Quit in Dispute

Action Taken After
Meeting With Board -
City Hall Control
The dircctor- and the super-
visory staff of Progress for
'Prnwdenu Inc. resignéed early
jthis morning in a-dispute over
Icontml of the antipoverty.
ageney by city hall 1
The mass resignation oc-:
curred after a four-hour meet-:
ing with the- agency's bonrd of
directors at the Colony Motor

Hotel in Crunston. -where the’
statf présented six  demiands!-

callifg for more -indepéndence
for ‘the ogunization.

When the-board rijected one
of the demands, the 15 staff
iisembers, led by Cleo F: Li-
chapelle, executive director,
offered <heir resignations. The

oficr was promptly accepted.

by the board.

This i3 lx.he\ed to te thé
first time in the eccuniry that
an enlire annpover'y agency staff
has resigned at once.

‘The move by the supervisory
staff was ;necuntated by a
months-long- investigation by a.
city council committee. Staff
members also said the issue of
-independence from politieal con.
trol, & controversy that started
.with the agency's formeiion in;
1965, was the major cause of
the split. \

Fronk I, Tabeln, boare chuirs’
-mm sid this morsing 1that he
lup(‘(l 1o meel later todey with
Mr. Lachapelle to arrange for
fa ‘couling off” perod,

A mecting 1o discuss the res-
Hunation 15 seheduied  for 9
'-.- moat ihe Urban  Fdaeation
ICenter. Attending  the seagion
Will be Pamels Booth, n vegion-
al reprusentative of the Offiee
of Leopomic Opportunny, the
federal antipoverty aseroy

The demajng that divided the
bawd and ™ he sta? oo umud,
moving thdagency payrolt ae- !
ceant from ity cuntrol to lhe,
antipoverty  office at T 1\

Mr. lachapelie sald if the
funds waere teansierfes from;
ey hwll, *The mayor would
loge control ot personses.” 4

“The e s that P. far P‘n
i3 & commurity aclion sgencyti
1 the busiee S8 of funiae;; s
oWt progrgas,” Mr, Lacnapeile
S "Pug e real bsae 18 whoy
S0 e 1oL e Y

ML e L i e @
MIBN L Lt LYYV
Studied py l!c DOart s 4 Mtany |
ommitiee -4 W'its 1 sanc al con-

* ual staff members angd particu-

vam_/ ‘is respansible to fts

A

th S

:%QCWV\

Cou ceru

sultants, He offered to recon-!,"
cile-the dispute with the staff..

“I" .will._ask our statr that

od for-cooling: off -and negotl]
ations,” Dié said.” Mr, Tabela,|

5. The board should. tike dm-
iimediate -action on a- ‘Natfonal

|Institute of. Health contract
there should.be some short. peri-f provldlng tox‘ druz rehabllita.

tion,
In the staff:statemént,-1t.was

summed. up the six-demands-as conténded that the ,executive
a-request. ‘for a_clear ¢ut rés. ‘diréctor -has-been. “Subjected to

olution whether P.for P: i§-1un -yngdye pressure” to mgke ap-

pointments and. that the samel-
; problem arose in- the termina-

by the eXecuilve committee or
run out of city- hall."”

‘The-agency, which bag an_an.
nual budgei of sometwo mil-
Uon dollars, receives. virtually
no funds from the city. The-city
does provide- sefvices, such as
space and equipment, -as its
share of the antipoverty pro.
gram,

In the staff-list_of demands,
they charged-that the eity couns
cil Investigation **has- resulted
in a climate of mutunl distrost,
deep resentment, jockeying for
positions and threas, to-individ-

Jarls to the agency itaelf.

The ataff urged the bhoard
chalrman to “appoens betore the
city cote 1 to clenrly declave
the agéney's independence

Mr, Tabelx, who-was electedl
10 the chairman’s job last Octo-
ber, sald the “council Investign-
ilon was & factor” becuuse it
reached stulf members rather
thun operating  through  the!
bosird of directors,

The demands of the staff, be-
sides moving the payroll ma.
chinrry to North Main Street,
Ju‘

1. Tie bourd ebhaivman Ine
form e eny vounil thnt the

awn board of directors and to
no other entity.”

2. Enforcement of bylaws-af-
ifecting attendance at curectors'
imoeotings,

3. Definition of authority of
the esecitive  director,  espe-
‘cially the hirmg and firing o
WCOTKES,

4 The Beasd <iould kave the!
PR IR RO .; eney maeet-
R e ke AR T m-l
PR PR LR SIS x,).mnu i agency ]

tien of jobs.

"We are pmpared to docti-
;ment thesé grclisationsX, thel
“deniands ‘§aid,

‘Mr. Tabela -sald he was
reached. Friday to arrange the
meeting. The_session, with 33
of-the 38 board members pres-
ent, started -at- 7:30 pm, in.-a
second- floor -conference room
and ended -shortly-before mid-
night,

and sanction by the board."”
"But the board wasg rather

‘they were not prepared &t all

plained. *The board felt they
did the best they could.”
Staft members who resigned,
besides Mr. Lachapelle, include:
Alan 1., Skvirsky, director of
education; the Rev. Bonjemin
G, Mlt(hnll deputy  director:
Myron Naibandlan directar of
planning, research and evalua-
tion; -Isadore Ramos, acting di-

DePetrilli; assistant director of
casework,
Panl A, Buckley, easework

diveetor, John R, Long, Con-j.

centrated  Employment  Pro-
gram director; Joseph F. Ker.
rins, health director, Jeanne
Burke Pattercon, neighborhood
organiZation direcior,

J. Wehh Mangum. CEP dep-
utz  director; °h¢ rwin - Zald-
man, aimm\ of adminisfration
and personnel; Joieph Connell,
admlnmra'nc assistant; Vito
W0, daertor of counuhn"
Susin ae L. Shew, social phamer
L<nd Chaies N, Fortas, chief,
'nel hborhood orgganization,

—————

The hoard chalrman said thel.
stafl “wanted complete sctlon],

“siprised at the hst betausel,

‘to diacuss it Mr. Tabela ox-|

rector of ground work; Francis!
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- - Heal the Wounds " .

i Now that a modified detente has been reached

between the board of directors of the city’s -anti-_.

poverty apency and a group of dissident supervisory
staff members, an earnest edort must- be made- by
aii concerned to heal the wounds, make up as much
10st time as possible, and carry the program forward.
4 ) The struggic waged over the last two weeks
broizght the agency, Progress for ?rbviaence,,t‘o the
brink of dissolution. It brga'dcnéd the split.between
two factions on the board and doubtless engendered
.deep tesertment 1f not open hostility between some
niembers of the staff and board members who failed
! -to support them,
Most mmportant, perhaps, the board’'s decision
Wecinesday mght to invite protesting staff members
- to withdraw their resignations and return to work
shitfted the balance of power in the agency shightly
av/ay from the political establishment. That the reso-
jution passed by 4 single vote among 39 directors
voung shows clearly that the bloc dominated by
ciected puniic ofhciuls has by no means been-eclipsed,
Clearly, 1ts ioss is & matter of presuge. not voting
power or alility to influence future actions of the
board.
The stalf’s decision to go back was the night

P

o—

« the sole remair:ng 1ssue he résolved to its satisfac-
tion, tnat 1s, that the agency’s payroll operations be
transterred from City Hall to anti-poverty head-
quarters., It would have heen a foolish, if not disas.
trous step, since the transier appears aimost certain

Crigi<

i

{

3

. ingaton Co. in a study just completed: T

one. 1t i ht have held out tor a guarantee that

without prolongmg the !mpnuell\d ﬂm
plete disintegration of the program. M
While “the crisis- his been- cooled, thi lﬂil‘ 4
discontent continue to. flicker -in several « o
Exnnguhhmg therq will got'be easy and will zoqﬁin-
a generous amount of wisdom -and restraint. BQI(C:—-
resentmient. over the- walkout must not- inﬂuoncn gbo‘
1mpendmg re-evaluatwn of mdxvidual staf ;m
bers, If morale of the. entire organization. is_w'
tant to the officers and du’ectors, as-it ought: lp-t'q L
fair standards muit be obwerved fsstidioualys: ;'f
Surely the firsy.order of business must be: w‘
implement the recommendations. .of the- Ofﬁu
Economic Opportunity and: the -facal changes:a

by the- ‘accounting firm of Peat, Marwick m‘& 3

By a thin hair, Progress for Providenog:he
survived a serious crieis. Improper political faeds
dling has received a justified setback, but thlt“
not mean that staff ultimatims can or ou;lr‘u £ 5%,
condoned in the future. As OEO-has wisely M\.
out, channels of communication within the uum“
must be used more effectively. Teamwork i’ Uph‘h'
and reality is essential to an effort of this’ ﬁM‘*’
Without it the whole effort is & farce—-a wegte of .
taxpayers’ money, a struggle for lelhuundim
political or otherwise, and' a cruel hoan
upon the intended beneficiaries,

We hope that the anguish of the hlt
has taught us these levsons, .

cool eod —
z bur- real work
.. remarns fto be oloue
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APPENDIX D
Sample Education Program
Rhode Island Hospital
Seminar on Community Health
July 23, 1969; 4~ 9 pm

Edited Proceedings

" 114
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Educational Session

. Rhode Island Hospital

Colony ﬁotor Hotel
July 23, 1969,.4 p.m. - 9 p.m._

— ..

Proceeding of the Seminar - Not a Verbatum Account

CONFIDENTIAL - NOT TO BE REPRODUCED

Afternoon Session

Opening:

President, Board of Trustees:

The purposec of his seminar is to discuss some of the
problems thé Hospital is faced with. They are part of the urban
problems which, I believe, revolve around housing, employment,

_health. I do not think this seminar should address itself to all
these problems, but I think we are qualified to talk about health.
First we should talk about the existing unresolved problem, and

then come to some guidelines on what can be done to alleviate it.-

Rhode Island Hospital Liaison Physician to PMI(Chairman of seminar):

This is a closed meeting, "of, by and for RIH" which is
to discuss the Hosﬁital and-its relation to the outside community.
Providing care has been a long tradition of Rhode Island flospital,

some people outside think of it as a city hospital. Nevertheless,

we have lately gotten our share of the 'Yankee go home' notion, and
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-Page 2.

have been picketed. We are concerned to find out where we are in

this community, let us discuss what the goals of the Hospital are.
Pt

PMI introduced

Contents of folder mentioned

Questionnaire administered

Executive Director, Rhode Island Hospital:

I will give a historical perspective of what has Qeeq
going on the last several months for those who have seen only one
or a few aspec;s of it. The background to the current problem
are "hundred years of doing our thing."

1) Rhode Island Hospital has always cared for the sick
poor operating on the basis of "availability to those who came to
the door."

2) Rhode Island Hospital stayed in Séuth Providence
when it could have gone elsewhere.

3) Rhode Island Hospital was primarily concerned with
the people in the state. We did not give special consideration
to services in South Providence. I admit, we did not recognize
this too much as part of our development.

This outlook is being challenged today. The problem is
the OPD. Our outpatient services to all who come there are of.
high quality. Because we were concerned about the physical
environment, we are planning a new ambulatory building. In an

attempt to improve the ''typical outpatient department situation”

(no appointment system, nc continuity), in December 68, an — -
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ambulatory services committec consisting of medical staff members
was formed that was asked to make suggestions on how to deal with
the situation, to improve it.

In January, 1969 the first confrontation with a militant
black community group led by "Buddy George" occurred. The group
walked up to the front desk and demand::d an audience with the
Hospital top leadership. It was granrrd, but at a later date.

The Hospital formed a committee that met with Mr. George
as head of the "fact finding committee.'" Mr. George asked for
funds, particula;lygfor two Neighborhood licalth Centers (NHC) in
the community. ile askcd:A "What have you reéiiy done for us?" and
said that the Hospital {s destroying their ho;;s, that there is
no dialog.e between the Hospital and the surrounding community,
and that people from the llospital just drive in and out of it, but
don't know what is going on there. NHC;s are the one good thing,
he said that Progress for Providence has done. They provide
dignified and personalized care (appointment system, continuity,
etc.) He contrasted this with the way people are cared for in the
OPD (no warm situation, no continuity.)’

As to Mr. Georges demands to fund two NHC's, the Hospital
answered that it was in the health business, not in the fundraising
business. From then on, however, we (the committee) concerned
ourselves with getting knowledge about the NHC's.

There was a second meeting of the two parties at which

Mr. George again presented his demands. The hospitals reply was

that it was concerned and would want to help, but, again, was not
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in the fund raising business. At the end of the meeting, Mr.
George presented a list of "non-negotiable" demands:

1) One Black should be on Board of Trustees

2) Board of Trustc;s should meet with black community

3) List of hospital payscale and personnel policies should

be made available

4) $2000 per month per NHC(two) should be provided by Hosnital

5) 4-6 “ours per week of physician staffing shouid be provided

6) more ‘training and recruiting of black RN's and LPN's

7) barbed wire should be taken from parking lot fence

Then there was a conference on Health Ca. 2 in the Urban

Ghetto arringed by Brown University and the Health [epartment.
The conference took place at the Rhode Island Hespital and during
about two hours was pickcted by clements of SDS frém Brown and’
later by people from the neighborhood. Their signs said for

instance 'What has Rhode Island Hospital done for South Providence?",

" "Love thy neighbor, support the NHC's."

March 22, 1969. °The Board of Trustees of Rhode Island.
Hospital approved a new policy, it said that it would support
activities of the Hospital beyond its boundaries, i.c., health
care for the poor in the surrounding community and involvement in
the NHC's. e

Presently there was a mecting proposed for all involved
parties (Dr. Kerrings, Progress for Providence, Mr. George, Rhode

Island Hospital, lealth Department). Dr. Kerrins said, the NiC's

are in nced for funds, thev must be funded by various agencies

e S rTn-

i .:‘".,» [
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and the Hospital is one of them (Progress for Providence had stopped
funding them at that time). The Hospital felt, however, it should
not be a funding source and had expected help in this respect

from Dr. Kerrings and the Héalth Depgrtment. I would say that

the meeting was not all that successful. Mr. George did not feel

we were responsive to the needs of the NHC’s.

On April 10, 1969 there was a meeting with the NHC's.

Mr. George wanted a token of the hospital's support. The President
of the Board of Trustees agreed to supply some kiﬁd of tangible
property (refrigerator foé one center and other supplies.)

Mr. George took Some hospital administrators and trustees
on a tour through South Providence.

The most recent meeting was cordial, Mr. George is
interestédlin being vrecking contractor for the hospital, moreover,
he is beginning to see tangible evidence of the Hospital's éoncern
and activities. This.is how far we have gotten, we would like to

meet with other leaders of the community.

Director of Personnel and Public Relations:

fhe Hospiéal started to examine its relationship to the
community in 1964 on request of the governor. It was urgedlto
chany employment poiicy to hire more blacks. In spite of.this,
howeve~, the percentage of biacks hired staye& more or less, the
same around 8%. This is because qualifications and skills still

remained the most important criterion in selecting personnel. To

change the situation in the desired direction, this nolicy must
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be changed in the direction of hiring people with potentials and
then organizing supplemeniary training programs for them. The ‘
hiring standards must be changed. Along with this, se;sitivity'
training for supervisors is crucial. We had such a program vervy
recently for department heads. In the future, we hope to have
sensitivity training sessions for supervisors who immediately have
to deal with employees from the surrounding q&mmunity. One
thing is clear, we need more people, there ar§‘340 openings.

Altruism aside, our very interests demand this new policy.

Rhode Island Hospital is participating in the Laboratory

.Education Advancement Program of Brown University and several

young men (14;15‘years old) from the community are placed in
laboratories of the Rhode Island Hospital.

A questionnaire waé sent out recently to 3900 employees
to find out who wants to be kept informed of new activity with
regard to the community and who wants to become involved. Many
wanted to become involved, but as for participation in.actual |
opportunities that we listed, few really did get involved.

A program called Keep in Touch (KIT) is meant to provide
contacts between the community and concerned agencies. The Hospital
was répresented at meetings, but few community residents attend
the meetings.

I was told that a group of children from South Providence
need screening for summer camp. I asked Dr. Feinberg, and he

had done the screening for several years now.

The Hospital is called racist by the community. It was
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! a shock to me, when I first heard it. It is becausc we don't
really know what it means. Rhode Island Hospital is one of the
largest employers in the state; but the black community.is

underreﬁresented. They are right, we are a racist institution.

i

Director of Psychology:

Sensitivity training sessions were held in June and
July. Twenty-four out of fifty department heads took part. There
i wes a film series and discussion including 2 confrontation meetings
with militantAblacks.’ We Qanted to investigate how a well meanigg
; 2 . institution such as Rhode Island Hospital could be conceived as
: racist. Some Bf the participants are starting to change their
perception, are becoming more accepting, and beginning to see

things in different light. Hopefully more programs will be

initiated.

| . -

Question: Should we react to the community or be proactive ourselves?

| President, Medical Staff Association:

The hospital is faced with «+ sing its medical care

Pp—

delivery system. Mr. George's complaints were right, but not

{ ' because we are racist. We short changed all thetpoor, black and
white. The medical staff will get a letter, we decided to ask

} them to get involved as individuals in the delivery of care to

these people. These are to be top level discussions to start

twisting the staff's arms. The Hospital must bring its diverse

efforts under a coordinating umbrella.
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Chief of Medicine:

For five years we have been talking about the same
problem. We are caught in a social force. Don't look for credit,
what we will do is going to be taken for granted. First get out

and do more, and expect little but more pressure.

Director of Personnel and Public Relations: e - X

Yes, as we do more we will get clobbered more. This

is the reason why we probably won't like it. But we must.

President, Medical Staff Association:

We must learn to take the clobbering. We don't solve
problems, but only create new ones. And you don't have to be an
idealist to do something. It is a matter of self-preservation,
you-can do it from a purely selfish point of view because it

means the survival of our society.

Director of Nursing (R.N.):

Before and after Mr. George's demands our association
contracted Progress for Providence for candidates for Nursing School.

A few were found. Things were not easy, the hospital tried to make

‘géyp deficiencies in credentials and financial support. The young

women have been a source of education to the hospital. We
learned that they do not keep up with school because of fear and

anger. They have different ideas on money management than poor

whites. Budgeting is a fcreign concept. They are different from
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§ other students and we have learned a great deal from them. The

program is bigger this year (10- out of 91 enrolled). We need

o v—

help to understand them as people with unique problems. We are
also starting a nursing assistants program, no high school
graduation is required, only good reading skills and legible

writing. After a 12 weeks course they are nursing assistants.

President, Medical Staff Association:

The new ambulatory care center even if it existed today

o
Fa e

would not fulfill the needs as the South-Rrovidence Community‘sees

it, and they would not use it. I think what they want is something
close to a family doctor. And incidentally, they want control.
They want to determine the time when they can come, and not come

at the convenience of the physician. It is a different thinking

that is involved here. I hope you realize that.

Chairman, Ambulatory Clinics Committee:

I agree, but I think the hospital will eventually lure
people back. Until then, however, the problems may have to he

solved their way.
Question: Are things so bad? We have a Welfare Department.

Chief of Medicine:

If you would make the rounds some of the trustees have
taken in South Providence you would know. Would the Vice

President of the Board of Trustees give us his impression of

what he saw there?
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Vice President, Board of Trustees:

The problems are terrible.

Question: Are the problems one of failure to get services, help, or

is it a matter of services not being available?

Chief of Medicine:

It is a failure to get things. They don't know how to
make demands. Buddy George said to me: 'You would not allow
garbage not to be collected, you would know how to have houses

cleaned up!"

.

Question: "Why are we talking about .garbage, is this a reponsibility

of Rhode Island Hospital?

President of Medical Staff Association:

They don't know how to get medical services either and
want to get the Hospital to help them and be a good neighbor and
become involved in their problems and solve it the way they want

it to be solved.

Another Speaker: ——

We are not the salvation army, this is a matter of Welfare

and concerns not only the Blacks.

Chief of Medicine:

One cannot view things too narrowly. 1[I think the Board

of Trustees has taken a broad, enlightened attitude. It was
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wonderful to see its president take our the Kerner Commission
report and say: ''Gentlemen, you have got to read this to know
what is going on in our country!" And this is what they want

us to do, become involved in their problems and help them to get

out of that terrible mud they are in.

Another Speaker:

I. think what was mentioned before is really true, that
they want a family doctor they can have a relation with rather
than walk into this large impersonal white institution where they
see no black faces except for their fellow patients. Thev feel
alien and on foreign territory. Take the appointment situation.

I know what is going on. Our overworked pediatrician gets an
emergency call {p his practice and: gets to the OPD only at 11. -
His patients have been waiting since 9. They don't know what has

happened, they don't see this other side.

~-Director of Ambulatory Services (R.N.):

Free service is just impossible today. There is a crisis
going on in how hospitals become reimbursed for services. Particularly
for the last five years, most of our services deal with socioeconomic,
emotional, behavioral problems. There just is not enough medical
staff around to take care of these problems. People coming to
OPD appreciate the treatment by residents, there is continuvity.

But such care costs much money today, residents are being paid,

even interns. llow are we going to solve the situation?




[

i
¢
t
-

[P ey

|

|

P

Lot o 3
V

-Page 12-

Liaison Physician:

Is the GPD in competition with the NIIC's?

Difector of Ambulatory Services:

No,'because NlIIC's have very limited staff, they can't
cope with the demands. We get many referrals from NHC's. Many

patients do not want to be referred back to NIC's.

Liaison Physician: .-

Dr. X(NHC physician), you are working in a NHC. Could

you tell us why people like NHC's?

Neighborhood Health Center Physician:

The NHC doctor serves a purpose, he has a relationship

to the community. The patient-doctor relationship as existing in
NHC's should be continued. NHC's are there to stay. They should
be supported by the Hospital. Rhode Island Hospital could supply
administrative expertise to NHC's. The centers have taken on a
social focus, and, identity has been established with the doctors.
But most are house officers and can't give long-term continuity.
The staff physicians should give leadership. The red tape in

hospital (for clinic referral) should be cut.

President, Medical Staff Association:

A man like Dr. Chazan, don't forget, volunteered because

he thought something‘has to be done. That is the kind of person

that creates a good doctor-patient relationship. In OPD's, however,
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|
. doctors are assigned to the service, it.is something to be potten

; out of the way. 'This creates a dJdifferent doctor-patient relationship.

They like doctors at the NHC's at present because it is selective.

P —

Once physicians get assigned to NHC's the relationship may

deteriorate.

NHC Physician:

2

-

I am'sure, enough people from the staff would ge

found to volunteer, so that nobody would have'to be assigned..
We must find inceqtg;es for senior doctors to go to NHC's. We
2 * mﬂgf do something now, we can't wait till the ambulatory care
center or something else is completed. OPD's can't be done away
with, it is not an "either or" problem. Thus, for instance, the
emergency room is overburdened because people can't sit in OPD
and miss a day's work. There should be a facility available

after 5 o'clock. We should also educate and motivate community

people to work in the health care delivery system of the hospital.

Self-esteem must be instilled.

Executive Director, Rhode Island Hospital:

! As for help in their administration, it is possible,
but it costs money (for NHC's to use modern techniques). There
is not a mechanism for dialogue between Rhode Island Hospital and

i the €enters. Progress for Providence is not working well. The

Di- ectors quit, doctors quit, it is difficult to work with them.

l Model Cities is going to fund South Providsnce NHC's but it does
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not have the same philosophy as Progress for Providence.

Chief of Medicine:

But the thing is if you talk to doctors, they all like
NHC's, possibly someone in the administration might like it, too.

(laughter).

D.D.S., Director, hospital dental clinic:

"It hurts to hear that these folks don't feel at home
because doctors are whites.'" That is not true. We never had any
complaints. God help them if they did not have us in the 30's,
and God help them now if we did not continue the OPD. The problem
has been exaggerated here. The NHC's are great for socio-economic
cure. But to take care of the health of the nation you have to have
the manpower, the womanpower. I have never seen any Rhode Island
Hospital personnel show any signs of racism. (for 37 years)

I just don't think it's true. There has never anybody been

refused from Rhode Island Hospital with or without money.

Chief of Medicine:

+
How many chief o3 service on this staff are black, Sir?

D.D.S., Director of hospital dental clinic:

That's not the point.
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Chief of Medicine:

That's precisely what they say it is (rasicm)

D.D.S., Director of hospital dental clinic:

Who?

Chief of Medicine:

Mr. George, the others.

D.D.S.,Director of hospital dental clinic:

Not the people I know, middle aged a. old people.

Chief of Medicine:

That's the problem, sir!

Question: Dr. X(Chief of Medicine), are you saying that the standards

we have set up for health care in this Hospital are too high?

Chief of Medicine: ’

No, sir, I am only saying how they view it. There are
not enough Negro physicians, not enough Negro students in medical
school or nursing schools, because they'are not qualified,
qualified by your standards, namely, based upon white middle class
upbringing and not qualified by you who kept us down by selling
us your standards and then telling us welare not good enough to meet

them,
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Question: Is the solution to this then to lower standards?

If we lower our standards, then the service is going to
get poorer and, in the end, those people who now demand lowering

the standards, arc going to suffer.

Chief of Medicine:

There are two answers to that: 1) help us come up to
your standards, and the second point is 2) we are not so impressed
by your standards. Even,with service of lower standard we will be
better off than we are now, because we are getéing zero. What
is it of use to us if standards are high if we get nothing. South

Providence has only 3 physicians.

Another Spcaker:

They want 100 black students in Brown University Medical

School, in First year class.

Chief of Medicine:

They say: don't tell us we are not qualified, get
us through (cven it it takes us S or 6 years). I know you will
say, black physicians are not more likely to practice in ghettoes
than the whites who don't go to rural areas. But their answer
is: help us upgrade those Black students so they can get through
school. -

We can always tall about quality of medical students. I
am not saying that I agrce with their demands, I am just saying how

they see it. This is their judgement. You canr ignore them,

if you want to, but it will be at your peril!
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‘President of Medical Staff Association:

We have to recognize that the white community is
responsible for the position the ﬁlack community finds itself in.
If we accept this we must take the next stcp; cven at the cost of
what you outlined. Make the medical system, the educational system
more responsible to the demands of the Blacks. But I must say,
the first thing is to recognize the problem, then to take the
next steps. I know what prejudice is, I remember the first
Negro intern in Rhode Island Hospital and the discussion going on
among staff of whether one can let him.do a pelvic on a white

patient. Is that not prejudice? We have to recognize that.

Dinner Break - slides were shown of the tour with Mr. George through

the South Providence Community.
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Evening Session

PMl Physician Consultant:

(Who was asked to give his rcaction to what had been
said in the afternoon session)

1) The hospital should help the community to build up
an organization that represents the community. It would be casier
to deal with such a repregpntative body. Help the community to
develop to the point wher~ it can negotiate with the hospital man
to man. 2) We have to finu a new approach tG heulth care that
would include the invisible sick. Whose responsibility are they?
The health Departments? A new liaison between lecalth Department -
Hospital - Private doctors is necessary for dealing with this
problem. 3) As to standards, is the treatment of the acute sick
enough? I don't think this is a good standard. On2» must sec the
total patient. Take the pr tem of a tired young woman. It's not
a medical problem but why is there no day care center for her
children. Can we advocate such a center? 4) As for funding:
determination, if it exists, takes onc a long way. Be prepared
for a long battle and crergy and expense. You should build an

organization, a mechanism for embarking on -this battle.

Another Neighborhood llealth Center Physician:

There are.unique features to NHC's: 1) They can teach
and motivate people how to use medical facilities. 2) They can be

good for career Qevelopment programs. ‘Tthese two features are part
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of the concept of NHC's. Hor;;ver, psychological and social
problems can be well treated. A social worker from Rhode Island
Hospital could resolve man: - roblems in the NHC's. Now, Progress
for Providence is not doing a good job in running these centers,
it is hard to judge, therefore, whether the shortcomings of the
centers in South Providencc are inherent in the con..pt or not.
- Love of neighbor is not enough, training could be done by the
hospital. NHC's in Providence have gone from crisis to crisis,
they had no opportunity to function. If helped along by the

5 : hospital, they would maybe improve. It is also very important

to develop the ego of the people in the community. There was

Now, this may be the wrong decision, but it is their decision, and

-

gg‘ ~ ! ) an inciaent where they choose a chiropodist instead of an internist.

that is what is important.

[SrrS—

Question: How have NHC's developed?

R

President, Medical Staff Association:

It is an old concept, city hospitals developed them

; because transportation was a problem in those days.

R Another Speaker:

The name developed out of the Office of Economic Opportunity

{ Program Act.
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PMI Physician Consultant:
In all seriousness, they evolved when the first physician

set up his office in the neighborhood in which he lived.

PMI Anthropologist Consultant:

And there are no such offices in the inner city. Could

the hospital make a financial commitment? N

Executive Director, Rhode Island Hospital:

We are a long way from financial responsibility for

even one. But finances are not the issue, it is an organi;ational
problem. The OPD/s cost a 1.2 million. While Model Cities will
fund the 2 centers, the hospital will have to provide back-up

for réd tape cutting, etc. The emergency room visits have not
risen over the last two years, this is partly due to the NHC's.
The folution of the problem could involve group practices and the

private sector in addition to the hospital administratrion.

PMI Executive Director:

If there is an organizational problem, who in the hospital
is supposed to deal with it recognizing that the problem can't be
solved without Rhode Island Hospital? Can there be created a
mechanism dealing with the South Piovidéncé problém and another

one dealing with problems of the state?
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President, Medical Staff Association:

We can't set up the mechanism yet. We should move where
we can. One thing at a time should be done, trial and error

method must be applied. It's an evolving process.

PMI Executive Director

The system of trial and error is not being approved'
any more. An organizational framework is needed for a basic
organized, systematic approach towards dealing-with the problem
that came up today.

Y . -

President of Medical Staff Association:

One more element: the organizational set-up must
include community people. If they want doctors, I think we should
get set about getting them doctors. Doctors going into the centers
can teach the people to avail themselves of medical care as was

pointed o

Executive Director, Rhode Island Hospital:

The state does not support the kind of community

centered approaches we have been discussing today.

PMI Executive Director:

I do not mean to say anyone can solve the problem,

we began with that premise. What was said today, though, was that

we should have a set-up to continuously deal with the problem.
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The problem is going to be continuously with us. So why not have
a set-up that would continuously deal with it? Including a
communications network so that we can work with ever changing

problems for a long time.

PMI Psychologist Consultant:

As we need a hospital organization, we need a feel or
"sensor'" of what is going on in the community. fhe client-doctor
relationship is changing. The client, now, has a right to talk
to his doctors. To want to collaborate is not enough. Skills

on how to collaborate are necessary.

Liaison Physician:

Would NHC's solve all problems?

Director of Personnel and Public Relations:

This is a difficult question. I believe that we would
be happier in our relationship with the community if we were to
help the NHC;s. I agree with the Chief of Medicine concerning the
serious nature of the problem, of the emergence of two societies,
one black, one white in our country, and of the bitter confrontations
that are impending. And I can't see how any institution, non-
profit or profit, can possibly divorce itself from coming to grips
with this problem. This situation is so bad, and getting worse
constantly that it is a matter of survival of our institution and
the profession. There is no limit to what we should do, because

the survival of the society is at stake.
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Chief of Pathology:

How many (blacks) are we talking about. % of Providence

population? 1000, 1200?

Director of Personnel and Public Relations:

% of Providence are black and 50% of South Providence-

Argument ensued concerning thé accuracy of the figures.

PMI Executive Director:

It is indicative of the extent of the problem that we
do not know whom we are talking about,

a

Chief of Medicine:

Figures are not the issue. They constantly change, the
more we do the ‘more we are expected to do. . The issue is: is this
organization willing to address itself to the problem, and if it
does, does it do so to the very best it can. Nothing is going to
be resolved by numbers. We must address the problem as a moral

challenge.

PMI Psychologist Consultant:

I think, it's somewhat disastrous that a group as
concerned as this one can't go beyond the problem of 2 clinics, and
can't see that it should systematically diagnose and relate to
the community. This is really the core issue: how do we become
aware and stay aware of a continually changing pattorn so that we

can adjust to it,
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President, Medical Staff Association:

Well, I think you are going too fast, because you must
recognize that our hospital is a community hospital. We are
keeping up with the new concept of community medicine, and are
going outside the walls of the Hospital, and our immediate concern
are the 2 centers next to us. And actually, they forced it.down
our throats. They awakened us, and I am. sure we are going to

move into these problems. '

Chief of Medicine:

Did they open your eyes only to the two clinics?

PMI Psychologist Consultant

The medical staff should be oriented to the larger level
of the problem. The two clinics are test cases for a more general
competency to solve community health problems. The concept of

community hospital is being redefined from the outside.

Chief of Pathology:

This is too much for us to do, we haven't the resources.

PMI Psychologist Consultant:

No, this hospital is so wealthy!
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PMI Anthropologist Consultant:

It has a staff of 400 doctors and is the 3rd largest

1
3

employer in the state. And you say that you have got resources,

Chief cof Patholggx:

It is impossible. Our problem is an emergency situation.
; It is our task to put out the fire. If we go beyond, we have to
know what are the problems. Then, how can we solve them. Ihether

{ by personal commitment or other is yet another question.

Chief of Pediatrics:

i The Rhode Island Hosvital has the opportunity to be
a pilot. We could demonstrate to other areas of the community

| and to other hospitals an approach away from the concept of

. putting out fires. They cannot take care of their own

i neighborhood, but need help, all community hospitals must help.

Chief of Pathology:

Why hospitals at all, we have indeed government on all

sides.

Chief of Pediatrics:

You know, of course, what is happening with the

government, they are not doing much.
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Chief of Pathology:

What about the rest of the community (whites), the

Blacks are threatening, making a lot of noise.

Chief of Medicine:

Do you want a direct government medical care system?
That's what will happen! The government will step in if nothin
PP 8 P g

happens'!

Chief of Pathology:

We don't have enough resources to solve the problem.

PMI Executive Director:

Why does not the hospital then use its know-how and
bring in government and other resources and mobilize people to deal
with the problem in a better fashion? This is-not an unrcasonable

suggestion.

Director of Psychology:

That brings us back to what Dr. X, PMI Psychologist
Consultant was talking about, we have the know-how the expertise
and skills. We' have about the lowest concentration of Negroes in

New England. If we can't deal with the problem, who can?

Dr. X, Member Ambulatory Services Committee:

You have to strike a balance between idealistic

hospital do-goodism and practicality on the other hand. This
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seems to me a case where A says: B needs this. Now, C what

are you going to do about it? One has to be very sure before one
sets about to help, what it is in the area that A, B, and C
wants. We have to be sure to have a representative body telling

us what the wants are.

Chief of Medicine:

Can't we build on the assumption that the community

around wants NHC's.

Member, Ambulatory Services Committee: T

I am not sure whether Buddy George is representative

of the community.

Chief of Medicine:

How do you find out? How do you account for the fact

that 92% keep their appointments there?

Member, Ambulatory Services Committee:

Still, we don't know what the needs are.

Chief of Medicine:

How do you find out, go to the individual houses and ask?
Are we not to accept the demands hecause we do not trust Buddy
George to represent the community? He was disignated as their

representative, he was chairman of the 'fact-finding" committee!"
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Member, Ambulatory Services Committece:

So he came around, and what did he say?

Executive Director:

He said he wanted money to support the NHC's and made

several other demands.

Member, Ambulatory Services Committee:

Yes, that's right, we should first find out what South
Providence people want, otherwise we build a house of cards,
i or put the cart before the horse. The problems we are talking
about are broad social problems, are family problems (not medical.)

, Chief of Medicine:

So we do not address ourselves to medical problems
because it's a much bigger problem, and we must await somebody

to take care of the bigger social problems?

Member, Ambulatory Services Committee:

The Hospital cannot provide care for everybody.

Chief of Medicine:

But can we improve the medical care situation?

PR

President, House Officers Association:

Unfortunately, ac present, residents are not wanted

o e e §

s in NHC's because they do not stay long. I work in the OPD, and
H
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have heard from people how they trust '"their" NHC physician, how
they appreciate a doctor they can relate to (continuity). I know
that they rather wait for months for a doctor they have been
patients of to do surgery on them than have someone from the Hospital
do it whom they do not know. This is a paradoxical situation,
because surgeons in the Hospital do not get cnough patients.

Rhode Island Hospital should become involved with the NHC's;

with its manpower it could meet the demands. There is a group

of residents who really want to become involved, they even want to
volunteer for Progress for Providence. Alone for selfish reasons
the hospital should support NHC's, it would be very favorable for
the education of senior residents. As I pointed out, we would
find good teaching materials in the NHC's. A good co-relationship
between teaching, education, on the one hand, and health care in

NHC's on the other, could evolve.

-

President, Medical Staff Association: Commenting on results of the Seminar:

This meeting has been a wonderful thing, we don't get
to know each other every day in the Hospital the way we did here.
So many of us know se much, and are so interested in the problem.

I am moved by this experience.

Executive Director of the Hospital:

The discussion has given us a concept of hospital-
community involvement, and of the magnitude of the problem, we

have an organizational structure working on this, its effectiveness
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will be judged later. The problem is tremendous, it nceds a lot

of expertise, experts have to deal with it.

PMI Executive Director:

PMI is meant to be a catalyst. An educational process
has gonc on today, becausc to stimulate and promotc interest in
the problem is an educational process in itself. But education
in any of its forms must have a goal. A reason for teaching is
transfer of information, attitude change, action change.

As Dr. Golodetz (PMI Physician Consultant) pointed out,
this hospital is not behind the times. The problem is tremend&us,
but it's not bigger than the whole problem of continuing
physician education. It is hard to get physicians to accept
the concept. Uncle Sam is concerned and might do something about
it. But hopefully, we can do something about this ourselves.

My hope is that out of this session will coire a continuous
commitment to dealing with the problem and that a physician
education program will develop that will spread awarenes- and

commitment to the staff at large.

Liaison Physician:

Yes, we have to explore this further, we muct carry

on thinking about the problem.

Thank you all very much for your attendance.
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anzes of "'..c consu]‘c.::;ion ceryice in piding depressed

2. Evo.‘l.u'ztc t’r.: efifent
o ¢ s for treir piysicians,

A (-
o
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'l
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&)
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b
o
g
i
[

3

i ) - o '3 '3 », » '
{(r) l2¥e e q“::nt;‘.,r‘i $2 a'u*‘l'”:s of prozrams initlaled and physieion

! (b) Anzlyic the esteni to uhich the syccific prramclers of the princiyles
of ccucalional projyan devalophone enag oreted in porasreph L. above,
; axe incorporzicd into the prorrenms of continuing redical education
i at these ho spitole,
The mathiods and insircenis {0 accomplish this eveluztion are to be
1 . gpproved by the Froject 01.-.L(,¢1‘.
]: l{kl ) .. -
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CONTHACT NO,
1 it 105.-50-hy SPECIAL PROVISIONS PAGE J, OF ¢ PAGES
a4 O e S ———

Articie I. Scome of oxk {Contimved)

3, Coldeci cvservitions end dula wiich s hall deseribe coun of the fuelors,

" both in the wr:.zﬂ.“..'u:\e service and in the hosritnls, whith mre Lportont
in eizhey aiding or iahidbiting tic ¢avelomnent of nrovonun of col u"'vn
modic . cdued.tion witiin the nospitals. These cosurva .,..o::s and duin ::‘-\J.'L
e uicd to elucidnio objective characteristics, boli ol the hoopi Lol end
the consuliation service, which mipht 4iflerenticlly be assoelated vith
cuxzeal or fubure c‘c:c"o::.: at off prozraus of convinuwing i

3 of phyrsicinns,

- -

i, Explore methods for evalunting the eflcets of bobh prosram contoal nd
"cc}“xiovc of vrogran presentotion on the madical praclice of pa wredeivating
physicians,

Anclyzc, tebulnbte, and interpret ihe dato.

\n
.

i 6. Icentily those characteristics that nole hosyiteld L5 in depressed {rens
difrerent fyen Shose in other comammities; such itens as attitules

-~

tovoxrd continainz education, stelifing, turrover r ieo, olc.

! 7. EDrwerate idenbtifiedle differences in conbin 2ing edu *o.. nabits of
i phy siziens praciicing in dopressed oredi, &8 O ;}:\*-\. to fhose loczied
; in more afflucnt areas served by Lhe smne Lonpital.
i B. In comuncbion with the work and services o be perforied above the Ceniracior
; ! sholl suizis the folloving reporits, in an originzl mul Tour copies, 1 the
. Project Oificer:
X L. Quartexdy Pro-~xess Ionores
i -

Quartexrdy Prozvess Keports in do e'-.il consi:;{;“?“." f '.1 accounl of vwonil
accomplisned, and 21l is immort

2. Finnl nonort

-.ol

A Finzl Repor’ consisting oft

a. discuss the r'eﬁzzo:’.olo’v uced in conduciing the projeet

b. Evalacte ike effect of the conswliation m*o;:m in establiszhiing prozrens
of continninz efucation for phyziciens in he depressed arcn pospiin 'l".
and in encourasing the utilizztion of paineiples of cdueationnal prolren
ceveloymant in Lhese programs.

por—

c. Discuss chose fuclors (in the bospitel and in the consulintive sorviees
i

vhich ave pelnfd to and e hipdrance te the establishuant of conlinuing
redica). cducation in rospitals serving depressed avens.
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' COLTHRACT 1O, " -—
Pit 205-69-lv¢ SPECIAL PROVISIONS PAGE 5 OF G PAGES
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Article I. Scope of vork (Continued)

? iy *

d. Discusg eonlrastin: charoclioristice of hospiinls loculed in depressed
arcas as oyosci o thost in obthier comnuniiies and enwserabe Lhe ddenci-

fiadle diiflerences in these differing envivomie

' »
ATNLG,

[T

3. Patent Disclosuvre Feports (Sec Patent Rigita Clense of Contract),

i, The questiomnzive forms recuired to be developed for uwse umder
the centract shall be svruitied for the review and &pprovel. of
the Yroject O0li7cer in sufficient time to oliow 3 rontic for
securing Burean of the Budzet Clecrunces of the forus frior to
their usc, The voxlk must te schedwlsd in 2 nonnzy which -1l
TJ\, ..--';:— t
ferencs
be resyo

L]
e apove staied leal-~time Tor clezroneco withoul inber-
it the proxress of the vork., The Projecs Ofiicer vwill

ns
i
onsible for wrocessing the forms for clearance.

LRRICI! I1, Pexriod of Performicnce

[P —

Perlfomanes of this contrzct saedl begin on Feosrusyy 3, 1655, and shall not
exvend bejrond the connletion dete of iy 15, 1970, unless the wericd is ervended
by modilication of tie contrect,

O

E lcz
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DEPARTMENT OF

{ lox)‘ Nl ,I {
SUPPLEMENTAL AGREEMENT
)ydification ilo. 2

TR COR

ONTRACT NO.

PAGE _1_ OF_ PAGES
Il 70-k1ko

MODTFICATION NO. EFFECTIVE DATE

2

1 Septenver 30, 1970

CONTRACTOR (Neme end Addreass)

Postgraduote lMedical Ingtitute
30 Femvay
Boston, Massachusetts 02215

ISSUING OFFICE

Bureau of Health Professions Fdu
Hamover Training, IIIH, PHS

Dept. of iealth, Education and Velfare

Builcing 31, Room £3-50

Bethesda, Marylané 2001k

cation and

ACCOUNTING ANO APPROPRIATION DATA

N/A

Sponsor: Division of Phvsician lManpover

FURFOSE: Develop and evaluate the consuitation msohod in essablisiing end maindal
educationcl progrzxis for physicians iu tharee hospitals loczced in depresscd

areasSe.

PROGECT DIRICEOR: Iloxrman S. Stearns, MDD,

AMOUET:  IA :
EXPIRATION 34T5¢  Decemder 31, 1970

COXTRACT T¥o: Cost Reimdbursenens

Except as hereby modified, all tetms and conditions of szid contract remain unchangcd and in full force and
effect. This Supplemental Agreement is eatered into pursuant to the authority of - L1 USC 232 (c) ().

—POSREIRANIINAS PTINTOAT, T T

UNITED STATES OF AMERICA

NAME OF CONTRACTOR

o~ -

A’
B ¥, ‘:’\'V\‘k\\' ) x )

SIGNATURE OF AUTHORIZED INOIVIOUAL

Norman S. Stearns, M.D.

Wg/(““m/ 1
Vil VA

Josenh J,. Cooney

YYPED NAME

TITLE Executive Director

TYPED NAME

////, ’)f/{

1 S

November 20, 1970

OATE

DATE

PHS-4910-8 (REV. 7/67)
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Contract lio. IIH 70-41k9 « lbd. lo. 1
(forzerly Fil 105-(9-47 - led. ilo. 1)
Page 2 ol 2 pages

The above nunbered contract is hereby modificd to provide for an extension in
the period of performance, as set forti below:

That portion of Article II., Feriod of Performance, which reads
"September 30, 170" is changed %o recad "December 30, 1970".

It is undersiood and agreed that the above modificciion resulis in no change
Fad +*
1 n

(V3
in the total estimuted cost of the contract.




