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“The health of all the people is really the foundation upon
which all their happiness and all their powers as a state
depend.”

BENJAMIN DISRAELI
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The Carnegie Commission on Higher Education will issue its final
report and recommendations in 1972, after all its research pro-
jects have been completed. But many problems in higher education
are urgent and need early action. The Commission submits special
reports on such matters as soon as it has had an opportunity to
review the relevant issues and develop specific recommendations.

This present report, Higher Education and the Nation’s Health:
Policies for Medical and Dental Education, is concerned with the
serious shortage of professional health manpower, the need for
expanding and restructuring the education of professional health
personnel, and the vital importance of adapting the education of
health manpower to the changes needed for an effective system of
delivery of health care in the United States.

To the many persons who were consulted and gave us helpful
suggestions, we wish to express our appreciation. Particularly
valuable contributions were made by Dr. Mark S. Blumberg, former
director of health planning, University of California, and Dr. Robert
Tschirgi, professor of neurosciences, School of Medicine, Univer-
sity of California, San Diego.

The Commission is also especially indebted to the members of its
Advisory Committee on Medical Education, which includes—in
addition to Dr, Blumberg and Dr. Tschirgi —Dr. Julius H. Comroe,
director, Cardiovascular Research Institute, University of Califor-
nia, San Francisco; Dr. Robert Glaser, vice-president for medical
affairs and dean, School of Medicine, Stanford University; Dr.
Clifford Grobstein, vice-chancellor for health sciences and dean,
School of Medicine, University of California, San Diego; Dr. David
A. Hamburg, executive head, Department of Psychiatry, School of
Medicine, Stanford University; Dr. Phillip R. Lee, chancellor,
University of California, San Francisco; and Dr. James A. Shannon,

v
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professor and special assistant to the president, The Rockefeller

University. “\

We also appreciate the contributions of participants in con-
ferences held in New York City on January 29, 1969, and June 8,
1970, including Dr. Robert S. Anderson, director, Comprehensive
Health Services Program, Meharry Medical College; Dr. William
Anlyan, vice-president for health affairs, Duke University Medical
Center; Dr. Allan M. Cartter, chancellor, New York University; Dr.
John Cooper, president, Association of American Medical Colleges;
Dr. John T. Dunlop, David A. Wells professor of political economy,
Harvard University; Dr. Robert Ebert, dean, Harvard Medical
School; Dr. Rashi Fein, Center for Community Health and Medical
Care, Harvard Medical School; Dr. Jon Joyce, Office of the Assis-
tant Secretary for Planning and Evaluation, Department of Health,
Education, and Welfare; Dr. Terrance Keenan, Commonwealth
Fund of New York; Dr. Charles V. Kidd, director, Council on
Federal Relations, Association of American Universities; Dr. Roy
Lindahl, dental project director, Health Services Research Depart-
ment, School of Dentistry, University of North Carolina; Margaret
Mahoney, associate secretary and executive associate, Carnegie
Corporation of New York; Dr. William Mayer, dean, School of
Medicine, University of Missouri; Dr. Walsh McDermott, chairman,
Department of Public Health, Cornell University Medical Center;
Joseph Murtaugh, Association of American Medical Colleges; Dr.
Quigg Newton, president, Commonwealth Fund of New York;
Dr. Malcolm Peterson, director, Health Services Research an
Development Center, Johns Hopkins University School of Medi-
cine; Dr. Frederick C. Robbins, dean, School of Medicine, Case
Western Reserve University; Dr. Ronald T. Taylor, Harvard Dental
School; Dr. James V. Warren, chairman, Department of Medicine,
Ohio State University College of Medicine; and Dr. John M. Weir,
director, medical and natural sciences, The Rockefeller Foundation.

The Commission also received useful and constructive comments
from Dr. Robert Graham, chairman, Joint Commission on Medical
Education, Student American Medical Association; Dr. Seymour E.
Harris, professor of economics and medical economics, University
of California, San Diego; Dr. John S. Millis, vice-president, National
Fund for Medical Education; Dr. David E. Rogers, vice-president
for medical affairs and dean, School of Medicine, Johns Hopkins
University, as well as several other members of the Hopkins medi-

\
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cal faculty; Dr. C. H. William Ruhe, director, and Dr. Hayden
Nicholson, Division of Medical Education, American Medical Asso-
ciation; Dr. Paul ]J. Sanazaro, director, National Center for Health
Services Research and Development, U.S. Public Health Service;
and a number of others, including medical students.

Particularly valuable reference sources in the preparation of the
report were a study of the financing of medical education by Dr.
Rashi Fein and Dr. Gerald Weber, soon to be published by Mc-
Graw-Hill for the Carnegie Commission, and a report on a seminar
on medical education conducted at Harvard University in 1969 by
Dr. John T. Dunlop and Dr. Robert Ebert.

We also wish to thank the members of our staff, and especially
Dr. Margaret S. Gordon, for their work in preparing this report.
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1. Muajor Themes

“Life . . . and the pursuit of happiness” Americans deserve and
can afford better health care. We have the highest standard of
living, but not the highest standard of life —as measured by infant
mortality and average life expectancy. A number of countries sur-
pass us. In fact, in comparison with other nations, we are losing.
Better health care is clearly a high national priority.

The four components of better health care To improve health
care requires:

= More and better health manpower
= More and better health care facilities

= Better financing arrangements for the health care of the popu-
lation

= Better planning for health manpower and health care delivery

This report is concerned with more and better health manpower,
particularly at the level of doctors and dentists. The Commission
believes that the provision of highly skilled health manpower is a
special responsibility of higher education. The adequacy of health
care facilities, however, is the responsibility, not of universities and
colleges, but of federal, state, and local health authorities. As to the
financing of individual care, the report assumes that as the result
of public and private efforts, some form of health insurance will be
available to all American citizens within this decade. Planning is
partly a responsibility of higher education, particularly the plan-

ning for health personnel, but mostly of public agencies.
All four components of better health care mentioned above must
be carefully developed in order to yield maximum benefits. This
1
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report is primarily concerned with only one major aspect of these
components—the contributions of university health science cen-
ters. Most health care personnel are trained outside these centers,
and we recommend that the total spectrum of health care personnel
be reviewed by a National Health Manpower Commission,

A serious manpower shortage The United States today faces only
one serious manpower shortage, and that is in health care person-
nel. This shortage can become even more acute as health insurance
expands, leading to even more unmet needs and greater cost infla-
tion, unless corrective action is taken now. It takes a long lead time
to get more doctors and dentists.

Higher education and health Higher education, as it trains the
most skilled health personnel, has a great responsibility for the
welfare of the nation. What colleges of agriculture once did for a
rural society can now be done for an urban society by the health
science centers —and that is to improve the quality of life for nearly
all people in their areas.

The Carnegie Commission is giving special attention to medical
and dental education because of their high importance to national
welfare, their greatly increased complexity, and their heavy burden
of costs. We have elsewhere identified the greatest priorities for
higher education in the 1970s as being: (1) to provide greater equal-
ity of educational opportunity for all our youth, (2) to undertake
reform and innovation, and (3) to provide more health care person-
nel. All three of these priorities are involved in this report. We
know of no single area in all of higher education where more
constructive action can be taken now than in medical and dental
education.

A propitious time to act This is a most favorable period for new
and improved endeavors:

* The public has a great concern for health care.

» Existing medical and dental schools are expanding, and new
ones are being built; and a period of growth can also be a period
of change and improvement.

* The students of today are highly motivated to encourage and
support constructive change.
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= The medical and dental schools have a number of remarkably
able leaders.

» The professional associations are open to new ideas and are
anxious to find better ways to provide better health care—to
their great credit and to the nation’s great advantage.

As a consequence, medical and dental education are undergoing
more constructive self-examination than they have since the Flex-
ner report of 1910—and more self-examination is going on than
in any other field of higher education. The second great transfor-
mation of medical education and research is now underway, and
the United States, once again, will greatly benefit.

The goals We see these as major objectives:

« To provide more health care personnel of the right kinds

» To achieve a better geographic distribution of personnel and
educational facilities, particularly for the sake of the central
city and rural areas

= To ensure more equality of opportunity for women and members
of minority groups

* To provide more appropriate training for the work actually to
be performed and, in doing so, to respond to the constructive
suggestions of students

» To relate health care education more effectively to health care
delivery

» To bring about a more equitable distribution of the financial
burden between the federal government and the states, and
among the several states

» To limit costs to the greatest extent possible

We shall make recommendations toward achieving each of these
goals. To the extent that they are achieved, inflation will be slowed
and, at the same time, health care will be improved.

The Flexner model and new models The Flexner model, based on
Johns Hopkins, Harvard, and, before them, German medical ed-
ucation, called for emphasis on biological research. Science was
to be at the base of medical education. The Flexner model has been



I D ocument from the collections of the AAMC  Not to be reproduced without permission

Higher education and the nation’s health 4

the sole fully accepted model in the United States since 1910. Some
schools have fulfilled its promise brilliantly; others have been pale
imitations; but all have tried to follow it. It has led to great strides
forward in the quality of research and the quality of individual
medical practitioners. The Flexner, or research model, however,
looked inward to science in the medical school itself. It is a self-
contained approach. Consequently, it has two weaknesses in
modern times: (1) it largely ignores health care delivery outside
the medical school and its own hospital, and (2) it sets science in
the medical school apart from science on the general campus with
resulting duplication of effort. This second weakness is now being
highlighted by the extension of medical concerns beyond science
into economics, sociology, engineering, and many other fields.
Medical schools have had their own departments of biochemistry,
but to add their own departments of economics and sociology and
engineering would accentuate the problem of duplication of faculty
and equipment. Also, the better economists would rather be in a
department of economics on a general campus than separated from
their colleagues in a department of medical economics: members
of other disciplines would have similar preferences. The self-con-
tained Flexner model thus leads to expensive duplication and can
lead to some loss in quality.

Two new models are arising: (1) the health care delivery model,
where the medical school, in addition to training, does research in
health care delivery, advises local hospitals and health authorities,
works with community colleges and comprehensive colleges on the
training of allied health personnel, carries on continuing education
for health personnel, and generally orients itself to external service;
and (2) the integrated science model, where most or all of the basic
science (and social science) instruction is carried on within the main
campus (or other general campuses) and not duplicated in the
medical school, which provides mainly clinical instruction. In this
model (as in England), the medical school may be, essentially, a
teaching hospital; but this is not necessary—it may, rather, carry
on all its “Flexner” functions except the traditional first one or
two years of science education.

Mixtures are of course possible and are occurring among these
“pure” types. The research and health care delivery models may
be combined, as is being done at Harvard and Johns Hopkins; the
research and integrated science models may be combined, as is
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being proposed at Michigan and for the new Harvard-MIT en-
deavor; and the health care delivery and integrated science models
may be combined, as at the new medical schools of the University
of Illinois. All three, of course, could also be combined.

We believe that the new interests in health care delivery and in
the integration of science and other disciplinary efforts are wise.
The simple Flexner research model is no longer adequate as the sole
model. A few schools, and many parts of schools, will, and should,
stay with the Flexner model, but we believe that the nation will
be better served as many schools move in different directions. A
diversity of models and mixtures of models is now desirable. Not

.only can the developing and new schools experiment; but as existing

schools expand, they can direct their expansion in new directions
so that there can be diversity within schools —for example, the next
group of 40 additional students admitted might be asked to take
their science on the main campus of the parent university. The
“cluster-college” approach of changing and diversifying—rather
than just duplicating on a larger scale—when expanding a general
campus can be undertaken also in a health science center.

Pacesetter schools, such as those noted above, are moving toward
health care delivery, or the integration of science, or both. We
support these directions of movement. The nation has a sufficiency
of the pure research model type of school. New developments
should be toward greater integration with social needs, or toward
greater integration with the general campus, or both.

More doctors and dentists We see a need for expanding the num-
ber of places for training doctors during this next decade by 50
percent, and of dentists by 20 percent. Many of these new places
should be filled by women and members of minority groups.

More allied health personnel The current ratio of all health care
personnel to doctors is about 10 to 1; in the long run we see this
ratio rising substantially. We particularly favor expanded training
of medical associates who can work under the general supervision
of doctors and expanded training of medical assistants who can
work under the doctors’ specific directions. We regard as especially
promising the Medex program of training medical corpsmen with
military experience to become doctor’s assistants, and we note that
as many as 3,000 a year might be trained with an all-out effort. We
believe such an all-out effort is unlikely, however, and we estimate
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that by the end of this decade about 3,500 associates and assistants
may be trained each year. The public, of course, will need to be
willing to accept the services of these associates and assistants, as
they do in some other countries, and we believe they will. We simi-
larly suggest the training of dental associates and dental assistants.
Colorado, Duke, and Washington are among the universities now
giving leadership in these directions.

Most of the allied health personnel will be trained in comprehen-
sive colleges and community colleges, and their roles in this area
will greatly expand. Allied health personnel can be trained more
quickly and less expensively than doctors and dentists, and their
availability will make possible the better use of the time and skill
of doctors and dentists. Primary emphasis should be placed on in-
creasing the supply of allied health personnel.

To serve all the people everywhere We believe in the geographic
dispersion of health training centers, as our recommendations will
make clear. The Flexner model school could be located anywhere,
for research results are easily transported. The health care de-
livery model needs to be located where the people live.

New health science centers Twenty-seven health science centers
are now being started around the United States. It is said that
seventy more are being considered. We see a need for nine more
(see Map 1) to give adequate regional coverage.

Area health education centers We recommend 126 area health
education centers to serve localities without a health science center
(see Map 2). Each of these centers would be at a local hospital.
The centers’ educational programs would be administered by uni-
versity health science centers. They would train medical residents
and M.D. and D.D.S. candidates on a rotational basis; they would
carry on continuing education for local doctors, dentists, and other
health care personnel; they would advise with local health authori-
ties and hospitals; they would assist community colleges and com-
prehensive colleges in training allied health personnel; and, in other
ways, they would help improve health care in their areas. We con-
sider this development of basic importance. It would put most of the
local advantages of a health science center into many localities
which do not warrant a full-scale center. This proposal would put
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essential health services within one hour of driving time for over
95 percent of all Americans and within this same amount of time
for all health care personnel. Much of the nation would be served
by a higher level of expertise than is now locally available.

13 Reforms We favor:

Shortening the time it takes to become a practicing medical
doctor from eight years after the B.A. to six years.

Providing an extra mobility point or decision-making point for
both the student and the school by creating a degree between the
A.B. and the M.D. It would normally be awarded after students
satisfy the general science requirements. It might be called a
Master of Philosophy in Human Biology, or a Bachelor of Medi-
cine, or a Master of Science in Human Biology. The student
could decide at that point whether to go on to the M.D., move in
the direction of the Ph.D., or take employment as a teacher or
a medical assistant or associate (perhaps after some additional
practical training). At this point, the school would also be in a
good position to advise the prospective M.D. candidate and to
judge his quality.

Improving the curriculum by tying more closely together basic
science and clinical instruction—they now too often stand as
unrelated worlds. Improvement could also be achieved by tying
clinical instruction to work with “garden-variety” as well as
“exotic” patients; by creating several paths, rather than only
one, for students depending on their prior background and their
special interests —for example, a psychiatrist needs less basic
science than a person intending to become a research scientist;
and by having the students help determine the curriculum. Case
Western Reserve recently has given notable leadership in curric-
ular innovation.

Improving the residency by giving the young doctor a wider
variety of experience and more of it under skilled supervision.

Creating a National Health Service Corps.

Providing an Educational Opportunity Bank for medical and
dental students.

Improving the planning of health manpower.
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Sharing the financial burdens We recommend: ‘\

* That the federal government meet more of the costs of medical
and dental education. It already supports most of the costs of
medical research. Doctors can and do move from state to state,
and some states are reluctant to educate M.D’s for practice
elsewhere.

» That the states support private medical and dental schools.

= That the levels of support among states be more nearly equal-
ized. Some states exploit the investment other states make in
medical education.

» That both the federal government and the states seek reforms
and improvements as they expend their funds.

Cutting costs The expanded health manpower and external ser-
vice programs we recommend will cost substantial sums of money,
but total expenditures should be held to the lowest reasonable
levels. Costs could be reduced by:

* Reducing from four to three the years it takes to get an M.D.
degree. This change alone, if adopted by all medical schools,
would increase the number of student places available by one-
third, without further construction costs and with little further
operating costs. It would also result in student support savings
and will get students into practice sooner. Dartmouth is devel- f
oping a program designed to meet some of these objectives.

= Reducing from four to three the years it takes to fulfill residency
requirements. This, too, will save costs and get doctors into prac-
tice earlier.

* Combining science work on the campus and in the medical
school, thus reducing duplication.

» Reducing the ratio of faculty to students, which is particularly
high in medical education.

= Entering two classes a year and thus making better use of
laboratory facilities and teaching personnel.

* Teaching during the summer period.

* Holding federal research expenditures steady as a percentage
of GNP after a period of spectacular rise.
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= Greatly increasing the number of allied health personnel and
thus raising the productivity of doctors and dentists.

* Raising the minimum size of a medical class to 100 and thus
obtaining economies of scale.

= Using outside hospitals for clinical training rather than, or in
addition to, subsidizing a “university hospital.”

Expenditures of medical schools have gone up twice as fast in the
past decade as expenditures in higher education generally, yet the
number of students in medical schools has risen only half as fast
as in the rest of higher education. It is high time to look more care-
fully at costs. '

The nation has a good opportunity to improve the health care of its
citizens. By its contribution to that improvement, higher education
has a great opportunity to become more useful to society.
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THE PROBLEM
OF UNMET
NEED

2. [he (risis in Health
(Care Delivery and
Health Nanpower

As the nation faces the 1970s, shortcomings in the system of
delivery of health care in the world’s most affluent society must
have high priority among the issues calling for attention and de-
cisive action. Shortages of health manpower play an important
role in these deficiencies and they are likely to continue throughout
the 1970s and probably into the 1980s.

The most serious shortages of professional personnel in any
major occupation group in the United States are in the health ser-
vices. Thus, one of the greatest challenges to higher education in
the 1970s is to mobilize its resources to meet the need for expanding
the education of professional health manpower. To accomplish this
task the nation’s medical and dental schools, along with educational
institutions training allied health personnel, will need greatly
augmented public financial support, but they will also need to give
sustained attention to restructuring their educational and service
programs to meet the nation’s need for a more adequate system of
delivery of health care.

The record of the United States in prolonging life expectancy and
preventing infant mortality is not impressive when compared with
the experience of many other industrial countries. Although the best
medical care in this country is as good as any in the world, many
Americans receive inferior care, and some health care needs go en-
tirely untreated.

While life expectancy of both white and nonwhite males and fe-
males in the United States has gradually increased during the last
half-century, the lengthening of life expectancy has leveled off
during the last two decades. Among 22 industrial countries, the

13
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TABLE 1 Expectation of life at birth In 22 industrial countries

Males Females
Years Years

Country of life Date Country of life Date
Sweden 71.6 1961-1965 Netherlands 76 1 1966
Netherlands 711 1966 Norway 76 0 1961-1965
Norway 710 1961-1965 Sweden 757 1961-1965
Israel* 70.4 1967 France 754 1966
Denmark 701 1965-1966 Denmark 74.7 1965-1966
Swtzerland 68.7 1958-1963 United States 74.2 1967
East Germany 685 1963-1966 Australia 74.2 1960-1962
New Zealand+ 68 4 1960-1962 Canada 74.2 1960-1962
Canada 68 4 1960-1962 United Kingdom 74.2 1963-1965
Japan 68 4 1966 Suntzerland 741 1958-1963
France 68 2 1966 New Zealandt 73.8 1960-1962
Ireland 68 1 1960-1962 Czechoslovakia 73 6 1966
United Kingdom 68 1 1963-1965 Israel* 73.6 1967
Australia 67.9 1960-1962 Japan 736 1966
Belgium 67.7 1959-1963 Belgium 73.5 1959-1963
West Germany 676 1964-1966 East Germany 73.5 1963-1966
Czechoslovaka 67 3 1966 West Germany 735 1964-1966
Italy 67 2 1960-1962 Austria 734 1967
United States 67.0 1967 Finland 72.6 1961-1965
Austria 66 6 1967 Italy 72.3 1960-1962 [
Finland 65.4 1961-1965 Ireland 719 1960-1962
Argentina 637 1960-1965 Argentina 695 1960-1965

*Jewish population only.
+ European population.

SOURCE  United Nations, Demographic Yearbook, 1968, New York, 1969

United States ranked nineteenth in male life expectancy and
sixth in female life expectancy in 1967 (Table 1).!

If we consider infant mortality, we find a somewhat similar
pattern, although there has been an encouraging acceleration of the
decline in our infant mortality rate in the last few years and a slight

11f data for all countries for which they are available are included, from 1959 to
1966, the life expectancy of males in the United States dropped from thirteenth
to twenty-second place and female life expectancy from seventh to tenth place
(1, pp. 14-15). However, data for some of the underdeveloped countries are not

very reliable.
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improvement in our international ranking. However, our ranking
in 1968 was still below that of 1960 (Chart 1). Contrary to a widely
held impression, the fact that the United States infant mor-
tality rate is below that of a number of other industrial countries is
not entirely attributable to higher rates for nonwhite people. The
rate of 19.7 infant deaths per 1,000 live births for white people in
the United States in 1967 was above the overall rate for 10 other
countries in that year (2, p. 57, and 3).2

Not only are our rankings low, but the gaps between the United
States rates and those in the highest ranking industrial countries
are substantial. Among the factors that perhaps explain this
situation are our relatively heterogeneous population, the fact that .
some of the other industrial countries have placed greater emphasis
on preventive care and mass education relating to healthful prac-
tices, and the fact that every other industrial country has either a
national health insurance system or a national health service (4).

The evidence of unmet need for dental care is equally disturbing.
In the period 1960 to 1962 it was found that about 20 percent of
persons aged 45 to 54 in the United States had lost all their teeth
and that this proportion rose sharply with advancing age (5). The
National Health Survey of 1963-1964 indicated that nearly three-
fifths of the population had not seen a dentist in the preceding year
and that one-sixth of the population had never seen a dentist (6,
p. 14).

Increasingly, health care is coming to be regarded not only as a
necessity but also as a right to which all persons are entitled. The
trend toward ensuring the right to health care is virtually certain to
continue until all Americans are guaranteed access to adequate
care without regard to means. In June 1970, the House of Dele-
gates of the American Medical Association adopted the following
statement:

That the AMA reaffirm, as a statement of the primary purpose and respon-
sibility of the Association and the medical profession, “the promotion of
the art and science of medicine and the betterment of public health,” and,
as part of this purpose, apply all possible efforts to make medical services
of high quality available to all individuals.

Increasingly experts predict that the United States will adopt
a national health insurance system, perhaps within this decade.

2See References for complete citations.
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CHART 1 Infant mortality rates for 22 industrial countries,* 1960 and 1968+
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We accept this prediction. But, with the advent of national health
insurance, the shortcomings in our methods of health care delivery
and the critical shortages of our health manpower and facilities
will become even more glaringly apparent. Unless we overcome
these deficiencies, the present crisis in health care will appear to
be a mere ripple in comparison with the mounting waves of prob-
lems to be faced when financial barriers to health care are lowered.

The recent proposal of the administration for a federal health
insurance program for low- to moderate-income families with chil-
dren (7), as a partial replacement for the Medicaid program, is an
important step forward, but it will not go far toward meeting the
need for a comprehensive national health insurance program. If
only the elderly, now covered by Medicare, and relatively low-
income persons are included in federal health insurance programs,
the programs’ costs per person will continue to be excessively high
because these are high-cost, high-risk groups. The great advantage
of a comprehensive national insurance system would be the inclu-
sion of all the good risks along with the poor risks, resulting in
much lower average costs.

Although there is debate over the extent of shortages of health
manpower, critical shortages do exist. Dr. Roger Egeberg, Assistant
Secretary of the U.S. Department of Health, Education, and Wel-
fare, recently stated that today the United States needs about
50,000 more physicians, “a couple of hundred thousand more
nurses,” and “almost 150,000 more technicians” (8, p. 73).

The geographic distribution of health manpower is highly un-
even, and although there is no clear agreement on what ratio of, say,
physicians to population is adequate, there is little question that
the supply of health manpower is gravely deficient in some parts
of the nation (Chart 2). Moreover, the fact that New York and
Massachusetts have high ratios of physicians to population does
not mean that a resident of a lower-income neighborhood of New
York City or Boston has adequate access to a physician. As one
writer on our “ailing medical system” recently put it (9, p. 86):

Private physicians are as hard to find in some neighborhoods of New York
City as in backward rural counties of the South.

The uneven geographic distribution of health manpower is, of
course, related to differences in per capita income among states and
local areas and resulting differences in family expenditures on
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health care. But these variations are also related to differences in
education, in the size of communities in which people live, and to
racial background (10). Merely increasing the supply of physicians
will not solve the problem of deficient health care in low-income
areas. As we move toward a more adequate system of financing
medical care, we may also need to devise special financial and
nonfinancial incentives to induce physicians and other health per-
sonnel to work in low-income areas.

We also need to intensify our efforts to overcome inefficiencies in
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the use of health personnel. Expensively trained physicians are
performing tasks that could well be carried out by less broadly
trained personnel. Hospital personnel are also wastefully used in
all too many instances. In fact, some critics of our health care de-
livery system go so far as to call it a “nonsystem.” As the National
Advisory Commission on Health Manpower put it (11, vol. 1, p. 3):

Medical care in the U.S. is more a collection of bits and pieces with over-
lapping duplication, great gaps, high costs and wasted effort than an
integrated system in which needs and efforts are closely related.

Americans are spending far more on health care than ever before.
In 1928-1929, total health care expenditures amounted to $3.6
billion, or less than 4 percent of the gross national product (GNP).
By 1968-1969, they had risen to $60.3 billion, or nearly 7 percent
of the GNP (12, p. 12). Public expenditures, greatly augmented
after the adoption of the Medicare and Medicaid programs in 1965,
were meeting 36 percent of the total in 1968-1969, while private
insurance benefits, despite the fact that about four-fifths of the
population had some insurance protection, were meeting only 22
percent (12, p. 12, and 13, p. 20).

What accounts for the sharp contrast between the high propor-
tion of persons with some insurance coverage and the small pro-
portion of total expenditures met by insurance benefits? The answer
lies in the weaknesses of private health insurance protection: (1)
provision for services in the hospital is much more common than
for services in the physician’s office or in the home; (2) there are
limitations on reimbursable charges; (3) psychiatric care is covered
only on a highly restricted basis; (4) dental care is barely beginning
to be covered, although dental insurance protection is now spread-
ing quite rapidly; (5) charges for health services are typically made
on a fee-for-service basis, and increases in costs are passed on in
the form of higher premiums; (6) hospital services are overutilized,
except under prepaid comprehensive plans, partly because so many
people have hospital insurance but no protection for care outside
the hospital; and (7) despite much talk about the need for preventive
care, insurance plans are poorly designed to encourage it.

Of the increase of nearly $50 billion in personal health care ex-
penditures from 1928-29 to 1967-68, population growth accounted
for 18 percent, increases in prices per unit of service for 38 percent,
and all other factors, including an increase in the proportion of the

"
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population receiving health care and the growing use of complex
and expensive equipment, for 44 percent (14, p. 12). The rate of
increase in the costs of health care rose sharply after Medicare and
Medicaid came into effect (Chart 3). The effect of these measures
was to expand the demand for health care by bringing it more
readily within the reach of two needy and high-risk groups—the
elderly and the poor, but the expansion occurred suddenly, in an
industry in which the supply of both physicians and hospital
capacity tends to be inelastic and to respond slowly to increases in
demand. In addition, the expansion of demand encouraged long
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overdue increases in the compensation of nurses, other allied health
workers, and hospital service personnel, who have traditionally
been among the lowest-paid workers in the labor force.

The problem of inflation in the costs of medical care is going to
be with us for a long time to come. Among the various ways of meet-
ing the problem, overcoming shortages of health manpower and
striving for greater efficiency in the delivery of health care are of
paramount importance. They will receive major emphasis in this
report.

The crisis in the delivery of health care in the United States reflects
the combined influences of five interrelated and overlapping factors:
(1) unmet needs for health care, (2) rising expectations of the
population for universal access to care, (3) critical shortages in,
and inefficient utilization of, health manpower, (4) ineffective fi-
nancing, and (5) rapidly rising costs.

o
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3. L he Scope of [ his Report

This report will be concerned primarily with the education of phy-
sicians and dentists and with the programs for training physician’s
and dentist’s associates and assistants that are being developed in
several university health science centers. The problems confronting
medical and dental education are so broad in scope and so chal-
lenging that it would be impossible to deal with them adequately
in this report if an attempt were also made to consider the educa-
tion of all health personnel.

Shortages of nurses and allied health workers, as well as of
physicians, are acute, and increased attention needs to be paid to
the development of training programs for new types of health
personnel. The Commission recognizes the importance of these
problems, and in its report Quality and Equality: Revised Recom-
mendations, New Levels of Federal Respomnsibility for Higher
Education! it has recommended greatly expanded federal aid for
higher education which will benefit students enrolled in nursing
and allied health programs in all institutions of higher education,
including comprehensive colleges and community colleges, which
are playing increasingly important roles in the training of health
personnel. In addition, our forthcoming report, New Students and
New Places, will devote considerable attention to the changes that
are occurring in the education of nurses and allied health workers. 2

Throughout this report, a distinction is made between health care
education and health care delivery. The Commission has not
studied and is not competent to make recommendations about the

1This is a supplement to the Commission’s first report, Quality and Equality:
New Levels of Federal Responsibility for Higher Education.

2The forthcoming report of the National Commission for the Study of Nursing
and Nursing Education (W. Allen Wallis, Chairman), summarized in reference
15, deals extensively with the problems of nursing education.

23
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most suitable patterns of health care delivery. But it emphasizes
that adequate health care education, while a prerequisite to ade-
quate health care delivery, by no means guarantees it. No matter
how many health professionals are trained, and no matter how ad-
equately medical education facilities are distributed throughout the
nation, Americans will not receive adequate health care unless a
system is developed to deliver health care to those who need it,
regardless of income, geographic location, age, or race. Unless
health education efforts are coordinated with changes in the
existing pattern of delivery of health care, the Commission’s recom-
mendations will not have maximum impact upon the actual health
of Americans.

.\
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The famous Flexner report, issued in 1910, led to pronounced
changes in medical education and in the quality of medical care
in the United States. Briefly, it developed the themes that (a) medi-
cal care must be based on thorough knowledge of the biomedical
sciences, (b) only high-quality medical schools should receive
accreditation, (c) these schools should emphasize both laboratory
work and extensive clinical experience, (d) the many inadequate
proprietary medical schools which flourished in that period should
be closed down, and (e) medical schools should be affiliated with
universities (16).

The primary thrust of the post-Flexner development in medicine
was the recognition of a scientific base in the natural sciences as
a sine qua non for rational diagnosis and therapy. The reservoirs
of scientific knowledge were in the universities, and, as a result,
medical schools and teaching hospitals became more closely inte-
grated with academic disciplines on the campus. This development
was greatly encouraged following World War II by the expansion
of federal expenditures for biomedical research from less than
$50 million to about $1,200 million a year, with about $350 mil-
lion of the latter amount going to medical schools. From the
research-oriented university medical centers have come new knowl-
edge and techniques which have revolutionized the control of
disease within a single generation.

The university medical centers have become loci of sophisticated
diagnosis and treatment. Their influence extends to the practitioners
of the surrounding communities, resulting in a general increase in
the quality of health care in the areas. But the centers’ effect on the
quality of care in their communities is far less significant than it
could be if an effective health care delivery system became a
primary element of medical center concern.

25
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One inescapable consequence of greatly increased medical knowl-
edge and technology has been rapid specialization of health care
personnel. Not only have professional health care workers become
increasingly specialized, but they have steadily become a relatively
more significant component of the labor force. In 1967, about
3,400,000 civilian workers were employed in health care (17, p. 8).
Professionals constituted about 45 percent of the total, while non-
professionals, including clerical workers and service workers in
particular, were scattered through many other major occupation
groups. Physicians (including osteopaths) constituted just about
one-tenth of all health workers in 1967. A useful classification of
health care jobs is presented in Table 2, but it excludes nearly
600,000 workers in health services who could not be identified in
the 1960 Census occupational classification.

By 1969 women constituted about four-fifths of all persons
employed in health services industries, largely reflecting their
overwhelming predominance in nursing and some of the other
allied health professions. But they were not well represented among
physicians and dentists. Only about 6 percent of all physicians
and surgeons and only about 8 percent of all medical students are
women. This situation is in marked contrast to that in Western
Europe, where in all countries women represent a considerably
larger percentage of the medical profession than in the United
States —for example, 30 percent in Germany and 20 percent in the
Netherlands (18, p. 198). The representation of women in den-
tistry is even more limited—only 1 or 2 percent of American
dentists are female (19, pp. 1-2).

Increasing the proportion of women in medical and dental
schools, in the absence of other changes, would not increase the
supply of physicians’ and dentists’ services, since many married
women in these professions who have young children work only
part-time or drop out of the labor force entirely.! But women are
particularly well suited to serve as family physicians, pediatricians,
psychiatrists, and in certain other specialties. The serious deficiency
of child care centers in the United States is undoubtedly one of the
factors that keeps women out of medical and dental schools, and
out of professional practice later on.

Members of minority groups are also well represented only in the

! Among female medical school graduates active from 1931 to 1956, 45 percent
were working full-time or part-time in 1964 (20, p. 491).
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TABLE 2
Estimated Employment
. employmant  Hoalth care job Number Percent
in health care

Jobs, by level High level
of job content

5 and occupation, Psychiatrists and neurologists 11,185 06
2 1960 Physicians and surgeons (M.D and D.O )* 222,567 11.0
é Dentists 86,887 43
8~ Veterninarians 15,205 07
§ Life scientists—health 13,208 0.5
= Poduatnists 7,600 04
_E Biophysicists 962 +
8 Biochenists 5,625 03
-3 Adnunistrators —hospital and other health 12,000 06
e istitutions
@ Psychologists —chnical 5,888 03
g Optometnists 16,205 0.6
8 Pharmacists 92,233 4.5
ks Health education specialists 1,000 0.8
Zz Sanitary engineers 5,266 03
Q SUBTOTAL 495,791 244
Middle level
% Social workers, psychiatric 7,189 04
‘g Social workers, medical 4,467 02
Cog Cluropractors 13,853 07
é) @ Rehabilitation counselors 3,000 01
g Speech and hearing therapists 6,200 0.3
§ Samtarians 11,000 05
§ Industrial hygienists 1,300 01
,f::) Physical therapists 9,000 04
E Occupational therapists 8,000 04
Qg Other therapists 5,368 03
g Medical laboratory technologists-technicians 53,720 26
QE’ Dietstians and nutritionists 26,470 1.3
8 Medical record librarnans 8,000 04
8 Medical x-ray technicians 55,386 2.7
Dental laboratory techmicians 19,711 1.0
Opticians, lens grinders, and polishers 20,406 10
Nurses, professional 581,289 28.6
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TABLE 2
Estimated
employment

in health care
Jobs, by level
of Job content
and occupation,
1960

continued
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Employment
Health care job Number Percent
Dental hygiemists 9,855 05
Midwives 896 +
SUBTOTAL 845,510 415
Low level
Dental assistants, dental office 36,662 1.8
Medical office assistants 35,508 1.7
Medical record technicians 23,000 11
Practical nurses 207,966 102
Attendants, hospitals and other institutions 391,136 198
SUBTOTAL 694,272 34 1
TOTAL 2,085,573 1000

*Excludes psychiatrists and neurologists.
+ Less than 0.05.

SOURCE ]. H. Weiss, “A Job Classification for Health Manpower,” Health Services
Research, Spring 1968, pp. 48-64.

lower echelons of health manpower —chiefly in service occupations.
Notable exceptions are Japanese-Americans and Chinese-Americans
who have entered the higher ranks of the health professions to a
significant extent. Although more than 11 percent of the nation’s
population is black, less than 2 percent of American physicians
are black (21, pp. 1-2). In 1969, only 2.8 percent of all M.D. can-
didates were black (22, p. 1), and the majority of the black medical
students were enrolled at Howard University and Meharry Medical
College. Although 54 medical schools had special programs to re-
cruit black students, the programs were held back by lack of
adequate financial assistance for the students and by lack of funds
for special efforts to overcome the academic deficiencies of some of
these students (23, pp. 96-100). However, many of the leading
medical schools are vigorously recruiting extremely able black
students who are not in need of remedial academic programs.

The situation in dentistry is very similar. In 1965 less than 2 per-
cent of all dentists were black, and in 1969 only 2 percent of all
dental students were black. Only 21 of the 50 dental schools, other
than Howard and Meharry, had any black students, and most of
these had only one (24, p. 78).

The need to train more minority-group physicians and dentists
is crucial. They can play a leadership role in stimulating more
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emphasis on adequate health care services and health education for
minority groups, and they can undoubtedly relate to patients of
their own races more effectively than white practitioners.

Medical education is very costly for students, regardless of race.
They must meet tuition and subsistence expenses through, typically,
four years of undergraduate premedical education and four years
of M.D.-candidate education. Then, during the subsequent year of
internship and three to five years of residency, their earnings are far
less than these highly educated students would be capable of earn-
ing in regular jobs. Thus foregone earnings are high over a period
of some 12 to 14 years. In view of this, it is not surprising to find
that medical students are likely to come from families in the middle
and upper-middle income brackets. In 1967, 63 percent of all med-
ical students reported that they came from families with incomes of
$10,000 or more. Only 48 percent of all families with heads aged
45 to 54 —the age group in which medical students’ parents are
most likely to be found —reported that much income (25).

Dental education is about as costly as medical education but not
nearly as prolonged. Thus total costs and total foregone earnings
are considerably lower in the case of dental students.
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5. Lhe Future of Health (are

‘Delivery

Future changes in medical and dental education must be geared to
impending changes in patterns of health care delivery. Although
there is disagreement about the precise nature of the changes that
are likely to occur, there is agreement that change is inevitable and
imperative, and there is some consensus about its general outlines.

There will be a spread of prepaid group practice plans, such as
Kaiser-Permanente plans, Detroit’s Community Health Association,
New York’s Health Insurance Plan, the Group Health Cooperative
of Puget Sound, and others. The Kaiser plans encourage preventive
services by making a variety of them, including multiphasic
screening and regular, periodic physical examinations, readily avail-
able. Members are either not charged for office visits or, at most,
pay a nominal registration fee. There is a wide variety of specialists
on the Kaiser staffs so that members are assured prompt attention
by appropriate professionals. These physicians are all in group
practice and are not compensated on a fee-for-service basis (26).
Thus there are no incentives for excessive use of physician’s or
hospital services.

There will be much greater emphasis on achieving effective func-
tioning of true health care teams in which the physician or dentist
is at the center of the team and the work of allied health personnel
is subject either to his direct or indirect supervision.

There will be a shift to greater emphasis on care outside the
hospital in a wider variety of health care facilities than has been
available. Neighborhood health clinics, facilities for ambulatory
care of convalescing patients, and homemaker services to facilitate
care in the home are all needed. There has been an encouraging
beginning in the development of such facilities and services in the

31
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1960s, but the movement is in its infancy and requires rapid ex-
pansion.

Gradually we are likely to shift toward a situation in which health
care is a public utility. The government’s role in protecting the
health of the population will inevitably become broader in scope. In
an era of increasing concern for the environment, greater attention
will be paid to preventive epidemiology, population problems, con-
trol of water and air pollution, environmental sound levels, and re-
lated problems. As the trend toward a more comprehensive national
health insurance system continues, the federal government will
become increasingly concerned with adequacy and efficiency in the
delivery of health care, with terms and methods of payment, and
with the education and utilization of health manpower.

The rate of acquisition of new knowledge and technology in the
biomedical sciences will continue to be impressive. Progress in
diagnosis and therapy, involving increasingly complex facilities, as
well as trained technicians and retrained physicians, will continue
at a rapid rate. Perhaps the most important impact on the health
care system will come from more extensive use of computers and
automation techniques in institutional administration and patient
care facilities.

Information networks will make possible the transmission of
medical records for analysis and consultation without regard to
geographic location. New therapeutic techniques will require new
technologies, new kinds of trained personnel, and cooperation of
many individuals as a closely integrated unit. Organ transplanta-
tion has been the subject of great public interest in the last few
years, and intensive care units, hemodialysis, and high-intensity
radiation therapy will become increasingly common.

As a result of the tremendous progress that has been made in
overcoming and, in many cases, eliminating sources of acute illness,
concern has shifted to the prevention of disease, diagnosis and
treatment of degenerative diseases, and mental illness. Each of
these will be affected by major developments in the next few
decades.

The rate of advance of knowledge and technology is so rapid that
physicians and other health professionals must remain students
throughout their professional careers or face partial obsolescence in
five to ten years. Expanded continuing education programs for
physicians and other health workers, which are increasing in
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availability and quality, will be essential if optimum health care
is to be provided.

The education, service, and research functions of medical and den-
tal schools will become more effectively oriented to the shift from a
nonsystem to a system of health care delivery.
The nation’s goal should be adequate and effective health care for
the entire population, regardless of income. Many of the recom-
mendations that will be made in this report—for example, the
provision of 9 new university health science centers, the develop-
ment of about 126 area health education centers, and provision for
a national health service corps—should help to oveicome the
present maldistribution of health manpower. Physicians, dentists,
and allied health workers are likely to be attracted to areas where
there are well-developed area health education centers. Our pro-
posal, which calls for a broad geographic distribution of such
facilities, should go far toward achieving more equitable geographic
distribution of health manpower. Health personnel may be more
willing to practice in remote, rural areas if there is a health educa-
tion center within a reasonable distance. However, the full effect of
such centers in attracting health manpower will doubtless not be ex-
perienced until a national health insurance system, perhaps with
built-in features to provide special financial and nonfinancial in-
centives to health personnel for locating in remote areas, becomes
a reality. A national health service corps could also play a key
role in bringing health personnel to areas now poorly served.
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An extensive series of reports and special studies in recent years
have projected shortages of health care personnel, especially of
physicians (27, pp. 135-138; 11, vol. 2, p. 243; and 28, chap. 4).
Some observers, however, dispute the existence of a current or im-
pending shortage of physicians. They argue that the real problem is
the maldistribution and inefficient use of physicians. They also
argue that (1) the ratio of other health workers to doctors and
dentists is increasing rapidly, (2) the work of the health care team
will soon be far more effectively coordinated than at present, and
(3) physician’s associates and assistants with less prolonged train-
ing than the fully certified doctor now receives will increasingly
take over some of the physician’s duties so that his time will be
released for the use of his highest skills.

The Commission has carefully considered these arguments. It
agrees that these changes are occurring and will undoubtedly be
accelerated during the 1970s, but we do not believe they will take
place rapidly enough to rule out the probability of continuing
shortages throughout this decade. We fully support the efforts to
develop training programs for physician’s associates and assistants,
but these programs are just beginning and cannot possibly have
much impact on the shortage of physicians before the end of the
1970s. In addition, it is altogether unrealistic to suppose that
practicing physicians, especially those in the middle and older age
brackets, are going to change their patterns of practice or their
locale suddenly and drastically in order to overcome problems of
inefficient utilization and geographic maldistribution of physicians.
These problems will be overcome as more young doctors complete
their medical education, as financing mechanisms are designed to
overcome the shortages of health manpower in low-income areas,

35
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and as more vigorous efforts are made to achieve greater efficiency
in the use of health manpower.

Whether or not one accepts as accurate the estimate of a current
shortage of 50,000 physicians, cited by Dr. Egeberg, there is no
question, in our judgment, that an acute shortage exists. One indica-
tion of it is the uneven geographic distribution of physicians dis-
cussed earlier. Another takes the form of long waiting lines for
emergency services in hospital outpatient clinics. Another is the
very long working week of the typical physician—for all reporting
physicians, the median work week in 1968 was 60 hours (29, Table
MD-9). In addition, the presence of large numbers of foreign
medical graduates in the United States, especially among house
officers (interns and residents), indicates that we are not training
enough doctors.! In 1967 there were about 46,000 graduates of
foreign medical schools in the United States, representing about
15 percent of all physicians. Approximately 19,000 of these worked
in private practice, 14,000 as house officers, and nearly 9,000 as
full-time medical staff of hospitals.? In recent years, many of these
foreign graduates have come from relatively underdeveloped coun-
tries in which the quality of medical education is greatly inferior
to the best medical training available in this country.

Although pressure to discourage the employment of foreign
medical graduates from relatively underdeveloped countries may
increase, it does not appear likely that such pressure will soon
reverse the present trend toward increasing employment of physi-
cians from abroad, at least as long as shortages of doctors in the
United States continue. Yet it is widely regarded as an unsatis-
factory solution of the United States physician shortage and is
resented abroad as a “brain drain.” Looking toward the future, the
United States should become a net exporter of medical manpower,
as part of the effort to raise the quality of medical education and
medical care in underdeveloped countries. For similar reasons,
more emphasis in American health science centers on research on
diseases prevalent in underdeveloped countries is needed, and
foreign students should be encouraged to enter United States medi-

1'This is not to suggest that there is a clear-cut cause-and-effect relationship be-
tween the shortage of physicians in the United States and decisions of foreign
medical graduates to come here. Many are attracted by the quality of our intern-
ship and residency programs.

2The remaining foreign medical graduates were chiefly medical school faculty
members, administrators, or in research.
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cal schools or to come here temporarily for training at the house
officer stage, even if we eventually overcome the need to import
them on a permanent basis,

The shortage of student places in United States medical schools,
in relation to applicants, is such that the schools accepted only 52
percent of all applicants in 1967-68, and this ratio has not varied
greatly for a number of years (29). As a result, many students go
abroad for their medical education. About 11 percent of all Amer-
ican M.D. candidates attend foreign medical schools and, on their
return, are among the foreign medical graduates appointed as in-
terns and residents (although those who attend Canadian schools
are not classified as foreign medical graduates). Until the number of
entrant places in United States medical schools has expanded
sufficiently to permit acceptance of a considerably larger propor-
tion of applicants, medical students will continue to seek admission
to foreign medical schools.

For all these reasons, the Commission believes that strong
support must be given to expansion of the number of student places
for M.D. candidates in medical schools as well as to the newly
developing and innovative programs for the training of physician’s
associates and assistants. The great majority of experts on medical
education who have been consulted in the preparation of this report
agree.

On the whole, there is less evidence of a shortage of dentists than
of physicians, in relation to current demand. However, dentists are
unevenly distributed geographically (Chart 2), and unmet need is
particularly acute in low-income areas. But dentists’ hours of work
tend to be much shorter than physicians’ hours, averaging 43.2
hours a week in 1964 (30, p. 8). Moreover, very few foreign dental
school graduates are employed in United States dentistry.

As in the case of physicians, it is very difficult to estimate the
ratio of dentists to population that might be “adequate” in 1975 or
1980. Dentists’ productivity has been rising steadily and, in the
absence of an accelerated increase in the per capita demand for
services, one would expect the ratio to decline. But the per capita
demand for services may increase, not only because of the spread
of privately financed dental care plans, but also because of such
possibilities as a federal program to ensure dental services for
children or eventual inclusion of dental care in a national health
insurance system.

Existing projections of the demand for dentists are based on
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maintaining the existing ratio of dentists to population and take
no account of either an accelerated increase in demand, on the one
hand, or a change in the rate of increase of productivity on the
other (31). There has been an accelerated increase in dental school
places in recent years, and estimates provided by the Council on
Dental Education of the American Dental Association project an
increase from 4,430 dental school entrants in 1970-71 to 5,400 in
1980-81. These projections have been used in estimating the cost
of the federal aid to dental students and their institutions recom-
mended in this report. The Commission believes that at least the
expansion of dental school places indicated by these projections
is needed.

Dental education is considerably less prolonged than medical
education. Most dental schools require only two or three years of
college education as a prerequisite for entry, although the propor-
tion of entrants who have received a bachelor’s degree has been
growing and amounted to 59 percent of the total in 1968 (32, p. 16).
As compared with M.D.’s, relatively few dental students go on
beyond the four-year D.D.S.-candidate program to undertake ad-
vanced education in dentistry, but the proportion is increasing, and
in 1968-69 about 10 percent of all dental school students were
enrolled in advanced education courses (32, pp. 12 and 25).3

Despite the current progress in dental productivity, even more
rapid progress could be achieved through more extensive use of
dentist’s assistants and dental hygienists and through greater
emphasis on preventive programs. The view has been expressed
that “dentistry has an excellent chance of being the first health
profession to become truly preventive” (33, p. 9). Several other
countries, notably New Zealand, have achieved impressive results
through programs designed to ensure that all children receive
dental care (34).

The Commission believes that vigorous efforts should be made in
the 1970s to induce expansion of student places for M.D. and
D.D.S. candidates in university health science centers and that
these centers should also develop and expand programs for the
training of physician’s and dentist’s associates and assistants.
The armed services have effectively used practically trained
physician’s assistants —the medical corpsmen, and there is growing
interest in the development of programs for the education of phy-

3 The data do not include students in dental hygienist, dental assistant, and con-
tinuing education courses.
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sician’s associates and assistants in civilian life. A program for the
training of physician’s assistants at Duke University Medical Cen-
ter has been underway for five years. Its students are recruited from
those with previous health care experience, either as medical corps-
men or in civilian life as practical nurses. The course is two years
in length and leads to a certificate (35, p. 151). For the last several
years the University of Colorado School of Medicine has had a
pediatric nurse practitioner education program and is now training
at the bachelor’s and master’s level a new kind of pediatrics asso-
ciate (36). Pediatrics lends itself particularly well to the use of
associates, since so much of pediatric practice consists of routine
checkups and treatment of minor illnesses.

Also of great interest is the Medex program at the University of
Washington School of Medicine—a program specifically designed
to take advantage of the training and experience of ex-military
corpsmen, who are given three months of training at the medical
school, followed by a year of preceptorship (a kind of apprentice-
ship) as assistant to a physician. The program is funded on a re-
search and demonstration basis by the National Center for Health
Services Research and Development (NCHSRD), and several repli-
cations at other institutions are now being supported. However,
the Center cannot provide training funds as such because funds
available for health manpower training are limited to specified
occupational categories. The NCHSRD regards the Medex program
as a promising model for the training of physician’s assistants and
estimates that, from about 30,000 corpsmen discharged each year,
of whom about 10 percent are qualified at the independent-duty
level of responsibility, and also from previously discharged corps-
men, approximately 3,000 independent-duty ex-corpsmen a year
could be recruited for Medex programs (37 and 38).

There are now more than 40 programs for the training of phy-
sician’s assistants and similar types of auxiliary personnel, while 66
programs for the training of pediatric nurse practitioners are in
operation or in some stage of development. The majority of these
programs are of very recent origin and are in comprehensive col-
leges or community colleges, but, according to the head of the health
services manpower section of NCHSRD (38):

Because of the especially close and personal relationship of this mid-level
worker to the physician, we are loath to see the rapid proliferation of this
type of training outside of substantial medical centers, with the exception of
the preceptorship training which we believe can best be given by the phy-
sician who will ultimately employ him.
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Programs such as these are clearly in an experimental stage, as
NCHSRD recognizes, but their graduates are in great demand, and
they offer promise as a way of augmenting the supply of medical
personnel, especially in small towns and rural areas, where the sup-
ply of general practitioners has been declining sharply as older men
die and young doctors do not appear to take their places.

In 1968-69, 259 dental assistants were being trained in dental
schools (32, p. 12). D.D.S. candidates are trained to work with
them in dental school, with the result that when dentists enter prac-
tice they have experience in the most effective ways of using assis-
tants. This type of experience should also be part of the M.D.’s
education.

There is also considerable interest among medical educators in
greater emphasis on the training of primary or family physicians,
but many educators believe that the predominant trend will con-
tinue to be toward the provision of primary physician care by in-
ternists, pediatricians, and obstetricians. In line with this develop-
ment, there should be increased emphasis, eventually encompas-
sing all medical schools, on training associates and assistants for
these three groups of specialists. But we also recognize that other
types of allied health personnel not now envisioned may be devel-
oped and that the shape of medical health teams in the 1980s and
the 1990s cannot be reliably predicted today. Meanwhile, as the
Thirty-seventh American Assembly pointed out, there is an urgent
need for modifications of licensing and legal liability provisions to
permit effective utilization of physician’s associates and assistants
“while assuring quality of services” (39, p. 6).

There is also a need for more dental schools to experiment with
and develop programs for the education of dentist’s associates and
to expand their existing programs for dental assistants. As we move
toward provision of dental care on an insured basis, dentists will
be hard pressed to meet the increased demand, and many more
dentists are likely to seek the services of dentist’s assistants and
dental hygienists. Although many dentists use such assistants,
the overall ratio of assistants to dentists in dental offices was only
1.35 per dentist in 1965 (30).

The Office of Health Planning of the University of California has
prepared for the Carnegie Commission a number of alternative
projections of the increase in the number of physicians per 100,000
population to the year 2002, based on differing assumptions with
respect to the annual increase in the number of entrants to United
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States medical schools. Three of these projections are included in
Table 3.4

In view of the comparative stability of the physician-population
ratio prior to the 1960s, the rapid increase in this ratio indicated by
all these projections may seem surprising. There are two main
reasons for it: (1) as the number of medical school graduates in-
creases to a level well beyond that prevailing in the recent past, the
number of graduates will exceed by large margins the number of
physicians dying or retiring, and (2) the population is not expected
to increase as rapidly in the next three decades as in the 20 years or
so following World War II.

The Commission believes that projection C is based on an at-
tainable and desirable estimate of the annual increase in the num-
ber of medical school places to about 1978. In fact, progress has
been so rapid in the last few years that the number of entrants
in the fall of 1970 is likely to exceed the 10,800 indicated by projec-
tion C.

Whether the number of medical school entrants should be ex-
panded after 1978 is a question that cannot be answered at the
present time, since it is impossible to predict the number of M.D.’s
per 100,000 population that will be “adequate” in relation to the
very different supply and demand situation which may prevail in
the 1980s. On the one hand, we expect the increase in demand to
rise sharply, particularly if a national health insurance system
becomes effective. On the other hand, physician productivity may
rise at an accelerated rate in the 1970s as increasing use is made
of various substitutes for physicians. The net effect of these oppos-
ing trends in the next decade cannot be reliably predicted. Toward
the end of the 1970s, the question of any additional increases in
medical school entering places should be reappraised.

It is sometimes noted that the ratio of physicians to population in
the United States is higher than in many other countries, including
some that have a superior ranking in terms of life expectancy or in-
fant mortality, and that the ratios indicated by the projections in
Table 2 for 1977 or 1982 might well prove to be excessive. How-
ever, it must be kept in mind that the proportion of physicians en-

4 A monograph providing a detailed explanation of the methodology of these
projections, prepared under the direction of Dr. Mark S. Blumberg, formerly
Director of Health Planning, University of California, will be issued by the
Carnegie Commission. It should be noted that the definition of physicians used

in preparing the projections differs from the definition (all nonfederal physi-
cians) in Chart 2.
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TABLE 3 Projecti of ber of physicians per 100,000 population, based on three altarnative
projections of number of medical school entrants, Unjted States, 1967-2002

Actve physicians (M D. and D O )

Medical school entrants* per 100,000 populationt

Year A B C A B C
1967 9,479 9,479 9,479 146 8 146 8 146 8
1968 9,863 9,863 9,863

1969 10,200 10,200 10,200

1970 10,800 10,800 10,800

1971 11,400 11,400 11,400

1972 12,000 12,000 12,000 153.9 1639 163 9
1973 12,500 12,500 12,900

1974 13,000 13,000 13,800

1975 13,5600 13,500 14,700

1976 14,000 14,000 15,300

1977 14,500 14,500 16,900 161.4 161.4 161.4
1978 15,000 15,000 16,400

1979 15,000 15,500 16,800

1980 15,000 16,000 17,100

1982 15,000 16,000 17,700 168 8 168.9 171.3
1987 15,000 16,000 19,200 175.3 1770 182 1
1992 15,000 16,000 20,400 1807 184.3 194.2
1997 15,000 16,000 21,400 183 4 188 5 2050
2002 15,000 16,000 21,600 1858 192 4 216 4

*Excludes entrants to osteopathic medical schools.

+ Assumes 13,000 foreign medical school graduates will permanently enter the United States between
1968 and 1977, but none will enter permanently thereafter. Excluded from the data are 10,500 foreign
medical graduates 1n the United States 1n 1967 who were judged to be here temporarily However, some
temporary foreign medical school graduates are assumed to be 1n the United States in all subsequent
years, although they are not included in the ratios above.

SOURCE  Office of Health Planning, University of Califorma

gaged part-time or full-time in research and the proportion in mili-
tary service outside national boundaries are undoubtedly higher for
the United States than for most other countries.5

It is extremely difficult to predict the rate of increase of physi-
cian’s and dentist’s associates and assistants likely to be trained in
university health science centers. For purposes of estimating the

SRecent comparative data indicate that eight countries —Australia, Austria,
Czechoslovakia, Denmark, West Germany, Hungary, Israel, and the U.S.S.R.—
had higher ratios of physicians to population than the United States (2, pp.
857-858).
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cost of federal aid which we recommend for such programs, we
project a gradual rise from about 500 students in 1970-71 to 3,500
in 1979-80. This projection could turn out to be excessively op-
timistic or seriously deficient, depending on the speed with which
university health science centers develop such programs and the
extent of aid available from federal and other sources. Despite the
previously mentioned NCHSRD estimate that 3,000 independent-
duty ex-corpsmen a year could be recruited for Medex programs,
we do not believe it is realistic to predict that university health
science centers will develop and expand programs rapidly enough to
absorb such large numbers of ex-corpsmen for some time to come.

The acceleration in the increase of entrant places in both medical
and dental schools in recent years has clearly been stimulated in
large part by increased federal aid, especially in the form of con-
struction grants. Similarly, much of the projected expansion for the
1970s is dependent on federal construction funds and will not be
forthcoming in the absence of adequate appropriations. Recently,
the appropriations have fallen considerably below amounts author-
ized by Congress.

The Commission believes that the number of medical school
entrants or their equivalent should be increased from the 10,800
estimated for 1970-71 to about 15,300 by 1976 and to about
16,400 by 1978. The desired increase of 5,600 new places—52
percent— for medical school entrants by 1978 can be achieved in
three ways:

If all existing medical schools shifted from four- to three-year pro-
grams between the B.A. and M.D. degrees by 1973-74, as sug-
gested subsequently in this report, the estimated number of places
for new students could be increased, without incurring construc-
tion costs, by about 4,500 more entrants by 1976-77 —31 percent
more than estimated for the latter year.

Existing schools can also add new places by physical expansion.
The smaller and developing schools in particular may be expected
to increase their average class size to at least 100 and, in some
cases, to 200 or more. With physical expansion of present schools,
places for new entrants could easily be increased by at least 8 to
13 percent, and potentially by much more.

Establishment of nine recommended new schools will provide
perhaps 900 to 1,350 new places for entrants, an additional in-
crease of 8 to 13 percent.
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Thus acceleration of instruction and physical expansion of existing
and developing schools can increase new places by 39 to 43 percent,
and new schools can provide the balance in realizing a 52 percent
increase in new places for medical school entrants. Some experts
argue that expansion should be confined to existing medical
schools —on the ground that expanding existing institutions is less
costly than building new ones. However, the statistical evidence
does not altogether support this view, since expansion of existing
schools has frequently required the replacement of old, outmoded
buildings at high cost. Moreover, the Commission believes that new
university health science centers are needed to achieve adequate
geographic distribution of such facilities. The case for broad geo-
graphic distribution rests primarily on the role we envisage for uni-
versity health science centers in improving the quality of health
care in the areas in which they are located. They will play an impor-
tant role in augmenting the supply of health manpower in their
areas, in part through their power to attract house officers (interns
and residents) who are likely to practice there later, and in part
through the role we believe they should play in stimulating and
guiding the training of allied health personnel in nearby compre-
hensive colleges, community colleges, and high schools. However,
in view of the interstate mobility of medical school graduates,
broad geographic distribution of M.D.-candidate education may not
in itself lead to a more even geographic distribution of physicians
per capita. Financial and nonfinancial incentives to encourage
physicians to practice in deficit areas are also likely to be needed.

The American Medical Association and the Association of Ameri-
can Medical Colleges have also called for rapid expansion of medi-
cal school entrant places and have been helpful in providing the
Carnegie Commission with recent unpublished data on medical
school expansion. The joint AMA-AAMC statements on health
manpower of March 5, 1968, and April 16, 1968, are included in
Appendix A.

The Commission recommends that the number of medical school
entrants should be increased to 15,300 by 1976 and to 16,400 by
1978. Toward the end of the 1970s, the question of whether the
number of entrant places should continue to be increased will need
to be reappraised. The expansion in the number of medical school

entrants should be accomplished through an average expansion of

about 39 to 44 percent in existing and developing schools by 1978,

with nine new schools accounting for about 900 to 1,350 entrant
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places, adding another 8 to 13 percent. The number of dental school
entrants should be increased at least to 5,000 by 1976 and to 5,400
by 1980.

We also recommend that all university health science centers
consider the development of programs for the training of physi-

cian’s and dentist’s associates and assistants, where they do not

exist, and that, wherever feasible, such programs be initiated forth-

with. The Commission recommends, also, that in developing their

plans for expansion, university health science centers should adopt

programs designed to recruit more women and members of minority
groups as medical and dental students.

In addition, the Commission recommends the conversion of
schools of osteopathy to schools of medicine, wherever feasible.

The Commission believes that university health science centers
should be responsible for the education of health care personnel
and for cooperation with other community agencies in improving
the organization of health care delivery. These centers should
cooperate with comprehensive colleges, community colleges, and
high schools in planning and evaluating training programs for
allied health workers who will be educated in these institutions.
An important function of the university health science centers, in
cooperation with professional associations in their areas, should be
continuing education for all health manpower occupations.

All university health science centers need not conform to a single
model. Some will continue to be leading centers for biomedical
research, but even though every center needs a research program to
fulfill its educational function, not all of them should seek to de-
velop extensive research programs. Medical and dental students do
need to understand research procedures and methods, however,
so that they will be prepared as practitioners to interpret reports
on new research and so that they will have a thorough understand-
ing of the contributions of research (as well as an understanding
of its limitations) to improved practice.

Some university health science centers, like Case Western Re-
serve, will be leaders in curriculum reform and innovation (40).
Others, like Harvard and Johns Hopkins (which are also leaders in
research), will develop community experiments in health care
delivery and financing systems. But all will need to broaden their
faculties to include social scientists who have the training to analyze
the social and economic aspects of medical and dental care.

Both the education and research programs of medical and dental
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schools need to be broadened to include concern with needed im-
provements in health care delivery and with changes occurring in
patterns of health care—such as group practice and prepaid health
plans. This will require closer relationships between the health
science centers and social science departments on main university
campuses as well as with organizations and individuals in local
communities.

Many of the most important innovations in the delivery of health
care have been developed outside the universities by such agencies
as the Kaiser Foundation on the West Coast, the Health Insurance
Plan of Greater New York, and similar organizations. Closer rela-
tionships between university health science centers and these or-
ganizations would be highly desirable. Indeed, it is highly important
that a genuine two-way relationship develop between university
science centers and the communities adjacent to them. The health
science centers can be a significant influence for improving the
quality of health care and health manpower education in an area but
should also be responsive to ideas and suggestions developed by
community groups.

In the past, university health science centers and their parent uni-
versities have not considered improvement of the quality of health
care in their areas as primary goals. We are pleased to note that
several medical schools have recently taken important steps in this
direction. America’s land-grant institutions have been responsible
for remarkable advances in agriculture and the quality of rural
life. Although they now tend to be philosophically remote from such
a concept, university health science centers could well play a similar
role in urban life. Social concern, especially among students, favors
this attitude, so the time may be right for university health science
centers to meet the challenges of helping communities develop
model health care systems throughout the nation.

Every health science center should encompass university activi-
ties related to the education of physicians, dentists, and other health
professions. It should be capable of handling the most complex and
sophisticated medical problems. It should serve as the coordinating
hub and reservoir of expertise for a system of institutions that may
include area health centers, neighborhood health centers, rural
clinics, hospitals, group practice organizations, and medical
societies.

Although teaching hospitals affiliated with university health
science centers will perform important activities of the centers,

(
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there is no need for a teaching hospital to be owned by a health
science center. In fact, a center that is not involved in the complex
problems of owning a teaching hospital will have advantages over
those that do.

The Commission recommends that university health science centers
should be responsible, in their respective geographic areas, for

coordinating the education of health care personnel and for coopera-

tion with other community agencies in improving the organization

of health care delivery. Their educational and research programs
should become more concerned with problems of health care deliv-

ery and the social and economic environment of health care. All

new medical and dental schools should be parts of university health

science centers, and, wherever feasible, existing separate medical

and dental schools should likewise become parts of university

ACCELERA-

health science centers.

Many experts on medical and dental education believe that the
entire period of education, especially for the medical students, is
much too long. It is costly for the students, costly for the schools,
and costly for agencies that provide student support.

The Commission believes that acceleration efforts are essential
and structures its recommendations for federal aid in this report to
stimulate it in medical and dental education. At the same time, we
believe that a broad liberal arts education is essential for profes-
sionals in the health field and do not favor acceleration at the ex-
pense of an adequate liberal arts background. Consideration should
be given, however, to the fact that students typically enter college
today with more high school preparation in the humanities and the
social sciences than was true several decades ago. They are also
exposed to television and other communications media from an
early age and tend to be far more aware of social, political, and
economic problems than was formerly the case.

There are a number of ways in which the length of medical educa-
tion could be reduced. These include: (1) straightforward revision of
the curriculum for M.D. and D.D.S. candidates so that the required
courses could be completed in a three-year period; (2) provisions
for advanced standing for students entering with extensive pre-
medical or predental preparation; (3) providing instruction for M.D.
and D.D.S. candidates during all or part of the summer; (4) reduc-
ing the total number of years required for premedical and medical
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education combined or for predental and dental education com-
bined; and (5) eliminating the internship year, which is now indis-
tinguishable from a residency year, since it also involves specializa-
tion. The American Medical Association approved elimination of
the internship in June, 1970. Effective July 1, 1975, no internship
will be approved unless it is integrated with a residency.

If all medical schools were to move from a four-year to a three-
year program between the baccalaureate and M.D. degrees, the
size of each class could be increased by nearly one-third without
increasing the total number of students enrolled at any one moment
of time and without requiring additional physical facilities. Since
the training would be more intensive, additional faculty members
would still be required, but substantial savings would nevertheless
be possible. Nearly two-thirds of the construction costs needed to
achieve a 52 percent increase in new student places if the four-year
programs were continued would be saved by program acceleration.
There might also be savings of up to one-third in operating ex-
penses. Institutional cost per students would decrease by about
one-third, and a similar reduction in the total amount needed for
student assistance would be possible. Clearly, also, the students’
loss of foregone earnings would be reduced, and the supply of
physicians and dentists could be increased more rapidly if the total
duration of the students’ education could be reduced.

Savings may also be realized by accelerating programs during the
residency period, but they will not be as dramatic as those effected
in the years between the B.A. and M.D. and D.D.S. degrees.

Accelerated programs of medical education are in effect at Case
Western Reserve, the University of Minnesota, the University of
Nebraska, the Medical College of Ohio (Toledo), Ohio State,
Temple, the University of Texas (Galveston), and the University of
Washington. Dartmouth and Michigan State are shifting from a
two-year program, after which a student has been obliged to trans-
fer to a four-year medical school, to a program in which an M.D. can
be obtained in three years. At Stanford, where the curriculum is in-
dividualized and highly flexible, it is possible for a student to grad-
uate in considerably less time than the conventional four years.
Yale also has an individualized and flexible curriculum. The Cali-
fornia College of Medicine at the University of California, Irvine,
is one of three medical schools now beginning freshmen classes in
July, rather than September, in order to accelerate the medical
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training program. Other acceleration programs are under considera-
tion.

A proposal for pronounced acceleration has been developed at the
University of Michigan but not as yet adopted. Premedical and
medical education would be treated as an integrated unit, with a
substantial reduction in the number of years required to obtain both
the baccalaureate and M.D. degrees. Students completing the first
few years of the program would have the option of shifting to one
of a number of biological fields rather than going on to the clinical
portion of the program (41).

The Commission recommends that all universities with health
science centers develop plans for accelerating premedical and medi-
cal education. The Commission also recommends that plans be
developed for shortening the total duration of predental and dental
education where it is unnecessarily prolonged. We particularly favor
a program calling for three years (instead of four) after the B.A. to
obtain the M.D. or D.D.S. and a three-year residency (instead of the
typical four years of internship and residency).

A number of universities have adopted or are developing plans for
restructuring preprofessional and professional education in the
health sciences. The plans differ somewhat in their objectives, but
several of them would result in acceleration of premedical and medi-
cal education as well as in consolidation of all instruction in the
basic sciences on main university campuses.

The Michigan proposal, discussed above, emphasizes integration
of the premedical and medical curricula along with a sharp reduc-
tion in the total duration of premedical and medical education.

Harvard and the Massachusetts Institute of Technology are con-
sidering a proposal for a joint Harvard-M.L.T. School of Health
Sciences and Technology, offering a program emphasizing courses
in human biology and leading to a master’s degree. Graduates
would be qualified to enter medical school or to go on for a Ph.D. in
the biological sciences, in the natural sciences, or in engineering as
these subjects relate to biology, or in the social sciences as they re-
late to health, and to enter appropriate levels of teaching (42).

The Illinois Board of Higher Education recently approved a plan
for reorganization of the College of Medicine at the University of
Illinois, which, among other changes, would establish two types of
schools: (1) schools of basic medical sciences at the Medical Center
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campus in Chicago and at the university’s Urbana-Champaign
campus and (2) schools of clinical medicine. The schools of basic
medical sciences will promote basic knowledge and understanding
of sciences relevant to preparation for careers in dentistry, medi-
cine, nursing, pharmacy, and associated medical fields. It is antici-
pated that the typical basic science curriculum for medical students
will be one year in duration.

The schools of clinical medicine would offer students transferring
from the basic science schools a three-year curriculum to complete
the work for the M.D. degree (43). One of the clinical schools would
include the regular faculty and clinical departments of the present
College of Medicine based at the University of Illinois hospital in
Chicago. Thus the structure of medical education would resemble
that in Britain, where instruction in the basic sciences is given at
Oxford, Cambridge, and other universities, followed by clinical in-
struction in hospitals in London and elsewhere. Plans are being
developed for the establishment of a second school of clinical medi-
cine in the Chicago area. Additional clinical schools in Peoria and
Rockford are now in the development stage (Appendix B, Table 1).

A somewhat similar plan has been in effect at Indiana University
for some time.

These plans, in differing ways, involve integration of instruction
in the basic sciences in a program which could lead to entry into
medical school for clinical instruction in what has conventionally
been the second or third year of the M.D. candidate’s education or
could lead to work for the Ph.D. in biological or other sciences re-
lated to health. The Michigan proposal would treat premedical and
medical education as an integrated curriculum.

At the University of California School of Medicine, San Diego,
the academic master plan allocates some medical school faculty
positions to other campus departments for individuals whose
scientific interests are related to medicine and human biology.
These departments occupy space in the School of Medicine and in
return accept teaching responsibilities within the medical curric-
ulum. The curriculum is divided roughly into the first, or basic
sciences, year; the second, or medical sciences, year; the third, or
clinical sciences, year; and a fourth year of electives. But integra-
tion of instruction in the basic and clinical sciences is sought by
including clinical correlatives in the first two years and basic sci-
ence correlatives in the last two years (44, p. 64).

An obvious advantage of shifting instruction in the basic sciences
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out of the medical schools and on to main university campuses is
the probable increase in overall student-faculty ratios in premedical
and medical education in the basic sciences that would result. Medi-
cal schools tend to have very low student-faculty ratios, averaging
3.9 students per full-time faculty member in 1968, if all M.D. can-
didates and postgraduate medical students are included, and 1.6
students per full-time faculty member if only M.D. candidates are
included (45, pp. 1558 and 1561). These ratios may be compared
with an overall ratio for higher education of about 13 full-time-
equivalent students per full-time-equivalent faculty member, but it
must be kept in mind that the overall ratio includes community
colleges, where faculty members are not engaged in research. In
universities, and especially in medical schools, many faculty mem-
bers spend a good deal of time on research. The ratio of graduate
students to faculty in universities generally would be more nearly
6or 8tol.

Objections have been raised to some of these proposals on the
ground that they would conflict with a trend toward integration of
instruction in the basic and clinical sciences and would not meet the
strong desire of many medical and dental students for contact with
patients early in their medical or dental education. However, if
the plan involves integration of preprofessional and professional
education, with an appreciable shortening of the period preceding
clinical instruction, this objection is less valid. It would also appear
to be less valid if the basic sciences program involves emphasis on
human biology, as in the Harvard-M.L.T. proposal. In addition,
opportunities can be created for early clinical experience through
part-time or summer jobs for medical and premedical students in
university health science centers and area health education centers.

However, in view of the various conflicting considerations, some
universities are considering experimenting with variations of this
type of change. The Johns Hopkins School of Medicine, for example,
is giving consideration to transferring some, but not all, of the
training in the basic sciences to the main university campus.

Also under consideration at Hopkins is the “possibility of creat-
ing a College of Medical Sciences that would take in at an earlier
age all those interested in the health sciences. A broadly oriented
core base of varying complexity and subsequent multiple-track
options would allow final differentiation of nurses, radiobiologists,
research scientists, and physicians” (46, pp. 32-33). This general
concept is receiving increasing attention and needs more emphasis
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in the health manpower curricula of comprehensive colleges and
community colleges as well as in universities. Among other things,
it might help to reverse the current trend toward proliferation of
professional health workers’ associations defined, like the tradi-
tional craft unions, on a narrow specialty basis.

The Commission believes, also, that as medical and dental curric-
ula are reformed and accelerated, there is a strong case for award-
ing a master’s degree at an appropriate stage, probably following
completion of the basic science curriculum, as proposed for Har-
vard and MIT.

However, the student who receives a master’s degree or com-
pletes the program at an existing two-year medical school, such as
the schools at Brown University and the University of Hawaii,
sometimes has difficulty in being admitted to another medical
school to complete his M.D.-candidate program. The Commission
believes that such two-year schools should be converted to provide
full M.D.-candidate education as soon as possible and that no new
two-year medical schools should be established unless they lead
on to M.D.-candidate education within the same university system.

In connection with the integration of university curricula in the
health sciences, the Commission also believes that new schools of
public health should be parts of university health science centers
and that existing schools of public health should become parts of
health science centers wherever feasible. With their emphasis on the
prevention of disease, public health programs would contribute to
greater emphasis on prevention within the health science centers.

The Commission recommends that all universities with health
science centers, and especially those developing new centers, con-
sider plans for (1) greater integration of preprofessional and profes-
sional curricula, (2) increasing the student’s options so that basic
training in health-related sciences can lead on to training for a
variety of health-related professions as well as medicine and den-
tistry, (3) awarding a master’s degree at the end of this basic train-
ing period, and (4) integrating instruction in the basic sciences on
main university campuses if this can be accomplished without
major costs associated with the shift, without interfering with in-
tegration of basic science and clinical science instruction, and with-
out delaying the opportunities for students to have early contact
with patients.

In addition, the Commission recommends that existing two-year
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medical schools that do not lead on to M.D.-candidate education
within the same university system be converted to provide full
M.D.-candidate education as soon as possible and that no new
two-year schools of this type be established.

The Commission also recommends that new public health
schools be made parts of university health science centers and that
existing public health schools become parts of such centers as soon
as possible.

The Commission recommends that new university health science
centers consider providing clinical instruction in selected hospitals
on the British model.

The Commission believes that many of the reforms in medical and
dental education increasingly being sought by students deserve
serious consideration. Students are calling for more flexible ad-
mission standards to bring in applicants with varied educational
and cultural backgrounds. They want students to be represented on
admissions committees and to be given more opportunities than
they now have to influence the curriculum. They believe that a
larger proportion of the curriculum should be elective and that
there should be more chance for independent study activities and
individualized instruction. And, as previously mentioned, they are
calling for early contact with patients and for more carefully inte-
grated relationships between basic science and clinical instruction
so that abstract parts of the curriculum become more meaningful in
relation to the treatment of individual patients. They seek less
compartmentalized instruction and more emphasis on comprehen-
sive medicine, with the patient viewed as an individual in a family
and in an environmental situation that may have an important
bearing on his condition.

In addition, the Commission believes that medical students
should be given more training than they now receive in the problem
of alcoholism and in the growing problem of drug addiction.

The Commission also believes that, along with abolition of the
internship, as already suggested, many changes are needed in grad-
uate medical education. The deficiencies in residency training were
clearly identified in the report of the Citizens Commission on
Graduate Medical Education, which stressed among other things
the need for (1) a more carefully integrated program for the resident,
(2) responsibility of the entire faculty, rather than of individual
departments, for continuous planning and evaluation of residency
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programs, and (3) the establishment of a permanent commission
on graduate medical education for the purpose of planning, co-
ordinating, and periodically reviewing standards for graduate
medical education (47). There is also a need for providing a broader
educational experience for the resident. In the teaching hospital,
he tends to see acutely ill individuals, frequently with unusual
conditions. He also needs experience that would come from periods
spent in community hospitals, neighborhood clinics, convalescent
facilities, and, where feasible, in doctors’ offices.

The Commission recommends that all university health science
centers give serious consideration to curriculum reforms. Their
admission policies should be made more flexible and their programs
more responsive to the expressed needs of students. Greater em-
phasis should be placed on comprehensive medicine in both the
M.D.-candidate program and in graduate medical education. In all
phases of medical and dental education, including residency pro-
grams, there should be more careful integration of abstract theory
and clinical experience. Residency programs should be planned and
reviewed by the entire faculty, and residency training should in-
clude experience in community hospitals, neighborhood clinics,
and other facilities, as well as in teaching hospitals.

The Commission believes that there should be a university health
science center in every metropolitan area with a population of
350,000 or more, except for those areas which can benefit from the
impact of centers that already exist in other geographically con-
venient communities. The Commission has identified eight metro-
politan areas of at least this size and an additional metropolitan
area, Duluth-Superior, with a population falling somewhat below
350,000, in which we believe university health science centers
should be established (Table 4). Duluth-Superior is located so far
away from the nearest medical school (in Minneapolis-St. Paul)
that its needs cannot be adequately served without a university
health science center of its own. Moreover, a university health
science center in the Duluth-Superior area would serve large parts
of northern Minnesota, Wisconsin, and Michigan.

Not included in Table 4 are 27 communities, many of them with
a population of 350,000 or more, that have medical schools in the
development stage. These developing schools are included, along
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TABLE 4

.\ Carnegle Estimated Percentage
A Commission population, mmcerease in
u lg""’s"f"l: "7:1‘; July 1, 1967 population,
:J:;:;’; e::ers Standard metropolitan area (in thousands) 1960-1967
by 1980 (not  Phoenmix, Anizona 859 295
including
medical schools  Norfolk-Portsmouth, Virgimia 646 1.7
in devel t
" eva,-,?p,';;z) Springfield-Chicopee-Holyoke, Mass.* 557 4.6
Jacksonuville, Flonda 505 108
Wilmington, Del.-N.J.-Md. 481 16.0
Tulsa, Oklahoma 451 78
Fresno, California 416 136
Wichita, Kansas 396 37
Duluth-Superior, Minn.-Wis. 273 —14

*Metropolitan state economic area.

SOURCE U.S. Bureau of the Census, Current Population Survey Population
Estimates, ser P-25, no. 411, Washington, D.C., 1968; and American Medical
Association, Medical Education 1n the United States, 1968-1969, Chicago, 1969
Information on medical schools that have begun development since publication of
the latter volume has been supplied by the Council on Medical Education of the
AMA.

with existing university health science centers and recommended
new health science centers, on Map 1 and in Appendix B, Table 1.

The Commission recognizes that plans are being formulated for
new medical schools in some of the communities in Table 4 as well
as in other communities not included. However, we believe that,

‘ for communities with populations below 350,000, the area health
education centers suggested in the following section would be a
more appropriate solution.

The Commission also recognizes that local initiative is desirable,
and usually essential, in planning for a new university health
science center. In the absence of local initiative, it may be diffi-
cult to develop centers in the nine communities we have identified.

The Commission recommends the development of nine new univer-
sity health science centers.

Tg'l:i :géf In some parts of the country the distances between university health
HEALTH Science centers are likely to be very great, as in the sparsely popu-
EDUCATION  |5ted mountain states. Elsewhere, concentration of people in con-

CENTERS
gested urban areas would overwhelm the facilities of even the larg-
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est health science center. In both types of areas there should be
“area health education centers,” which would provide facilities
for patient care, often on a referral basis from surrounding areas;
educational programs for house officers and, to some extent, for
M.D. candidates who could rotate through an area health education
center from a university health science center; clinical experience
for allied health students; and continuing education programs for
health manpower.

These area health education centers, in essence, would be satel-
lites of the university health science centers and would be visited
on a regular basis by the faculty of the health science centers with
which they were affiliated. Their educational programs would be
developed and supervised by the health science faculty, and their
patient care functions would rely on the expertise of the health
science center personnel. The area centers in turn would provide
assistance and counsel to the community and neighborhood health
care facilities, including the private practitioner.

There are examples of existing institutions, including the Mary
I. Bassett Hospital in Cooperstown, New York, which are serving
such functions in their areas. In a somewhat different category is
the Mayo Clinic in Rochester, Minnesota, if only because its reputa-
tion is such as to draw referral patients from all over the country. It
trains about 700 residents in every specialty, is affiliated with the
University of Minnesota Medical Center, and is developing plans
for an M.D.-candidate program.

There are other examples of cooperative efforts to raise the qual-
ity of care in areas remote from university health science centers.
These include Bingham Associates, centered in Boston, but carrying
out field work throughout Maine; the Duke Foundation, which has
funded a program to improve the quality of care in rural hospitals
in North Carolina and South Carolina for 35 to 40 years; and a
system of cooperative hospitals in the state of Wisconsin.

The nucleus of an area health education center would be a hos-
pital, usually a community hospital, but perhaps in some cases a
Veterans’ Administration hospital. The house officers at the hos-
pital would receive instruction from the faculty of the medical
school with which the center was affiliated, in most cases on a
visiting basis, but there would be a need for a small group of faculty
members permanently located in the center to plan and administer
both the educational programs for the house officers and continuing
education programs for physicians and other health workers in the
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surrounding area. M.D. and D.D.S. candidates would receive part
of their clinical instruction in such centers on a rotating basis.
Within the hospital, or adjacent to it, there would have to be office
space for faculty members and other administrators of the educa-
tional programs as well as classrooms. Like the university health
science centers, the area centers should cooperate with comprehen-
sive colleges and community colleges in the area in planning curric-
ula for allied health workers.

The functions of area health education centers would be as
follows:

To maintain a community hospital of outstanding quality, many
of whose patients would be admitted on a referral basis from
smaller communities in the surrounding area

To conduct educational programs under the supervision of the
faculty of the university health science center with which the area’
center is affiliated

To have these educational programs include
a Residency programs

Clinical instruction for M.D. candidates and D.D.S. candidates
who would come there from the university health science center
on a rotating basis

¢ Clinical experience for students in allied health programs

d Continuing education programs for health manpower in the
area, conducted in cooperation with local professional asso-
ciations

To provide guidance to comprehensive colleges and community
colleges in the area in the development of training programs for
allied health professions

To cooperate with hospitals and community agencies in the plan-
ning and development of more effective health care delivery systems

To conduct limited research programs concerned primarily with
the evaluation of health care delivery systems

In some of the sparsely settled states, area health education
centers would have to be affiliated with university health science
centers in neighboring states with larger populations. These ar-
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rangements should be worked out on a regional basis, as suggested
below in the section on regional planning.

The Commission recommends the development of area health edu-
cation centers in areas at some distance from university health
science centers which do not have sufficiently large populations
to support university health science centers of their own, and in a
few metropolitan areas needing additional training facilities but
not full health science centers. These area centers would be affili-
ated with the nearest appropriate university health science center
and would perform somewhat the same functions recommended
for university health science centers, except that the education of
M.D. and D.D.S. candidates would be restricted to a limited
amount of clinical education on a rotational basis, and research
programs would be largely restricted to the evaluation of local
experiments in health care delivery systems.

In developing its suggestions for the location of area health educa-
tion centers, the Commission has carefully considered the following
criteria: (1) distance from an existing university health science
center, a developing center, or a recommended new health science
center; (2) the population of the community and its surrounding
area; and (3) the objective of providing for enough area centers so
that no portion of a state or region would be remote from such a
center. Nevertheless, in sparsely populated states the centers would
inevitably have to be farther apart than in more thickly populated
states.

The Commission believes that the final selection of locations for
area health education centers should be based on careful regional
planning. We are therefore suggesting the locations indicated by
our analysis but are not firmly recommending them. However, we
believe that the number of centers indicated by our analysis is
probably quite close to the number that would be needed to provide
adequate geographic distribution of such centers.

In addition to the criterion of geographic distribution, we have
also applied a criterion of at least one university health science cen-
ter or area health education center for every 1,500,000 persons in
the larger metropolitan areas. On this basis, we are recommending
the development of five area health education centers in the Los
Angeles metropolitan area, one in the San Francisco-Qakland
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metropolitan area (in the East Bay), two in Detroit, one in Pitts-
burgh, and one in the New York metropolitan area.

The Commission is suggesting, in all, 126 locations for new area
health education centers, indicated on Map 2 and listed in Appendix
B, Table 1. The appendix table indicates where there is a Veterans’
Administration (V.A.) hospital that is not affiliated with a medical
school in a community for which an area health education center is
suggested. However, the Commission does not believe V.A. hos-
pitals would be appropriate as nuclei for area health education
centers unless their policies were changed to permit the admission
of patients of all types instead of veterans only. Under present
policies, their patients are almost exclusively male and tend to be
older persons suffering from long-term disabilities.

As the population grows and the centers develop, there may well
be a case for converting some of these proposed area health educa-
tion centers into university health science centers in the future.

We estimate that, if our recommendations for new university
health science centers and suggestions for area health education
centers are carried out, by 1980 about 95 percent of the population
will be within no more than an hour’s traveling time from a univer-
sity health science center or an area health education center.

The Commission recommends the development of 126 new area
health education centers, to be located on the basis of careful re-
gional planning.
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7. Chinancial Support
and the Federal Government

The Carnegie Commission believes that medical and dental educa-
tion are critically underfunded and that greatly increased financial
support is required to bring about (1) the development of a suffi-
cient and effective supply of physicians and dentists and their
associates and assistants, (2) equality of opportunity to enter these
health professions, (3) effective use of educational resources, (4)
regional dispersion of health manpower educational institutions,
(5) equitable distribution of the cost burden, and (6) adaptation of
health manpower education to changing patterns of health care
delivery.

To achieve these objectives will require that the federal govern-
ment play a major role in the financing of health manpower educa-
tion. The federal government collects about two-thirds of all tax
revenues and is in a position to rely much more heavily on the per-
sonal and corporate income taxes than is feasible for state and local
governments. Its tax structure is more equitable and more income-
elastic, yielding revenues that rise relatively more rapidly than the
GNP, whereas the sources of revenue generally available to state
and local governments are less equitable and less income-elastic.
Thus, as the economy expands, the federal government is in a much
better position to increase its expenditures on public services.

Furthermore, as a result of the adoption of the Medicare and
Medicaid programs, the federal government is now far more heavily
involved in the financing of health care than ever before. Yet these
programs are placing a major strain on the nation’s inadequate
supply of health manpower and health care facilities. There is the
additional consideration that states with low per capita incomes
encounter serious difficulty in providing the substantial funds
needed for expansion of health manpower education, although,
with their limited capacity to attract M.D.’s educated elsewhere,

61
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many of these states have developed more medical student places
relative to their needs than some of the states with high per capita
income.

The case for major federal financing is particularly strong in rela-
tion to M.D. candidates. Less than half of the graduates of United
States medical schools are practicing in the state in which they
received the M.D. degree, whereas well over half of those receiving
residency training tend to practice in the state where they received
that training (25). In other words, there is no very direct relation-
ship between a state’s investment in the education of M.D. candi-
dates and the social return to the state. In view of this, there is
considerable reluctance on the part of state governments to expand
investment in the education of M.D. candidates. At the house officer
level, the social return to the state can be more clearly demon-
strated. This is also true of the education of allied health personnel,
who are likely to be employed in the state in which they received
their training.

Experimental programs for the training of physician’s associates
and assistants, though of much shorter duration, cost as much per
student per year as the education of M.D. candidates, particularly
in the early stages when classes are very small (35 and 38). Pro-
grams for dental assistants are also costly, partly because of the
expensive equipment that must be used. Thus, if we are to expand
the number of physician’s and dentist’s associates and assistants
rapidly enough to have an appreciable impact on the productivity of
physicians and dentists, a substantial federal contribution toward
the cost of these programs is required. The federal aid for such
programs and their students recommended in this report is con-
fined to university health science centers or separate medical and
dental schools. Programs for the training of physician’s and den-
tist’s assistants in comprehensive colleges and community colleges
would be assisted by the federal aids to higher education recom-
mended in the Commission’s report Quality and Equality: Revised
Recommendations, New Levels of Federal Responsibility for Higher
Education.

In the years since World War II, the federal government has as-
sumed major responsibility for providing funds for biomedical
research. The Commission believes that this support should con-
tinue, but that the time has now come for an equally vigorous effort
to expand the education of health manpower and to stimulate major
changes designed to relate the future education of health manpower
to probable changes in the delivery of health care.
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Recently an HEW task force has called for direct federal aid to
medical education and for the shifting of the responsibility for
health manpower within the federal structure. On federal aid to
medical education, the report said (48, p. 1):

Because of a traditional reluctance to directly involve the federal govern-
ment in the financing of medical school education, desperately needed
financial support has been funneled through research grants to medical
schools. While biomedical and clinical research conducted by the medical
schools has been of great value and is an important element in attracting
outstanding scholars and researchers, it is frequently a counter-productive
incentive to improving the efficiency and teaching aspects of medical educa-
tion. Therefore, support of the educational function should be separate and
distinct from support of the research function. A more direct approach,
depending on stipends to both the student and the medical school, would
help reduce the financial burden of medical education for the student and
provide the medical schools with positive financial incentives to increase
their productivity.

A particularly urgent problem is the plight of medical schools,
chiefly private institutions, which are in grave financial difficulties.
A total of 61 medical schools have been awarded Special Projects
Grants by the federal government on the basis of some condition of
financial distress (49, p. 2), and in July, 1970, a bill authorizing
$100 million in emergency aid to medical and dental schools “in
financial distress” was passed by the Senate and sent to the House
(50, p. 9).

The types of federal financial support recommended by the Com-
mission include (1) student grants and loans, (2) institutional
grants for educational expenses, (3) grants to university health
science centers and university-affiliated area health centers for the
advanced education of house officers, (4) grants and loans for con-
struction, (5) start-up grants, (6) research grants, and (7) funds
for manpower research and regional planning. The recommenda-
tions for grants to institutions are carefully designed to stimulate
not only expansion of but also needed changes in health science
education.

In view of the high cost of medical and dental education, there is
a particularly critical need for grants for students from low-income
families who wish to undertake such education. The case for pro-
viding medical and dental education grants to students from low-
income families also rests on the need to provide equal opportunity
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to students who are members of minority groups, since there are

indications that reluctance to incur indebtedness for the financing M

of education may be particularly prevalent among such groups.

In the light of the substantial financial return to the individual
who invests in medical or dental education, it is sometimes argued
that assistance to the medical or dental student should take the
form exclusively of loans. The Commission does not fully support
this position, in view of the psychological barriers to incurring
indebtedness on the part of students from low-income families, an
attitude that is undoubtedly explained in part by the tendency for
low-income families to experience income instability.

In view of the high cost of medical and dental education, the Com-
mission recommends a maximum grant of $4,000 per year for medi-
cal and dental students, a larger amount than we have recom-
mended for graduate students in higher education generally, partly
because medical and dental students have less opportunity to work
as teaching or research assistants. We do not agree with those who
favor a maximum grant which would cover tuition at the individ-
ual’s chosen school plus a subsistence allowance, on the ground that
such a policy would encourage institutions to increase their tuition
charges. As indicated below, the Commission believes that, in order
to prevent an inflationary trend in tuition charges, university health
science centers should be induced to adopt uniform tuition fees as
a condition for the provision of federal cost-of-education supple-
ments.

In determining the student’s need, it will be necessary to derive a
formula based on such factors as total family income over the past
several years, total family assets, and the number and ages of chil-
dren in the family. The income distribution of families with heads
aged 45 to 54 is a more appropriate criterion for determination of
the number of students potentially eligible for a grant than the in-
come distribution of all families, since parents of medical and dental
students are likely to be in that age group, and incomes of these
families tend to be higher than those of families with younger or
older heads. Median income for families with male heads aged 45 to
54 amounted to $10,940 in 1968. The median incomes for the first
and third quartiles were $7,690 and $12,240, respectively. The
Commission assumes that a maximum grant would often be neces-
sary for students from families with incomes falling within the
lowest fourth of this income distribution and that partial grants
would be available for those in the next fourth, with more lenient
criteria for students from large families.



permission

N D o cument from the collections of the AAMC  Not to be reproduced without

J

STUDENT
LOANS

Financial support and the federal government 65

The Commission recommends a federal program of grants in
amounts up to $4,000 a year for medical and dental students from
low-income families and for students from low-income families
enrolled in associate and assistant programs in medical and dental
schools.

Because medical education and dental education are expensive, and
because medical education is exceptionally prolonged, only students
from upper-income families are likely to be in a position to meet all
the expenses of medical or dental education without the assistance
of either grants or loans, and many students who are eligible for
grants will also need to borrow funds. Indeed, a substantial per-
centage of all medical students now receive both grants and loans
(25).

The Commission believes that the proposal for an Educational
Opportunity Bank (EOB), as proposed by the report of the Panel on
Educational Innovation to the U.S. Commissioner on Education
and other federal officials (51) and by several independent econo-
mists, is particularly well suited to the financing of costs of medical
and dental students. The returns to investment in education, es-
pecially for medical students, are high so that loan repayment obli-
gations typically would not be burdensome. Under EOB proposals,
a borrower would pledge a given percentage of his annual gross
income for a fixed period of years after graduation. Thus, the
amount repaid in dollars would vary directly with income. The plan
would therefore involve an element of income redistribution and
would provide a modest financial incentive for physicians and
dentists to practice in areas where they could-expect incomes below
the average for their professions, since repayment obligations
would likewise be lower.

The EOB would be a nonprofit agency established under the
auspices of the federal government, with its capital made avail-
able by the United States Treasury through the sale of government
bonds. The program would be administered through the institutions
of higher education. There would be no income or means test as a
condition of eligibility. Students could borrow a maximum amount
equal to tuition plus a subsistence allowance (including depen-
dents’ allowances) plus necessary travel expenses for out-of-state
students, minus any grant or fellowship stipends available to the
student from any public or private source.

A medical student should be able to borrow funds for the full
cost of his medical education in return for a pledge to pay 3 percent
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of his medical earnings in each of his first 20 years of professional
practice (52). The Commission suggests a 30-year repayment
period, which would require a lower percentage of earnings.

Married women with children of preschool age would be excused
from repayment obligations during this period if they worked half-
time, as an incentive to encourage their participation in the labor
force.

The Commission recommends an Educational Opportunity Bank
for medical and dental students, including house officers, with
repayment excused during periods of house officer training and
during two years of military service.

The Commission believes that a national health service corps
should be developed to bring improved health care service to low-
income and rural areas of the nation. The time is right for such a
development. Medical students and other students in the health
professions are increasingly interested in problems of delivery of
health care to the poor, and many are motivated to participate in
neighborhood clinics or other facilities in low-income areas. Fur-
thermore, the Administration’s policy of withdrawing troops from
Vietnam should result in a decreased level of military need for
physicians. The normal period of service in the corps would be
two years.

As a financial incentive for service in the corps, in addition to
modest compensation, the Commission believes that loan repay-
ments should be excused during periods of service and that, in
addition, 25 percent of the maximum indebtedness that a student is
eligible to incur would be forgiven. This would mean that, for
M.D.’s with only small amounts of indebtedness, the entire debt
would be canceled.

The Commission recommends the development of a voluntary na-
tional health service corps. As an incentive for participation in the
corps, an M.D. or D.D.S. would be excused from loan repayments
during periods of service, and 25 percent of the maximum indebted-
ness he is eligible to incur would be forgiven.

One of the arguments against an EOB program is that institutions
would be encouraged to raise their tuition charges, once a student
could be certain of borrowing the full amount of his tuition. The
Commission believes that, as a logical corollary to assumption of

o
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major financial responsibility for the financing of medical and
dental education by the federal government, a uniform tuition
charge should be established for medical and dental education.! The
charge would be adjusted from time to time to reflect changes in
costs of education per student.

At present there are wide variations in tuition charges from insti-
tution to institution, but tuition charges tend to be quite high,
particularly at private medical and dental schools. During the
period 1957-58 to 1967-68, median tuition in public medical
schools rose from $500 to $750, while median tuition in private
medical schools rose from $1,005 to $1,920 (25). The federal aids
proposed in this report would have the effect of making such wide
variations unnecessary. Moreover, differentiation between residents
and nonresidents of a given state would be inconsistent with the -
principle of major federal financing responsibility and with the goal
of nationwide recruitment of students by the institutions and na-
tionwide choice of institutions by the students.

In the absence of expanded federal aid, including the cost-of-
instruction supplements recommended in this report, the trend
toward higher tuition charges is certain to continue, especially in
the private institutions. Somewhat ironically, also, the increases
may have to be particularly large in the institutions that are in
financial difficulties, since they tend to be especially dependent on
tuition as a source of income.

If the student is required to pay high tuition over a prolonged
period of M.D.- or D.D.S.-candidate education, it is readily appar-
ent that the total cost is likely to be so high that many students will
be faced with the unfortunate choice of abandoning medical or den-
tal education or going very heavily into debt.2 Yet for the institu-
tions, the cost of both medical and dental instruction is very high. It
is extremely difficult, however, to determine precise costs because
the educational process is encompassed in a complex aggregate of
teaching, research, and patient care functions. Yet the extent to
which costs of research and patient care associated with the educa-
tional process are included in accounting of instructional costs

! The case for a uniform tuition charge is not as strong in other higher education
programs, with the possible exception of education of Ph.D.’s, since the role of
state governments in financing higher education is expected to be relatively
greater than in the education of physicians, dentists, and Ph.D.’s, and states
can be expected to vary greatly in their relative contributions to the cost of edu-
cation for many years to come.

2Foregone earnings are also very high for medical and dental students, amount-
ing to an estimated $8,750 a year (54).
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varies greatly among institutions. There is a need for more careful
studies of these elements of costs for accurate determination of
educational cost per student.

Not only are costs of instruction in medical and dental schools
high, but they vary widely among schools. On the basis of data from
a number of studies, they may amount to at least $6,000 in a num-
ber of schools and exceed this amount in many, running as high as
$15,000 or $16,000 in some of the leading medical schools. The
Commission believes that tuition should represent only a rela-
tively small proportion of this instructional cost and that the re-
mainder should be met through federal support, state government
support, and private endowment funds. The Commission is con-
vinced that low tuition is likely to be more evenhanded in its impact
than high tuition accompanied by a very complex package of grants
and loans. Even if tuition is held to low levels, many students will
have to meet the tuition charge through student aid and loans. All
things considered, we suggest a uniform tuition charge of approxi-
mately $1,000 a year.

It should be emphasized that the cost-of-education supplements
recommended below far exceed any loss in tuition which university
health science centers would experience as a result of this policy.

The shift to such a uniform tuition policy would have to take
place gradually. An abrupt shift would disrupt existing relation-
ships among institutions in their capacity to attract students.
Moreover, provisions of state law and, in some cases, of state consti-
tutions would have to be changed to permit uniform tuition fees for
nonresidents and residents of a state. Thus the Commission be-
lieves that provisions of federal legislation directed toward require-
ment of a uniform tuition fee should not become effective until four
years after the effective date of the legislation and that, in the in-
terim, institutions should shift toward such a policy as rapidly as
circumstances permit.

The Commission recommends a relatively low uniform national
tuition policy for institutions providing medical and dental educa-
tion.

To ensure not only maintenance of current effort but also expansion
and change in health science education, the Commission believes
that a substantial program of cost-of-instruction supplements per
student should be undertaken by the federal government. This
approach to financial assistance to institutions to aid in meeting
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instructional costs is dependent upon the concept that separate
national funding will continue to be provided for the research pro-
grams of these institutions and that patient care costs will be met,
to a greater extent than at present in many teaching hospitals, by
insurance or by such programs as Medicare and Medicaid.

Institutions would not, however, receive these instructional
supplements automatically. The federal agency charged with the
responsibility of administering the grants should negotiate with
each institution to make certain that it is developing plans not only
for the expansion of medical and dental education but also for their
greater effectiveness and efficiency. In addition, the institution
should be required to:

Use the funds for instructional costs and not for other purposes

Initiate the steps necessary for a gradual shift to the uniform tui-
tion policy recommended above and for the elimination of admis-
sion requirements favoring residents of the state

Refrain from discrimination on the basis of race, creed, or sex and
also pursue positive policies to encourage the admission of members
of minority groups

In addition, the federal government should take into account
whether each state is meeting its share of the costs in comparison
with other states (Table 5, section 8).

Federal payments to institutions would be available in the follow-
ing amounts:

An amount equal to the institutions’ enrollment of students working
toward the M.D. or D.D.S. or enrolled in a physician’s associate or
assistant program, multiplied by $4,000. This amount is not by any
means intended to cover the full instructional costs per student. As
suggested above, these costs vary from an estimated $6,000 to
$15,000 or $16,000. The Commission believes, however, that the
institutions should continue to receive part of their support for
instructional costs from other public (state) or private sources.

In addition, an amount equal to that portion of the enrollment of
students in the above programs in excess of enrollment in the fall
of 1970, multiplied by $4,000. These bonuses would be available
for a total period of eight years following initiation of a substantial
program of expansion by an institution, designed to achieve an in-
crease of at least 20 percent in first-year student places within a
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period of four years. Moreover, every institution should be ex-
pected to increase its average class size to at least 100.

Payment of the supplements would not begin until actual entry of
additional students and would be based on the number of such en-
trants enrolled in a given year. If a university health science center
had initiated a significant expansion plan for added student places
at any time from 1967 through 1970, the bonuses would be avail-
able for the added students for the remainder of the eight-year
period. The Commission believes that even though the expansion
should be accomplished within a four-year period, higher costs
would be incurred for as long as eight years—hence the stipulation
that the bonuses should be available for eight years.

The amounts in 1 and 2 above should be adjusted for medical and
dental schools with three-year programs to enable those schools to
receive the same amount of institutional aid as they would if they
were four-year schools. This adjustment should be made until about
1980 but then should be reviewed.

An amount equal to the total number of house officers in university
health science centers and in university-affiliated hospitals or area
health education centers, multiplied by $2,250, provided that no
individual house officer shall be counted for more than three years,
and provided that a policy is in effect to encourage specialization in
fields in which a shortage exists and discourage it in fields in which
there is a surplus, such as surgery. These supplements should also
be paid under the condition that the institution make an effort to
reduce the duration of house officer education and make it more
effective. As indicated above, the internship year is being elimi-
nated in medical education, and the Commission believes that it
should not be replaced by an additional year of residency.

As an incentive for major curriculum reform, additional cost-of-
instruction supplements of $2,000 a year per student enrolled in
M.D.- or D.D.S.-candidate programs, in physician’s or dentist’s
associate or assistant programs, and, under specified conditions,
in the last year of premedical or predental programs, for up to three
years. These bonuses would be available for the following types of
changes:

a Introducing physician’s or dentist’s associate or assistant pro-
grams, with the bonuses to be available for such programs for a
period of three years even if they had been initiated before the
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effective date of the legislation, but only for the number of stu-
dents enrolled in these programs

b A program for major curriculum reform designed to provide
greater efficiency, effectiveness, and flexibility in premedical
and medical education or in predental and dental education,
along the lines of proposals and plans discussed in the section
on “integration of the curriculum” in this report

If the program is designed to achieve a reduction in the total dura-
tion of preprofessional and professional education, the number of
bonuses would be based on the total number of students enrolled in
M.D.-or D.D.S.-candidate programs and in the last year of prepro-
fessional education. These bonuses would also be available for the
number of postbaccalaureate students enrolled in integrated basic
science programs designed to prepare a student to enter what is
now the third year of a medical or dental school, as in the University
of Illinois schools of basic sciences. The bonuses would not be pro-
vided for a program to reduce the length of M.D.- or D.D.S.-candi-
date education from four to three years without any other major
change, since schools with three-year programs would be entitled
to receive the same amounts under paragraphs 1 and 2 above as if
they had four-year programs.

All the cost-of-instruction supplements recommended above
would be based on the number of full-time-equivalent students
rather than on the number of full-time students, as under the Health
Manpower Act of 1968. This change would be designed to encour-
age schools to permit students to enroll on a part-time basis—a
policy which might make it possible for some married women with
young children to enter or complete their medical or dental educa-
tion.

The Commission recommends (1) cost-of-instruction supplements
to university health science centers for each medical and dental
student enrolled; (2) bonuses for expansion of enrollment; (3) cost-
of-instruction supplements to university health science centers and
their affiliated hospitals for each house officer; and (4) bonuses for
curriculum reform. The supplements and bonuses would also be
available for each student enrolled in physician’s and dentist’s
associate and assistant programs as well as for students in the
last year of premedical or predental education if curriculum reform
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is designed to achieve a reduction in the total duration of prepro-
fessional and professional education. .

construc- Construction funds should be allocated for new and expanding
T'gﬁ:fgﬂ;: university health science and area health education centers and for
renovation and replacement of existing buildings, with the federal
government providing up to 75 percent of the total cost of construc-
tion in the form of grants and making available 25 percent in the
form of loans, if the institution chooses to apply for a loan. These
funds would also be available for separate medical or dental
schools.? The Commission believes that the present maximum
federal contribution of 50 percent of construction costs is inade-
quate since institutions experience serious difficulty in obtaining
the other 50 percent from public or private sources.

Since federal construction funds will inevitably be limited in
relation to total sums involved in all applications, the allocations
process should consider steps being taken by the institution to
undertake curriculum reform, to implement the other policies
recommended in this report, and to achieve maximum effectiveness
and efficiency. Preference should be given to institutions that,
among other things, plan new facilities involving innovations effect-
ing lower building costs and more flexible interiors. In other words,
the allocation process should encourage competition among institu-
tions in meeting these objectives.

sTarT-Uur  In view of the high costs associated with the developmental stage of
GRANTS 4 new university health science center and with the acquisition of
land, especially in central city areas, the Commission believes that

start-up grants should be made available for nonconstruction costs

of new university health science centers. These funds should be

provided for centers in the development stage by 1970 as well

as for the nine new centers recommended for development during

the 1970s. Funds would be made available from the time of issu-

ance of a “certificate of reasonable assurance.” As in the case of
construction grants and loans, the start-up grants should be allo-

cated on a competitive basis to ensure maximum effectiveness

3The construction grants and loans would be available for facilities which are
primarily for teaching purposes but which might also be used for research
purposes or for medical or dental library purposes, as provided by the Health
Manpower Act of 1968.

I D o cument from the collections of the AAMC  Not to be reproduced without permission




SUPPORT OF
RESEARCH

I O ocument from the collections of the AAMC  Not to be reproduced without permission

Fmancial support and the federal government 73

and efficiency in the curriculum. The grants should not exceed
$10 million per center.

The Commission recommends (1) construction grants for university
health science centers and area health education centers in amounts
up to 75 percent of total construction costs, with the remaining 25
percent available in the form of loans; and (2) start-up grants for
new university health science centers in amounts not exceeding
$10 million per center.

The Commission believes that a vigorous biomedical research
program is essential for continued progress in combating disease
and that it is an integral component of the process of medical and
dental education. Our recommendations above for cost-of-instruc-
tion supplements to support this educational process are predicated
on the continuation of federal support for biomedical research and
for studies of the needed changes in health manpower education
and in the delivery of health care.

It is the view of the Commission that the total amount provided
to university health science centers for research by the federal
government should be maintained at its current percentage of the
GNP (0.042 percent). Changes in appropriations to reflect changes
in the GNP should be made on the basis of a moving average of
the total GNP in order to avoid abrupt or irregular shifts in
amounts. Federal allocations for research should cover the full
costs of research projects, since present requirements for institu-
tional contributions frequently result in a diversion of funds from
instructional and other expenses. The Commission recommends
that not less than 10 percent and not more than 25 percent of the
research grants to any university health science center take the
form of institutional grants rather than grants for specific research
projects.

The Commission recommends that federal financial support of
research in university health science centers be maintained at its
present percentage of the GNP; that funds should be made available
to support research on methods of achieving greater efficiency
in health manpower education and in the delivery of health care
as well as for biomedical research; that federal allocations should
cover the total cost of research projects, and that not less than
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10 percent and not more than 25 percent of the research grants
to any university health science center should take the form of
institutional grants rather than grants for specific research projects.

The Commission believes that existing federal legislation providing
for regional, state, and local planning of health services should be
strengthened and expanded. The legislation providing for Regional
Medical Programs (Public Law 89-239 of 1965) was designed to
ensure that the results of research relating to cancer, heart disease,
strokes, and related diseases were made available in the treatment
of the victims of these diseases. It provides funds for planning
the expansion and improvement of appropriate treatment centers
in existing hospitals and other health care facilities and for con-
tinuing education of physicians. The results have been encouraging
in some parts of the country, although there is evidence that more
progress has-been made in relatively small communities and rural
areas than in urban areas, especially in the ghetto areas of large
cities (53). The legislation requires the representation of medical
schools on regional advisory committees, and in a number of cases
university medical centers have fiscal responsibility for the pro-
grams.

Also operating through state and local agencies is the Compre-
hensive Health Planning program authorized through Public Law
89-749 of 1966. The CHP agencies bring together at the state
and local levels representatives of providers of medical care and
of consumers to develop plans for filling gaps in available services
and eliminating duplication and overlapping of services.

The Commission believes that existing legislation should be
strengthened and expanded to provide for regional planning relating
to (1) the location of health manpower educational institutions
and (2) the expansion of and improvement in the delivery of all
types of health care, including preventive care. One of the purposes
of the strengthened legislation would be more adequate regional
planning of appropriate locations for neighborhood health centers.

One of the most difficult concepts to comprehend is what constitutes a
“region.” . .. It is unfortunate that *“geography” or boundaries should
have played so dominant a role in the early discussions of what constitutes
a region. Experience will indicate that a region can best be defined by
reviewing the functional relationships that exist within any given area (55,
p. 14).
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The Commission believes that revised federal legislation should
provide for studies designed to develop more appropriate identifica-
tion of regions suitable for health planning. In sparsely populated
areas of the country, a region might include several states. For
example, under the auspices of the Western Interstate Commission
on Higher Education, which includes all the Western states, a
plan has been developed to design and implement a cooperative
program to improve health care through medical education in the
states of Idaho, Montana, Nevada, and Wyoming. Where such
regional planning bodies in higher education already exist, they
might well be incorporated in a federally supported regional health
planning program, but other groups of sparsely settled states which
have no such mechanism at present should be identified.

The strengthened regional planning legislation should also pro-
vide funds for broad programs of continuing education of physi-
cians and other health personnel rather than the current limited
programs for heart, cancer, and strokes. In fact, some of the re-
gional planning bodies have developed programs that cover medical
care more broadly. The Commission believes, also, that the pres-
ent planning structure, comprising Regional Medical Programs,
Comprehensive Health Planning agencies in the states, and sepa-
rate provisions for the allocation of funds for hospital construction
under the Hill-Burton Act is unduly complex. There should be a
single group of regional planning agencies, which would develop
plans in cooperation with state and local governments, university
health science centers, area health education centers, and pro-
fessional associations. Federal funds should be allocated to these
regional planning bodies to cover 50 percent of the costs of con-
tinuing education programs, with the remainder to be met from
other public and private sources, including professional associa-
tions. To the extent that costs are covered by fees paid by physicians
and other health manpower personnel, they should be deductible
from federal and state income taxes.

In connection with these regional planning activities, the univer-
sity health science centers should have central responsibility for
planning and coordinating all regional educational programs for
health manpower, in cooperation with all the other agencies and
institutions concerned, including professional associations. The
central responsibility for planning changes in the delivery of health
care, however, should be in the hands of regional agencies, in
cooperation with state and local agencies, and with private institu-
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tions, including group health plans. But there should be very close
relationships between the university health science centers and
the agencies responsible for problems of health care delivery. The
goal should be adequate and effective delivery of health care in all
parts of the nation as well as broad geographic distribution of
health manpower educational institutions.

The Commission recommends the strengthening of existing federal
legislation for regional, state, and local health planning to encom-
pass regional planning of all health manpower education and health
care facilities. The university health science centers, along with
their affiliated area health education centers, should have central
responsibility for the planning of health manpower education,
while the central responsibility for planning changes in the delivery
of health care should be in the hands of regional agencies, in co-
operation with state and local agencies, as well as appropriate
private institutions. Continuing education of health manpower
should be a major concern of the university health science centers
and area health education centers with federal funds providing
50 percent of the financial support of such programs.

In view of the rapid rate of progress of medical and dental knowl-
edge and the associated problem of educational obsolescence of
practicing physicians and dentists, the Commission recommends
the development of national requirements for periodic reexamina-
tion and recertification of physicians and dentists. These functions
should be carried out by specialty boards and other appropriate
bodies, such as the Board of Family Physicians, which has adopted
requirements for periodic reexamination and recertification. Among
other advantages, such requirements would provide a powerful
stimulus to participation in continuing education programs and
to the expansion of existing efforts of professional associations
to encourage continuing education.

The Commission recommends national requirements for periodic
reexamination and recertification of all physicians and dentists
by specialty boards and other appropriate bodies.

The Commission believes that there is a critical need for continuous
studies of growth and change in health manpower, analyses of
future supply and demand and of the productivity of health man-
power, and research on the development of new allied health
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specialties. Present federal programs relating to health manpower
research are seriously inadequate. Augmented funds should be
provided for more comprehensive studies of health manpower,
both within the federal government and through research grants
to university health science centers and appropriate university
research institutes. The program should be centered in the Depart-
ment of Health, Education, and Welfare but should be conducted
in close cooperation with the broader manpower studies of the
Department of Labor.

The Commission recommends expansion and strengthening of

the health manpower research programs in the Department of

Health, Education, and Welfare, in cooperation with the Depart-

ment of Labor, to encompass broad continuous studies of health

manpower supply and demand. Research funds should be made

available for specialized studies of these problems in university

health science centers and appropriate university research insti-

tutes.

The Commission believes that the time has come for appointment
of a National Health Manpower Commission to make a thorough
study of changing patterns of utilization of health manpower, with
particular reference to the development of new types of allied health
personnel, including physician’s and dentist’s associates and assis-
tants. The National Advisory Commission on Health Manpower
submitted an extensive and authoritative report in 1967 (11), but
its estimates of future supply and demand were limited to physi-
cians, dentists, and nurses and were concerned only with the
period to 1975. In view of the rapid development of training pro-
grams for various types of physician’s assistants just in the last
few years, an extensive and authorative study of these programs
and their future potential is needed, along with studies of the train-
ing and use of other novel types of allied health personnel.

The work of the proposed commission should include careful
analysis of changing patterns of health care delivery, including
the growth of prepaid health plans and group practice, and of the
probable impact of various proposals for national health insurance
on health care delivery. It should also encompass changes occurring
in institutional arrangements for the education of health manpower,
including the shift in the training of nurses and other allied health
workers from hospitals to comprehensive colleges and community
colleges.
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The Commission also believes that the proposed commission
should make a thorough study of existing problems in the licensing
of health manpower personnel and should investigate the feasi-
bility of a national licensing system. Such a national system might
be developed under the leadership of the federal government but
with the active participation of the American Medical Association,
the Association of American Medical Colleges, the American Asso-
ciation of Universities, the American Dental Association, and the
Association of American Dental Colleges as well as existing na-
tional certification bodies, such as the various medical specialty
boards and the National Board of Medical Examiners. Professional
associations in the allied health fields would also be involved.

The time has come not only for serious consideration of uniform
national standards but also for the removal of barriers to inter-
state mobility of all health professionals, with a view to encouraging
more effective adjustment of supply to demand in the various states.

The Commission recommends the appointment of a National

Health Manpower Commission to make a thorough study of

changing patterns of education and utilization of health manpower,

with particular reference to new types of allied health workers,

of changing patterns of health care delivery, and of the feasibility

of national licensing requirements for all health manpower.

The Commission’s estimates of the cost of expanded federal finan-
cial support recommended in this report are as follows:

Assuming continuation of

four-year M D.- and Assuming that all schools
D D S.-candidate programs shuft to three-year programs
(in mullions of constant by 1973-74 (1n nullions of
dollars) constant dollars)

1971-72 547.0 5470

1972-73 635.8 635.8

1973-74 704 6 646 6

1974-75 770 9 623.9

1975-76 8130 646.2

1976-77 8575 6717

1977-78 8793 6912

1978-79 908 1 7193

1979-80 899 1 7275
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A breakdown of these costs is provided in Appendix B, Tables
3 and 4.

Total federal expenditures in 1969-70 for institutional support
to medical and dental schools, scholarships and loans for medical
and dental students, construction support for medical and dental
schools, and Regional Medical Programs were approximately $275
million. Thus the added cost of the federal aid recommended by the
Commission would be about $272 million in 1971-72.4

However, many of the Commission’s recommendations would
result in greater efficiency and, in the long run, a reduction in
some types of federal support. Our cost estimates indicate sub-
stantial savings if all schools convert to three-year programs by
1973-74. Moreover, if this change should occur, there would be a
case for discontinuation around 1980 of the policy of providing
cost-of-education supplements to three-year schools as if they were
four-year schools, since by that time the three-year programs would
have been long established. In that case, there would be an addi-
tional saving in federal aid of about $80 million in 1971-72 dollars.
In practice, some schools are likely to accelerate their programs
by conducting summer sessions, as at the University of California,
Irvine, and in that case there would be no cost reduction and no
case for reducing the number of cost-of-education supplements to
be received by the institution.

Moreover, widespread conversion to three-year programs would
facilitate more rapid expansion of entrant classes than our projec-
tions indicate, with the result that some of the savings might be
offset by additional expansion costs. The Commission believes
that this possibility serves to emphasize the need for continuing
studies of demand and supply of physicians and dentists through-
out the 1970s to determine whether even more rapid expansion of
entrant places than we have recommended would be desirable.

4The increase would actually be slightly larger than this comparison suggests,
since the federal government treats the entire amount of a loan obtained in a
given year as an expenditure, whereas our estimates include only the interest
paid by the federal government when it borrows funds for the loan program
as a cost, because the loan funds are revolving funds.



I v o'ss1widd 1noyum paonpoidar aq 01 10N JINVY 2yl Jo suondod ayi wotd judwndod GGG



N D ocument from the collections of the AAMC Not to be reproduced without permission

8. L e Role of the Drates

Although the Commission is recommending substantially expanded
federal support for medical and dental education, it considers a
strong element of financial support from the states to be of critical
importance to the continued development and expansion of institu-
tions providing education for physicians and dentists. The federal
financial support which we have recommended will not by any
means cover the full operational costs of medical and dental educa-
tion, nor will it cover full construction or start-up costs. Moreover,
the states have a crucial role to play in the support of house officer
education and educational programs for allied health manpower.

Since the majority of students undertaking residency training

remain to practice in the states where they received their training,
as indicated above, it is decidedly in the interest of states to con-
tribute to the construction and development of institutions where
residents are to be trained, including university health science cen-
ters and area health education centers. Furthermore, medical resi-
dents will not be attracted to states in which their compensation
will be low. Thus it is in the interest of the states to make certain
that residents are adequately compensated, to the extent that their
compensation is not fully covered by charges for patient care, in-
cluding payments through insurance and public programs such as
Medicare and Medicaid. By the time students graduate from medi-
cal or dental school, they are likely to be heavily in debt and anxious
to avoid incurring additional indebtedness during their postgradu-
ate education.

In the development and expansion of programs for the education
of allied health workers, the states must be expected to play the
major role. Increasingly education in these rapidly expanding and
proliferating occupations is being provided in comprehensive col-
leges and community colleges. Although these institutions and their
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students would benefit greatly from the expanded federal aid which
the Commission has recommended in Quality and Equality: Re-
vised Recommendations, New Levels of Federal Responsibility for
Higher Education, we believe that the states should provide a sub-
stantial proportion of the financing of education in these colleges.
Allied health workers, like house officers, tend to remain in the
states where they were educated. Thus investment in their educa-
tion provides a clearly demonstrable social return to the states.

In addition, the Commission believes that the states should pro-
vide financial support for private institutions involved in the educa-
tion of health manpower. As indicated above, most of the medical
schools that are encountering severe financial problems are pri-
vate institutions. A number of them are parts of large urban univer-
sities which find that they cannot raise tuition sufficiently to meet
rising costs.! Policies and criteria for state support for private insti-
tutions will be recommended in the Commission’s forthcoming
report The Capitol and the Campus.

The states should also play a very important role in the planning
of health manpower education, in cooperation with the regional
planning bodies and the universities. In some parts of the country,
as suggested above, a regional conglomerate of several states may
constitute a more rational planning entity than a state.

The variations in state financial support of medical and dental
education are not only wide, but they also bear no rational relation-
ship to differences in the financial capacity of the states (Map 3).
This is strikingly revealed by a comparison of the ranking of the
states in terms of expenditures on medical education per $100,000
of personal income with their ranking in per capita income (Table
5). On this basis the 10 states with the lowest expenditures in rela-
tion to per capita income were Delaware, Connecticut, Illinois,
Massachusetts, Nevada, Rhode Island, New Jersey, Maryland, New
Hampshire, and California. All these states were in the upper half
of states in terms of per capita income.

On the other hand, the states that ranked high in expenditures in
relation to per capita income were all in the lower half of states in
terms of per capita income, and some of them were among the
states with the very lowest incomes. They were Arkansas, Ken-

1 A study being conducted for the Commission by Dr. Earl F. Cheit will provide
detailed information on the adjustments being made by a number of institutions
in financial difficulties, including the discontinuation of some of their profes-
sional education programs.
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TABLE 5
Ranking of
states in
expenditures
for regular
operating
programs of
maedical schools
por $100,000
personal income,
compared with
their ranking

in per capita
income, 1966*

Higher education and the nation’s health 84

Ranking in Ranking in per
expenditures capita tmcome Difference

State (1) 2) 2)— )
Utah 1 32 +31
Vermont 2 27 +25
Kentucky 3 42 +39
Towa 4 18 +14
West Virginia 5 44 +39
Louisiana 6 40 +34
Arkansas 7 47 -+40
South Carolina 8 46 +38
Minnesota 9 20 +11
Mississippi 10 48 +38
Alabama 11 45 +34
Michigan 12 11 -1
Qregon 13 16 + 3
North Dakota 14 36 +22
Tennessee 15 43 +28
Washington 16 8 — 8
Texas 17 31 +14
Indiana 18 12 — 6
Nebraska 19 22 + 3
Wisconsin 20 17 — 3
Ohio 21 13 — 8
Pennsylvania 22 15 -7
South Dakota 23 37 +14
Colorado 24 19 — 5
New York 25 4 —21
Virginia 26 28 + 2
Califorma 27 5 —22
Georgia 28 38 +10
Kansas 29 23 — 6
Florda 30.5 29 — 1.5
Missourt 305 21 — 9.5
Oklahoma 32 33 + 1
Maryland 33 10 —23
North Carolina 34 41 + 7
New Jersey 35 6 —29
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Ranking in Ranking in per

expenditures capita income Difference
State (1) (2) (2)— (1)
Wyoming 36 25 —11
Idaho 37 34 — 3
Arizona 38 30 — 8
Illinoss 39 3 —36
Montana 40 26 —14
Maine 41 35 — 6
Nevada 42 7 —35
Connecticut 43 1 —42
Massachusetts 445 9 —35.5
New Mexico 44 5 39 — 5.5
New Hampshire 46.5 24 —225
Rhode Island 46.5 14 —32.5
Delaware 48 2 —46

*Expenditure data are averages for the academic years 1965 and 1966. Per capita
income data are for 1966.

SOURCE Map 3 and Statistical Abstract of the United States, 1967, p. 327.

tucky, West Virginia, Mississippi, South Carolina, Alabama, Loui-
siana, Utah, Tennessee, and Vermont.

This odd and unusual set of relationships is partly, but not whol-
ly, explained by the preponderance of private medical schools in the
former group of states and of public medical schools in the latter.
Of the 21 medical schools in the low-expenditure states in 1966,
14 were private, whereas, among the 14 medical schools in the high-
expenditure states, 10 were public. Two of the low-expenditure
states— Delaware and Nevada—had no medical school, although
Nevada now has a developing school.

The ranking of the states in terms of medical and dental students
(not including interns and residents) per 100,000 population differs
appreciably from their ranking in terms of expenditures on medical
education per $100,000 personal income, although some of the
states which rank high by the former measure also rank high by the
latter (Map 4).2 The 10 leading states on the basis of the former

2Medical students include M.D. candidates, postgraduate students in the basic
sciences in medical schools, clinical fellows, and students in other health fields
in medical schools in terms of equivalency to medical students with respect to
faculty teaching responsibilities (45, p. 1561). Dental students include D.D.S.

candidates; students in dental hygienist, dental assistant, and laboratory tech-
nician programs; and postgraduate dental students (32, pp. 12-13, 25).
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measure in 1968 were the District of Columbia (treated as a state
for this purpose), Nebraska, Vermont, Tennessee, Missouri, New
York, Washington, Wisconsin, Pennsylvania, and Towa.

At the opposite end of the spectrum were the seven states without
any medical or dental students —Alaska, Delaware, Idaho, Maine,
Montana, Nevada (whose developing school had not yet admitted
students), and Wyoming. Except in the case of Delaware, and
Nevada, with its developing school, the Commission does not
recommend new medical schools for these states because they lack
cities or metropolitan areas with a population of at least 350,000.
Instead, we are suggesting the development of area health education
centers in these sparsely settled states.

One of the major functions of area health education centers, as
previously suggested, would be the development of residency pro-
grams. There were seven states — Alaska, Idaho, Montana, Nevada,
North and South Dakota, and Wyoming—that had no interns or
residents in hospitals affiliated with medical schools in 1969 (Map
5). Other states that ranked very low in the number of interns and
residents in affiliated hospitals per 100,000 population in 1969
were Maine, New Jersey, South Carolina, Arkansas, Indiana,
Hawaii, Mississippi, West Virginia, Arizona, Alabama, and Iowa.
Although some of these states had significant number of interns
and residents in unaffiliated hospitals, most of them did not. The
proportion of interns and residents in affiliated hospitals has been
increasing rapidly, and, by 1968-69, 86 percent of all house offi-
cers who were United States medical graduates were in affiliated
hospitals, while the proportion of foreign medical graduates in
affiliated hospitals was somewhat smaller.

The states that lack interns and residents, or that have them in
very small numbers, tend to be those with low per capita income.
This is not, however, true of New Jersey, which ranked seventh in
per capita income among the states in 1968.

Apart from the District of Columbia, which is unusually well
endowed with medical schools in relation to its population, the
states which had exceptionally large numbers of interns and resi-
dents in affiliated hospitals in relation to population were Minne-
sota, with its Mayo Clinic, and New York. Other states which
ranked above the national average of 18 per 100,000 population
were Vermont, Maryland, Massachusetts, Colorado, Connecticut,
Rhode Island, Illinois, Pennsylvania, and Michigan—nearly all
states with outstanding medical schools.
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The extremely uneven geographic distribution of interns and resi-
dents underscores the importance of the Commission’s recommen-
dation for the development of area health education centers, but in
states with low per capita income special financial and nonfinancial
incentives may also be required to attract residents to such centers
and to induce them to remain in these states to practice later.

Our analysis of the geographic distribution of expenditures on
medical education, of medical and dental students, and of interns
and residents clearly indicates that a good many states have lagged
seriously in support of medical and dental education. To the extent
that these are states with low per capita income, this is understand-
able, but a number of the states with high per capita income have
been seriously deficient in public support of medical and dental
education. In some cases, as in Massachusetts, the deficiency is.
associated with the historical development of outstanding private
institutions, but, as suggested above, many of the private institu-
tions are now encountering serious financial problems and will
require both federal and state support to maintain and expand their
programs.

States with low expenditures should be expected to increase their
contributions, particularly by supporting private medical schools,
and the federal government, as noted above, should encourage
them to do so as it negotiates levels of support.

Along with its recommendation for uniform tuition, the Commis-
sion also believes that medical and dental schools should be re-
quired to abolish state residency requirements and differential
tuition for out-of-state students. Geographic considerations for
admissions of students should not include preference for local
residents; concern for a representative mixture from various re-
gions of the United States and foreign countries should continue
to be an important element of the educational experience.

The Commission recommends that states should continue to pro-

vide substantial financial support for medical and dental education

and that states that have lagged in that past should plan for signifi-

cant increases in expenditures for this purpose. The Commission

recommends; also, that the states should provide financial support

for medical and dental education in private institutions. In addition,

the states should provide major financial support for house officer

training and for the education of allied health personnel. The states,

in cooperation with universities and with regional and local plan-
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ning bodies, should also play a major role in the development of

plans for the location of university health science centers, area

health education centers, and comprehensive colleges and com-

munity colleges providing training for allied health personnel.
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9. [ The Role of the Universities

Universities with affiliated health science centers should encourage
these institutions to orient themselves toward assuming a central
role in devising and supervising more coordinated and integrated
health personnel education systems. They should also cooperate
with other community bodies in the development of more effective
systems of health care delivery. This will require major internal
changes within the universities and their schools to enable them to
increase greatly their public service role, develop new and more in-
clusive educational programs for health care personnel, and em-
phasize research on health delivery systems and medical sociology.
Among the responsibilities which they should undertake are:

To cooperate with other agencies in helping to develop more effec-
tive health care delivery systems in their communities and sur-
rounding areas

To expand their medical and dental programs, to achieve accelera-
tion and improved efficiency in these programs, and to introduce
other curriculum reforms along the lines recommended in this
report

To include medical economists, administration specialists, and
behavioral scientists in their academic and service functions and
to increase the educational emphasis in these fields as well as in
preventive medicine and community health

To develop more etfective integrated educational programs for the
total health care team, including new specialties where needed,
such as physician’s associates and assistants, and to cooperate in
the development of educational programs for allied health spe-
cialties conducted in comprehensive colleges and community col-
leges
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5 To bring about a significant increase in continuing education pro-

grams for health care personnel in the area

To place greater emphasis on teaching as a rewarding scholarly
activity for the faculty, especially in connection with salary and pro-
motion policies

To undertake extensive research, in cooperation with appropriate
university departments (economics, sociology, psychology, political
science, etc.), on health care delivery systems

The university administration must, of course, play a major role
in the development of plans for the expansion of university health
science centers, working closely with regional and state planning
agencies. In many cases, however, it is likely that the faculty and
administration of the university health science centers will be ori-
ented to research objectives to such an extent that they will not be
prepared to expand the education and community planning roles of
the centers in the manner envisaged in this report or to develop
some of the new types of research recommended. Thus, it may be
desirable in many universities to appoint a vice-president for health
science affairs who will be concerned not only with plans for ex-
pansion but also with the changes in emphasis which the Com-
mission envisages.

The university medical centers, moreover, are not organized
administratively to undertake the broad roles that this report en-
visages for university health science centers. Without administra-
tive reorganization, the result of any attempt to assume this ex-
panded role might well be disastrous ineffectiveness. The Commis-
sion believes that universities should undertake careful study of this
administrative problem and that in some cases the solution may
well be a dual line of administration, with a dean in charge of aca-
demic programs and another administrator in charge of programs
involving relations with other community agencies. In other cases,
committees with specific functions may be more appropriate.

In their analyses of needed administrative changes, some of the
very large universities may wish to consider the establishment of a
separate advisory board for the university health science center and
perhaps, in some cases, also for the teaching hospital, but the
feasibility of such changes will vary among institutions.

Moreover, there is a need for much more careful integration of
instruction in the biomedical sciences and in the social sciences
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between the health science centers and the campuses of the univer-
sities. To a large extent, this integration should be accomplished,
whenever feasible, through joint appointments of faculty members.

The Commission recommends that university administrations ap-

point appropriate officers to develop plans for the expansion of

university health science centers and for their transformation to

perform the broad educational, research, and community service

functions recommended in this report. University administrations

should also be actively involved in the planning of area health edu-

cation centers. To accomplish these objectives will often require

administrative changes in the university and in the health science

center as well. Careful integration of instruction in the biomedical

sciences and social sciences between university health science

centers and departments on major university campuses should be

achieved.
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10. <[ Role of the
(omprehensive (Colleges

and (Community ("olleges

The rapid expansion of demand for workers in the allied health
professions is creating an increasing need for curricula designed
to prepare young people for these professions in both four-year
comprehensive colleges and two-year public community colleges.
Some of these institutions have responded to the need by expand-
ing existing programs and introducing well-planned curricula
designed to provide training for the many new technical specialties
in the health field. Elsewhere the response has been limited. As
the Commission’s report The Open-Door Colleges: Policies for
Community Colleges pointed out, some of the states have taken
vigorous steps to stimulate the development of such systems; else-
where there has been little or no development of community col-
leges. Implementation of the Commission’s recommendations for
federal aid to higher education is essential if development of com-
prehensive colleges and community colleges is to be stimulated in
the laggard states.

Just as the university health science centers and area health
education centers must become increasingly involved in cooperating
with the comprehensive colleges and community colleges in plan-
ning such curricula, so these colleges should welcome advice from
the centers in developing their training programs in the allied
health professions.

The Allied Health Professions Personnel Training Act of 1966
has provided expanded federal support for education in these
critically important health fields and has contributed significantly
to the development and expansion of allied health programs in
comprehensive and community colleges (56).

The Commission recommends that comprehensive colleges and
community colleges develop and expand their curricula in the
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allied health professions where this has not been done and that
they also seek and accept guidance from university health science

centers and area health education centers in the planning and

evaluation of these educational programs.
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11. /e Role of the Foundations

Some of the large private foundations have played an important
role in providing financial support for medical education and re-
search and in sponsoring studies of medical education. The Com-
mission believes that the foundations should continue to give fa-
vorable consideration to proposals for this type of support and
should also provide funds for research on health manpower and
on problems in the delivery of health care. It is often more feasible
for foundations to support studies or projects that are innovative
or experimental than for government agencies to provide such
support.

The Commission recommends that private foundations that have
traditionally provided support for health manpower education
and research should continue to do so and that foundations that
have not provided such support in the past should consider ex-
panding their programs to include it. The Commission also recom-
mends that foundations expand their support for research on the
delivery of health care.
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12. (uarnegie (ommission Goals
7o Be Achieved by 1980

Expansion of the functions of university health science centers so
that they can play a central role in coordinating and guiding health
manpower education and cooperating with other agencies in the
development of improved health care delivery systems in their
regions

Development and expansion of programs for physician’s and
dentist’s associates and assistants

Acceleration of medical and dental education, thereby achieving
greater efficiency

Integration of the curriculum, including such changes as consolida-
tion of instruction in the basic sciences on main university cam-
puses, integration of preprofessional and professional education,
and more carefully integrated and coordinated programs of post-
graduate training

Changes in medical and dental education so that they are more
responsive to the expressed needs of students and more concerned
with problems of delivery of health care

A 50 percent increase in medical school entrant places
Initiation of nine new university health science centers

Positive policies to encourage the admission of women and mem-
bers of minority groups to professional training in medicine and
dentistry

A 20 percent increase in dental school entrant places

Development of approximately 126 area health education centers,
affiliated with university health science centers
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MARCH 5,
1968

Appendix A: Foint
Statements of the American
HMedical Association and the

Association of American
Medical (Colleges, M arch 5,

1968, and April 16, 1968

To meet national expectations for health services the enrollment
of our nation’s medical schools must be substantially increased.
At a joint meeting held in Chicago on February 28, 1968, the rep-
resentatives of the Board of Trustees of the American Medical
Association and the Executive Council of the Association of Amer-
ican Medical Colleges emphasized the urgent and critical need for
more physicians if national expectations for health services are to
be realized.

National policy which would best meet this need and would be
consistent with the American ideal of equal educational opportu-
nity for all would provide such resources that every young person
interested in and qualified for entry to the study of medicine would
have this opportunity. Both Associations endorsed the position
that all medical schools should now accept as a goal the expansion
of their collective enrollments to a level that permits all qualified
applicants to be admitted. As a nation, we should address the task
of realizing this policy goal with a sense of great urgency.

In their endorsement of and call for broadening educational
opportunity for the study of medicine, both Associations stressed
that the length of time necessary to realize such a goal does not
minimize the need to respond to today’s critical shortage of physi-
cian manpower. In order to enable the nation’s medical schools
both to meet today’s crisis and to attain the longer-range goal of
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unrestricted educational opportunity, those responsible for alloca-
tion of resources must recognize the magnitude of these tasks. ‘

There are both immediate and long range steps which should be
taken. The immediate steps are:

To increase the enrollment of existing medical schools. Considering
the time required to create new schools and to provide a student
with a medical education there is no alternative to this step in
meeting our present emergency.

To foster curricular innovations and other changes in the educa-
tional programs which could shorten the time required for a medi-
cal education and minimize the costs. In view of the increasing
quality of preprofessional education and the growing competence
of entering medical students, it should be possible to reduce the
length of medical education without sacrificing quality. Also, as
the amount of clinical experience provided medical students in-
creases, the duration of internship and residency training should
be reassessed. The process of educating a physician embraces the
entire curriculum from high school through residency training.

To meet the need for innovation in educational programs and to
encourage diversity in the character and objectives of medical
schools. The development of schools of quality where a primary
mission is the preparation of able physicians for clinical practice
as economically and rapidly as possible is to be encouraged. Such
schools may have less emphasis upon fundamental biologic re-
search than is appropriate for a number of other schools.

A longer range approach to the need for physicians is the devel-
opment of new medical schools. This approach will not solve our
immediate, urgent need for more physicians, but it is essential for
meeting the national needs of 1980 and beyond. The contribution
of such schools to the total capacity of the medical education sys-
tems is important. The advantages of the organization of as many
such centers of medical education and development through the
country as consistent with strong programs should be kept in mind.

To implement the measures enumerated above will require ade-
quate financial support from governmental and various private
sources for:

Construction of facilities to expand enrollment of existing schools
and to create new schools.
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1968
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Support of the operational costs of medical schools.

Stimulation and incentive for educational innovation and improve-
ment.

To implement these measures will further require that each
medical school and its university reexamine its objectives, its edu-
cational program, and its resources to determine how it can con-
tribute most effectively to the national need for more physicians and
what financial help it will need to make this contribution. Also
required is understanding by the public, the private foundations,
industry, local and state governments, and the national Congress
groups which must provide the financial support which is neces-
sary.

Initiative for development of new schools and expansion of
established institutions should be locally determined. Only the
governing bodies of schools with ongoing programs in medical
education can decide to expand such programs. Institutions wish-
ing to organize new medical schools must assume the responsi-
bility for marshalling the necessary support. Both Associations
are prepared to lend any assistance they can to such efforts.

Rising public expectations for health services and determination
to upgrade quickly the health care of large segments of the popula-
tion have created unprecedented demands for physician manpower.
The public’s challenge to medical education to respond by produc-
ing the necessary health manpower is clearly understood and has
been accepted by the medical profession. At a second joint meeting
of members of the AMA Board of Trustees and the Executive Coun-
cil of the AAMC, these groups again expressed their determination
to mobilize the support necessary for the medical schools to expand
enrollments to desirable levels.

A medical college is a complex, multi-purpose enterprise with
important obligations to various individuals, groups, organizations,
and to society. It is impossible for a medical college to operate at a
high level and to discharge these obligations without effective
funding, planning, coordination, and control. Appreciation of the
complexity of function and financing is necessary for any under-
standing of the fiscal predicament in which academic medical cen-
ters now find themselves.

At this time AMA and AAMC urge that increased emphasis be
given to support of the educational component of academic medical
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center activities with the intent that the production of physician.
and other health personnel by such centers be assigned the highest
possible priority. In their effort to mobilize support for medical
education, AMA and AAMC leaders resolve to use all of their re-
sources to achieve the desired results.

The problems of each academic medical center are unique to that
institution. A blanket solution nationally designed and centrally
imposed will not produce desired results. Rather, the interests and
talents of governing boards, the magnitude and sources of assured
support, the abilities and goals of faculties, the hopes and ambi-
tions of students, and the influence of local, regional, and national
attitudes must all go into determining in what fashion each aca-
demic medical center can make its optimal contribution.

A Increased Number of Graduates
1 Increased Enrollment

Each medical school is examining carefully what it can do.
In September, 1968, about 200 more students will enroll
in the first year classes of all existing medical schools than
in the fall of 1967. By 1969 another increment of over 400
is expected. Incentives should be devised to assist those
schools which elect to expand enrollment with increased
construction funds and operating budgets.

2 More Medical Centers

In September, 1967, five new medical schools opened
their doors, and in 1968 five others are expected to begin
operation. Cities with a combination of population density,
a strong undergraduate school, availability of adequate
land, appropriate clinical facilities, and a reasonable source
of financial support have been and should continue to be
strongly encouraged when they seek to organize medical
schools.

B Mobilization of Support
1 From Local Sources

The AMA is asking its field staff to highlight the urgency
of the manpower question before county and state medical
societies. These societies will be asked to form committees
to marshall a response at city, county, and state levels
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aimed at increased production of health manpower in
both privately and publicly owned medical schools.

2 From Private Sources

Private sources—individuals, industries, and foundations
—remain the largest contributors to the support of medical
education. This fact must never be obscured by the promi-
nence of federal and state tax support. Private support has
allowed American medical education the flexibility which
has made it strong. The AMA through its Education and
Research Foundation and the AAMC in cooperation with
the National Fund for Medical Education should join forces
to convince industry and the foundations that it is in their
vital interest to encourage diversity in the support of Amer-
ican medical education.

3 From the Federal Government

Federal support for the educational component of medical
center activity should be further encouraged. The full sums
of money authorized under existing legislation should be
appropriated. Both AMA and AAMC have testified re-
peatedly and will continue to testify before both Senate
and House committees during the coming year. Their testi-
mony is virtually identical in request for support for medi-
cal education linked to increased enrollments. Passage of
the Health Manpower Act of 1968, which provides for
funding for construction, operation and educational innova-
tion in medical centers, is being strongly advocated by both
Associations.

C Other Specific Steps

In addition to the above-mentioned testimony before Congress
for support of full appropriations for existing legislation, the
call for passage of the Health Manpower Act of 1968, the de-
velopment of local committees in state and county medical
societies, and coordinated approaches to industry and other
private sources, other measures are underway. Medical schools
are (a) continuing to seek ways to enroll more students and to
reduce dropout rates; (b) exploring methods for allowing entry
into medical schools from many backgrounds, and at different
levels; (c) organizing curricula which will permit progress
through medical school at different rates; and (d) introducing



I D ocument from the collections of the AAMC  Not to be reproduced without permission

Higher education and the nation’s health 106

measures to increase the educational effectiveness and produc- ‘
tivity of medical schools. The modern medical curriculum, a
continuum which includes college, medical school and the in-
ternship and residency years, is being examined with the objec-

tive of achieving optimal investment of the time of each student

and faculty member.

The AMA and AAMC will continue to lend all of their support
to a national program encompassing the features outlined in this
statement.
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TABLE 1 University health science centers and Carnegie Commission goals for new university
health science centers and area health education centers by 1980, by state

State and city

Institution

Enrollment

MD
cand-
dates Total Population

Alabama

Birmingham
Mobile

Dothan
Huntsuville
Montgomery

- Alaska
¥ Anchorage
Fairbanks
Arizona

Tucson

Phoenix

Flagstaff
Arkansas

Little Rock
El Dorado
Fort Smuth

California
Dayis

Irvine

Medical College of Alabama

University health science center
(developing)

Suggested area health education center
Suggested area health education center

Suggested area health education center
(V A hospital).

Suggested area health education center

Suggested area health education center

University of Arizona

Recommended new university health
science center

Suggested area health education center

University of Arkansas
Suggested area health education center

Suggested area health education center

University of California

University of California

339 840 735,500*

383,200*
31,440+
72,365+

134,393+

44,237+

13,311+

63 79 212,892+

858,900*

18,214+

395 723 318,800*
25,292+
52,991+

48 290 8,910
262 580 1,231,200
107
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TABLE 1 Unliversity health science centers and Carnegle Commission goals for new unliversity

health science centers and area health education centers by 1980, by state continued

Enrollment
MD.
cands-

State and city Institution dates Total Population
Loma Linda Loma Linda University 357 604 2,000
Los Angeles University of California 389 1,993 6,857,200*

University of Southern California 289 1,474 6,857,200*
Palo Alto Stanford University 327 927 959,200*
San Diego University of California 47 230 1,198,100*
San Francisco  University of California 523 1,818 3,009,100*
Fresno Recommended new university health

science center (V.A. hospital) 415,700*
Bakersfield Suggested area health education center 327,300*
Redding Suggested area health education center 12,773+
Santa Rosa Suggested area health education center 31,027+
Los Angeles Five suggested area health education

centers (V.A. hospital) 6,857,200*
San Bernardino Suggested area health education center 1,085,900*
San Francisco- Suggested area health education center
Qakland (East Bay area) 3,009,100*
Colorado
Denver University of Colorado 360 982 1,089,800%*
Grand Junction Suggested area health education center 18,694+ ‘
Pueblo Suggested area health education center 91,181+
Connecticut
Hartford University of Connecticut 32 56 793,400*
New Haven Yale University 347 848 721,200*
Bridgeport Suggested area health education center 772,700*
Waterbury Suggested area health education center 107,130%
Delaware
Wilmington Recommended university health

science center 481,000*
District of Georgetown University 464 943 2,704,100*
Columbia George Washington University 414 890  2,704,100*

Howard University 393 899 2,704,100*
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Enrollment
M.D.
candi-

State and city Institution dates Total Population
Florida
Ganesuville University of Florida 246 622 29,701+
Miam: University of Miami 332 982 1,114,000*
Tallahassee Florida State University (developing) 48,237+
Tampa University of South Florida

(developing Fall 1971) 891,000*
Jacksonuville Recommended new university health

science center 504,600%
Orlando Suggested area health education center 383,900*
Georgia
Atlanta Emory University 293 1,018 1,288,500*
Augusta Medical College of Georgia 393 615 70,626%
Columbus Suggested area health education center 116,779+
Macon Suggested area health education center 69,764+
Savannah Suggested area health education center 149,245+
Hawaii

T‘Honolulu University of Hawaii (2-year school) 59 191 619,500*

Hilo Suggested area health education center 25,966+
ldaho
Boise Suggested area health education center

(V A. hospital) 34,481
Pocatello Suggested area health education center 28,634+
Minois
Chicago Chicago Medical School 294 413 6,770,700*

University of Chicago 289 939 6,770,700*

University of lihinois 793 1,490 6,770,700*

Chicago College of Osteopathy 301 6,770,700*

Northwestern University 547 1,646 6,770,700*

Loyola-Stritch School of Medicine 383 608 6,770,700*

Rush Medical College (developing) 6,770,700*
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TABLE 1 University health science centers and Carnegie Commission goals for new university
health science centers and area health education centers by 1980, by state continued
Enrollment
M.D
candi-

State and city Institution dates Total Population
Carbondale- University of Southern lllinois
Springfield (developing) 97,941+
Peona University of lllinois (developing) 103,162
Rockford University of lllinois (developing) 126,706
Champaign-
Urbana Suggested area health education center 76,877+
East St Lowss  Suggested area health education center 81,712+
Indiana
Indianapolis Indiana University 857 1,857 1,041,600*
Evansuille Suggested area health education center 141,543+
Fort Wayne Suggested area health education center

(V A hospital) 161,776+
Gary Suggested area health education center 602,800%
South Bend Suggested area health education center 271,400*
Terre Haute Suggested area health education center 72,500%
lTowa
Des Moines College of Osteopathic Medicine and

Surgery 348 208,982+
ITowa City University of lowa 494 1,311 33,443+
Davenport Suggested area health education center 358,100*
Stoux City Suggested area health education center 89,159+
Waterloo Suggested area health education center 71,755%
Kansas
Kansas City University of Kansas 483 932 1,214,400%
Wichsta Recommended new university health

sclence center 395 600 395,600*
Dodge City Suggested area health education center 13,620+
Salina Suggested area health education center 43,202+
Topeka Suggested area health education center

(V A. hospital) 119,484+
Kentucky
Lexington University of Kentucky 300 674 62,810
Lowisville University of Louisville 367 761 795,000*
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—
Enrollment
MD
cands-

State and city Institution dates Total Population
Ashland Suggested area health education center 31,283
Padycah Suggested area health education center 34,479%
Louisiana
New Orleans Louisiana State University 510 830 1,069,100*

Tulane University 506 1,015 1,059,100*
Shreveport Louisiana State University, Shreveport

School of Medicine (developing Fall

1969) 288,300*
Lake Charles Suggested area health education center 63,392%
Maine
Bangor Suggested area health education center 38,912%
Presque Isle Suggested area health education center 12,886+
Portland Suggested area health education center 72,566
Maryland
Baltimore Johns Hopkins University 373 1,046 1,990,000*

University of Maryland 521 941 1,990,000*
Cumberland Suggested area health education center 33,415*

I‘Hagerstown Suggested area health education center 36,660

Massachusetts
Boston Boston University 306 880 3,249,800*

Harvard Medical School 577 577§ 3,249,800*

Tufts University 458 1,044 3,249,800*
Worcester University of Massachusetts School of

Medicine (developing Fall 1970) 618,800*
Springfield Recommended new university health

science center 557,100*
Pyttsfield Suggested area health education center 57,879
Michigan
Ann Arbor University of Michigan 807 2,601 67,340
Detrost Wayne State University 531 1,161 4,113,600*
East Lansing Michigan State University 78 462 353,500*
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TABLE 1 University health science centers and Carnegie Commission goals for new university
health sclence centers and area health education centers by 1980, by state continued
Enrollment
MD
candi-

State and city Institution dates Total Population
Pontiac Michigan College of Osteopathic

Medicine 20 82,233+
Detrot Two suggested area health education

centers 4,113,600*
Flint Suggested area health education center 476,800*
Grand Rapids Suggested area health education center 514,300*
Kalamazoo Suggested area health education center 82,089+
Saginaw Suggested area health education center

(V A. hospital) 98,265+
Minnesota
Minneapolss University of Minnesota 685 2,281 1,636,200*
Duluth- Recommended new university health
Supenor science center 272,600*
Rochester Mayo Clinic—existing area health

education center 40,663
St Cloud Suggested area health education center 33,815%
Mississippi
Jackson University of Mississippi 319 6587 144,422+
Bilox1 Suggested area health education center

(V.A. hospital) 44,053+
Greenuville Suggested area health education center 41,502+
Tupelo Suggested area health education center 17,221+
Missourl
Columbia University of Missouri 358 1,079 36,650
Kansas City University of Missouri, Kansas City

School of Medicine (developing

Fall 1971) 0 0 1,214,400*

Kansas City College of Osteopathy and

Surgery 446 1,214,400*
Kirksuville Kirksville College of Osteopathy and

Surgery 421 13,123+
St. Louis St Louis University 461 781 2,311,400*

Washington University 359 871 2,311,400*
Springfield Suggested area health education center 95,865
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:. Enrollment
MD
candi-

State and city Institution dates Total Population
Montana
Billings Suggested area health education center 52,851
Butte Suggested area health education center 27,877+
Miles City Suggested area health education center

(V.A hospital) 9,665+
Nebraska
Omaha Creighton University 302 423 514,600*

University of Nebraska 365 602 514,600*
Grand Island Suggested area health education center

(V A. hospital) 25,742+
Lincoln Suggested area health education center

(V A hospital) 128,521+
North Platte Suggested area health education center 17,184+
Nevada
Reno University of Nevada (developing Fall

1971) (V A. hospital) 51,470t
Las Vegas Suggested area health education center 64,405+

mlow Hampshire
- Hanover Dartmouth Medical School (2-year

school) 100 224 5,649+
Berlin Suggested area health education center 17,821+
Manchester Suggested area health education center 88,282+
Neoew Jersey
Jersey City New Jersey College of Medicine and

Dentistry 306 536 620,000*
New Brunswick Rutgers Medical School (2-year schootl) 30 61 40,139t
Newark New Jersey College of Medicine

(campus under construction) 1,888,500*
Atlantic City Suggested area health education center 59,5644+
Camden Suggested area health education center 117,159+
Patterson- Suggested area health education center 1,341,000*
Clifton-Passaic
Trenton Suggested area health education center 114,167+
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TABLE 1 University health science centers and Carnegie Commission goals for new university

health science centers and area health education centers by 1980, by state continued

‘ |

Enrollment
MD
candi-

State and city Institution dates Total Population
New Mexico
Albuquerque University of New Mexico School of

Medicine 97 202 201,189+
Gallup Suggested area health education center 14,089+
Roswell Suggested area health education center 39,693+
New York
Albany Albany Medical College 284 997 710,200%*
Brooklyn State University of New York 770 1,471 11,5655,900*
Buffalo State University of New York 407 1,355 1,331,600*
New York City Cornell University Medical College 353 826 11,555,900*

Albert Einstein College of Medicine 402 1,204 11,555,900*

Columbia University 499 1,612 11,555,900*

Mt Sinai School of Medicine 59 2,003 11,555,900*

New York Medical College 495 944 11,655,900*

New York University 514 1,209 11,555,900*
Rochester University of Rochester 308 809 838,900*
Syracuse State University of New York 399 786 619,100*
Stony Brook State University of New York ‘

(developing Fall 1971) 0 0 3,548F
Cooperstown Mary 1. Bassett Hospital—existing

area health education center 2,553+
Binghamton Suggested area health education center 301,100*
New York City Suggested area health education center 11,655,900*
Utica Suggested area health education center 349,5600*
North Carolina
Chapel Hill University of North Carolina 287 1,080 12,673+
Durham Duke University 333 1,023 78,302¢
Winston-Salem Bowman-Gray School of Medicine 226 437 582,000*
Greenuville East Carolina University (developing) 22,860%
Asheuille Suggested area health education center 60,192+
Charlotte Suggested area health education center 378,000*
Wilmington Suggested area health education center 44,013+
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Enrollment
M.D.
candi-
State and city Institution dates Total Population
North Dakota
Grand Forks University of North Dakota (2-year
school) 98 276 34,451%
Fargo Suggested area health education center
(V.A. hospital) 46,662t
Minot Suggested area health education center 30,604
Ohio
Cincinnati University of Cincinnati 407 882 1,361,000*
Cleveland Case Western Reserve University 374 1,391 2,050,100*
Columbus Ohio State University 611 2,262 859,600*
Toledo Medical College of Ohio (developing
Fall 1969) 0 0 670,700*
Akron Suggested area health education center 660,000*
Dayton Suggested area health education center 820,400*
Lima Suggested area health education center 51,037+
Mansfield Suggested area health education center 47,325+
Youngstown- Suggested area health education center 525,400*
. Warren
!klahoma
Oklahoma City University of Oklahoma 418 997 597,900*
Tulsa Recommended new university health
science center 451,400*
Enid Sugygested area health education center 38,859+
Lawton Suggested area health education center 61,697
Oregon
Portland University of Oregon 351 846 933,300*
Eugene Suggested area health education center 50,977%
Medford Suggested area health education center 24,425%
Pennsylvania
Hershey Pennsylvania State University 88 104 6,851
Phijladelphia Hahnemann Medical College 432 731 4,774,400*
Jefferson Medical College 717 1,093 4,774,400*
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TABLE 1 University health sclence centers and Carnegie Commission goals for new university

health sclence centers and area health education centers by 1980, by state continued
Enrollment
MD.
cands-

State and city Institution dates Total Population

Temple University 552 887 4,774,400*

University of Pennsylvania 520 1,380 4,774,400*

Woman’s Medical College 237 342 4,774,400*

Philadelphia College of Osteopathic

Medicine 461 4,774,400%
Pittsburgh University of Pittsburgh 388 924 2,386,100*%
Allentown- Suggested area health education center 525,600*
Bethlehem-
Easton
Altoona Suggested area health education center

(V A. hospital) 69,407+
Erie Suggested area health education center

(V.A hospital) 138,440+
Reading Suggested area health education center 290,600*
Pittsburgh Suggested area health education center 2,386,100*
Scranton- Suggested area health education center 579,000%
Wilkes-Barre-
Hazleton
York Suggested area health education center 311,900*
Puerto Rico '\
San Juan University of Puerto Rico 268 584 225,000%
Mayaguez Suggested area health education center 83,850+
Ponce Suggested area health education center 99,000+
Rhode Island
Providence Brown University (2-year school) 20 313 749,100*
South Carolina
Charleston Medical College of South Carolina 326 599 69,925¢
Columbia Suggested area health education center

(V A hospital) 97,433+
Greenuille Suggested area health education center 66,188+
South Dakota
Vermullion University of South Dakota (2-year

school) 86 132 6,102+
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Enrollment

MD.
candi-

State and city Institution dates Total Population
Rapid City Suggested area health education center 42,399+
Stoux Falls Suggested area health education center 65,466
Tennessee
Memphis University of Tennessee 738 1,362 760,500*
Nashville Meharry Medical College 278 379 531,100*

Vanderbilt University 227 709 631,100*
Chattanooga Suggested area health education center 299,000*
Knoxville Suggested area health education center 393,500*
Texas
Daligs University of Texas Southwestern 411 1,068 1,404,800*
Galveston University of Texas Medical Branch 606 945 67,1757
Houston Baylor University 351 857  1,787,600*

University of Texas Medical School

(developing Fall 1971) 1,787,600*
San Antonio University of Texas Medical School 105 265 834,000*
Lubbock Texas Technological University

Iq (developing) 128,691+
!manllo Suggested area health education center

(V A. hospital) 137,969+
Beaumont Suggested area health education center 315,500*
Corpus Christi Suggested area health education center 292,400*
El Paso Suggested area health education center 348,300*
Fort Worth Suggested area health education center 657,700
Odessa Suggested area health education center 80,338+
Utah
Salt Lake City  University of Utah 259 661 189,454+
Cedar City Suggested area health education center 7,643+
Vermont
Burlington University of Vermont 232 462 35,531+
Rutland Suggested area health education center 18,3056+
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TABLE t University health science centers and Carnegie Commission goals for new university
health science centers and area health education centers by 1980, by state continued

Enrollment e
MD
candi-
State and city Institution dates Total Population
Virginia
Charlottesville  University of Virginia 319 697 29,427
Richmond Medical College of Virginia 451 1,037 508,500*
Norfolk- Recommended new university health
Portsmouth science center (V A. hospital nearby
at Hampton) 646,400*
Roanoke Suggested area health education center 97,110+
Washington
Seattle University of Washington 334 1,940 1,261,600*
Spokane Suggested area health education center
(V.A. hospital) 266,300*
Walla Walla Suggested area health education center 24,586%
Yakima Suggested area health education center 43,284+
West Virginia
Morgantown West Virginia University 250 667 22,487+

*Estimated population of Standard Metropolitan Statistical Areas, 1967, from U.S. Bureau of the Census,
Current Population Reports Population Estimates, ser. P-25, no 411, Washington, D.C., 1968.

+ Population of urban place, from U S. Census of Population, 1960

4 1967 population of Wilkes-Barre-Hazelton, plus 1960 population of Lackawanna County, of whict(
Scranton is the county seat.

§ Interns, residents, and other postdoctoral students were not reported.
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Enrollment

MD.

candi-
State and city Institution dates Total Population
Charleston Suggested area health education center 87,796%
Parkersburg Suggested area health education center 44,797
Wisconsin
Madison University of Wisconsin 403 1,307 126,706+
Milwaukee Marquette University 412 1,001 1,342,400*
Eay Claire Suggested area health education center 37,987+
Green Bay Suggested area health education center 62,888+
Wausay Suggested area health education center 31,943+
Wyoming
Casper Suggested area health education center 38,9301
Cheyenne Suggested area health education center

(V.A. hospital) 43,505
TOTAL ENROLLMENT 35,833 89,195

SOURCE- American Medical Association: Medical Education in the United States, 1968-69, Chicago,
7@l 969, pp- 1467 and 1560-1561. Identification of locations of recommended university health science
‘inters and area health education centers is based on analyses by the Carnegie Commission staff. Enroll-
ment data are for 1968-69, and developing medical schools with no enrollment figures had not admit-
ted any students by that time.
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*Includes D.D.S. candidates and students 1n dental hygienist, dental assistant, and
laboratory tecnhician programs and in postgraduate dental studies.

TABLE 2

Enrollment in Total ‘

dental schools, enrollment,

United States,  Siate Institution 1968*
=) fall, 1968 -
S Alabama University of Alabama 258
2 Califorma University of the Pacific 304
é University of Califormia 364
& University of California at Los
§ Angeles 295
< University of Southern Califormia 518
=2 Loma Linda University 334
8 Connecticut University of Connecticut 17
_é) Dustrict of Columbia Georgetown University 428
e Howard University 353
@ Georgia Emory University 318
g Illinois Loyola University of Chicago 513
S Northwestern University M7
ks University of llhinois 458
Z Indiana Indiana University 567
Q lowa University of lowa 340
% Kentucky University of Kentucky 237

University of Louisville 261

,j::: Louisiana Louisiana State University 30
“'6 Loyola Umiversity, New Orleans 248
a Maryland University of Maryland 402
g Massachusetts Harvard University 76
§ Tufts University 481
§ Michigan University of Detroit 448
,f::) University of Michigan 552
=
g Minnesota University of Minnesota 343
qg Missoun Saint Louis Umiversity 192
= University of Missour at Kansas
Qq) City 582
% Washington University 217
]
i
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Total
enrollment,
State Institution 1968*
Nebraska Creighton University 192
University of Nebraska 263
New Jersey Fairleigh Dickinson University 299
New Jersey College of Dentistry 181
New York Columbia University 250
New York University 908
State University of New York at
Buffalo 319
North Carolina University of North Carolina 291
Ohio Ohio State University 805
Case Western Reserve University 261
Oregon University of Oregon 378
Pennsylvama Temple University 654
University of Pennsylvania 693
University of Pittsburgh 573
South Carolina Medical College of South
Carolina 47
Tennessee Meharry Medical College 151
University of Tennessee 484
Texas Baylor University 512
University of Texas 528
Virguma Medical College of Virginia 319
Washington University of Washington 420
West Virgima West Virginia University 297
Wisconsin Marquette University 641
Puerto Rico University of Puerto Rico 174
TOTAL 19,193

SOURCE: American Dental Association, Annual Report on Dental Education,
1968-69, part 1, Chicago, 1969.
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Estimated cost
of federal aid
for medical
and dental
education,*
assuming
continuation
of four-year
program,
1971-72 to
1979-80 (in
millions of
constant
dollars)

Higher education and the nation’s health 122

Cost-of- —
Student Student instruction Construcho‘

Year grants loans supplements grants
1971-72 64.6 2.0 3298 756
1972-73 69 8 4.0 3697 117 3+
1973-74 756 62 4111 136 7
1974-75 824 92 450 2 154 1
1975-76 87.1 19 486.0 1530
1976-77 N7 147 524.1 1520
1977-78 96.1 175 564 0 1417
1978-79 100 1 215 598 4 128 1
1979-80 103 1 232 6187 941

* Does not include federal aid for biomedical research, which was included 1n the esti-
mated cost of federal aid recommendations in Quality and Equality: Revised Rec-
ommendations, New Levels of Federal Responsibility for Higher Education

+ Includes $10 million a year for expansion of area health education centers from
1972-73 on.

SOURCE Carnegie Commission staff
TABLE 4
Estimated cost Cost-of-
of federal ald Student Student instruction Construction
for ";’3‘”‘"{ Year grants loans supplements grants
an —
education*®*  197]1-72 646 20 329.8 75.6
assuming that
all schools 1972-73 69 8 4.0 3697 117 3+
shift to 1473 74 6
three-year - 73.9 1 406 1 8556
programs -
by 1933274, 1974-75 751 82 4327 329
1971-72 to 1975-76 73.7 103 454 3 329
1979-80 (in
millions of 1976-77 71.4 122 4786 34.6
constant dollars) 1977 78 748 142 505 8 36 4
1978-79 77.6 16 2 529 1 36.4
1979-80 798 183 5330 364

*Does not include federal aid for biomedical research, which was included in the
estimated cost of federal aid recommendations in Quality and Equality New Levels

of Federal Responsibility for Higher Education

+Includes $10 million a year for expansion of area health education centers from
1972-73 on

Carnegie Commuission staff.

SOURCE
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Regional Continuing

grants planning education Total
o 150 50.0 100 547.0
@]
% 150 50.0 10.0 635.8
g 150 50 0 100 704 6
g 150 500 10.0 770.9
5 150 50 0 100 8130
S 150 50.0 10.0 857.5
+~
z 500 10.0 8793
3 50 0 10.0 908.1
= 50.0 100 899 1
o]
o]
$—
o
[
S
(]
O
@]
+
+
@]
Z
Lé
(]
= Start-up Regional Continuing
Coa grants planning education Total
2 ‘ 150 500 10.0 547.0
g 150 500 10.0 635.8
3 15.0 500 10.0 646.6
§ 15.0 50.0 100 623.9
o 15.0 50.0 10.0 646.2
‘é’ 150 50 0 100 6717
o 50.0 100 6912
o]
= 50.0 100 7193
g 50 0 100 7275
=
Q
@]
i
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THE POSITION OF THE ASSOCIATION OF AMERICAN MEDICAL
COLLEGES ON THE CARNEGIE COMMISSION REPORT. “HIGHER
EDUCATION AND THE NATION'S HEALTH

DECEMBER, 1970

The Association of American Medical Colleges has studied the
Cérnegie Commission Report, "Higher Education and the Nation's Health:
Policies for Medical and Dental Education." After careful consider-
ation, the Association finds that it is in substantial agreement with
the report, and finds its major objectives sound.

The recommendations in the report relating to expansion of health
manpower, support of medical education and research, and the role of

. academic institutions in hsalth services, are of particular interest to
the AAMC. Providing for the progressive expansion of these functions
and the means to assure the stability and well being of the institutions
involved are fundamental elements of any sound national health policy.

We are fully in accord with the Commission's view on the need to
expand medical and dental education and advance the role of other health
professions and occupations in meeting health manpower needs. Independent
examination of these matters by a committee of the AAMC has reached

- essentially the same conclusions concerning the increased number of
medical school entrants to be reached by the Bicentennial Year of 1976;
the continued need for thevé;pansion of existing medical schools, as well

as the establishment of new schools carefully located geographically;

‘ and the need for continued innovation in curriculum and educational programs.
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We are pleased that the Commission substantiates the critical role
of the Federal Government in supporting medical education while not
diminishing the continued need for other public and private support.

0f prime importance in this respect is the Commission's recommendation
AND PCDERR

for @ substantial Fesssmi=pweswsi=o+ continuingAsupport for the

instructional process in medical and dental education on a per-student
basis. This approach would establish as national policy the concept of
basic support for medical and dental education as a national resource,
distinct from the special actions needed to increase enroliment,
engender program and curriculum reform, and advance biomedical research.

The adoption of such a policy would be a landmark event in the
evolution of Federal health programs. The AAMC, through its own study
of these matters, has also concluded upon the necessity and wisdom of
such an approach to assure the stability of the nation's medical
educational institutions and their basic educational programs.

The full range of the matters to which the Commissiun report speaks
is impressively broad. The position taken in respect to each of these
matters has been developed with deep concern for achieving real health
progress and for sound public policy.

While we are pleased at the close concurrence between the basic
objectives being sought by the AAMC and the views expressed by this
disinterested and prestigious group, there are several areas in the
report in which the AAMC takes a different view of the key factors
involved. In respect to certain of the'findings and recommendations

by the Carnegie Commission, the Association is in disagreement.

ii
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The detailed comment of the Association of American Medical
Colleges follows. In this comment, we have attempted to set forth
the position of the Association in respect to the key matters
covered in the Carnegie Commission's report.

These comments will be given under two headings: General

Considerations, and Financial Support and the Federal Government.

THE POSITION OF THE ASSOCIATION OF AMERICAN MEDICAL
COLLEGES ON THE CARNEGIE COMMISSION REPORT, "HIGHER
EDUCATION AND THE NATION'S HEALTH"

December, 1970

GENERAL CONSIDERATIONS:

o FACTORS INVOLVED IN IMPROVING THE NATION'S HEALTH.

ASSCCTATION POSITION

We are disappointed that the report dealing with "Higher Educalion
and the Nation's Health!" did not discuss all of the factors that rust Le
considered in improving the health of a people. The advancement of ihe
nation's health requires more than better health care. The state of

health depends upon:
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The Enviromment and Quality of Life. Health is related to the

quality of a man's life and the enviromwmnent in which he lives and works.
Optimum health cannot be achieved without adequate pure water and safe
food and clean air to breathe. Further, the national Commission on
Community Health Services observes:

"It (also) means assuring hygienic housing to provide space

for adequate privacy and family availability, for places of

rest and quiet and places for activity and recreation. It

means assuring an external milieu for man designed to stimulate

his greatest growth potential."

("Health is a Community Affair'", National Commission on

Community Health Services, Harvard University Press,
Cambridge, Massachusetts, 1967)

Attitudes, Understanding, and Behavior. Health also depends on

the mores and habits of man; his dietary habits, exercise patterns,
taboos, and superstitions can be influenced by education. Health

education is an irportant changz agent which deserves more serious
attention in modifying man's health-related attitudes and behavior.

Thus, health education is a crucial element of comprehensive health care.

Genetic Heritage. Health also depends on man's heritage and his

genetic make-up. To achieve optimal health, we must develop more
effective understanding of the genetic hosis of health and dicease
and achieve better public acceptarce of measures required to control

the rate of accumulation of deleterious genes in the population.

Health Carc. This 1s the principal topie considered in the
report in terms of the relationships to .and implications for academic

institutions.



(9N}

o PRIORITIES FOR HEALTH CARE. The Commission believes there is

a crisis in health care and the reasons given for the crisis are five

interrelated and overlapping factors (page 22):
1. Unmet needs for health care.

2. Rising expectations of the population for universal
access to care.

3. Critical shortages in, and inefficient use of, health
manpower.

4. Ineffective financing.
5. Rapidly rising costs.

The Commission believes further that:
Americans deserve and can afford better health care. (page 1)
As the nation faces the 1970's, shortcomings in the system
of delivery of health care in the world's most affluent

society must have high priority among issues calling for
attention and decisive action. (page 13)

ASSOCIATION POSITION

The AAMC concurs with these conclustions of the Commission and
has made public statements on all of them. The Assoctation has taken
an official position supporting unisersal health insurance as a
necessary component for eliminating arbitrary financial barriers to
health carc for those not now adequately served while pointing out

that dollars alone will not guarantee access ond availability of care.
We further agree that better health care should rank high in the Nation's

priorities and that given our affluence we "deserve and can afford better

health care.”
However, we quesiion whether better health care has yet reached

the level of a high national priority (page 7), particularly of the

Federal Govermment. The failure to include better healih or better

health eare as a national goal in the President's Staff Report on
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National Goals and the levels of support requested by the Administration,
or appropriated by the Congress, for programs to improve health and
provide better health care, for education of health professionals and
to advance knowledge through biomedical research suggests that the
Federal Govervment has not given clear evidence of a high national
priority for health care.

In our opinion, there is ample evidence that the benefits from our
high level of medical competence and the fruits of biomedical research
are not available in sufficient quantity and with equity to all

citizens.

o COMPONENTS OF BETTER HEALTH CARE. The Commission has

identified four factors as necessary to improve health care:
1. More and better health manpower.
2. More and better health care facilities.

3. Better financing arrangements for the health care of
the population.

4. Better planning for health manpower and health care
delivery. (page 1)

ASSOCIATTON POSITION

Healih Manpower. The Association has long argued for the need
of more health manpower. In the 1950's 1t was one of the few voices
reconmnndiﬁg an expanston of cducation for the health professionals
and wundertook a virorous carpaign to establish new medical sehools
and expand existing schools. The substantial increase in entering
class size since the middle 71960's in spite of inadequate financial

support to the academic medical centers tis largely the result of
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this effort.

The Assoctation has formally adopted the recommendations of its
Committee on the Expansion of Medical Education for a substantial
increase in the entering class size by the middle 7970's. The
Bicentennial Program for the Empansioﬁ of Medical Education recommends
an expansion of entering elass size to 15,070 by 1976, a figure not
significantly different from that proposed by the Commission. Both
the AAMC Committee and the Carnegie Commission make the point that
it 18 difficult under the present circumstances of health care to
make a meaningful assessment of physician need but that an evident
shortage exists and the increases proposed are both a necessary and
feasible response.

With regard to "better manpower,'" the Association and its
members have been major factors in improving the quality of health
professionals. They concurred in and implemented the recommendations
in the Flexner report that brought the medical schools into the
university and introdvced biomedical seience into the elucational
program. They believe that the basic Flexner concept of rooting
medical education in science is still valid, even though the scope of
medical edveation must encompass health care delivery. Adequate
setentific knowledge is still the hallmark of a properly trained
physician. The Association is cormitted to the maintenance of quality
in the foce of pressures to rapidly increase the output of their cchools.
It is convineed that any other approach would derogate the intellectual
integrity of medicine as a science—baseﬁ profession and would thus be

inimical to the best interests of society.
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Health Care Facilities. The Association agrees that in most cases

health care facilities should be the responsibility of local, state,

and Federal government. However, because of the unusual circunstances
with regard to university hospitals, we believe that Federal construction
support should be provided in the same manner as for other health
professions teaching facilities to permit efficient and effective
planning of structures to reflect educational programs.

Finaneing Arrangements. As discussed above, the Association has

adopted an official position recommended by its Committee on Health
Insurance that better financing arrangements are critical to the
tmprovement of health care delivery. The Commission did not point out
clearly enough that any financing system must accommodate the special
aspects of patient care in the teaching setting, support and sustain
the particular role of teaching hospitals in educating health manpower,
and recognize their eritical fumction in the process of healtlh care.

Planning. Tt is gratifying that even though txe Commission's report
18 concorned larcely with heal th manpower, it recojnized that just
produciny more manpowver will not in itself correct all of the short-
comings of present health core. In fact, that action, taken alone,
would 7rurove Teocr! ecare for the urban and rural pocr, who have the
greatent need. Tt would prorubly serve to increase the disparity in
healil. care betwecn the "haves' and the "have nots.”

The Acsoctaton has re.catedly pointed out the errors of those who
propose such simplistic solutions to the health care problem as:

7. Increasing health manpower alone.

2. Taking the relatively small number of research scientists
from laboratories and putting them into the health care system.
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3. Exclusive concentration on training more family physicians,

4. Apprenticing medical students to practicing physieians for
elinical training.

o BASIC ASSUMPTIONS AND CONDITIONS. There are many implicit

assumptions as well as explicit conditions in proposals for achieving
the objectives and recommendations in the report.

Health Care Delivery. (pages 31-33)

1. A spread of prepaid group practice plans.

2. Much greater emphasis on achieving effective
functioning of true health care teams in which
the physician or dentist is at the center of the
team and the work of allied health personnel is
subject either to his direct or indirect supervision.

3. A shift to greater emphasis on care outside the
hospital in a wider variety of health care facilities
than has been available.

4. A shift toward a situation in which health care is
a public utility.

5. Biomedical research and new technology will continue
to revolutionize medicine and health care delivery.

6. A shift from a non-system to a system of health care
delivery which will have an influence on education,
research, and service functions of the academic health
science centers.

Federal Role. The Federal Government has a major and
continuing role in:

1. The financial support of health manpower, education,
biomedical research, and health system planning. (pages 61-63)

2. A broader role in protecting the health of the
population, assuring adequacy and efficiency in the
delivery of health care, with the terms and methods

“of payment and with the education and utilization of
health manpower.
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State Role. The Commission recommends that states should
continue to provide substantial support for-medical and
dental education and that states which have lagged in the
past should plan for significant increases in expenditures
for this purpose. The Commission also recommends that the
states should provide financial support for medical and
dental education in private institutions. In addition,
they should provide major financial support for house
officer training and for the education of allied health
personnel. The states, in cooperation with universities
and with regional and Tocal planning bodies, should play

a major role in the development of plans for the location
of university health science centers, area health
education centers, and comprehensive colleges and
community colleges providing training for allied health
personnel. (pages 89-90)

University Role.

Number and Scope of University Health Science Centers:

1. Create nine additional university health science
centers in population areas not now served by
them. (page 55)

2. Convert existing two-year medical schools to
full programs and not establish additional
two-year schools. (page 53)

3. Establish new public health schools as part of
academic health science centers and incornorate
existing schnols into such centers as soon as
possible. (page 53)

Area Health Education Centers. The Commission recommends
the development of 126 area health education centers in
ereas at seve disiance from university health science
centers. These area centars would be affilicted with the
nearest anpronriate university health center and would
perform somawhat the same furctions except that the
education of the M.D. would be restricted to a Timited
amount of clinical education and research to the evaluation
of local experiments in health care delivery systems.

Undergraduate Medical Education.

1. Increase substantially the number of health
professionals educated. (page 44)
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Shorten the period of education to three years.
(page 49).

Increase the flexibility of the programs and
the options available to students. (page 52)

Extend clinical education into community
hospitals. (page 53)

Stress comprehensive medicine. (page 54)

Integrate more carefully abstract thedry and
clinical experience. (page 54)

Integrate instruction in the biomedical sciences
and social sciences between university health
science centers and university departments.

(page 93)

Graduate Medical Education.

1.

Establish corporate responsibility for residency
programs. (page 53)

Stress comprehensive medicine. (page 54)

Include experience in community hospitals,
neighborhood clinics, and other facilities, as
well as in teaching hospitals. (page 54)

Better relate the n'mber of students in
residency programs to health care needs. (page 70)

Shorten residency training. The year saved by
elimination of the internship should not be
replaced by an additioral year of residency
training. (page 70)

Education of Other Health Professionals:

1.

The university health science centors sheuld
develop new specialties where needed, such as
physicians' associates and assistants. (page 91)

They should cooperate in the development and

evaluation of educational programs for health
professionals in comprehensive and community

colleges. (pages 91 and 96)
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Continuing Education.

1. Bring about a significant increase in continuing
education programs for health care personnel in
the area. (page 92)

Biomedical Research.

1. Continue a vigorous program in biomedical research.
(page 73)

Health Care Delivery.

1. Undertake extensive research, in cooperation
with university departments in health care
delivery systems (page 92) and the social and
economic environment of health care. (page 47)

2. Cooperate with other community agencies in
improving the organization of health care
delivery. (page 47)

3. Serve as the institution for handling the most
complex and sophisticated medical problems and
act "as the ccordinating hub and rescrvoir of
expertise for a system of institutions that
may include area health centers, neighborhood
health centers, rural clinics, hospitals,
group practice organizations, and medical
socicties." (page 46)

Role of the Comprehensive Colleges and Community Colleges.

The Commission recommends that comprehensive and community
colleges dovelon and expend their curvicula in the allied
health professions where ihis has not been done and that
they also seek and accept guidance from university health
science centers and area hralth education centers in
planning and evaluation of these cducational programs.

Role of the Foundations. The Commission recommands that
private foundatlions that have traditionally provided
support for health manpower education and resecarch should
continue to do so and that foundations that have not
provided such support in the past should consider expanding
their programs to include it. The Commission also recommends
that foundations expand their support for research on the

delivery of health care. (page 97)
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ASSOCIATION POSITION.

The Association believes that all of the above basic asswnptions
and explicit conditions of the Carnegie Commission are, in general,
sound; and it is in agreement with their conclusions and the roles
asstigned to various segments concerned with health care, education of
health professionals, and biomedical research. However, it 18 important
to recognize that achieving these cbjectives will require adequate
finaneial support to the academic institutions, and the specific
proposals recommended by the Carnegie Commission in this respect are
discussed later.

The Association is disappointed that the report did not more
clearly describe the important contributions of biomedical research to
the improvement of the nation's health. We believe that only through
a better understanding of health and discace through research can we
institute effective preventive measures and convert empirical and
palliotive medicine into definitive and effective intervention.

The creation of nine additional acadimic hcalth science centzars
is essentially in agreement with the recommendation of the Association's
Bicentennial Program for the Expansion of Medical Educaticn, which
called for twelve new schools. The new institutions would be located
in areas not served by medical schools to provide the bencfits derived
from the presence of a school. The Association recornends, but does
not insist, that medical schools be a part of a university, as does
the Carnegie Commission by implication..

The relation of the area health centers to the academic health

seience centers furnishes a means to begin the regionalization of
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-

health care services. Many university health seience centers have
already entered into cooperative programs with surrounding community
hospitals. The Commission recommends an extension of this approach
which the Association agrees could provide an important way to
itmprove health care, provide additional clinical training facilities,

and avoid overlap and unncesssary duplication of resources.

o HEALTH MANPOWER STUDIES. The Commission recommends expansion

and strengthening of health manpower research programs in the Department
of Health, Education and Welfare, in cooperation with the Department of
Labor, to encompass broad continuous studies of health manpower supply
and demand. Research funds should be made available for specialized
studies of these problems in university health science centers and

appropriate university research institutes. (page 77)

ASSOCTATION POSITION

The Association agrees completely with the neced to expand studies
in health manpower. It belicves thot equally important are studies,
innovation, and dermonstration in health care systems. The university
heal t’: centers furnich an olwious focus for this research and the
nvelteomont of wique university resources in opevations reseorch, ihe

social setences, management and technmoloxy in the joint efforte that

arc necescary to maaningful approaches to the problems which confront us.

o NATIONAL AND REGIONAL PLANNING. The Commission recommends the

strengthening of cxisting Federal legislation for regional, state, and

local health planning to enccmpass regional planning of all health



I D ocument from the collections of the AAMC  Not to be reproduced without permission

13

manpower education and health care facilities.

The university health science centers, along with their
affiliated area health education centers, should have central
responsibilities for planning health manpower education, while the
central responsibility for planning changes in the delivery of health
care should be in the hands of regional agencies, in cooperation with

state and local agencies, as well as private institutions. (page 76)

ASSOCTATION POSITION:

Highly trained health professionals are national rather than
regional, state, or local resources. Migration patterns substantiate
this view. For this reason the Association believes that planning in
relation to the educational programs in academic medical centers must
be related to a national as well as state and local purposes. Since
the health care activities of the academic medical centers are more
related to the geographical area, closer coordination with regional,
state, and local planning groups is more appropriate in this area.
However, due consideration muist be given in extending university health
care activities to the particular needs of clinical training and
educational programs of the centers.

The /Assoctation De¢lievec that the c:eation of a true rcorgonization
program with the acaderiic heallh science center as a hub ic escential
to effective and efficient use of scarce resources. The Comprehensive
Health Planning prograom can scrve to provide consumer and provider
input for identifying gaps in service and avoiding duplication and
overlap of service. The Regional Medical Programs can scrve as the

mechanisms for accomplishing the regionalization and integration required
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to meet the needs identified. However, to accomplish this, the mission
of the RMP and the operation of its programs must be redirected.

The ultimate institutional framework in which health care will
be delivered has not Yyet been designed. It will have to encompass
all of the health care services within an appropriate geographical
boundary and provide the means by which the accessibility, quantity,
quality, and cost of cure can be determined by an appropriate inter-
action of providers and consumers. The health care corporation

desceribed in the Perloff Report is an example of such an approach.

o NATIONAL HEALTH MANPOWER COMMISSION.  The Commission

recommends the appointment of a National Health Manpower Commission

to make a thorough study of changing patterns of education and utilization

of health manpower, with particular reference to new types of allied
health workers, of changing patterns of health care delivery, and of
the feasibility of national Ticensing requirements for all health

manpower. {page 78)

ASSOCTATTION POSITINN

The Association 1s disappointed that the Carnegie Commission was
nwot more erplicit din projosing a rational and effective mechanism for
plancing in the heaitn fXeld on a continuing basis. The report does
net @anrlj atate who sheuld appoint the Comrission, whether it would
he o termporary task foree or a continuing group, or how it would
implement its recommendations.

The Aecsceilation is convinced that the market place cannot provide

the necessary control for the number of health professionals with
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sufficient speed. The lag time in the feedback and the complexities
and span of education for health professionals makes this an ineffective
and costly method. Some responsible and authorative body must assess
and project the need for the number of types of health professionals on
a rational basis, including the rnumber of the various spectialists.

There must be an effective way in which the recommendations of this

body can influence the educational programs. It is obvious that
assessment and projection of need will be heavily influenced by the
nature of the system in which health care is to be delivered.

The proposed expansion of the AMA-AAMC Liaison Comnittee on
Medical Education with the ultimate creation of a Commission on Health
Professional Education could serve in this role. Through involvement
of appropriate organizations and govermment representatives, a
mechanism might be provided for implementation of the Carnegie
Commission's recommendations. The newly created Institute of Medicine
of the National Academy of Sciences might also play an important role.

Although the Federal Goverwment has not really developed a
national planning role, with its greater involvement in the finaiizing
of health care delivery and the education of health professionals
this may change.-.

The Association 1¢ on record in favor of the estahlishnent of a
Council of Health Advisors to the President that could increase tae
effectivencss of growivrg Federal expenditures in health in the
Department of Health, Educaiion and Welfare, the Department of Labor,
the Department of Defense, and the Veterans' Administration. We do
not believe that the Council should be the single naticnal planning

body, but it could work with a non-govermmental organization to
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relate Federal programs better to the civilian needs. In the longer
run, it seems both desirable and necessary to consider a complete
restructuring of our policy development framework for health in the
Executive branch. The national importance of these issues is
increasingly incompatible with the present subordinate loecation of

health within the Department of Health, Education and Welfare.

o RECERTIFICATION. The Commission recommnends national requirements

for periodic re-examination and recertification of all physicians and

dentists by specialty boards and other appropriate bodies.

ASSOCTATION POSITION

Tee ta

The Asscociation agrees that some method must be found to assure
that physicians are capable of providing adequate care using current
medical knowledge. However, re-examination may not be the best way
in which to accomplish this goal.

A properly organized health care system which used an auditable
record, such as the prohlem-oriented record, would make it possible
to carry out a continuirg assessment of the physicians' performance
in a more logical and accurate way than by a periodic examination.
Furthermere, the arcas “n which phusicians had deficiencics could be
identified and incorporated into the continuing education program in

the setilig in which he provides health care.
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FINANCIAL SUPPORT AND THE FEDERAL GOVERNMENT:

The Commission clearly establishes a substantial and continuing
role of the Federal Government in the financial support of the academic
health science centers and their educational and research activities.

These will be considered under the major programs propesed in the report.

o FINANCIAL AID TO MEDICAL AND DENTAL STUDENTS.

Student Grants. The Commission recommends a Federal program

of grants in amounts up to $4,000 a year for medical and dental students
from Tow-income families and for students from low-income families
enrolled in associate and assistant programs in medical and dental
schools. (page 65)

In determining the student's need, it will be necessary to
derive a formula based on such factors as total family income over
the past several years, total family assets, and the number and ages

of children in the family. (page 64)

ASSOCIATION POSITION

The Association strongly supports the concept of non-refundable
grants for students in which fineneial need con be established. It
concurs in the view that the national interest ig best served if all
students have available adcquate financial resources to permit them
to achieve the highest level of education to which they aspire and
can achieve. Grants are essential to the meeting of this objective.
We feel that the views held by some, including highly placed officials
in the Administration, that every student should pay for his entire

costs of education because of the higher income it permits him to earn
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18 not the way to develop the most precious national resource of the
nation--an educated citizenry.

We agree on the importance of developing a more rational basis
for establishing need and the Association is expanding its efforts in
this direction. We do not believe that need can be determined from a
simple assessment of gross family income and we object to the regulations
instituted by the National Institutes of Health restricting grants to

students from families with less than $70,000 annual income.

Student Loans. The Commission recommends an Educational

Opportunity Bank for medical and dental students, including house
officers, with repayment excused during house officer training and

during two years of military service. (page 66)

ASSOCIATION POSITTON

The Association does not believe an Educational Opportunity Bank

ts a desirable method for providing loans to medical students. The

"3

roccrt method of rroviding Loan funds trrough the academic inetitution
under the Health I'ofessions Iducational Assistance program should be
contirued. Loan funds should be available at a level consistent with
le v Luoele fron the {mstitulions ond {le altorpls being nade to
breaden the socio-cconomic bace of medical school classes. The
Acsociation strovnly opposcs a quaranteed loan progrom as inappropriate
te, o ineffecti o for, mnedical studenis and conivery to the rational

interest in inerecsing ithe number of physicians.
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0 A NATIONAL HEALTH SERVICE CORPS. The Commission recommends

the deve]opment of a voluntary National Health Service Corps. As an
incentive for participation in the Corps, an M.D. or D.D.S. would be
excused from loan repayments during periods of service and 25 percent

of the maximum indebtedness he is eligible to incur would be forgiven.

(page 66)

ASSOCIATION POSITION

The Assoctiation supports the concept of a National Health Service
Corps and has testified favorably on bills to establish such a Corps
in the Congress.

However, we are concerned about the form and structure of the
Corps and believe that it should not be restricted to physicians and
dentists, but should incorporate all health professionals. Further,
all should share in the benefits from service in the Corps, including
draft deferment and excuse from loan repayment.

The Association believes strongly that the Secretary of Health,
Educat lon and Welfare should be able to designate arcas and organizations
in which members of the Corps should work without the need for formal

approval by medical socicties or the profession.

o TUITION CHAMGES. The Commission recommends a relatively low

uniform national tuition policy for institutions providing medical and

dental education. (page 68)

ASSOCIATION POSITION

The Assoctation does not believe that this rccaommendation can be

implemented and s unnecessary if the Educational Opportunity Bank is
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18 not the way to develop the most precious national resource of the
nation--an educated citizenry.

We agree on the importance of developing a more rational basis
for establishing need and the Association is expanding its efforts in
this direction. We do not believe that need can be determined from a
simple assessment of gross family income and we object to the regulations
instituted by the National Institutes of Health restricting grants to

students from families with less than 870,000 annual income.

Student Loans. The Commission recommends an Educational

Opportunity Bank for medical and dental students, including house
officers, with repayment excused during house officer training and

during two years of military service. (page 66)

ASSCCIATION POSITTON

3

e Associalion does not believe an Educational Opportunity Bank

[

18 a desirable method for providing loans to medical students. The

rocort method of rroviding loan finds trrough the aszademic institution

=3

under the Health I'rvofecsions IFducalbional Assistance program should be
contirued. Loan funds should be available at a level consistient with
the v onde froq the institulions ond {le altborpls being nade to
Lroaden the socio-cconomic base of medical school classes. The
Acgociation stro-ly oppoces a quaraniced loan progrom as inappropriate
te, oA ineffect? o for, mnedical studentis and conivury to the rational

interest in incerecsing the number of physicians.
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0o A NATIONAL HEALTH SERVICE CORPS. The Commission recommends

the deve]opment of a voluntary National Health Service Corps. As an
incentive for participation in the Corps, an M.D. or D.D.S. would be
excused from loan repayments during periods of service and 25 percent

of the maximum indebtedness he is eligible to incur would be forgiven.

(page 66)

ASSOCIATION POSITION

The Association supports the concept of a National Health Service
Corps and has testified favorably on bills to establish such a Corps
in the Congress.

However, we are concerned about the form and structure of the
Corps and believe that it should not be restricted to physicians and
dentists, but should incorporate all health professionals. Further,
all should share in the benefits from service in the Corps, including
draft deferment and excuse from loan repayment.

The Assoctiation believes strongly that the Secretary of Health,
Educat ton and Welfare should be able to designate arcas and organizations
in which members of the Corps should work without the need for formal

approval by medical sccictier or the profession.

o TUITION CHAMGES. The Commission recommends a relatively low
uniform national tuition policy for institutions providing medical and

dental education. (page 68)

ASSOCIATION POSITION

The Associaiion does not beliteve that this rccomnmendation can be

tmplemented and 1s unnecessary 1f the Educational Opportunity Bank is
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not established. The ability of students to pay for their total

educational costs will exert a control over tuition costs, particularly

if there are larger numbers of students from low-income families. It
is not anticipated that grants and loans will ever be provided in sufficient
amounts to permit tuition to be raised without regard to the student's

ability to pay.

o COST OF INSTRUCTION SUPPLEMENTS. The Commission recommends that

funds be provided to institutions to help stabilize their fiscal situation.
The funds could be used only for instructional purposes and the
institutions receiving them would have to take steps to shift towards

a uniform tuition policy and eliminate residency requirements favoring
in-state students. They would also have to refrain from discrimination
and undertake measures to increase minority enrollments. If these
conditions were met, the schools could receive the following support:

1. A grant of $4,000 annually for students enrolled in the
M.D., D.D.S., or physician associate or assistant programs.

2. A bonus of $4,000 per year for a maximum period of eight
years for students in excess of those enrolled in the fall
of 1970. The institution would have to initiate a program
to expand by 20 percent in first-year places within four
years. Moreover, each school would be expected to increase
its average class size to 100.

ASSCCIAT TR PISITICON

The lfascciation stronzly supports the concept of a coviililicn grant
to provi.d. "first doliar in' cver propccals to previde project grants
which would furnish "last dollar in''. The capitation route would be
easter to administer and would preserve the freedom of action necessary
for an educational institution. It would allay the [inaneial stiringencics

under which most institutions are operating and drastically reduce the
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number seeking "disaster aid".

The Executive Couﬁcil and the Assembly have adopted a Bicentennial
Program for the Expansion of Medical Education which agrees in principle
but differs in some detail from the Carnegie Commission recommendations.
The Association plan recommends an educational allowance of $5,000 per
student with an annual increase to cover inflationary and other rising
costs to 89,000 by 71980. For expansion of at least fifteen students,
89,000 a year per student is recommended with no escalation, under the
assumption that after start-up costs are met, the regular subsidy is
adequate.

The Association believes that its formulation is more rational
and preferable to that made by the Carnegie Commission. It does not
see the need for the other stipulations which are either difficult to
enforce or covered by laws now in force. For example, the use of cost
of education supplements only for imstructional costs depends upon a
definition of what constitutes instruction--an unresolved problem.

The Assoctiation also has warned thal cap'tation support would
accomplish little if research funds were nol adequate and the
institutions were not fully reimbursed for health care. Some provisions
must aleo be provided for the few scehools whose financial base 1o now
so inadequate that they cannot maintain educational programs of the

required quality, even with a copitation grant.

o INCENTIVES FOR CURRICULUM REFORM. The Commission proposes an

additional cost-of-education supplement of $2,000 per student enrolled
in programs leading to the M.D. or D.D.S. degree or, students enrolled

in physician's or dentist's associate or assistant programs and in
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specified cases those in the last year.

The bonuses would be given for three years to schools introducing
new programs to train physician's or dentist's associates or assistant
programs, or for schools that undertake major curriculum reform along

Tines recommended in the report. (pages 70, 71)

ASSOCIATION POSITION

The Association agrees with the concept of providing funds to
stimulate and make possible curriculum reform, but believes this can
be better accomplished through project grants than through the

eapt tation mechanism.

o COST-OF-EDUCATION ALLOWANCES FOR HOUSE OFFICERS. The Commission

recommends a cost-of-education allowance of $2,250 per year for each
house officer enrolled in a graduate training program under university
control. The grant would be made for a maximum of three years for any
student and would be dependent upon the institution's controlling the
number of students in parti.ular specialties to better meet needs and

efforts to reduce the duration of training. (page 70)

£SCNCTITTON POSTTION

T tagnatat oy aavees 01 the Cowniacion's vicy Lhat <ncittutio
rLoT e oe move fuids to cover the cocte of graduate education.  The
rrovrlciy of charaing cdicational costs to patient care is Leing
inerecsingly questioned. Universal health insurance would remove some
of the objections, since the costs would be spread over the enlire

repulation aind would not fall only upon those who were il1.
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This is a very complex matter and one that is very dependent on
the method developed to pay for health care. Since the number of
interns and residents in the academic health center and its graduate
training programs are more closely related to the health care delivered,
it would seem more appropriate to cover the costs of their education

from the health service payments.

0 CONSTRUCTION GRANTS AND LOANS. The Commission recommends

construction grants for university health science centers and area
health centers in amounts up to 75 percent of construction costs, with

the remaining 25 percent available in the form of loans.

ASSOCTATION POSITION

The Association concurs with the recommendation to provide the
major support for new construction, remodeling and renovation through
grants. It opposeé plans to shift all construction support to loans,
even with interest subsidy. Many public institutions are prevented
by law from borrowing money. In addition, the financial staius of
academic health science centers makes it difficult, if not impossible,
to make the required payments for interest and principal. The loan
plan only delays coste and decs not decrease bul aclually <rereases
the total funds required.

The availability of loan funds for 25 percent of the cost would,
however, be useful to those schools that can take advantogec of the
program. It would assist private institutions that are finding
inereasing difficulty in obtaining matching funds. The level of
support involved would make it easicr to pay interest and capital out

of the annual budget.
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The Association beZieves that the provision in its Bicentennial
Program for the Expansion of Medical Education to provide a minimal
level of construction support for schools undertaking expansion by a
capitation formula is sound. This permits more rational planning and
better assurance that the facilities required will be available when
needed. However, other programs would be necessary to provide support

for additional or other requirements on a project basis.

0 START-UP GRANTS. The Commission recommends start-up grants

for new university health science centers in amounts not exceeding
$10 million per center.

These grants would be available on issuance of a "(letter) of
reasonable assurance and would be allocated on a competitive basis to

assure maximum effectiveness and efficiency in the curriculum.”

ASSOCT/ TTON POSTTION

The availability of start-up funds has been an important consideration
in the eatablishment of new academic health science centers, and this
propoz. 1 by the Commission would help solve this problem Since start-up
costs arc always present, it would seem more logical to provide them
to new seloola on a eaptbation besis, ac recommended by the Association
o Tee Tiecntennlol trogeom for e Fupancion of Medical Edneation.

Since er’ziiny cenvels walevta™rg major cxransion have similor initial
costo, oy chould also recetve "starl-up! grants. The stipulations
proposad by the Carnegle Commission on curriculum might produce more

rather than less rigidity in devising new approaches.
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0 CONTINUING EDUCATION. Continuing education of health manpower

should be a major concern of academic health science centers and area
health education centers with Federal funds providing 50 percent of

the financial support of such programs. (page 76)

ASSOCIATION POSITION

The academic health science centers are the logical institutions
to direct continuing education of health professionals. If they have
not assumed their proper role, it is probably due to lack of support
for the activity and the ineffectiveness of present approaches to this
difficult area of education.

Meaningful continuing education remains a problem of concern to
the academic health science centers, the profession, and the consumer.
Present programs are for the most part episodic rather than continuing.
They do not provide education in the context of the physician's patients
in the way that medical students learm in the health care setting.

Continuing education will probably not be effective until there
can be an ongoing assessment of the eare provided by a physician ~nd
an tdentification of the areas in which his behavior must be changed.
The problem-oriented record may provide such an cpportunity. If this
kind of apprccel: can he instituted for the practicing corrmunily in an
effective organizational framevork for healih care, the centers might

be stimulated to become more involved in continuing education.

o BIOMEDICAL RESEARCH. The Commission recommends that Federal

financial support of research in university health centers be maintained

at its present percentage of the GNP; that funds should be made available
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to support research on methods of achieving greater efficiency in
health manpower education and in the delivery of health care as well
as for biomedical research; that Federal allocations should cover the
total costs of research projects, and that not less than 10 percent
and not more than 25 percent of research grants to any university
health science center should take the form of institutional grants

rather than grants for specific research projects.

ASSOCIATION POSITION

The Association strongly disagrees with the proposal to maintain
the current level of research at its percentage of the GNP. In the first
place, we are convinced, along with most authoritative bodies, that
currently biomedical research is below the optimum level. We agree with
the conclusions in this respect of the Commiitee on Research in the Life
Seiences of the Committee on Science and Public Policy of the National
Academy of Sciences:

"From the best estimate we can make, in the current year

(£~ al vear 7870) orpropriations for resecrch, per ce,

arc conovorimaloly 20 percent less thon required to ensure

Uire e Detfion's truly qualified academic 1ife scienticts

arve fully and wusefully engaged.’

In the seccrd place, we believe that the level and grovth of
Jiomedtenl pegearch should 1 determiseod Dy more cubetantive constderations
that Poar ypon the relationshin of research to impordant neilonnl
objectlvas.  TFederal support of biomedical research should he derived
from thves basice jaclors:

1. The level of research support necessary to sustain the

intcgral relationship of research to underqraduate and
araduate clucation 7n the healiln profecsicns;



‘ 2. The additional level of scientific effort to continue
U.S. leadership at the scientific frontier of the biomedical
seiences;

3. The further scientific effort required to exploit fully
specific scientific opportunities to control disease,
disability, and solve health problems.

While we do not have as yet the calculus that will integrate these
factors into an appropriate dollar number and rate of increase, we
believe a reasonable approximation can be made. In the interim, we support
the National Academy of Sciences Life Sciences Committee's view that,

"...The frequently proposed formula of an annual increment in

research support of about twelve to fifteen percent appears to

us to be a rational approximation of desirable growth as long

as the system continues to expand to meet ithe perceived needs

of society...

.« «Resecrch grant awards should be of such character as to

assure support for several years, conditioned only by

reasonable progress and pursuit, in good faith, of the

. research that had been proposed, following where it leads."

We also agree with the Commission for the need for research in medical
education and the delivery of health care and, indeed, the university
health seience centers have already inereased their efforts in this field
by ten-fold in the past two years. However, these programc should be
funded in their own right, and not by transfer of funds from the support
of biomedical research.

The appropriate level of imstitutional grants for rescorch depends
upon the amount of support for the other activities of the university
health science centers. If adequate allocations are made under other
institutional grants, it is possible that the basic level of research

required to meet the needs of the educational programs could be provided

by this mechanicm.

4
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MEMORANDUM

TO: Council on Medical Education . ,
FROM: =~ C. H, William Ruhe, M.D., Secretary
DATE: November 27, 1970

SUBJECT: Report of the Carnegie Commission on Higher Education

A special report and recommendations by the Carnegie Commission on Higher Education
entitled "Higher Education and the Nation?!s Health: Policies for Medical and

Dental Education" was presented to the public in a press conference held at the

time of the AAMC Annual Meeting in Ios Angeles in October 1970. This is a part

of a larger study of higher education in the United States which is expected to ;
be completed in 1972. Because of what it felt to be urgent problems in the health .-
field, the Commission chose to submit this special report on higher education in
health before the full report was completed, ’

In "Higher Education and the Nation?!s Health," the Carnegie Commission examines
and analyzes some of the major problems in the health field and offers recom-
mendations concerning the ways in which institutions of higher education might
help to solve these problems. Primarily, emphasis is given to the need for health
menpower and ways in which health manpower production might be expanded promptly
to relieve current shortages. A target date of 1980 is established for the relief
of manpower shortages although the Commission acknowledges that the problem may
have to be reexamined at or before that time to deal. with changing conditions.

The report in general is comprehensive, although certain suggestions such as
certification, licensure and continuing medical education are dealt with quite
superficially., In general, the recommendstions are in line with present trends
and there is not much which can be considered new or startling. The paysicien
manpower goals in particular are quite modest and are likely to be met or
exceeded without any unusual measures if present trends continue.

For the most part, the recommendations are consistent with the policies and proposals
of the AMA and the Council on Medical Education., If anything, they are disappoint-
ingly conservative when measured against current AMA thinking. There are, however,
some specific proposals which will probably be regarded by the Council on Medical
Education as inappropriate or undesireble, These proposals will need careful con-
sideration. In some instances, the recommendations relate to areas which are more
directly the concern of the Council on Health Manpower or the Council on Medical
Service than the Council on Medical Education., In these instances, some attempt
should be made to develop an acceptable AMA position which would represent the Joint
thinking of the three councils,

The -AAMC Assembly adopted a position statement on the Carnegle Report which was
essentlally laudatory and supportive. The AAMC was particularly pleased by the
Commission's proposals for substantisl increase in federal financial assistance
for medical schools. The AAMC statement expressed some reservations about the
CommissionYs recommendations relating to the Educational Opportunity Bank and
federal support of .biomedical research. The AAMC did not attempt to consider each
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individual recommendation nor to deal with the specific detalls of the reason-
ing upon which the recommendations were based.

It is difficult to prepare an organizational position to the Carnegie Commission
Report since it déals with & number of matters which are rather complex. There
is a strong temptation to settle for a rather general statement such as the AAMC
Assembly adopted and perhaps that is the best course to follow. However, the
Council on Medical Education should review the individual proposals to determine
whether it wishes to respond to them separately rather than to be content with
general stateménts about the entire report. T

For convenience and consideration, the recommendations have been extracted from

the body of the report and some comment is offered about each. In addition,
much of what is contained in the staff reviéw of the AAMC proposal for medical
school enrollments is pertinent to the Carnegie recommendations as: well.

Some of the earlier chapters are devoted to a discussion of problems associated
with the delivery of health care, with particular reference to unmet needs
rising expectations of the population, increasing costs, and ineffective
financing. Considerable detail is presented on the subjects of life expectancy
and infant mortality, subjects which are usually cited as evidence of the need
for more physicians and for a more effective system for the delivery of health
care. The implication is strong that increase in the supply of health manpower
and modification of the system of delivery of health care will result in major
improvement. in life expectancy and infant mortality. The AAMC statement notes
that such expectations are not necessarily justified and emphasizes the role of
poverty as a cause of ill health and disease, While this fact is usually ack-
nowledged, the nation's affluence may be just as important a factor in view of
such things as the large number of deaths and injuries caused by automobile
accidents and the high incidence of disease due to overeating and underexercis-
ing., DNone of these problems is likely to be solved either by massive increase
in the supply of health manpower or by national health insurance or by a.

-change in the system of delivery of health care. As noted in the AAMC state-

ment, "the responsibility for improvement of health far transcends the capa-
bilities of health professionals.”

The major recommendations and comments about them are given below:

RECOMMENDATION 1: The Commission recommends that the number of medical school
entrants should be increased to 15,300 by 1976 end to 16,400 by 1978. Toward
the end of the 1970s, the question of whether the number of entrant places
should continue to be increased will need to be reappraised. The expansion in
the number of medical school entrants should be accomplished through an average
expansion of about 39 to Ll percent in existing and developing schools by 1978,
with.nine new schools accounting for about 900 to 1,350 entrant places, adding

another 8 to 13 percent. The number of dental school entrants should be increased
- at least to 5,000 by 1976 and to 5,400 by 1980.
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COMMENT The Commissions recommendations on medical school enrollments are based

upon proJections prepared by Dr. Mark Blumberg. A monograph giving the details

of these projections will be published separately, but is not available at this
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time, Unfartunately, these”dé%ézls are lacking from the present report and
for this reason it is impoééible to meke exact comparisons with other pro-
Jections. Table 3 on page L2 gives projections of physician-to-population
ratios based on three alternative projections of medical school enrollments,
Unfortunately, Dr. Blumberg has chosen to use an index of “"active physicians"
per 100,000 population rather than the standard total physieians per 100,000
population and this makes it impossible to compare his Tatios with others;
furthermore, the definition of "active physicians" is lacking from the present
report. A footnote to the table states that the projections assume that no
foreign medical graduates will enter the country permanently after 1977. This
is a very strange assumption for which there appears to be no reasonable
grounds, Furthermore, for the 10 years proceeding 1977, the assumption is
mede that 13,000 foreign medical graduates will permanently enter the United
States; i.e., he assumes a growth in physician population from foreign medical
graduates of 1,300 per year. This figure is substantially below recent fig-
ures for foreign medical graduate accretions and there is no reason to believe
that the numbers of foreign medical graduates will decline in the years ahead.
Consequently, Dr, Blumberg's projections seem likely to'be significantly in
error--on the low side, :

The bases for the three alternative projections for medical school entrants

are not given, but the Column "C" projections are those cited in recommendation
#1. These appear to be based upon the expectation that most medical schools
will shift from a L-year to & 3-year program and that this will permit a 30%
increase in entering class size. Theoretically this may be true, but there are
many complications which may prevent such a proposed lncrease automatically
with the reduction in the length of program, Furthermore, although many
schools are now considering 3-year programs, it seems unlikely that all schools
will change from Leyeer to 3-year progrems within the next few years,

The recommendation calls for nine new medical schools to provide from 900 to

1,350 new entering places. As noted in the review of the AAMC report, there

are already 13 new schools in development and it is likely that there will be
still more before 1980. However, it is not certain how quickly they will be

able to grow to full class size,

In spite of the uncertainties and discrepancies, the goals proposed by the
Commission appear to be reasonable and readily attainable, If anything, they
are too modest and, with special effort, could easily be exceeded. It is
interesting to note that Dr., Blumberg is among those who believe that it is
possible for us to produce an excess of physicians. He believes further that
it would be an improper use of public funds to do so in view of the high cost
of medical education.

RECOMMENDATION 2: We also recommend that all university health science centers
consider the develomment of programs for the training of physician'!s and
dentist's associates and assistants, where they do not exist, and that, where-
ever feasible, such programs be initiated forthwith, Thq Commission recom-
mends, also, that in developing their plans for expansion, university health
science centers should adopt programs designed to recruit more women and
members of minority groups as medical and dental students,
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COMMENT: The Commission Report devotes considerable space to the concept of
the physician's assistant and recommends that all university health science
centers consider the development of physician assistant programs. Since the
AMA is currently engaged in developing a position on this subject, it is
impossible to express approvael or disapproval of the proposal at this time,

The Commission recommends recruitment of more women end more minority-group
students for medicine and dentistry. Active efforts are currently underway

and substantial gains have been made in the enrollment of women and minority
students in medical schools in the past two years, However desirable it might
be to have more women physicilans, it must be observed that increasing the num-
bers of women physicians does not provide a unit-for-unit increase in physicians?
services since a substantial number of women.do not engage in full-time practice,

RECOMMENDATION 3: 1In addition, the Commission recommends the conversion of
schools of osteopathy to schools of medicine, wherever feasible.

COMMENT: The AMA is already on record in favor of the.conversion of schools
of osteopathy to schools of medicine, The Commission offers no proposels as
to how the conveérsion might be effected.

RECOMMENDATTION h The Commission recommends that university health science
centers should be responsible, in their respective geographic areas, for
coordinating the education of health care personnel and for cooperation

with other community agencies in improving the organization of health care
delivery. Their educational and research programs should become more con=-
cerned with problems of health care delivery and the social and economic
environment of health care. All new medical and dental schools should be
parts of university health centers, and, wherever feasible, existing separate
medical and dental schools should likewise become parts of university health
science centers,

COMMENT: Educational and research programs of medical schools are increasingly
becoming involved with problems of health care delivery and the social and
economic enviromment of health care as recommended by the Commission. The
AMA would support such activities to the extent that they do not interfere
with the primary concern of the medical school for the education of physicians.

With regard to the recommendation that all new medical schools should be
university health science centers and that existing separate medical schools
should become parts of university health science centers, it would be con-
trary to existing AMA and Liaison Committee policy to support this recom-
mendation. While new medical schools are urged to become affiliated with
universities wherever possible, there is no requirement that this be done,
Furthermore, some medical schools have existed for many years apart from
universities and it would not seem appropriate to attempt to force them to
effiliate with universities if they do not wish to do so.

‘ RECOMMENDATION 5: The Commission recommends that all universities with health
sclence centers develop plans for accelerating premedical and medical educa-
tion. The Commission also recommends that plaens be developed for shortening
the total duration of predental and dental education vhere it is unnecessarily--.

l
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prolonged. We particularly favor a program calling for three years (instead
of four) after the B.A. to obtain the M.D. or D.D.S. and a three-year residency
(instead of the typical four years of internship and residency).

COMMENT: While no formal statements have been made, the AMA and the Council

on Medical Education have been favorably inclined toward plans for shortening

the duration of medical education where this can be done without sacrificing
quality unduly. It is significant that meny medical schools are now engaging
in such programs or are seriously considering their implementation. ,

RECOMMENDATION 6: The Commission recommends that all universities with health
science centers, and especially those developing new centers, consider plans for
(1) greater integration of preprofessional and professional curricula, (2) in-
creasing the student?!s options so that basic training in health-related scilences
can lead on to training for a variety of health-related professions as well as
medicine and dentistry, (3) awarding a master's degree at the end of this basic
training period, and (h) integrating instruction in the basic sciences on main
university campuses if this can be accomplished without-major costs associated
wvith the shift, without interfering with integration of basic science and
clinical science instruction, and without delaying the opportunities for
students to have early contact with patients.

COMMENT: These recommendations appear to be progressive and in line with
developments on many campuses at the present time. The greater integration

of preprofessional and professional curricula and provision of instruction

in the basic medical sciences on main university campuses appear to be the
major hope for "breaking the basic science bottleneck" which has been primerily
responsible for restrictions in medical school enrollments.

RECOMMENDATION T7: In addition, the Commission recommends that existing two-yeear
med.cal schools that do not lead on to M.D, -candidate education within the same
university system be converted to provide full M,D.-candigate education as soon
as possible and that no new two-year schools of this type be established.

COMMENT: In spite of the reservations expressed in the Commission's xreport,
there is good evidence that the existing two-year medical schools have been the
means of providing access to the medical profession for many deserving students
who would have otherwise lost this opportunity. Since the basic science years
have been the main reason for the small size of medical school classes, two-"i.
year schools of the basic medical sciences have been a means of increasing
physician production. It is true that most two-year schools eventually expand
to offer the full program leading to the M.D. degree; however, at some insti-
tutions, this has been impossible and it is likely that this will also be

true in the future. It would be unfortunate if arbitrary restrictions were
imposed to eliminate these institutions,

RECOMMENDATION 8: The Commission recommends that new university health science

British model.

COMMENT: The Council on Medical Education is in favor of full utilization of
affiliated hospitals to provide clinical instruction. Such affiliations per-

mit a broader base for such instruction and, when properly directed, consti-

I — - — —— ——— f e e——
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| tutes available additional resources for student instruction. There is &
strong trend toward more instruction in community hcs pitals as medical schools

become more involved in community problems,

g RECOMMENDATION 9% The Commission recommends that all university health
science centers give serious consideration to curriculum reforms, Their
admission policies should be made more flexible and their programs more
responsive to the expressed needs of students, Greater emphasis should

| be placed on comprehensive medicine in both the M.D.-candidate program and in
graduate medical education. In all phases of medical and dental education,
including residency programs, there should be more careful integration of
abstract theory and clinical experience. Residency mrograms should be plenned
and revieved by the entire faculty, and residency training should include
experience in community hospitals, neighborhood clinics, and other facilities,
as well as in teaching hospitals,

COMMENT: The Council on Medical Education would be in general agreement
with this recommendation.

produced without permission

RECOMMENDATION 10: The Commission recommends the development of nine new
university health science centers.

COMMENT: As noted earlier, the number of new medical schools proposed is
quite conservative. It is interesting to note that the Commission has
. identified nine specific metropolitan areas where new medical schools should
be established. Of these, one already has a medical school in development
end two or three others have been considered in the past. However, for several
of the centers there has been no local initiative in the direction of a new
medical school. The Commission report recognizes the desirability of local
initiative, but implies that some kind of national planning should be carried
out to implement the development of new schools in all of these areas. As
noted in the staff report on the AAMC proposal, the gquestion of whether new
schools should be established through national planning or local initiative
is one which deserves serious consideration.

RECOMMENDATION 1l: The Commission recommends the development of area health
education centers in areas at some distance from university health science
centers which do not have sufficiently large populations to support university
health science centers of their own, and in a few metropolitan areas needing
additional training facilities but not full health science centers, These
area centers would be affiliated with the nearest appropriate university health
science center and would perform somewhat the same functions recommended for
university health science centers, except that the education of M.D, and D.D.S.
candidates would be restricted to a limited amount of clinical education on a
rotational basis, and research programs would be largely restricted to the
evaluation of local experiments in health care delivery systems. The Com-
mission recommends the development of 126 new area health education centers,
—to be located on the basis of _careful regional planning.

. i COMMENT: The concept of the health education center seems rational and, in fact,
expresses formelly whet has developed informally in meny community hospitals
around the country. While not many of these hospitals have all four of the

¢ — —
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educational programs identified by the Carnegie report, many more have one

or more of these programs and might easily expand to include them gll, At
the present time, there are 25 hospitals outside of university medical
centers which have "M" classifications in the DIRECTORY OF INTERNSHIPS AND
RESIDENCIES. Most of these would qualify as health education centers. The
thing which is new and different about the recommendation of the Commission

is that such centers be established at geographic locations selected for their
potential, strategic relation to population groups, No educational programs

f exist in many of the cities suggested in Appendix B, Table 1., It is difficult
i to say whether effective educational programs could be established and could

' endure in such locations. Presumably, if regional planning agencies decided
to establish such.centers, they might be afforded the necessary local and
regional support to enable them to survive. The concept has merit and is
worthy of careful consideration.

RECOMMENDATION 12: The Commission recommends a federal program of grants in
amounts of up to $4,000 a year for medical and dental students from low-

income femilies and for students from low-income families enrolled in associate
and assistant programs in medicel and dental schools.,

COMMENT: Although the recommendation is opposed by current AMA policy, the

Council on Medical Education is on record as being in favor of such a ‘o
proposal. .
. RECOMMENDATION 13: The Commission recommends an Educationsl Opportunity Bank

for medical and dental students, including house officers, with repayment
excused during periods of house officer training end during two years of
military service.

COMMENT: The concept of an Educational Opportunity Bank is consistent with
AMA policy and has many attractive features. While certain details of the
provisions for granting the repayments wight be subject to negotiations, it
would appear that the AMA and CME would support this recommendation.

RECOMMENDATION ;E: The Commission recommends the development of a voluntary
national health service corps. An an incentive for parti€ipation in the corps,
an M,D. or D.D.S. would be excused from loan repayments during periods of
service, end 25% of the maximum indebtedness he is eligible to incur would be
forgiven.

YU

COMMENT: The AMA is currently on record in support of "a voluntary national
service corps," but does not see forgiveness of military service for partici-
pating in the heslth service corps. The details of the provisions of such a
plan might still be subject to negotiations.

RECOMMENDATION ‘15: .The Commission recommends a relatively low uniform national
tuition policy for institutions providing medical and dental education.
‘ . COMMENT: A uniform national tuition policy for medical schools would appesax

to be impractical under present conditions. There is at the present time such a
wide variation in operating cests,in political conditions, and in public
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attitudes among the separate states and regions where medical schools are

located that it would be virtually impossible to reconcile the variations

unless all schools received a major portion of their financial support from

a single source, presumably the federal government. Perhaps, as the Commission
recommends, a shift to a uniform tuition policy could take place gradually over

& period of many years. However, assuming adequate financial support for students
who need assistance, there does not appear to be any real need for uniform tuition.
In the final analysis, uniform, low tuition is simply enother form of subsidy for
the enrolled students. It is difficult to Justify providing such subsidy from
public funds for students who do not need it to enable them to enter a relative
high i”.wme profession.

RECOMMENDATION ;é: The Commission recommends (l) cost-of-instruction supplements
to university health science centers for each medical and dental student enrolled;
(2) vonuses for expansion of enrollment; (3) cost-of-instruction supplements to
university health science centers and their affiliated hospitals for each house
officer; and (4) bonuses for curriculum reform., The supplements and bonuses
would also be available for each student enrolled in physician®s and dentist's
associate and assistant programs as well as for students in the last year of
premedical or predental education if curriculum reform is designed to achieve

a reduction in the total duration of preprofessional and professional educatlon.

”»

COMMENT: This group of recommendations would provide direct federal support

for cost of construction with special bonuses for expansion, curriculum reform,

end house officer education, The AMA is already on record as favoring federal
support of medical education. The question at hand is whether funding should be
allocated for the specific purpose of meeting costs of construction and whether
financial incentives should be offered for operational purposes., Given the
present financial straits of medical schools and the present manpower needs,
there is a strong temptation to recommend "categorical" support of this nature.
Hovwever, in the long run, the best interest of medical education, the profession
and the nation might be served by genera. institutional grants without specific
regervations. Until such time as there is more complete justification of the
production and use of physician's assistants, it would seem unwise to provide
finencial 3incentives for the development of these specialized educational
programs.

RECOMMENDATION 17: The Commission recommends (1) construction grants for
university health science centers and area health education centers in amounts
up to 75 percent of total construction costs, with the remaining 25 percent
available in the form of loans; and (2) start-up grants for new university
health science centers in amounts not exceeding $10 million per center.

COMMENT: The Commission recommends more generous provisions for encouragement

of construction of university health science centers and a completely new

category of financial support in the form of "start-up grants" for new medical
schools. While the ideas do not seem inappropriate, there really is no evidence
that such new or greater support is necessary to encourage medical school con-———
strustion and the development of new health science centers., If funding
authorized under present health legislation were to be made:available in the

full emounts authorized, medical school construction and the development of new

medical schools would have proceedgd much more smoothly. The fact is that, even

— — ——— ¢ —————— -
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with the limited funding available, new schools have been developed at a record
rate. Many more are in the offing and will materialize if funding is aveailable
under present conditions.

RECOMMENDATION 18: The Commission recommends that federal finencial support of

research in university health science centers be maintained at its present
percentage of the GNP; that funds should be made available to support research
on methods of achieving greater efficiency in health manpower education and in
the delivery of health care as well as for biomedical research; that federal
allocations should cover the total cost of research projects, and that not less
than 10 percent and not more than 25 percent of the research grants to any
university health science center should take the form of institutional grants
rather than grants for specific research projects.

COMMENT: The AMA is on record as favoring maintenance of federal support for
biomedical research at a steady level with sufficient growth in support to
cover reflectionary increase in costs., The Commission recommendation would
fix research support at its current percentage of the gross national product,.
This principle deserves careful consideration.

RECOMMENDATION 19: The Commission recommends the strengthening of existing
federal legislation for regional, state, and local health planning to en-
compass regional planning of all health manpower education and health care
facilities., The university health science centers, along with their affili-
ated area health education centers, should have central responsibility for
the planning of health manpower education, while the central responsibility
for planning changes in the delivery of health care should be in the heands
of the regional sgencies, in cooperation with state and local agencies, as
wvell as appropriate private institutions. Continuing education of health
manpower should be a major concern of the university hesalth science centers
and area health education centers with federal funds providing 50 percent
of the financial support of such programs.

COMMENT: This group of recommendations should be considered in cooperation
with the Council on Health Manpower and the Council on Medical Service,

RECOMMENDATION 20: The Commission recommends national requirements for
periodic reexamination and recertification of all physicians and dentists
by specialty boards snd other appropriate bodies.,

COMMENT: Report F of the Board of Trustees which is currently before the
House of Delegates relates directly to this recommendation.

RECOMMENDATION 21: The Commission recommends the appointment of e National
Health Manpower Commission to make a thorough study of changing patterns of
education and utilization of health manpower, with particular reference to
new types of allied health workers, of changing patterns of health care
delivery, and of the feesibility of national licensing requirements for all
health manpower.

COMMENT: The question of whether there should be a national advisory
“commission on health manpovwer deserves careful consideration., The relation
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of such a group to the AMA, the AAMC and other organizations would have to be
defined very carefully if such an organization were to be established and to
function effectively. A national licensing system has often been recommended,
but would require that states relinquish their rights in this area. The idea -
of "uniform national standards" has an attractive ring, but also poses a great
many difficult problems,

RECOMMENDATION 22: The Commission recommends that states should continue to
provide substantial financial support for medical and dental education and
that states that have lagged in that in the past should plan for significent
increases in expenditures for this purpose. The Commission recommends, also,
that the states should provide financial support for medical and dental educe-
tion in private institutions. In addition, the states should provide major
financial support for house officer training and for the education of allied
health personnel. The states, in cooperation with universities and with
regional and local planning bodies, should also play a major role in the
development of plans for the location of university health science centers,
area health education centers, and comprehensive colleges and community
colleges providing training for allied health personnel.

COMMENT: These recommendations appear to be consistent with AMA and Council

on Medical Fdw:ation policy.

RECOMMENDAT ION 23: The Commission recommends that university administrations
appoint appropriate officers to develop plans for the expansion of university
health science centers and for their transformation to perform the broad
educational, research, and community service functions recommended in this
report. University administrations should also be actively involved in the
planning of area health education centers. To accomplish these objectives
will often require administrative changes in the university and in the health
science center as well. Careful integration of instruction in the biomedical
sciences and social sciences between university health science centers and
departments on major university campuses should be achieved.

COMMENT: Most universities which are undertaking active/expansion of their
health centers have already identified appropriate officers or groups to
develop plans for such expansion. In addition, many universities are in-
volved in regional planning and in the development of affiliations with
geographically separate hospitals which might qualify as area health education
centers. Such plans should, of course, be developed in conjunction with medical
societies and appropriate community agencies.

RECOMMENDATION g&: The Commission recommends that comprehensive colleges and
community colleges develop and expand their curricula in the allied health
professions vhere this has not been done and that they also seek and accept
guidance from umi versity health science centers and area health education
centers in the planning and evaluation of these educational programs.

COMMENT: This recommendation appears reasonable although it may be wishful
thinking to expect comprehensive colleges and community colleges to "seek and
accept guidance" from university health science centers.
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RECOMMENDATION 25: The Commission recommends that private foundations that have
traditionally provided support for health manpower education end research should
continue to do so and that foundations that have not provided such support in

the past should consider expanding their programs to include it. The Commission
8lso recommends that foundations expand their support for research on the delivery
of health care. ‘ .

COMMENT: We agree.

SUMMARY
The Report of the Carnegie Commission on Higher Education includes meny recom-
mendations which are consistent with current developments and are supported by
AMA attitudes and policies. In general the proposals and objectives are accept-
able to the medical profession. The manpower proposals are modest and the goals
should easily be achieved or exceeded. Several of the specific propocals require

further consideration. A final AMA position should be developed in conjunction
with the Council on Health Manpower and the Council on Medical Service.

RECOMMENDATION vo

m—=

The Council on Medical Education should work cooperatively with the Council on
Health Manpower in the development of an AMA "Wnite Paper" on medical education
and health manpower,
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UNITED STATES GOVERNMENT DEPARTMENT OF HLALTH, EDUCATION, AND WELF. X

'ﬂ{677207nanclu772 - PUBLIC HEALTH SERVICE

. TO : Mr. Robert E, Patricelli DATE: November 18, 1970

Deputy Under Secretary, DHEW
{ FROM Director, NIH .
SUBJECT : Carnegie Commission Report and NIH Policy Position

As you requested, my staff has prepared a critique of the recently
published Special Report and Recommendations by the Carnegie Commission
on Higher Education entitled "Higher Education and the Nation's Fealth:
Policies for Medical and Dental Education'. Two attachments amplify

our comments on the National Health Service Corps and on the Educational
Opportunity Bank concept. Enclosed also with this critique is a policy
paper reflecting the attitude of this Agency on the issue in this Report
most immediately relevant to the Department, namely the principle
instrument(s) to be used by the Federal government to support medical
and dental education,

The Report is extraordinarily comprehensive and detailed. For the
mement we have not analyzed critically each of its hundred-odd specific
. Xecommendations but have focused on what we believe to be its central
and critical thrust. As the parallel position paper indicctes, we
perceive the central issue at this time to be whether Federal financial
support should be first dollar/capitation/formula-type of assistance
or last dollar/special project/negctiated agreements. Presently, the
Health Professions Educational Assistance Act provides both feormula
and special project support to institutions with the balance between
them being determined by the appropriations process. The action wa
recommend is to substantially increase total Federal support, a rcquire-
ment we view as inevitable under any conditions, and in doing this, to
place heaviest emphasis on the formula or capitation mechanism,

A flood of other reports on the problems of health manpower education
has flowved across my desk in the last couple of months in either final
or draft form. They include

'

e "A Bicentennial Anniversary Program for the Expansion of Medizzl
Education' developed by the Association of American Medical
Colleges,

e "The ILife Seiences', a report about to be published by the
Committece on Science and Public Policy of the National
Academy of Sciences.

[\ M IraVyVyE
HELF ILIMINMATE WASTE L COST REDUCTION PROGRAM
UL 5\NY <>
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. e "Scientific and Educational Basis for Improving Health',
a report of the Panel on Biological and Medical Science of
the President's Science Advisory Committee, a confidential
* document which, if approved by PSAC, should be published soon,
-
e '"Priorities in Higher Education'’, the report of the President's
. Task Force on Higher Education, August 1970, chaired by
Dr, James M. Hester.
-7 ® "The Health Professions Educational Assistance Program", a
report to the President and the Congress prepared by the DHEW,
September 1970,
e '""Progress Report on Nurse Training"”, a report to the President
and to the Congress, prepared by the DHEW, August 1970,
e '"Federal Health Manpower Programs 1970"; a draft report
prepared by the NIH in response to the request from the Senate
Appropriations Committee and now under consideration in the
Department.
. As the staff of this Agency has deliberated about the various options
open to the Federal government at this time,several inescapable realities

R D ocument from the collections of the AAMC  Not to be reproduced without permission

continually emerge and demand rccognition and consideration.

Health care costs are likely to continue to rise through the
coming decade. Federal action may be able to modulate these;
some can be transferred "off'" the Federal budget; and sound
Federal decisions could increase the probability that the
rising costs would buy real improvements in the health of the
American people., But in any case powerful forces will continue
to force costs upwards. . ’

The Federal government requires the most exact data obtainable
on the costs incurred by institutions engaged in medical,
dental and other health professional education, to be able to
determine the position it should take on the support of these
institutions. ALl proposals extant include this assumption and
none are distinguishable on the basis of it. With respect to
this issue, the NIH contracted with the AAMC over two years

ago for a cost allocation methodology study. Under this contract,

work is presently going on in 21 medical centers with additional
studies in progress.

The allocation of costs incurred simultaneously and jointly in

the production of multiple "outputs" always poses difficult
conceptual and operational problems. As a practical matter

-2 -
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such an allocation is basically indeterminable and can only
be resolved by arbitrary operating decisions. 1In organizations
as varied and complex as the nation's 100-odd medical centers,
it is by no means certain that the implications of such arbitrary
rulings are identical for each institution. Therefore, the
. securing of uniform compliance would be a real problem that
. would not be solved rapidly.
e The availability of cost information will, in all probability,
not effect substantial cost reductions. Recommendations for
improving management may emerge, but rather than result in
- savings these in turn often require increased expenditures.

e The availability of cost information will certainly not provide
automatic solutions to the problems of institutional deficits
or the need for these institutions to request assistance from
any and every possible source. The magnitude of deficits
attributable to various programs will certainly be defined more
exactly, and the quantitative support for allegations--for
example, that Medicare doesn't cover full costs in academic
teaching settings--will be strengthened. But the problems will

. remain, ’

e Finally, many of the alternative solutions theoretically open
to institutions to reduce deficits are unacceptable in terms
of: the traditions of the particular institutions; the local
socioeconomic or political realities; and broad public policy
considerations., If the prevailing view is correct, that deficits
are almost entirely due to inadequate reimbursement for health
care costs in the teaching hospitals affiliated with medical
schools, 1t should be recognized that most institutions are in
no position to solve the problem by terminating care for indigent
patients., As a matter of fact, many are under pressure or even
threat to expand this money losing function.,

The official position of the NIH is strongly in favor of using
substantial capitation (formula) support as the major and primary
mechanism to support medical and dental education for the reasons
outlined. In this respect, this Agency's position is congruent with the
Carnegie Commission and with the official posture of the Association
of American Medical Colleges. The logical basis for the NIH views are
set forth cryptically in the attached paper. If adopted, this proposal
would provide the institutions with a substantial, stable and predictable
floor of support and each could them match its requests to other sponsors
in keeping with its own particular traditions and aspirations., Implicit
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in this proposal is the assumption that institutions unable to stay
afloat with this degree of Federal support are fundamentally not viable
unless taken over and fully supported by the Federal government, a
contingency which the NIH would not support.

Alternatives, such as the proposal developed by Dr. Pesch and included
in the most recent Encyclopedia of Health Options, besides requiring

an altogether unprecedented degree of interference by the Federal
agencies in the governance of non-Federal institutions: commits the
government in principle, to the open ended support of whatever require-
ments emerge from reasoned negotiations with each of a wide variety of
institutions; and presents responsible program managers with the need
to make ad hoc decisions on a myriad of complex problems that will
almost inevitably and predictably be non-coherent and inequitable.

Obvioulsy, the NIH recommendation may not find acceptance in the light
of the total set of conditions that face the DHEW and the Administration,
The NIH would hope that its proposals would be given a full and open
airing, with Agency representatives particjpating in the dialogue, Be
assured, however, that this Agency will lend its full and total support
to whatever decision is eventually reached.

It goes without saying that the parochial interests of the NIH are
best served by a vigorous, open, positive, and constructive debate
leading to the developuent of Federal policy to:

& Maintain and strengthen the biomedical research competence of
our nation's medical educational institutions because of the
promise they hold for solving the still intractable problems
of disease responsible for so much suffering, premature death
and economic loss.

# Upgrade the quality of the educational programs of these
institutions to provide better physicians for the people of
this nation.

Clearly, the ultimate purpose of both efforts is better health and

better health service. To attain this manpower and knowledge are the
necessary instruments and means.,

/ 1279,
/gg:(/ C.»\/,,w‘a WC

Robert Q. Marston, M.D.

Enclosures

cc: Dr. Egeberg
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NIH VIEWS ON THE CARNEGIE COMMISSION REPORT,

"HIGHER EDUCATION AND THE NATION'S HEALTH -- POLICIES
FOR MEDICAL AND DENTAL EDUCATION"

Background
The Carnegie Commission Report issued in October 1970 integrates

and synthesizes many ideas and concepts that have emanated from a wide
variety of study groups and distinguished individuals over the past
40 years. o This Report brings together in a single document opinions,
descriptions of programs in medical.and dental education, indications of
trends in health services and recommendations for changes in medical and
dental education. In so doing, it draws heavily upon many of the more
advanced concepts set forth in the 28-volume Report of the Committee on
the Costs of Medical Care in 1928. The Carnegie Commission is to be
commended for the comprehensive scope-and timeliness of its Report and
the sharpness with which it has posed some of the choices related to the
problems of medical and dental education today and to meeting the health needs
of the American people in the decades ahead. However, man§ of the concepts
and recommendations require extensive criqiéal evaluation since they pose
potential threats to the quality of medical education.

The present Report has been issued at.this time because of the

Commission's conviction that the problerﬁs linking higher education and

the Nation's health are especially urgent and need early action.

1/ One of the most recent reports is the Association of American
Medical Colleges' proposal, "A Bicentennial Anniversary Program
for the Expansion of Mcdical Educatien' whose key recommendations
are in most instances congruent with those of the Carnegie Commission.

-5 -



ot

Specifically, the Report is concerned with
. the serious shortage of professional health manpower

] the need for expanding and restructuring the
education of professional health personnel, and

L] the vital importance of adapting the education
of health manpower to the changes needed for an
effective system of delivery of health care in
the United States,

The main elements of the Report call for:

l. Action to increase first-year enrollments of medical
and dental education through curriculum modification
and to accelerate and expand the output of M.D.'s and
D.D.S.'s.

2, Reform of medical and dental education through
curriculum modification and acceleration of the
‘ ) educational process.

3. Creation of University Health Science Centers which
would be responsible for coordination of health manpower
planning and educstion in the region and cooperation
with other community agencies in improving the organiza-
tion of health care delivery.

4, Development of 126 Area Health Education Centers

which would be affiliated with the nearest appropriate
University Health Science Center. These Area Centers
would serve as focal points for the coordination of
health manpower education in their respective areas,
except that education of M.D. and D.D.S. candidates
would be restricted to a limited amount of clinical
education on a rotational basis.

The Report presents a very large number of specific and occasionally
contradictory recommendations of different levels of significance and
complexity directed to many audiences =-- the Federal Government, universities,

States, professional associations, and private foundations.

N D ocument from the collections of the AAMC  Not to be reproduced without permission
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After considered deliberation and careful review, NIH has concluded
that the major objectives are sound (with some reservations), warrant
congideration at the highest levels of the Executive Branch, and
selected proposals concerning the Federal role should be included in

the health options being submitted by the Department.
. \

Objectives of the Report

The main objectives expressed in the Report (p.3) are to:

® Provide more health care personnel of the right
kinds--with a clear statement that "the supply of
health manpower is gravely deficient in some parts
of the nation." The Commission's evaluation of disputes
concerning the physician shortage is especially
insightful:

"The Commission has carefully considered these
arguments.’ It agrees that changes in distribution
of physicians and delegation of tasks are occurring
and will undoubtedly be accelerated during the 1970s,
but we do not believe they will take place rapidly
enough to rule out the probability of continuing
shortages throughout this decade. We fully support
the efforts to develop training programs for
physicians' associates and assistants, but these
programs are just beginning and cannot possibly have
much impact on the shortage of physicians before the
end of the 1970s. 1In addition, it is altogether
unrealistic to suppcse that practicing physicians,
. especially those in the middle and older age brackets,
: " are going to change their patterns of practice or
their locale suddenly and drastically in order to
overcome problems of inefficient utilization and
geographic maldistribution of physicians.

"Whether ,or not one accepts as accurate the estimate

of a current shortage of 50,000 physicians. . . . there
is no question, in our judgment, that an acute shortage
exists."
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The other objectives as set forth on p. 3 of the Report are as

follows:

To achieve a better geographic distribution of
personnel and educational facilities, particularly
for the sake of the central city and rural areas

To ensure more equality of opportunity for women and
members of minority groups

To provide more appropriate training for the work

. actually to be performed and, in doing so, to respond to

the constructive suggestions of students

To relate health care education more effectively to
health care delivery

To bring about a more equitable distribution of the
financial burden between the Federal Government and
the States, and among the several States

To limit costs to the greatest extent possible

Most of these objectives coincide closely with public statements by the

the President, other Administration leaders including DHEW officials.

In addition to the objectives listed above, the Report identified

additional éoals for 1980. No unambiguous Administration policy on

those issues has yet emerged.

A 50 percent increase in medical school entrant places
A 20 percent increase in dental school entrant places

Development of nine new University Health Science Centers
[in major metropolitan areas mnot now served by a medical
center]

Development of approximately 126 Area Health Education
Centers [primarily in sparsely populated areas] affiliated
with University licalth Science Centers

Acceleration of medical and dental education, thereby
achieving greater efficiency

-8 -
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Development and expansion of programs for physician's
and dentist's associates and assistants

Expansion of the functions of University Health Science
Centers so that they can play a central role in
coordinating and guiding health manpower education and
cooperating with other agencies in the development of
improved health care delivery systems in their regions

Integration of the curriculum, including such changes
as consolidation of instruction in the basic sciences
on main university campuses, integration of pre-
professional and professional education, and more
carefully integrated and coordinated programs of
postgraduate training

Changes in medical and dental education so that they
are more responsive to the expressed needs of students
and more concerned with problems of delivery of health
care.

Positive policies to encourage the admission of women
and members of minority groups to professional training
in medicine and dentistry

Assumptions of the Carnegie Commission

In considering the recommendations, it is helpful to identify the

assumptions which seem to be basic to the. proposals:

That States should retain an interest in and provide
partial finaneial support for health manpower education

and health system planning, but that the Federal

Government by virtue of its greater and more flexible
inecome should asswne a larger and continuing responsibility.

That some form of national health insurance will be

adopted within the next decade and will result in greatly
inereased demands for health services. That these
increased demands will make 'the present crisis in health
care appear to be a mere ripple in comparison with the
mounting waves of problems to be faced" unless an organized
health care delivery system, with expanded facilities and
manpower production capability is implemented now.
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That university medical centers have become the loci of
sophisticated diagnosis and treatment and that their
influence extends to practitioners of the surrounding
communities, resulting in a general improvement in the
quality of health care. That the centers' effect on
quality of care would be enhanced if a more effective
health care delivery system became a primary element of
medical center concern.

That Federal financial support of research in University
Health Science Centers be maintained at its present
percentage of the GNP. (The derivation of the actual
number--0.042 percent--is obscure and appears to seriously
underestimate current support to academic medical centers).

That financial incentives offer powerful motivation for
change.

That a simple linear relationship exists between
physician/dental productivity and numbers of assistants,
associates and allied health workers available.

That, even though the health labor force has increased
materially over the past decades and now represents at

least 3,400,000 persons, further rapid expansion is
justified within the next decade and that the development
of an organized system will result in greater efficiency and
savings which will at least partially offset the additional
costs incurred in the development of new and expanded
facilities, additional manpower and additional services to
people not now receiving them.

Major Recommendations and NIH Position on Each

The major recommendations calling for increased Federal support

are set forth below with NIH's position on each of them.

’
.

Substantial capitation grants as the major mechanism of

Federal support to schools of medicine, osteopathy, and
dentistry in order to provide a floor of stable institutional
funds. NIH favors this recommendation, tn principle. A
substantial capitation award would unequivocally demonstrate
the Fedcral Govermment's clear and spectfic interest in pro-
viding a base of support for education in the key health
profesgsiona. He arc convinced that capitation provides the
most equitable and « inistratively feasible mode of Federal
support. In essence, it ie "first dollar" support, assuring each
school of a threshold level of operation. (The essential argu-
ments for the "first dollar" approach are presented in the |
position paper submitted with this document.)

- 10 -~
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Substantial capitation premiums to provide incentives

for expansion. NIH favors capitation premiums which
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have been demonstrated to be effective incentives
for expansion.

Capitation grants for house staff. This proposal
requires further study and consultation with the
medical education community and SSA.

Capitation grants for curriculum improvement.
NIH believes project grants awarded in national
competition are a more effective mechanism.

Construction grants with 75% Federal matching.

NIH is well aware of the Department's firm position
favoring loans in lieu of grants for construction. The
Department is cognizant of the achievement of construction
grants in upping the number of first-year medical students
from 8.8 thousand in 1963 to 11.4 thousand in 1970 -- a
30% increase. Construction grants are "hard" money.
Amortization grants will be viewed as "soft' money akin

to Federal support for research and training which can
vanish at Executive discretion or Congressional judgment —-
leaving the institution with its commitment to meet
principal and interest charges. After much soul-searching,
I would be less than candid if I failed to express again
NIH's support for comstruction grants to expedite the
building of a predetermined and finite number of sorely
needed facilities (1) to establish new medical schools

in metropolitan areas not now served by a school and

(2) to assure major urban complexes such as Los Angeles,
the Bay Area of Northern Califormia, New York, Cleveland,
Detroit, Dallas, Atlanta, and St. Paul an opportunity to
establish additional medical centers, when needed.

Grants and loans to students. NIH favors these
recommendations, in principle, with explicit reservations.
We favor grants to low-income students but oppose the
"Educational Opportunity Bank," as described in the Report
(see Attachment A). It seems poorly thought-through,

extremely expensive and puts the high-risk, low-income student

at a distinet disadvantage while appearing to aid him.

Also we are highly skeptical of the utility of the proposed
25% loan forgiveness feature as an effective mode of
recruiting a voluntary National Health Service Corps.

- 11 -
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In addition to the above, there are numerous substantive
recommendations which require judicious assessment and critical evaluation
of feasibility on matters that are now the responsibility.of individual

medical schools, universities and States. .

Reservations

While NIH agrees, in general, with many of the objectives
enunciated in the Report, we have serious reservations about some of
the specific recommendations, the lack of supporting data and

significant omissions.

Expansion of Supply

. "The Report recommends a 50 percent increase in enrollment of
first-year medical students and a 20 percent increase in enrollment
of figst-year dental students by 1978. The NIH feels that the proposed
increase for medical students is minimal and the rate of growth is hardly
responsive to the current doctor shortage, and the predicted needs based
on population growth and the expectations of rising demand. In sharp
contrast, many of the developed countries of Europe plan substantial
expansion of M.D. output and project physician/population ratios. For
example, Sweden has projected requirements for 300 physicians per 100,000
by ‘2000 A.D.-l/ In 1968, Russia had a ratio of 224 physicians per 100,000.

Extrapolations to the year 2000 suggest that the ratio may range between

350 to 450 physicians per 100,000. The Carnegie Commission projections

1/ Demography of Medical Education. WHO, Copenhagen.
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for the United States range from about 150 at the present time to
a range of 186-216 per 100,000 in the yéar 2002, asswning that no1
foreign meaical graduates enter the U S. between 1977 and 2002. ~
In addition to health services, more physicians will be needed

for health care administration, assuming major changes in delivery
systems; for academic medicine, especi;lly if an increasing share of
clinical training is to ge gained in community hospitals, neighborhood
health centers, and community facilities; and for research. Even though
a'small fraction of all M.D.'s actually pursue research careers, a
;ubstantial fraction desire the benefits of research experience.

.'fhe Commission also stated "on the whole, there is leés evidence

of a shortage of dentists than of physicians, in relation to current

demand." The Commission's conclusion is based on dentists' hours of
work and the fact that very few foreign dental graduates are employed

in U. S. dentistry. This evaluation neglects the vast unmet dental needs
of the American people and rising expectations which have already
triggered the trend toward increasing speciglization in dentistry.
A;cordingly, the recommendation for a 20 percent increase in dental
schoal first-year places seems low. Even though there is a reasonable
basis for assuming that research will lead to ‘the eradication of dental
caries, unmeé needs related to the res?dua of caries and to other forms
of dental disease in all age groups and income gafegories call for a more

subspantial increase in the number of dentists.

;j' Higher Education and the Nation's Health, p. 42.
- 13 -
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National Health Service Corps

The proposal for a voluntary National Health Service Corps is
aimgd at improved distribution. Loan forgiveness for 25 percent
of the maximum amount which could be borrowed is offered an an
inducement for students from low-income families to enlist in the
Health Service Corps. It is unlikely that this proposal would even
scratch the surface of the maldistribution problem. Moreover, it
would place an inequitable burden upon the low-imcome students
to staff such a voluntary Corps. 1In our view, consideration
should be given now to coupling a substantive capitation payment
with a universal health service corps requirement. An alternative
proposal along these lines was submitted for consideration more
than a year ago; an identification of the issues to be resolved
before establishing such a Corps and a proposal to appoint a
Task Force to critically examine these issues and to recommend
appropriate action to the Secretary followed a few months later

Gec Attachment B).

Models of Education

The Report, in the chapter "Medical Education Today",
describes accurately the impact of the Flexner Report of 1910 on
medical education and on the quality of medical care in the

United States.
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"Briefly, it developed the themes that (a) medical
care must be based on thorough knowledge of the
biomedical sciences, (b) only high-quality medical
schools should receive accreditation, (c) these
schools should emphasize both laboratory work and

- extensive clinical experience, (d) the many
inadequate proprictary medical schools which
flourished in that period should be closed down,
and (e) medical schools should be affiliated with
universities.

"The primary thrust of the post-Flexner development
in medicine was the recognition of a scientific base
in the natural sciences as a sine qua non for
rational diagnosis and therapy. The reservoirs of
scientific knowledge were in the universities, and,
as a result, medical schools and teaching hospitals
became more closely integrated with academic
disciplines on the campus. . .
The importance of university affiliation of medical schools was
also reinforced by the Coggeshall Report of 1965, entitled

“"Planning for Medical Progress Through Education".

Although it is difficult to cite chapter and verse, many of
the NIH staff, in reviewing this Report, noted statements that
could be interpreted to recommend abandonment of all or most

aspects of the Flexner model for the majority of medical schools.

Flexner basically advocated general adoption of the system of
medical education prevailing in Germany in the latter third of the
Nineteenth Century. Research was emphasized in his model only to
the extent that the quest for new knowledge was an integral and
indispensable function of a full-time university faculty. The

prevailing level of research activity in many medical schools
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could not have been envisioned by Flexner sixty years ago and is
in nowise an essential element in his conception of medical education.

-

\ _Actually, until the early 1950s, research was pursued at a modest
level of effort in the medical schools of this country and drew its
e support principally from general university operating funds, from
endowment and from private sector gifts and grants. The current
level of research is a phenomenon of the last two decades. While
some of the experimental "modifications' of the educational process
now under examination and evaluation are viewed as 'non-Flexnerian"
or "post-Flexnerian'", it is inconceivable that medical education

0%
should ever prescind from its deep roots in science.

Whenever educational innovation is introduced, a primary
concern should be the preservation of the quality of that process.
The central issue is what type of education best prepares the
physician to offer the highest quality of health services and best
enables him to continually incorporate improved methods of diagnosis,.
therapy, and rehabilitation. 1In delivering health care, the
physician bears direct and immediate responsibility for the life
and well-being of his patients. Throughout his career averaging
forty ycars, he is daily confronted with difficult intellectual
problems which must be resolved tliough appropriate selection from

a vast, complicated, and gowing body of knowledge. Surely, the

most wasteful and discouraging cost aspect of medicine is that

- 16 -
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associated with inadequate, harmful, and'usually more expensive
practice of medicine by the incompetent. Since the period during
which the physician must acquire the basic knowledge and under-
stabding of health and disease is relatively short, he should have
the maximum opportunity to master the present "state of the art"

and to acquire the capacity and motivation for "lifetime learning".

In this context, one may properly voice cautions about the
new models proposed. The Report appropriately stresses the deep
dependency between the basic sciences and clinical medicine in its
development of specifications for the University Health Science
Center. However, extraordinary care must be taken lest, in the
re;lization of the "intégrated science" model, an ever deepening
and widening chasm develop between science and medicine. The
isolation of the teaching of clinical medicine in community hospitals
from the teaching of basic medical sciences on university campuses
could attenuate the fruitful interplay that occurs when these
two functions are discharged under one roof. While medical
education may not in the past have placed sufficient emphasis on
"how to do i£", i.e., on the organization and delivery of health
services, too early and too much attention to this important
practical facet might compromise the time devoted to, and the
status accorded, the theoretical scientific content of a medical
curriculum. It cannot be emphasized too strongly that a competent

physician, adept at diagnosis and skilled in therapy-~-both problem-
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. solving exercises with very high intellectual content--can function
effectively in a wide variety of institutional and organizational

systems for the delivery of health care. On the other hand,

without these skills, effective function is impossible, whatever

the system.

The NIH supports efforts toiexpedite the educational process,
to winnow unnecessary material from the curriculum, and to take
advantage of the spectacular upgrading of secondary and collegiate
education of the last decade. Unqeustionably, m;triculants in
medical schools are far better prepared today than was the case
even a few years ago. Acceleration based on these realities

should not compromise the quality of medical education.

Finally, the meaning of the term "experimentation" as applied
to medical education differs importantly from its usage in the
context of natural science. Controlled conditions are impossible,
the number and force of uncontrolled variables are large, the
time course is prolonged, criteria for evaluation are as yet
undeveloped. Therefore, expectations for unabiguously inter-
pretable results are unreasonable. The current process of medical
education is rcasonably vell understood and its products
reasonably predicatable. It is far from.perfect, and some dramatic
changes have been introduced in the last decade. There is con-

siderable merit in concentrating more on continuing these.

- 18 -
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- . improvements rather than adopting radically different processes
which might turn out, a generation hence, to have been fatally

flawed.

Biomedical Research

The Carnegie Commission Report recommends that

e Federal financial support of research in university
health science centers be maintained at its present
percentage of the GNP

e TFunds should be made available for support of research
on methods of achieving greater efficiency in health
manpower education and in the delivery of health care
as well as for biomedical research

. . e Federal allocations should cover the total cost
of research projects, and

e Not less than 107 and not more than 25% of ‘the
research grants to any university health science
center should take the form of institutional grants
rather than grants for specific research projects.
Biomedical research is an investment in improving the quality
of health care. The Federal intent was and remains clear: bilomedical
research funds are dedicated to the creation and/or the application
of new knowledge to health problems. The fact that a substantial
fraction of these funds has been awarded to institutions engaged

in medical education has indubitably upgraded bofh research and

education.

The level of Federal support has been and should continue to

- 19 -
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be determined by annual Executive and Congressional review of
specific needs and opportunities., The proposal to define the

- appropriate aggregate level of Federal expenditure as a (roughly)
fixed fraction of the gross national product or of the nation's
total expenditures for health care can provide no more than a

useful perspective and a rough guide.

The outlook for continued vigor throughout the Nation's
biomedical research enterprise could be significantly improved if
the Federal Government were to make a long-term commitment to a
floor below which its biomedical research investments would not

. drop. In the FY 1970 Health Program Memorandum, the DHEW felt

thaé, in the face of the prevailing fiscal stringencies, it could
do no more than try to maintain a constant program level of
biomedical research through FY 1975. The NIH would expect and
advocate an intensification of research efforts as economic

conditions improve and as new research opportunities emerge.

Funding for other types of research--on the educational process
and on health cafe delivery--should be justified similarly--on the
basis of need and opportunity. The NIH, as noted elsewhere,
views the special project grant as the appropriate vehicle for

support of research on education.

The NIH is favorably disposed to the payment of full costs of

. Federally-sponsored research. However, any such major change in

current Federal policy should be preceded by a full exploration
- 20 - :
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¢

of the consequences upon institutions, upon Federal-university

relations, and upon costs,
I

One important aspect of the funding of biomedical research not
con;idered in this Report is the nature of the decision-making
processes by which total Federal funds are distributed and
sub~allocated in the effort to deploy science and technology to
achieve broad social objectives in the domain of health. The
calculus involves the extent to which selection ?nd funding of
research projects are relevant to, and impact on society, vis a vis,
the professional perceptions of scientific opportunities and
capabilities for successful attach on it. It is becoming increasingly
important to articulate the principles governing such decisions
since dilemmas of growing severity will be precipifated by overall
limitations on funds and by public attention focusing on problems
in which there is sharp discordance between social import and
scientific capability or opportunity. Open public debate, based

on as broad as possible an understanding of both societal and

scientific evaluations, is a clear imperative for these difficult

problem areas.
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Omission of Faculty Needs

No recommendation relates to the preparation of faculty for
professional and auxiliary schools, in the face of recommended increases
in enrollments and new institutions. Expanded teaching requirements

will further deplete existing resources for delivery of services.

Uniform Tuition Rates

The proposal for uniform tuition rates,'"as a condition for FeAeral
cost of education supplements', though desirable in some respects,
probably would result in a windfall to most States (not State medical
centers) and impose even greater strains upon the viability of private
institutions. This position should also be viewed in the context of the

NIH views on the EOB (see Attachment A).

Location of New University Health Science Centers

The Commission recommends that new University Health Science
Cenfers be located in major metropolitan areas not now served by a
medical school, e.g., Phoenix, Fresno, Jacksonville, Norfolk, Springfieid,
Mass.,.Wilmington, Tulsa, Duluth, and Wichita. It is equally important
that rapidly growing metropolitan areas such as Los Angeles, the Bay
Area of Northern California, Cleveland, Dallas,.Detroit, St. Paul, and
Atlanta add additional medical centers (1) to provide opportunities for
the young people in their areas who aspire to careers in the health
professions and (2) to upgrade the quality of health care. More

important, we favor a deliberate selection of a finite number of new
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ingtitutions for eaﬂy identification for Federal support. The
level of construction applications, now approved but unfunded,

demonstrates the need for clarification of the Federal intent.

Costs of the Proposal

The Report fails to set forth the key assumptions which undeépin
the various cost elements of the proposal, summarized in Appendix B,
Table 3. Until these assumptions are laid bare, it is not possible to
appraise the validity of the Commission's cost estimates. In any
event, these estimates are restricted solely to the Federal estimates
recommended for expanding the supply of physicians and dentists.
Thege figures do not reflect the total Federal investment required for
the education of health manpower because they exclude Federal funds for
the education of nurses, allied health professionals, pharmacists,

veterinarians, podiatrists, and optometrists. !

NIH Views on Recommendations Calling'

for Early Federal Action

The Federal Role

The Carnegie Commission believes that medical and dental education
are critically underfunded and greatly increased financial support from
the Federal Government is required to bring about (1) the development of
a sufficient and effective supply of physicians and dentists and their
associates and assistants, (2) equality of opportunity to enter these

health professions, (3) effective use of educational resources,
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(4) regional dispersion of health manpower educational institutions,
Y- (5) equitable distribution of the cost burden, and (6) adaptation of
health manpower education to changing patterns of health care
delivery.

The types of Federal financial support recommended by the
Commission include (1) student grants and loans, (2) institutional
grants for educational expenses, (3) grants to University Health
Science Centers and university-affiliated area health centers for
the advanced education of house officers, (4) grants and loans for
construction, (5) start-up grants, (6) research grants, and (7) funds
for manpower research and regional planning.

NIH concurs with the recommendation that (1) the Federal
Government substantially increase support for medical education and
(2) the most equitable mechanism is a capitation payment sufficiently
large to meet a significant fraction of;the cost of instruction and
to encourage rapid expansion in entering classes and in class &ize.
On the other hand, it is our firm conviction that project graﬁtg,
awarded in national competition, are a more effective mechanism than

* uniform capitation payments for supporting serious research and

extensive experimentation in medical education.

Increased State Aid

NIH also agrees with the Commission recommendation that the
States also provide increased support for medical and dental education.

. State support does yield significant social returns to citizens and

taxpayers as it:
- 24 -
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¢ Improves the quality of health care in the
immediate vicinity of the medical center and
throughout the State.

& Encourages young people to enter the health
professions.

e Enlarges opportunity of qualified college
graduates for low cost, high quality medical and
dental education.

Implications for ngisléti;s Action

The Commission
clear implications for

to the Congress in the

recommendations, if adcepted in principle, have
the DHEW legislative proposals to be presented

session aghead.

e The Health Manpower Act of 1968 expires June 30,

1971

Q' NIH favors the extension of the extisting statutory
authority with modifications uncorporatzng many of
the Carnegie Commission proposals.

-- A substantial increase in the level of

capitation grants as a baste mode of support
to schools of medicine, osteopathy, and dénttstry
and to University Health Science Centers

Additional substantial capitation grants providing
inecentives for significant (at least 20%) expansion
over the 1970 enrollment base

The Commission's recommendation for capitation
grants for house officers poses issues which
require further study and consultationr with the
medical education community and SSA

Continuation of some form of authorization to
assist in the construction of teaching and related
facilities

Start-up grants to each new school to cover
non-construction costs

Continuation of authority for project grants fbr
research and experimentation in medical education.
- 25 - .




-- Student aid through grante to low-income
students and loans.

Fiscal Implications for 1972-76 Budgets

The Carnegie Commission recommendations are premised on the
assumption that medical education is seriously underfunded at the
present time. In FY 1970, NIH obligated $31.6 million for basic
improvement grants to schools of medicine, osteopathy, and dentistry,
$50.0 million for special projects, $10.8 million for scholarships,

and $131.7 million for construction. An approximation of the fiscal

. implications of the Commission's Report for the 1972 and 1976 budgets
is indicated (for schools of medicine, osteopathy, and dentistry)
below:

1972 1976
(in millions)
1/

Estimated Total $533 $666
Capitation Grants 262 290
Expansion Capitation 25 53
Special Projects 40 80
Student Grants 50 75
Start-up Grants .40 40
Construction 126 126

It should be emphasized that these estimates are limited to schools of
medicine, osteopathy, and dentistry; they do not include funds required
for education of all other categories of health manpower nor for health

manpower research and planning.

17' Excluding loans. Capitation grants at recommended level of $4,000
per student; student grants for low-income students @ $4,000 each would
cover roughly 20 percent of enrollment in schoeols of medicine, osteopathy,
and dentistry; construction grants are held constant at current
authorization. - 26 =
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Feasibility of Some of the Substantive Recommendations
of the Report

In many instances there is a need to assess the feasibility of
the Commission's recommendations on matters that are now the
responsibility of individual medical schools, universities, and
States. Essentially, the key issue is the extent to which Federal
funds should be used as leverage to influence uniformity or to

encourage diversity.

National Health Manpower Commission

The Commission has recommended the appointment of a National
Health Manpower.Commission ". . . to make a thorough study of changing
patterns of education and utilization of health manpower, with
particular reference to new types of allied health workers, of changing
patterns of health care delivery, and of the feasibility of natiomal
licensing requirements for all health manpower.'" This Commission,
which NIH favors, would be an appropriate vehicle for examining some
of the other recommendations requiring further study. We wish to
reiterate, however, that NIE favors action now to implement the major
recommendations, thereby defining more sharply the charge to the

proposed National Health Manpower Commission.
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xeservatipns Concerning the Educational Opportunity Bank Attachment A

(As '"Originally" Proposed)

Two caveats are necessary for any acceptance or denial of the

follouing reservations pertinent to an Educational Opportunity Bank:

(a) the Federal mix of support (if any) that would be available to ’
students along with loans from the Bank could affirm or negate certain
criticisms (e.g., special loan programs for the disadvantaged would
alleviate some of the problem presented under point 3)3 and (b), since
this material has been drafted on the basis of past discussions of .
the Bank, most recent presentations may contain ansuers or arguments
refuting some of the reservations. Reservations pertinent to the latest
report of the Carnegie Commission follow this section.

There is no expericace upon which one can base judgement on the viability
of an Educational Opportunity Bank. In discussions of a contingent

loan program, the Carnegie Commission on Higher Education in its study,
Quality and Equalitv: New Llevels of Federal Respcnsibility for Higher
Education, stated: -

A loan program of this sort must be viewed as clearly experimental;
it is difficult to predict the extent to which it will be used....
It is also difficult to predict the level of federal expcnditiﬁes
which would be required by this loan program. (Italics added)=

In cffect, the Bank may be unworkable as planned; i.c., the Federal
government might have to bail out the Bank to an extent not presently
envisioned.

It is gencrally agreed that to be fiscally solvent, the Educational
‘Opportunity Bank must have a proportionate share of borrowers who will

be financially successful in relationship to those who will not earn a
high income. With a disproportionate share of borrowers repaying on

a lov income base, the Dank would have to raise repayment rates in order
to obtain more money for solvency purposes from borrowers who would be
successful. Confident borrowers (i.e., those who expect high incomes)<
would turn to fixed loans creating an "adverse selection'" population

for the Bank.

In this context medical and dental students as a group nust be considered
at _the present tire as confident borrowers who would prefer fixed loans
to contingency rcpayment plans. "Opt-out" provisions have been proposed
for such borrovers; i.e., confident borrowers could buy up their contrzcts
by treating the loans in a conventional fashion ({fixed loan) and possibly
paying some extra chargql/ In these cases, the essence of the Educational
Opportunity Bank changes from contingency repayments to a mix of

fixed loan repaymants and contingency repayments. Thus, rescrvations

in terms of the fcasibil:zty of the Bank .for medical and dental students
may be expressed; i.c., if the end result is a fixed loan pattern,

why bother with & program of contingency repayments? Further, it
appears that the Tederal governzment weuld have to subsidize confident
borrowers in some manner in order to rake loans from the Bank fiscally
attractive to them. \
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3. It has been argued that the Bank would "contribute %;gnificantly to

‘ a further equalization of educational opportunity.'='Yet, for the
. Bank to be solvent, it has been suggested that borrowers would have
to pay 1 percent of gross income over 30 years for each $3,000 borrowed.
-7 Students who borrowed from the Bank for their undergraduate education

' would be facing even greater indebtedness if they wished to undertake

a medical or dental education. The Zacharias Panel in recommending the

R Bank in 1967 recognized the limits to borrowing: .

" The Bank would be able to lend enough to cover subsistence
and tuition at any college. This would currently mean a2

* 4-year maximum loan of at least $15,000, rising in subsequent
years. We doubt that many students would choose to borrow
this heavily, since this wculd mean committing about 5 percent
of their future earnings. (Italics added)2/

Whether disadvantaged or not, there appears to be a limit to the

amount for which even a confident borrower will mortgage his future.

As a sole source of Federal loan funds, the Bank could be an accelerative
factor in reaching these limits.

4. The inadequate level of funding of present Federal loan programs is
cited as a point in favor of the Bank; i.e., it is assumed that the
Bank will have sufficient funds to enable any student '"to borrow
enough money to cover his tuition, costs, and subsistence at

. ’ whatever college, universtiy, or other postsecondary institution

he is admitted to." 2 . .

However, the availability of such funds to all students could lead
institutions "to shift to the student the cost, at an escalating
rate, of higher education."?/Medical and dental schools with their
present financial difficulties wvould probably be tempted to raise
tuitions and fees in order to overcome deficits. Further, it has
. been argued that private institutions of higher education in

depending more and more on tuition and fees would be "relatively
worse off under operations of the Bank unless states reduce(d) their
support of public colleges and universities and force(d) increases in

18/

student charges.''— .

As discussed under (3) above, there is also a limit to the amounts

students will borrow. As the costs of medical and dental education

rise, it can be expected that more and more capable students will
C— elect not to apply or go to medical or dental schools and will opt
for other careers because of price (in this case, the commitment of
too large a percentage of their future earnings).

S. Medical and dental schools and their students are national resources.
Dr. Karl Shell,who is in favor of the Bank, stated in an article in
the Harvard Modical Alumni Bulletin:

. Of course, thecre are bencfits from medical education that .

are diffused throughout society and do not accrue to the specific

"buyer" of medical education. For this reason it may be desirable

that the "average interest rate" charged by the Conditional

Repayment Loan Scheme be lower than the market rate of intercst.gl
-~ 79 <
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It should be noted that this proposition of lowering "interest rates"
for a special body of "confident" borrowers would create solvency
problems for the Bank unless Federal payments to the Bank (subsidies)
made up the difference (see 2 above). More important, once the
argument is accepted that benefits accrue to society, one may question
the value of the concept of the Bank in contributing to these benefits;
i.e., is it the best financial plan available to attract the most
capable students to carcers in medicine or dentistry at the least

cost to the students, the schools, the Federal government?

Except for point 5, the reservations above are mainly economic in
nature. There are philosophical and historical reservations that
should be expressed.

The American Association of State Colleges and Universities and the
National Association of State Universities and Land-Grant Colleges
adopted various recommendations for national action affecting higher
education in November of 1969. The following quotation taken from

these recommendations is of import:

" Higher education in the United States has been the means of
providing genuine equality of opportunity, for increasing .
numbers of young men and women because the American people
have recognized that education is primarily a social responsibility.
They have supported our colleges and universities both directly
through public channels and indirectly through voluntary support
encouraged by special tax trecatment, thus keeping down the

. financial barriers to education. The philosophy that financing

education is primarily tbe responsibility of the student is
directly contrary to this great and sound tradition.—

In the United States each gencration has striven to pass on to the
younger generation the opportunities to achieve what was not
available to the parents. Today there is a gap of understanding
between the generations, but this should not deter the older
generation from its traditional role. In discussing loans and banks,
in considering an education as the financial responsibility of the
student, we are on the threshold of making decisions that will change
the historical pattern of financing education in this country. Rather
than emphasizing the student's {inancial role in his education, it is
open to consideration that we should also be exploring the means
whereby costs to the student could be lowered until eventually a

free higher education would be a right guaranteed to any capable
student.
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. ’ ’ Footnotes
— o

l/Carnegie Commission on Higher Education, Quality and equality: new
devels of federal responsibility for higher education, 1968, p. 30. ,

2/1he term "confident borrowers" comes from Roger E. Bolton's paper
“The Economic and Public Financing of Higher Education: an Overview,"
in The Economics and Financing of Higher Education in the United States
by the Joint Econcmic Committee, 1969, p. 91.

équ;l Shell, "A New Approach to the Financing of Medical Education,"
Harvard Medical Alumni Bulletin, Vol. 43, Winter 1969, No. 3, p. 4.

4/

—’Carnegie Commission on Higher Education, op. cit., p. 30.

éjJerrold R. Zacharias, Joint Econonic Committee, op. cit., p. 658.

6/1v1d., p. 657 - C

-ZjAmerican Association of State Colleges and Universities, and the
National Association of State Universities and Land-Grant Colleges,
Recommendations for National Action Affecting Higher Education,
Januvary, 1970, p. 8

8/1bid., p. 9. L '
2/Karl Shell, op. cit , p. 3

lg-/x“mler:‘.can Association of State Colleges et. al., op. cit., pp. 9-10.
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v Summary

Reservations Concerning the Educational Opportunity Bank
as Previously Proposed

There is no evidence that the concept of the Bank is workable or
viable as planned. The Federal government might have to subsidize
the Bank to an extent not presently envisioned.

Confident borrowers (that is, those who expect high income), well
exemplified by medical and dental students, would probably prefer
fixed loans rather than contingency repayments. This type of "adverse

‘selection" would work against the solvency of the Bank. "Opt-out"

provisions for such confident borrowers would be more akin to fixed
loans than contingent loans; thus, the question is raised as to the
need for the Bank for medical and dental students.

There is a limit to the amount for which even a confident borrower will
mortgage his future. For medical and dental students, the Bank, as a
sole source of Federal loan funds, could be an accelerative factor in
reaching these limits. .

Since the Bank would provide funds to pay all costs of tuition and fees,
medical and dental schools in their present financial straits would
be tempted to raise their tuitions and fees. The availability of
funds to all students could lead institutions to shift to the student
the cost, at an escalating rate, of higher education. With rising
costs of this naturc, more and more capable students will elect not
to apply or go to medical or dental schools and will opt for other
carcers becausc of price.

The suggestion has been made that since benefits accrue to society
{rom a medical educatioa, the contingency rate for such students be
lover. Once the argument is accepted that benefits accrue to society,
one may question the value of the Bank in contributing to these benefits;
i.e., is it the best financial plan available to attract the most
capable students to carecrs in medicine or dentistry at the least cost
to the students, the schools, and the Federal government?

There are philosophical and historical reservations. In the United
States cach generation has striven to pass on to the younger generation
the opportunities to achieve what was not available to the parents.
“...the American pcople have recognized that education is primarily a
social responsibility.'" Rather than talking about loans and banks, it

- s open to consideration that we should also be exploring the means

whereby costs to the student could be lowered until eventually a
free higher education would be a right guaranteed to any capable
student.
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Further Reservations on the Educational Oﬁportunity Bank as
Proposed in Higher Education and the Nation's Health

With the new report of the Carnegie Commission on Higher Education,

Higher Education and the Nation's Health, there are now two extant N
proposals for an Educational Opportunity Bank (EOB) endorsed by the
Commission with a third possibility implied. In its previous report,
Quality and Equality: New Levels of Federal Responsibility for Higher
Education, the Cormission endorsed an EOB for all students in higher
education. Reservations about this approach have alrcady been presented

-~ (copy attached).

The Commission in its latest report appears to be endorsing an EOB only
for medical and dental students in a holistic approach (almost gestalt
in nature) to medical and dental education. In this context the
Commission has presented, as will be shown below, an EOB of extremely
limited value for medical and dental students. A third possibility,
implied, would be an EOB only for medical and dental students that
would not depend upon other proposals of the Commission in its latest
report.

Reservations on the EOB in Higher Education and the Nation's Health

The Commission has recommended (a) a student grant program that will
cut or do away with costs to a large number of medical and dental
students, (b) three-year programs for medical and dental schools
that will cut costs by one-fourth for those students who would have
formerly had to go four years, and (¢) a standard tuition rate of
$1,000 per student, again cutting costs to students in a number of
?:glr}?i(i)]f?.énsF%roudllds%uessi]fxonfoprl::rcpoisneslb711t-7hZa.sl een assumed that the three

(1) A large number (25-35 percent of the students) will (or could)

T . receive student grants. For medical and dental students receiving

student grants and having to borrow to finish medical or dental
training, the flat 3 percent of earnings for 20 vears proposed as
EOB repayments would make commercial loans rather than those from
EOB more attractive.

The report recommends a Federal program of grants up to $4,000 a year
for medical and dental students and for those in associate and assistant
programs in medical and dental schools. In so doing, the Commission
recognizes that there is a 'psychological" barrier to borrowing large
sums for students from low-income families.

The Commission estimates that $64,600,000 should be available for

such grants in 1971-72. Obviocusly in 1971-72 the vast majority of
recipients of the grants would be medical and dental students rather
than those in associate and assistant programs. It may also be stated
that since the Commission shows increasing amounts in subsequent years
for student grants, medical and dental students would remain in the
ascendancy. Assuming that each student would receive the maximum
$4,000, it becomes apparent that over 16,000 students would be
supported; at $3,000 per student, over 21,500.

1/
—'The Report does not recommend that all three conditions be implgmented
immediately; e.g., the uniform tuition rate would not become efiective for

four years. - 33 -
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Thus, approximately 2 5-35 percent of the medical and dental student

body either would not have to borrow from the Bank or would have to - -
borrow comparatively reasonable sums with a standard tuition of $1,000.

An unpublished report by BIME on the financing of education by medical g
students in 1967-1968 showed average expenses of $4,394 including $1,511

in school expenses. Including cost-of-living increases and a standardized
$1,000 tuition rate, present average yearly expenses would probably be -
close to $4,300-4,400. Thus, students receiving $3,000 student grants

would on the average only have to borrow at the most $1,500 a year for

a total of $4,500 for three years. Medical and dental students would

consider the Commission's '"recommendation' of repayment of such sums

at a total of 3 percent of their future income for 20 years as unrealistic.

(It should t2 noted that students in associate or assistant programs

would not be eligible to borrow from the EOB.)

(2) Pepping EOB repavment at a flat percentage of future earnings
rather than a percentace of future earmings that relates to the
amount borrowed will make [OB loans unattractive to still another
large group of medical znd dental student borrowers. In effect, the
FOB as now proposed is not answering the financial needs, in terms
of borrowving, for v.hat sopears to be at least, the majority of
medical and dental students. For these students the Guaranteed
Student Loan Propram as proposed is a better alternative.

The Commission has proposed repayments at a flat 3 percent of earnings
rather than having the percentage based on the amount borrowed; e.g.,
one percent of future carnings for each $3,000 borrowed. It becomes
readily apparent that medical and dental students would measure the
amounts that would have to be repaid to the EOB as against those to
commercial banks for the same loans especially if the Guaranteed
Student Loan Program with a secondary market existed. For example,
$5,000 borrowed from the EOB would require repayments of $18,000 if
the student averaged $30,000 per year in income for 20 years, and

only $11,000-13,000 as a fixed loan for the same period at the
relatively high rate of 9 percent simple interest under proposals

for the Guarantecd Student Loan Program. The student would have to
“plan" on averaging less than $20,000 per year for 20 years to make the

. EOB more attractive than such a fixed lcoan. Thus, another relatively

large group of medical and dental students would find fixed loans
preferable to the EOB.

(3) Under the new EOB, adverse selection would still occur
especially when consideration is given to the proposition that the
Commission's other recomrendations either negate or lower the need
for borrowing for most medical or dental students.

Only those medical and dental students who had to borrow comparatively

large amounts of money and would cxpect to earn average or less than

average incomes for 20 years would find the EOB attractive. TFor example,

a student who borrowed $10,000 would have to average $40,000 per yecar

before his repayments ($24,000) would approximate those proposed under

the Graduate Student Loan Program at 9 percent simple interest. Since
average nct income of physicians presently appears to be in the neighborhood
of $30,000 to $33,000, a student would be subsidized by the EOB if. his

income did not approximate an average of $40,000 per year and he borrowed $10,00¢(
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But, will medical and dental students have to borrow large amounts of
money? As noted above, the Commission recommends $1,000 flat tuition
rate for all medical and dental schools and further recommends cutting
curriculum from 4 to 3 years. It does not appear through manipulation
of these factors, plus the student grant program proposed, that a
majority of students would need to borrow anywhere near $10,000 to
complete their training; i.e., since a medical student could obtain
his medical or dental training at a total cost of between $10,000-$15,000
for the three years, those not able to afford this amount would be on
student grants, those who could afford some of the amount would probably not be
borrowing more .than $7,500.l/ Thus, the EOB appears to be losing all
potential customers except a very small minority who for some reason
did not obtzin a student grant or who were not 'confident borrowers."

4., The Commission in proposing a uniform tuition rate recognizes
the concept of a buver's resistance on the part of medical or
dental students in terms of ''moing very heavily into debt." Yet,
the Commission does not appear to pay any attention to the problem
of debt incurred by these students during their undergraduate davs.

Apain, the most recent proposal for the EOB does nol appear to
serve the nceds of medical and dental students.

In the latecst report, the Commission in recommending a uniform tuition
rate recognizes the concept of a buyer's resistance:

1f a student is required to pay high tuition over a prolonged
“period of M.D.~ or D.D.S.-candidate education, it is readily
apparent that the total cost is likely to be so high that many
students will be faced with the unfortunate choice of abandoning
medical or dental education or going very heavily into debt. (p. 67)

Yet, the Commission does not appear to have recognized that previous
indebtedness is a most important factor in any decision to assume more
debt. Potential medical and dental students may already be heavily in
debt from their undergraduate education. Thus, a major problem not
touched upon in the report focuses on loan programs that will be

. available for undergraduates and the method of repayment of these loans.

The EOB as originally presented covered undergraduate education as well
as graduate but now does not appear to involve undergraduates.

(Note: Previous reservations, copy attached, were for the EOB as
originally proposed.) In effect, the EOB provides no answer to this
financial problem of medical and dental students and 1s not serving
their needs.2/

.l/It appears that students who would have to borrow over $2,500 per year
for the three years might find the LOB more profitable than the
Guaranteed Student Loan Program as proposed.

2/ . , .
~’The Commission can not be implying that the EOB would be available to
potential medical and dental students during their undergraduate cducation.

" .
If so, "adverse selection" and the 1arger amounts of indebtedness would
make the 3 percent flat rate of future earnings completely unrealistic.
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5. The new EOB is still experimental in nature, there is &ill
no _expericnce upon which one can base judpement on its viability,
‘ and it is 111 difficult to predict the level of Federal expenditures
necessary for the truncated version proposed by the Commission.

- The new EOB for only the minority of medical and dental students, as
discussed above, would still be experimental in nature. There is
little doubt that even in this truncated version the EOB would not

. reach a degrece of liquidity for a long period due to the length of
time of repayments. Unless interest was subsidized by the Federal
government, the sale of EOB bonds would be difficult. As presently
recogmended, it appears that adverse selection would still occur in
the LEOB; thus, a contention that the Bank might never be solvent does
not appear to be farfctched.

6. By rccommending subsidization of a large number of students,
standard tuition rates, and subsjdization of medical and dental
schools, the Cciumission is close to answering the philoesophical
and historical rcr-ervations vreviously expressed (see point 6 in

attached copy). <Further dollar increases in certain recommendations

of the Cormission would necate any necd for the FOD for medical and
dental students. )

Raising the subsidy to medical and dental schools to $5,000 per student
instcad of $4,000 would make the standard $1,000 tuition rate unneccessary
in terms of the Cormission's report. Doubling the amount of student

' grants would probably cover the financial needs of all students
(i.€., withoul the necd to pay tuition, over two-thirds of the medical
and dental students could receive an average of $3,000 for expenses
in 1971-72; five-sixths of the students an average.of $2,500). Based
on eslimates of the Commission, another $125,000,000 in 1971-72 (and
similar amounts in subsequent years) divided between per capita

[ payments and student grants would make an EOB unnccessary.

N An EOB Exclusively for Medical and Dental Students Separated
\\\‘ from Other Proposals of the Carnegie Commission

There is little doubt that the Federal mix of support to medical and
dental students (and medical and dental schools) would play a large

role in determining the feasibility of an EOB. Previous presentations
of the EOB have never placed it in the position of being the only source
available to students for financing their higher education. Recognition
of thc needs of the financially "disadvantaged'" students has always
been evinced in the inclusion of grant programs for this group. But,
we have already seen that a large grant program for this group cuts
across the neced for an LOB.

Some previous presentaticns of the EOB have discussed it in terms of

medical students alone, but in so doing have not touched upon the

students' undergraduate debts. An EOD that does not take this factor
. into consideration underestimates debts of medical students. Could
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" the EOB consolidate such debts? In discussions of an EOB for all
students in.higher education, it has been recognized that students
. will not pledge more than a certain percentage of future income:

We doubt that many students would choose to borrow this heavily

($15,000), since this would mean committing about 5 percent of
° their future earnings. (Zacharias, Joint Economic Committee,

The Economics and Financing of Higher Education in the United

States, p. 91)

- This factor of a buyer's resistance to pledging a relatively high
percentage of future earnings may be considered a reason for the
Comnmission's stipulating a flat 3 percent in its latest report. But
with a flat percentage pledged, students will not borrow from the EOB
if other sources such as the Guaranteed Student Loan Program are

-7 available unless larger sums are neededléz lower earnings expected

(see point 3 above). In a four-year instead of a three-year curriculum,

more students would have to borrow over $7,500, a figure that appears

to make the EOB a more profitable source of loans than the Guaranteed

Student Loan Program as proposed for the "average' medical student who

might not be too confident a borrower and would pledge 3 percent of

his future earnings. But, would not this type of “adverse solution"
work against the solvency of the Bank?

Again, the EOB would still be experimental in nature, its viability
would still be open to question especially in terms of liquidity with
the long periods of repayment proposed, and the level of Federal

. expenditures necessary to finance the Bank would still be difficult
to predict. In sumnmary, the EOB does not appcar to be the best
financial plan available to attract the most capable students to
carcers in medicine or dentistry at the least cost to the students,
the schools, and the Federal government.

1/
= Students who find it necessary or advantageous to borrow from an EOB
— with repayments based on any flat percentage of future earnings will,
T™.o0f course, borrow the maximum amounts available.

S———
‘ ¢
. - .
-
-
[ T
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ATTACHMENT B

A National Nealth Service Corps:
A Tentative Identification of Issues

[
.

The problem. The purpose of this paper is to identify some of the issues
that ought loyically to be taken into account in considering the nced--and
an appropriate concept--for a National Health Service Corps. We begin
with the assumption that present dclivery of health services is deficient
to the degree that the establishment of such a mechanism (to assure more
efficient use of existing health personnel) at least warrants careful
study. We note that:

(1) The promise of better health for all, held out by the great advances
in medical knotvledge achieved during the past two decades, has only
been partly fulfilled.

(2) Access to health care services remains tragically uncven. This is
true despite major new committinents to support of health services,
including Yedicare and Medicaid.

(3) A number of factors contribute to vhat has come to be described as
a "health care crisis." Economic, sccial, educational, and nutri-
tional factors are involved. 2ut one major cause, surcly, is the
lack of physiciens, dentists, nurses, and other health personncl
in many parts of our country.

(4) Shortages of hecalth personnel result from two sets of influences:
demand for services increasing nuch more rapidly than the output
from health professional schools can be raised, and a distribution
of these personnel in actual practice that leaves large numbers of
pcople-—in both urban and rural arecas--disadvantaged in terms of
opportunities for adequate health care.

"(5) The objective of this Administration is to ameliorate the health care
v crisis~--particularly for the disadvantaged--within a reasonable it
_period of time. U -
...~ {6) A proposal for a National Health Sorvice Corps addresses only one. .
. aspect of a very complex problca: dimproved distribution of health
care personnel.  Bul within these limits, no alternative to the Corps
promises as much. o . g
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The major questions to be considered, therefore, are whether a National
Health Service Corps would be of benefit in view of the many as yet
unsolved problems relating to the financing and delivery of medical care;
and, if so, under what terms and conditions it should be encouraged.

The Concept

Let us assume that the major issue--the need for a National Health Service
Corps--has been ansvercd affirmatively. What, then, are some of the
related issucs?

Implications for Tederal Support of Rclated Education Processes. Society
has faced up to the support of its medical schools. Even though the
approach taken thus far may be less than perfect, the investment in the
aggregate for rescarch and educational purposes is substantial. How ade-
quate is the present return to the public on that investment? Would it

be reasonable to contract with physicians for their services through the
mechanism of a National Health Service Corps, which would permit, encourage,
or require a period of time in public service, including community service
"wherever needed? 1Is it appropriate to propose a coupling between such a
national requirement to scrve and a cormitment to substantial Federal suppert
for the education process relevant to that service? Would 'such service
justify a nev level of student assistance which would facilitate the
matriculation of adequate numbers of gualified students without respect

to race, creced, and economic status and provide support at a level which
would enzble them to devote their full energies to academic pursuits and
thus accelerate their graduation? .

-

The Rature of the Cormitment. The commitment r;qUJred of young physicians
must be matched by the purposes to be served by such a program. Could the
country's needs be adequately served by reliance on a voluntary Corps, or
is the challenge sufficiently massive to warrant assignment of all graduates
to public service? Vould the gains to be achicved by a required commitment
be sulficient to outweigh the need to preserve jndividual choice in deter-

atiIf arrequired ¢ommitment would be-deemcd desirable, are there insurmountadble:il”
{z3 constitutienal or legal difficulties.related to compulsory service? Would .

-\A

of one's professional practice? e m emeeiz.ooa.

-'such discrinination with regard-to- specific professions be consistent with-:-:

»:requirenent liave-on the recruitment of students to the profession of medicize
.or other professions which n1ght be included? e Tar Ll

-xuthé'concept of equality before the .law? And what effect would such'a .r. m.¢.

“Physicians "and Dantists Onlv or the Vul] Health Tecam? Vhile primary receogzni-

-tian should hc'gJ\;n to the nceds: for dentists and phy51c1ano, the role of

- wconcept of the NHSC be expanded to include the entire health tean? If not,
v how might all of the health professions be integrated into a well-functioning



-t

‘ team? If physicians and dentists could be assigned nationally, could
other health professionals be provided locally? Could provision of sup-
portive personnel be one of the prerequisites for the assignment of

. physicians and dentists from the NHISC to a community?

Relationship vith Selective Service. Currently, approximately 70 percent
- of medical school and ___ percent of dental school graduates are required
' to serve in the military. If an KHSC wvere obligatory, would this require-
ment be in addition to, or a substitute for, military service? Should the
NHSC be,linited to those not inducted by the military, or should theve be a
comvon manpover pool from vhich both civilian and military needs are met
with some neans of assigning personnel to each?

Relationship with the Public Health Scrvice. Should the NHSC be envisioned
as an cxpansion of the mission ond capability of the PHS Commissioned Corps
and built upon its long-established base? Would it be preferable to estab-
lish a parallel organization?

Financing of the National Health Service Corns. What would the cost of an
NIISC be and what meti.od of financing would be most satisfactory? Should the
comnunity scrved be respousible feor payment of an appropriate salary to the

-practitioncr, or provide in some vay for his support throuagh prepaid or fee-

, for-scrvice arrangements?  Should there be a central national fund from

which all salaries arc draa?  Could such a fund be replenished by earnings
from third-party paynents and other sources? Would a system of direct

Fedeval appropriation for the salarics of physicians and dentists in the

NHSC be preferable?

Vhat relationship would this proﬁram bear to other Tederal participation in
the health enterprise, specifically Title XVIII and XIX? Could these

mechanisms be adapted to subsidizing the entire burden of salaries for
professionals in the XNHSC?

Administrative Arrangements.

Issucs here relate to:

LLu relation of the NESC to tlhe Vederal. Governmont and the location .of program:. ¢
T. -liviresponsibility within the Yederal Goverament. The relationshdip. to the .-2z..

N % v “Selecitive Service System and the HS Commuissioned Corps have alrcady been: -

toomeatienacd 23 rromirent issucs.  Vould an agency such as the HNealth Services
~o.vand Yentdl Hecalth Sdministration, wvhich has immediate concern with the

-+ delivery of health services, be awr apprepriate ovganizational lecus for the
. administration of the RHSC? e ‘
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Assignments. A mechanism must be developed to identify, inventory, and

! classify the settings in vhich such public service would be performed. '
What criteria should be developed for determining nced, for establishing
prioritics among the relative nceds, for measuring progress and determin-
irg when the NHSC should terminate its commitments to an activity? .

A related but distinct problem is the development of a structure to admin-

. ister such a program. Some mechanism should be developed which could relate
qualifications of the man to demands of the assignment. Also to be con-
sidered: at vhat time, or what stage, in the professional development
should individuals serve--as students,or during or after internship or
residency? . -

Should criteria for assignments include adequacy of facilities, adequacy
and availability of supportive personnel, arrangements for permanent staff
surrounding the temporary or limited staff who are replaced on a rotational

" basis be part of the criteria for selection of appropriate assignment sites?

Could the Corps be a stinulus to creation of necdeﬂ facilities?

produced without permission

Length of Service. Having determined the manpover available for service
and the naturc of the co: itment, what period of service would be required
to make a significant impoct upon the problem? What is it reasonable to
ask of the individuals involved? What length of time would be necessary
. for continuity and for sufficient expertise to be developed? '

Level of Remuneration. Should the cowpensation be commensurate with peers
not in the NISC, with the military, other public officials, with VISTA or
Peace Corps volunteers? What is required in the vay of remuneration to make
such service attractive and reasonable?

Other Considerations

Public Acceptance. No program such as an NHSC could reach fruition without

public support, both from the professions and the consumers. Also, legisla-
.. tion would be required to bring it into existence; public funds vould be
<o onxequired . to implement it.  Somo assesswent. should be made of the potential . .
Sie D necTor public and professional adeeptance, and the types of prcblems that might --
o h20bt encountered in this regard. - The-relationship.of the XNilSC merwber 1o ‘thes. <

w38 practicing profession in the community vhere he.might be assigned,-as vell=-. .r

@ st asctheirelationship of the NHSC to the local establishment,.the State agd = -~
vt fav ¢ lotal public health agencies, etc., would be. iwrportant considerations. ...

e
- s Impact: oh the Local Comrunitv. Central to. such deliberdtions would be-the
w oo assessrent.of cthe effect of the progrem on'aweclioration of the.health care
2o deficiencices curxently recognized in nany communities. Sorma thought should .-
-+~ be given not only to the practical and tangible aspects of the probloem, but
.1 to some of the more intennible considerations such as community pride, local
i ‘ « oo prejudices, necessity for consumer participation, ete., which underlie the
success or failure of such cormunity projects.
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Attractiveness_of Carecers and Incentives for Physicians to Serve in
Deprived Arcos. Certainly, such a proposal would be of little value if it
would tend to inhibit the developnent of the very resources which we are
attempting to utilize in the public interest., It is, thercfore, necessary
to gauge the impact of such a program on the carcer choice of the potential
medical student or other students vho might be involved, and the future
attractiveness of the professions affected. If the NHISC promises to have
deleterious cffects on such professions, consideration should be given to

identifying this potential and the probabilities for mitigating its impact.

.

1t is possible that for some time to come that, cxcept for a small permanent
staff, some areas could be adequately provided with professional scrvices
only by individuals serving on a rotational basis. Incentives for physiciang
to practice permanently in deprived areas must be developed. How realistic
is the hope that temporary service in areas of greatest need would serve as
an inducerment to permanent commitment?

- 42 -



e | ocument from the collections of the AAMC Not to be reproduced without permission

- . = KOV 181970

-4

AH

P

HEALTH MANPOWER OPTIONS: A POSITION PAPER

The purpose of this paper is to examine certain crifical issues in
current Federal support of medical and dental education, to analyze
options open to the Department for dealing with these issues, and to
recormend to the Department a specific course of action. Two inter-
related issues will be discussed: the need for a better method of dealing
with the p;oblem of medical and dental schools in financial distress,
and the néed for a clearer definition of the Federal role with respect

to these institutions. The Federal programs most pertinent to these

/1

discussions are those for Health Professions Educational Assistance,

which are administered by the Bureau of Health Manpower Education within

the National Institutes of Health. The expiration of these program
authorigies on June 30, 1971, makes this discussion both practical and uréent.

Critical Issues in Federal Support
of Medical and Dental Education

By most indicators, one would have to say that pre;ent Federal programs
of educational assistance to the health professions are well conceived and
reasonably successful. They provide a modest level of broad, multi-purposed
support--mainly to institutions but also to individual students--with the
result that the pool of most critically needed manpower is growing steadily,
though somewhat less fapidly than might be wished. Further, there is program
latitude for curriculum innovation and even for development of new types of

personnel. Also evident are the breadth and flexibility of programs needed

1. Title VII of the PHS Act.
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in a time of transition (for health care and therefore for health manpower)
thrcugh which the Nation clearly is passing. Nevertheless, the managers
respons\ible for these programs are struck by the seeming inadequacy of
program tools avatilable to them in dealing with a particular set of problems
which 16 fast becoming a major threat both to program balance and integrity:
There is a rapidly rising competition among medical and dental institutions
for HPEA special project funds, based on claims of acute financial distress.
Last year, 53 schools received such assistance. This year, 74 applications
have been received. The still unresolved crisis of support for George
Washington and Georgetown Medical and Dental Schools'is a classic example.
Main concerns of managers responsible for these Federal programs may be
stated under four points.

Financial distress

Claims of acute financiai distress put the Federal Government in an
all but impossible position. If a medical or dental school states that it
will have to cease admitting new classes unless given "X" additional dollars
immediately, the bargaining position of Federal program managers is a poor
one. As the number and level of individual requests have increased rapidly,
the problem of choosing those most worthy of Federal support has become
increasingly difficult and may soon be impossible. A part of the problem
is the lack of adequate cost data for these institutions. A part is the lack
of accepted definitions that distinguish betyeen education costs and service
costs, when the two functions are intcrdependent and the same institution is
responsible for both. And a part is the lack of a clear Federal policy. But

even in the light of these uncertainties, it is questionable whether the
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Federal Government could afford to let schools close by withholding at least
emergency aid. Decisions here are complicated not only by doubts as to the
appropriate role of the Federal Government with respect to these institutions,
but by the claim--made on many sides--that Federal programs contribute
directly to financial distress by specifying less than full cost reimburse-
ment for services purchased by the Federal Government from these institutions
in Medicare, Medicaid, biomedical research, etc.

Federal support policies

A D ocument from the collections of the AAMC  Not to be reproduced without permission

Present program policies do not provide either a clear incentive for
distressed institutions to help themselves, or persuasive devices (leverage)
on other sources of funding. Present policies, in fact, may actually provide
disincentives for any solution to financial distress other than Federal funds.
Because’ there is a Federal program (HPEA Special Projects) that can aid at
least some schools, other potential funding sources, such as State and local
governments, foundations, and so forth, are encouraged to withhold help
from schools until they are certain that Federal health options have been
exhausted. At the very least, present policies encourage institutions to
compete to demonstrate that their programmatic and fiscal situation is worse
than others.

Equity

There is concern also with problems of equity in terms of medical

education support by the individual States. Some States make a substantial

contribution to even the privately endowed medical institutions within their

boundaries; other States do not. Some States (for example, Wisconsin) make
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what could be called a disproportionate investment in medical education,
since half the physicians trained in State-supported schools leave to
practice elsewhere. Other States (for example, California) reap a benefit
inversely proportional to their investment by attracting physicians mainly
trained elsewhere. But the Federal Government has no way to tell a State
(such as California) to start training a fairer share of the doctors it

uses; nor could it object if a physician-exporter State such as Wisconsin
decides to reduce its medical school support. And finally, the Federal
Government has no leverage, nor is it clear that it should have, to encourage
a reasonable level of State support to private institutions.

Federal role

This is the most critical point. There is concern with the need to
enunciate a carefully considered statement of Federal role (or policy) wi£h
respect to health professional schools--in particular, medical and dental
schools. Such a statement should seek to clarify: (af-the basis of Federal
involvement with these schools, that is, the specific educational purpose
they serve that the Government is willing to invest in; (b) related to this
purpose, the nature and limits of Federal investments in these institutions
(for example, whether the Federal Government should provide "first dollar"
or "last dollar" financing); and (c) the extent to which the Federal Govern-
ment views these institutions as a kind of public utility and therefore takes
responsibility for their viability and survival. This clarification of
Federal role in the health manpower area is really a prerequisite for

practical solution of the present crisis in medical and dental school support.
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It would‘also facilitate a jbint effort, with all interested parties, to
see what can and should ge done over the long run (and by whom) to assure
the viability of these schools.

-Some of the issues to be explored in the development of a policy
statement on the Federal role in health manpower include the following:

e Should the Federal financial role with respect to medical and
dental schools be the same for.privately endowed schools as for
tax-supported schools? Should it be the same in rich States as
it is in States with a weak tax base?

e To what extent is a commitment to continuing Federal support of
particular institutions compatible with a policy of nonfederal

’ interference in internal governance of those institutions?

o éy what criteria can one base a differential Federal role in the
support of the various health professions? Would it be possible to
identify a major Federal role in certain health professions (for
example, medicine, dentistry, osteopathy, public health, and
appropriate parts of veterinary medicine) and suggest a regional
or local focus of governmental responsibility for other professions
(such as nursing, allied health, and optometry, podiatry, pharmacy)?

Main Options for Dealing with Critical Issues
in Medical and Dental Education

The following three options--from the perspective of NIH program managers--
appear to be the main ones requiring Departméntal consideration in view of the
rapidly deteriorating position of the Federal Government, as it seeks to

’ increase output, maintain quality, and assist distressed institutions.

~ 47 -
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Advantages and disadvantages are stated for each, with a recommended Admin-

istration position at the end:

Option #1. Continue present legislative authorities and fisecal arrangements,
making relatively minor program changes to minimize the impact of finaneial
distress considerations on other program objectives. The same relative
distribution between project grants and formula grants would continue at
afout the same level of funding, with the most significant program change
being the setting up of a separate (and clearly limited) HPEA fund for awards
to schools in financial distress. Such aid would be in lieu of HPEA special
projects now used for this purpose. Awards under this new fund would be
strictly an emergency rescue subsidy, and they would be limited to a single
year. Such awards could be made irrespective of the cause of financial
distress (current special project awards are limited to financial distress
arising from educational causes only). Any institution'requesting such
emergency aid would be required--as a condition of award--to present its
financial records for such audit as Federal program managers determine.
Advantages
1. Of the three options, this would require the least change to existing
arrangements and therefore would have the greatest possibility for
ready acceptance by Congress, the institutions involved, and interested
professional groups. Any greater changes would certainly generate

greater opposition in one place or another.
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Federal responsibilities'would be restricted to short-term emergency
assistance, and it would be limited also in total dollars committed

to the purpose. Schools clearly would need to look elsewhere for long-

term deficit correction.

There are advantages to maximum program continuity available under
this option, both from the perspective of program administrators and

institutions seeking year-by-year support.

Finally, this option would represent the minimum cost to the Federal

Government.

Disadvantages

1.

There is no assurance under this option that the Federal Government
will ever be able to get out of the current crisis with medical and
dental schools. Present Federal support to basic operations of a
school is inadequate to ensure stability of the institution. Even if

a separate, clearly limited fund of money is established to handle the
problem of emergency assistance to medical and dental schools, there is
no assurance that the Administration will be able to avoid the unpleasant
choice between finding more money in a difficult budget year or seeing
certain institutions close.

The decision to use educational funds, even on a temporary basis, to
aid schools in géneral financial distress may well raise serious policy
questions.’ This might occur if funds specifically appropriated by
Congress for educational purposes were awarded and eventually used by a

school for other purposes,
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3. It would not constitute a resolution of Fhe question of basic Federal
policy.
Option #2. Continue present legislative authorities but expand substantially
the emphasis on formula grants (based on capitation) as the primary Federal
mechanis% for funding the educational segment of the medical and dental
teaching program. The Administration could move toward a substantial capita-
tion award to medical, dental, and osteopathic schools (up to a ceiling of
$4,000 or $5,000 per student rather than the $500 plus now provided),
representing a clear and specific interest on the part of the Federal
Government in the educational output of these institutions. The objective
in setting the capitation level would be to assure meeting a substantial
part (though not all) of the institution's educational costs per student. -
The insfitution, then, would be responsible for getting from other sources
whatever additional support it needs to round out its equcational and other
programs. Under this option, the Federal Government would assume no addi-
tional responsibility for viability of specific institutions. Program
managers would have to be prepared to accept the possibility that some schools
might close.

This major program and policy change--which would make best sense within
the context of carefully considered statements of the Federal role in the
health manpower area--should be made with tﬁese understandings: (1) that
the capitation approach relates mainly to the ‘problems of institutional
instability and that present HPEA programs for other purposes would still be

needed; (2) that immediate and continuing effort would have to be made to
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secure improved cost information from institutions so that potential future

causes for financial distress can be identified as a basis of funding and
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policy decisions; and (3) that every effort should be made to restrict
eligibility for the increased capitation to medicine, dentistry, osteopathy,

and public health, and (perhaps only in part) veterinary medicine, with

-t entitlements for other health professions remaining unchanged.
Advantages
1. This is the best opportunity for the Administration to resolve the

current financial crisis for medical and dental schools and to identify
a rational, long-term role for Federal assistance to these institutions.
The proposal should prove reasonably attractive from the political
po%nt of view, because it is seemingly even~handed, simple to apprehend,
ané probuably acceptable to the various establishments in the medical
education field. The capitation approach recommended is close to the
recent proposals of the Carnegie Cormission and Association of American
Medical Colleges.
It requires minimum Federal intervention in the internal operations of
nongovernmental institutions, and would simplify the administration of
Federal programs with an impact on medical and dental schools.
It has the advantages of

o clear definition of Federal commitment

e an incentive for greater local and State support

o specific amounts per student on which schools may depend for

stable support

®.simplicity of administration
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. e at least a modest incentive for more efficient management of
funds by institutions because a specific limited level of
Federal support is understood
e predictable cost.

Disadvantages

1. This option does not take into account the problem of institutional
differences in setting capitation levels. The apparent even-handedness,
therefore, applies more to the funding source than the impact on
specific institutions.

2. It does not assert ultimate Federal responsibility for the viability
and survival of every individual institution.

. 3. This option may be more costly than Option f#1. Moreover, health profes-
siéns not proposed for preferential capitation along with medicine,
dentistry, and ostcopathy might very well ke able to convince Congress

that they should receive the same treatment. This would escalate costs.

Option #3. Continue present legislative authorities but emphasize project
grants--on a "last dollar" approach--as the primary Federal mechanism for
support of institutions and the relief of financial distress. Use institution-
by-institution negotiation to get the fairest, most cost-effective price

(based on full-cost information) for siudent output. Under this option, the
Federal Government would assume responsibility for the survival of individual
institutions. Concurrently, leverage should élso be exerted through the
Department to reduce the drain on insitutional resources through unreimbursed

' costs of hecalth care (lledicare, Medicaid, etc.) and unreimbursed costs of research.

- 52 -
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Advantages 1 _ '

1.

4,

This option would recognize the heterogenity and diversity of individual

institutions, while attempting to assure the viability and survival

of each. j

It would require the careful identification of each of the cost elements
in health professions education (teaching, research, health care) and
could point to problem areas requiring adoption of improved internal
management practices or changes in external funding policies.

It would provide maximum accountability for economic use of Federal

funds as well as maximum leverage to effect desired program objectives
(including use of State and local resources).

It would provide for coordination of all HEW programs (teaching, research,
and service) related to teaching medical centers and, if effectively
implemented, could assure that program instabilities or deficits incurred

by one of these Federal programs is not transferred to another.

Disadvantages

1.

This option would present a number of problems in terms of political
saleability. It proposes a radically new Federal role with respect

to medical and dental institutions. It would place HEW in an aggressive
policymaking-cost-effectiveness position which reverses traditional
approach of '"non-interference in academic institutions" which has long
governed HPEA and other HEW grant-in-aid programs.

Implementation will require within teaching medical centers the identi-

fication of all program costs and the application of common methods of

- 53 -



A D ocument from the collections of the AAMC  Not to be reproduced without permission

L]

cost accounting. It requires coordination of all funding policies of
agencies relating to these institutions. In these developments lie the
potential of major Federal control of the health education industry
(comparable to a public utility).

3. This option would necessarily require a fair amount of time for effective
implementation, and it would require a large increase (numbers uncertain)
in program or related audit staffs,

4, The costs of assuring viability (on a "last dollar" approach) for all
medical and dental schools could run very high. For the first time,
it could confront NIH administration with an open-ended expenditure
account, over which very little control could be exercised.

5. The metric of effectiveness is by no means clear and, as a result, the
Feéeral Government might be negotiating nothing\more than the least
expensive product.

6. More accurate identification of cost versus income.patterns will not
solve the major problems which are sure to emerge especially in the area
of reimbursement of health care rendered.

RECOMMENDATION
The NIH recommends that the Department propose funding the educational
segment of the medical and dental teaching center program on a per capita

basis (Option #2).

As was evident in the earlier discussion. of the three major options

available, inherent in each option are certain advantages and disadvantages.
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In weighing each of these, it is NIH's position that per capita funding is
the most reasonable and practical option and would represent a long-term
rational approach based on a clearly identified Federal role. A per capita
form of Federal support would promote diversity and maintain the independence
of medical and dental schools. In contrast with other more drastic proposals,
a per capita form of support would not place the Federal Government in the

position of trying to run the schools.

It seems increasingly apparent that there is no way to avoid increased
levels of Federal expenditures in the area of medical and dental education.
The only uncertain feature remaining is the mode of Federal investment.
Adopting Option ##2 would represent a clear and specific and limited interest
on the part of this Administration, in the educational output of these
instituéions as a group, and yet would not make the Federal Government
responsible for the viability of specific institutions.,

ALTERNATIVE RECOMMENDATION .

If per capita funding is considered unfeasible, at this time, Option #1

(extension of exisﬁing legislation with minor improvements to achieve improved

program effectiveness) is recommended.

NIH-OD-OADPPE
November 18,1970
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1. The Crisis in Health Care Delivery and Health Manpower

As the nation faces the problems of the 1970's, the major short-
comings in the system of delivery of health care in the world's most
affluent society must surely be granted high priority among the issues
calling for sustained attention and decisive action. Although the
deficiencies in our health care delivery system are many-faceted, critical
shortages of health manpower play a major role and will continue to do
so throughout the 1970's and probably into the 1380's.

The most serious shortages of professional personnel in the United
States are in the health services. Thus, one of the greatest challenges
to higher education in the decade of the 1970's is to mobilize its
resources to meet the need for expanding the education of professional

health manpowar. To accomplish this task the nation's medical and dental

“schools, along with educational institutions training para-medical

personnel, will need greatly augmented public fincicial support, but they
will also need to give sustained attention to restructuring their edu-
cational and service programs in such a way as to play a major role

in meeting the nation's need for a more adequate system of delivery of

health care.

The problem of rising costs

The problem of rising costs of health care has been dramatized in
the last few years, largely as a }esult of two important pieces of federal
legislation (1965) which provided health insurance for the aged and
greatly expanded federal grants-in-aid for state programs to meet the
cost of medical care for the poor--Medicare and Medicaid. The effect was

to expand the demand for health care by bringing it more readily within

the reach of two groups in the population that had been experiencing

)
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extreme difficulty in meeting health care costs. But the expansion
occurred suddenly, in an industry in which the supply of both professional
personnel and hospital capacity tends tofbe inclastic? respond;ng-only
slowly to increases in d?mand and requiring long lead times for the
training of personnel and the expansion of facilities. Thus it is not
surprising that the medical care component of the consumer price index
rose at an accelerated rate after 1965, giving rise to serious concern
over inflation in the cost of medical care. From a level of 122.3 in
1965 (1957-59 = 100), the index reached 14h4.6 in 1968 and an average of
154.5 in the first ten months of 1969. Although hospital charges had
risen much more rapidly than physician fees prior to 1965, the rate of
increase of both hospital charges and physician fees accelerated after
1965 (Table 1).

To a considerable exten£ the increase in hospital charges has been
unavoidable, reflecting the impact of two major influences--the greatly
increased complexity of hospital equipment and long overdue increases in
the compensation of professional and nonprofessional hospital personnel,
who have traditionally been among the lowest paid workers in the labor
force. But the problem of mounting hospital charges also reflects another
problem which can be overcome, if we have the will and determination to
attack it. This is the problem of wasteful use of hospitals, thch is
partly associated with the Inadequate structure of health insurance in
the United States, to be discussed at a later point.

The problem of inflation in the costs of medical care is almost
certainly going to be with us for a long time to come. Among the various
ways of meeting the problem, overcoming shortages of health manpower and
striving for greater efficiency in the delivery of health care are of

paramount importance. They will receive major emphasis in this report.



" Table 1

CONSUMER PRICE INDEX: Indexes for All ltems

and for Medical Care, 1965~1969

1965 1966 1967 1968 1969°

N D ocument from the collections of the AAMC  Not to be reproduced without permission

ALL ITEMS 109.9 113.1 116.3 121.2 127.1
(Annual Averages)

MEDICAL CARE 122.3 127.7 136.7 145.0 154.5
Drugs and Prescriptions 98.1 98.4 97.9 98.1 99.1
Professional Services

Physicians fees 121.5 | 128.5 | 137.6 | 145.3 | 1s54.6

Dentists fees 117.6 121.4 127.5 134.5 143.2

Other Professional Services

Examination, prescription,
dispensing of eyeglasses 113.0 116.1 121.8 125.7 130.6

Routine laboratory tests 103.5 105.7 109.2 113.0 117.9

Hospital Services Charges
Daily service charges 153.3 168.0 200.1 226.6 253.8

Operating room charges 106. 4 113.7 128. 4 143.2 1641

aFigures for 1969 are averages for January 1, 1969 through October 31, 1969.

Source: U.S. Bureau of Labor Statistics, Consumer Price Index, 1965 -

Oct. 1969.
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The problem of unmet need

There are many indications of unmet need for health care in the United
States. For example, the grographical distribution of both health care
facilities and health manpower is highly uneven, and although there is no
clear agreement on what is an adequate ratio of, say, physicians to popula-
tion, there 1s little question that the supply of health manpower is gravely
deficieét in parts of the nation. In such low-income states as Mississippi
and South Carolina, the ratios of non—fedéral physicians providing patient
care to 100,000 population were 69 and 76 in 1967, respectively, whereas
in such comparatively high-income states as New York and Massachusetts, the
corrcsponding ratios were 199 and 181. But this does not mean that a resi-
dent of one of the lower-income neighborhoods of New York City or Boston
had access to an adequate supply of physicians. As one writer on our '"ailing
medical system'' recently put it:

"Private physicians are as hard to find in some neighborhoods

of New York City as in backward rural counties of the South. In

general, doctors are plentiful only in the suburbs and in prosperous

middle-sized cities, they are scarce in parts of large metropolitan

centers, and in rural areas' (Cordtz, 1970, p. 86).

Not only physicians but other typcs of health manpower as well are
unevenly distributed on a gcographical basis (Table 2), and there is little
question that the supply of hospit?ls and other health care facilities is
inadequate in low-income and rural areas. Moreover, in many communities
there is a need for health clinics within a reasonable distance of the
homes of low-income residents. The Neighborhood Health Center program
initiated by the Office of Economic Opportunity has represented an important

step toward meeting this need, but the appropriations have been limited and
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Table 2

SELECTED CATEGORIES OF ACTIVE HEALTH PERSONNEL PER 100,000 POPULATION,

BY GEOGRAPHIC DIVISION:

VARIOUS DATES

Physicians

In hospitals, 1966

Geographic Division (M.D.)a Dentists@| Nurses-- | Practical Aides,
) 1965 1965 R.N. 1962 nurses orderlies
United States 132 s 298 79 258
New England 168 53 470 97 261
Middle Atlantic 171 58 376 81 286
South Atlantic 116 32 255 70 228
East South Central 89 31 165 78 210
West South Central 101 31 171 99 207
East North Central 120 Lsg 286 68 269
West North Central 114 L7 301 72 299
Mountain 115 43 307 78 223
Pacific 157 53 329 70 229
@ Non-Federal per 100,000 civilian population.
Source: U.S. Public Health Service, Health Manpower, Perspective: 1967,

U.S. Government Printing Office, Washington, D.C., 1967, p.

1k,
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the 49 centers that had been opened by the end of 1969 did not begin to
reach all those who could benefit from such facilities (Schmeck, 1969).
The Medicaid program has had the effect of highlighting some of these
deficiencies. Poor persons in many areas are now assured that the costs
of care will be financed at least with respect go covered services, but
they often have to travel many miles to receive it, wait for hours in
hospital outpatient clinics, or encounter difficulties in locating a
physician who will treat '"welfare'' patients.]

The uneven geographical distribution of health manpower and facilities
is related, of course, to geographical disparities in income levels. That
health care expenditures vary directly with family income has long been
known as a result of studies conducted over at least the last four decades,
but mcre careful recent analyses have indicated that family income status
exerts its Influence in conjunction with many other factors and is not by
itself a particularly decisive influence. Race, geographical location, age
of the family head, type of health insurance coverage, and educational level
are all significant determinants of health expenditures. Among the factors
limiting adequate health care to minority groups, the e%tremely small
representation of members of minority races among practicing physicians is
particularly relevant to the concerns of this report. As for the aged, the
special problems of financing medical care which they faced for so many
vears have been greatly alleviated by the Medicare program, but nevertheless

the problem of access to adequate services and facilities remains difficult

1 . .. .
The President's Commission on Income Maintenance Programs (Ben W.

Heineman, Chairman) held public hearings in 17 large and small communities
throughout the United States in 1968-69 and heard testimony revealing each
of these types of problems. (President's Commission on Income Maintenance
Programs, 1969.)
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for elderly people in some areas, as does the cost of deductibles and
other uncovered expenses.

Finally, among the indications of unmet need, is the evidence of
higher mortality and morbidity rates in the United States than in a number
of other industrial countries. Although the‘best medical care in this
country is as good as any in the world, many Americans receive inferior
care and some health care needs go entirely untreated.

While life expcctancy of both white and non-white males and females
in the United States has gradually increased during the last half century,
the lengthening of life expectancy has leveled off during the last two
decades. Moreover, as Rutstein has put it:

"Indeed, we have failed to keep up with the improved life
expectancy in many other countries, and the trend has worsened

in the last several years. Let us compare United Nations

statistics compiled in the years 1959 and 1966. During this

interval, the life expectancy of males in the United States

dropped from thirteenth to twenty-second place . . . and female

life expectancy from seventh to tenth place among the countries

of the world . . ." (Rutstein, 1967, pp. 14-15).

If we look at the infant mortality data, we find a similar pattern.
Although there has been a great improvement in infant survival in the last
half century, the improvement has slowed down in the last two or three
decades. Moreover, the discreéancy between the nonwhite infant mortality
rate and the white rate has been increasing. Again, on the basis of this
measure our international ranking has been slipping. 1In 1959, the United
States was eleventh in the world in infant mortality. By 1965 we had

dropped to eighteenth from the top of the list (Rutstein, 1967, p. 24).

However, perhaps reflecting the impact of the Medicaid program and

-
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expanded NIH grants for infant and maternal care programs, there has been
some Improvement since then. By 1969, this country ranked fourteenth on
the basis of infant mortality rates (Pediatrics, December 1969).

Not only is our ranking low, but the gap between the U.S.'rates and
those in the highest ranking industrial countries is wide (Table 3). fFor
example, male life expectancy in the U.S. was only 66.6 in 1963, as com-
parced with 71.4 in The Netherlands in 1956-60, while our infant mortality
rate in 1965 was 24.8, as contrasted with Sweden's 14.2 in 1964. A com-
parison of death rates for males aged 15 to 44 in the U.S. and Sweden by
cause of death in 1961 indicates that the U.S. rate exceeded the Swedish
rate by a substantial margin with respect to deaths caused by malignant
tumors; strokes; rheumatic heart disease; arteriosclerotic and degenerative
heart disease; hypertension; influenza, pneumonia, and bronchitis; cirrhosis

of the liver; motor-vehicle accidents; other accidents; and homicide. Only

with respect to suicides was the Swedish rate higher (Rutstein, 1967, p. 20).

The problem of inadequate financing

Americans are spending far more on health care than ever before in
dollars and in terms of the percentage of the Gross National Product repre-
sented by health care expenditures. |In 1928-29, ths first year for which
adequate data are available, total health care expenditures amounted to
$3.6 billion, or 3.6 percent of GNP. By 1968-69, total health expenditures
had risen to $60.3 billion, or 6.7 percent of GNP (Skolnik and Dales, 1969,
p. 12). Yet, in spite of the rapid expansion of private health insurance
plans since World War Il and the recent injection of substantially increased
government funds into the health expenditure stream through Medicare and
Medicaid, the individual consumer still meets more than two-fifths of all

health care expenditures on a noninsurance basis. This is in marked

contrast to the situatlon in nearly every other industrial country.

-
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Table 3

SELECTED VITAL STATISTICS FOR 15 INDUSTRIAL COUNTRIES

Expectation of life at birth
Country Males Females f:\glf'ét’;‘;:it\/c
Years Years
of Date of Date
life reported life reported Rate Year
Australia 67.1 | 1953-55 19,1 1964
Canada 68.4 1960;62 74.2 | 1960-62 24.7 1964
Czechoslavakia 67.2 | 1962 21,2 1964
Denmark 70.4 1956-60 73.8 1956-60 18.7 1965
England and
Wales 68.0 1961-63 73.9 1961-63 19.0 1965
France 67.2 | 1963 74,1 22.1 1965
Israel® 70.9 | 1963 22.7 1965
Japan 67.2 1963 20.4 1964
Netherlands 71.4 1956-60 74.8 1956-60 4.4 1965
New Zealand® 68.2 | 1955-57 19.5 | 1965
Norway 71.1 | 1951-55 | 74.7 | 1951-55 16.8 1964
Sweden 71.3 1962 75.4 1962 14,2 1964
Switzerland 69.5 | 1959-61 17.7 1965
United States 66.6 | 1963 73.4 | 1963 24.8 1965
West Germany 66.9 | 1960-62 23.9 1965

2@ Jewish population,
b European population.
€ Deaths under one year of age per 1,000 infants born alive.

Source: David D. Rutstein, The Coming Revolution in Medicine (Cambridge, Mass.
and London: The M.1.T. Press, 1967), op. 16, 17, and 23.
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By 1968-69, public expenditures had risen to 35.6 percent of all funds
spent on health care, having increased particularly rapidly from 1965-66
on. Private insurance benefits were mecting only 22.3 percent of the total
expenditures, although about four-fifths of the population had some in-
surance protection for hospital care (Skolnik and Dales, 1969, p. 12, and
Reed, 1969, p. 20).

What accounts for this sharp contrast between the proportion of
persons with some insurance coverage and the proportion of total expendi-
tures met by private health insurance benefits? First of all, most persons
have coverage for hospital care and for surgical services in the hospital,
whereas coverage for such services as office and home visits is consider-
ably less common. Secondly, all private health insurance plans have limi-
tations on the types of services covered, even when they provide some pro-
tection for care outside the hospital. The plans vary greatly in this
respect, and the most complete range of services covered tends to be found
in some of the so-called independent plans, such as that of the Kaiser
Foundation on the West Coast.

Ten years ago, protection for psychiatric'care was practically non-
existent. During the last decade, many plans have been expanded to in-
clude some provision for mental illness, but invariably on a relatively
restricted basis, in view of the very high costs associated with the pro-
longed duration of mental illness._ Similarly, a decade ago it was a rare
plan that included any provision for dental care. However, in the 1960's
unions began to negotiate for dental care coverage under collectively
bargained health and welfare plans, and just in the last few years this
type of protection has begun to expand rapidly, although only 2.9 percent
of the population had dental care coverage at the end of 1968 (Nikias,

1969, and Reed, 1969, p. 30).
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A third limitation on the proportion of expenditures met by private
insurance takes the form of ceilings on reimbursable charges--for hospital
rooms, laboratory expenses, surgeons' and physicians' fees, and other
services. Again, the plans vafy greatly, and some come close to being
true service or prepayment plans in the sense that the patient is guaran-
teed full insurance coverage of the service rendered. This is true of
many features of the independent plans and of Blue Shield provisions for
families in the low-income and lower-middle~income range. Ceilings on
reimbursable charges also tend to be less restrictive in major medical
and comprechensive plans than in the so~called ''basic' plans. Nevertheless,
there are still many cases in which the patient is billed for the difference
between the allowable and the actual charge, and the difference can be
very large in connection with episodes of serious illness.

Whether or not the individual is protected by some type of health
insurance, with relatively rare exceptions, the charge for health services

is made on a fee-for-service or '"piece rate'' basis, rather than on a

salaried basis.? There are advantages and disadvantages associated with

the various alternative methods, but there is little question that the
fee-for-service method lends itself to inflationary tendencies and in some
instances to the performing of services, including operations, that are

not clearly necessary. Moreover, although there has been an attempt in
some areas to develop procedures for scrutiny of hospital and doctors'
charges by representatives of the county medical society or some othér
appropriate agency, and standards have been developed for allowable’ types of

hospital costs under Medicare and Medicaid, the prevailing situation in the

‘Under the British version of the capitation system, the physician
receives a fixed annual amount for each individual who signs up for his
"panel’’ of patients.
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United States is one in which both hospitals and doctors respond to rising
costs and increases in demand by raising their charges. In general, more-
over, the response of the various insurance carriers is to pass these in-
creases on to the consumer in the form of increased monthly charges for
health plan protection, in some instances paid entirely by the employer
but more often paid partly by the employer and partly by the employee--
and in the end largely passed on to the consumer.3

The fact that so many persons are protected for hospital care, but
not for services in the doctor's office or the home, is also in part
responsible for another problem--overutilization of hospital services.
Where insurance provisions call for reasonably adequate coverage of care
outside the hospital, as in the prepaid medical group practice plans that
provide comprehensive benefits, hospitalization rates tend to be appreci-
ably lower than under the typical insurance plan, in which there are
severe limitations on coverage of expenses incurred outside the hospital
(Klarman, 1965, and National Advisory Commission on Health Manpower, 1967).
The absence of adequate coverage for nonhospital care inevitably tends to
encourage hospitalization 1in cases in which it is not clearly necessary,
so as to take advantage of insurance provisions.

In addition, although there is much interest in the development of
greater emphasis on preventive health care, existing insurance plans fail
to encourage this. Again, except in the prepaid plans that provide com-
prehensive benefits, there tends to be no provision for covering the
cost of an "annual checkup.'" The plans are designed solely to provide

some degree of protection in episodes of illness.

3 A report to the U.S. Civil Service Commission recently predicted
that health insurance premiums would double by 1975 because of rising
costs for medical services (U.S. Civil Service Commission, 1970).
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Growing public awareness of these problems of inadequate financing
has Ted to rising support for some form of national health insurance.
Also playing an important role in connection with this trend is widespread
recognition of some of the problems associated with Medicare and Medicaid.
The adoption of these two programs reflected resistance to a more com-

prehensive apprdach to public health insurance in the United States, which

‘led eventually to special provisions for two of the neediest groups. But

they are also relatively high-cost groups, with the result that our pub-
licly subsidized programs of Medicare and Medicaid fail to benefit from
the averaging associated with broad pooling of risks. We have, to a large
extent, included the poor risks and excluded the good risks, whereas
broader coverage (perhaps with a strong element of private insurance in-
volved) would reduce the costs per covered individual.

Although this report is concerned primarily with the education of
health manpower, we emphasized at the outset the intimate relationship
between probable changes in the health care delivery system and desirable
changes in the future education of health manpower. As the Commission
considers the likelihood that a national hea]fh insurance program may be
adopted in the not too distant future, it views with considerable dismay
the critical shortages of health manpower and facilities which would then
become glaringly apparent in the lower~income areas of the nation, once
the present financial barriers to more adequate health care were at least
partially removed. Unless we move decisively and soon to develop vigorous
programs to overcome these shortages, the present crisis in health care
will appear to be a mere ripple in comparison with the mounting waves of
problems to be faced in such an event. The long lead time required for

expanding the number of places in university health science ccnters and
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for developing adequate hospitals and health clinics in areas now poorly
served means that we should not wait until the crisis is upon us to over-

come the problems.

The problem of ineffective use of health manpower

The hecalth care services currently provided to the public range from
bandaging minor cuts and alleviating anxiety to organ transplants anh
hospital administration. The problem of highly unequal access to medical
- care has been discussed above. In addition, the utilization of manpower
is in many cases inefficient, largely as a result of the historic role
of the physician as the primary and even sole dispenser of health care.
Reluctance to relinguish this image, even in the educational programs
for physicians, has resulted in continued performance by these extensively
trained professionals of tasks which could equally well be performed by
Yess trained, more specialized personnel, such as routine history taking,
initial physical examination, technical procedures, instruction of patients,
and other routine tasks.

Summarx

Thus the crisis in the delivery of health care in the United States

reflects the combined influences of (a) rapidly rising costs, (b) unmet
needs for health care, {c) an inadequate financing structure, and (d) the
ineffective use of health manpower. Although these problems require efforts
in many directions, a critical part of the effort will be the mobilization
of the institutions of higher education in the United States to expand the
education of professional health manpower and adapt that education to the
changing patterns of delivery of health care which may be perceived as

likely to occur in the coming decades.
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1. The Evolution of the U.S. Health Care and Health Education Systems

Unlike the concept of liberal arts education whose function is to
provide a broad general background of accumulated human experience as a
foundation for any and all life roles, medical and allied health sciences
education attempts the narrower goal of presenting a summary of the
accumulated useful knowledge plus associatedvmental and physical skills
requisite to achieving and maintaining a state of health. It is expected
that the graduates of these educational programs will enter the health
industry and service the health care delivery system in all of its
aspects, including its evolution toward increased effectiveness.

Because of this primarily goal-oriented concern, any critical analysis
of medical and allied health sciences education as well as any attempt to
recommend guidelines for future development must begin with a description
of the functions which the educated graduates are expected to perform.
This in turn requires a thorough understanding of the mechanisms of the
health care delivery system as it now exists and as it will change in the
future.

During the sixty years following the Flexner report, medical education
and health care delivery in the United States evolved in a pattern which,
at its best, provided for the fortunate patient the highest quality of
professional care supported by the best scientific resources. Most of the
population, however, does not now receive this high quality service,
because of economic, geographic, ;rganizational and educational factors.
The statistical acHievements of some elements of the health care delivery
system in the United States, as described in the previous section, are

inexcusably low, and the U.S. population is not characterized by outstanding

freedom from disease in comparison with other technologically advanced
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nations whose resources are considerably less. These failures of the
health care delivery system to provide equitable service to all segments
of the population are in sharp contrast to the unsurpassed record of the
American medical industry in producing new knowledge applicable to the
eradication of disease.

The primary thrust of the post-Flexner development in medicine was
the recognition and incorporation of a scientific base in the natural

sciences as a sinc qua non for rational diagnosis and therapy. Scientific

research in basic biomedical disciplines was seen to be the effective
route for progress in treatment of disease. The reservoirs of scientific
knowledge and research competence were in the universities, and so the
medical schools and teaching hospitals became more closely integrated
with academic disciplines on the campus. They assumed more and more the
inward-directed vision and intellectual values of traditional academe,
becoming increasingly concerned with basic biomedical research and
esoteric medicine and less with the production of practitioners for the
general market. This development was greatly encouraged following VWorld
War |l by the growth of federal contributioné to biomedical research from
less than $50 million to over $1,500 million a year.h From these great
basic research oriented university medical centers have come new knowledge
and techniques which have revolutionized health care within a single
generation. Through their resg;rch efforts the entire epidemiology of
acute disease has been altered and many of the infectious scourges of the
last century are now only trivial inconveniences. Furthermore, the means

to treat and prevent the degenerative diseases, heart disease, cancer and

Approximately $350 million of this total goes to medical schools.
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stroke, will unquestionably come primarily from the past, present, and
future work of these centers.

The physicians educated by the best of these university-based schools
are of the highest scientific and professional competence, and the intern
and reslidency programs in affiliated hospitals produce an educated product
equal to the best in the world. The total period of training is long
(usually eleven to fifteen years after graduation from secondary school)
and incomes are low for many years. The income foregone during the period
of education, by the standards of other occupations, is very high.

The university medical centers also have become loci of high quality
and high cost medical care, usually largely referral, emphasizing pathol-

ogies of research interest to the staff. Their influence extends to the

‘practitioners of the surrounding community resulting in a general increase

in the quality of health care. However, this effect on the community js far

less than It could be if such a role were to become a primary element of
medical center concern.

During the past half century, the hOSpitai changed from a shunned
institution of last resort to become the central facility for the delivery
of medical care. This development resulted from the increasing urban
concentration of the population and the advancing technology of medicine
which required the facilities and skills of a sizeable organization to
provide the armamentarium of diagnostic and therapeutic services. Move-
ment of patients to a central facility rather than visitations by physi-
cians to private homes emerged as the pattern of medical practice.

Hospitals were created to fill these necds by private resources,
either philanthropic or as a capital investment, and by local, state, and

federal governments. They were characterized by a double system of
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management in which physicians associated with the hospital represented
the line of authority concerning professional activities, and business
management of the hospital controlled all other aspects of operation.

As in the pre-Flexner era, the practice of medicine has continued to
be largely based on the private physician who is self-employed and provides
medical care as an entlty to patients who freely choose his services.

Group practice under organized management, in which a patient receives
attention from more than one physician according to his specialized needs,
is relatively rare. Most physicians' groups have been formed for economic
reasens such as decreasing office overhead costs and sharing certain facil-
ities. They seldom have any significant integration or coordination of
their professional activities beyond substituting for one another to enable

more regular hours of work and periods of vacation.

gi&flafiy, as indicated above, compensation of physicians has remained
essentially unchanged as a fee for service, a form of piece-rate or com-
mission basis of payment. In general, these fees have not been adjusted
downward as the physician's efficiency has increased through technological
advances and his charity work without compensation has been reduced.

For a variety of soclologié#l and economic reasons, this pattern of
health care delivery has become increasingly unsatisfactory, though the
acquisition of new biomedical knowledge has been remarkable through the
university-based medical centers.- Unfortunately for educational planning,
there is no inclusive study of changing patterns in the total health care
delivery system of the United States; no centralized organization for co-
ordinating and guiding changes in the system; and no mechanism for evalu-
ating the cffectiveness and efficiency of the system. In the abscnce of

any of "these elements, planning future educational programs ‘in medical and
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allied health sciences must rely primarily on predictions and opinions
obtained from observers both within and outside the health care professions
as to the nature of the future health care delivery system and the allot-
ment of functions among health care personnel.

There is great diversity of opinion among members of the health care
professions in predicting the probable form of health care delivery in the
United States two and more decades hence. Indeed, there is little agree-
ment on the most effective and efficient plan for the health care delivery
system if it could be implemented. However, certain convictions about
the future of health care have achieved wide currency within the profes-
sional enclave of the health sciences and form the most experienced base
on which to make recommendations concerning the educational system. These

can be summarized as follows:

inevitable change

There is almost universal agreement that the health care delivery
system of the United States will undergo major changes in facilities,
organization, and functions of personnel within the next two decades.
These changes will result from changes in the public attitude toward
health care, changcé in the economic structure underlying health care,
changes in the federal government's role in providing, guiding and moni-
toring health care, changes in knowledge and technology relevant to health
care; and changing sociological fﬁperatives within the population of the

United States.

Public attitude toward health care

There is abundant evidence that the trend of public attitudes in the

United States is to identify health care as a right of citizenship independent
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of socio-economic status. To the extent that this concept influences
legislative action, increased tax revenue support and concomitant govern-
mental surveillance will modify the health care delivery system. Greatly
increased health care facjlities and personncl.will be required to fill
the unmet needs of that portion of the population which currently receive
less than optimum health care, primarily low-income groups, welfare re-
cipients, and the aged. Medicare and Medicaid are initial stages in pro-
viding financial assistance to these groups, and public sentiment will
most likely encourage expansion of these programs into some form of uni-
versal national health insurance.

As public awareness of disease etiology increases, there is more
demand on the health care system to prevent as well as cure illness. Pre-
ventive medicine will undoubtedly assume a major role in the future health
care system both through public pressure and the consequence of increased

knowledge in this area.

Changing sociological imperatives

The demography of the U.S. population has undergone very large changes
in the last half century, many of which will sharply influence the form of
the future health care system.

increasing levels of education of the general public, both formally
in school and through the mass media, have greatly increased their sophisti-
cation in evaluating the health care they receive. These greater expecta-
tions will provide pressure to upgrade all elements of the health care
system. |f the current decline in the birth rate continues, the percentage
of the population in various age groups will shift toward a larger proportion
of older people, and geriatric problems and chronic care facilities will

require more attention. Increasing mobility of the population will
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necessitate a nation-wide network of medical record distribution and
organization of the health care system to provide continuity of care
without continuity of personnel. Increasing urbanization promotes the
establishment of health care centers to which the patient comes for
treatment and predisposes toward epidemiology characteristic of high
density populations. The shift from an industrial to a service-oriented

economy with increasing leisure time will undoubtedly influence the char-

acter of hcalth problems which must be met.

The economic structure of the health care system

Although the fee-for-service method of compensation to physicians
will probably continue for a long time, the amount of payment for various
procedures will become more standardized through negotiations and regu-
latory mechanisms. An increasingly larger percentage of physicians will
be paid on a salary basis and the trend toward guaranteed health care will
accelerate to include the majority of the population. Lower paid echelons
of the health care service personnel, such as nurses, technicians, and
other specialized persons, are likely to experience salary increases rela-
tive to physicians, and the compensation to house officers (interns and
residents) will continue to rise.

Tax revenues will support a growing percentage of health care facili-
ties and services, and the health industry, both as an employer of service
personnel and producer of material goods (drugs, equipment, buildings, etc.)
will increase in size to become an even more major component of the national
economy .

As indicated above, the cost of health care in the United States is

rising considerably faster than the cost of living index. Although a

combination of socio-economic factors are responsible for this rise, it
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stems in considerable measure from the scientific advances in diagnosis
and treatment which require greatly expanded facilities and personnel.
Whereas in the nineteenth century the armamentarium of medical care could
be contained in a small black bag and the physician's head, easily trans-
ported from house to housé, today a vast array of costly equipment and
procedures plus the services of a variety of trained specialists are
necessary. There has been relatively little market pressure to halt this
inflationary trend, but the cost-pass-through methods of establishing

most medical care prices are now beginning to arouse the organized con-
sumer, who must ultimately pay the premiums in any form of prepaid health
plan. Clearly, it is not the avarice of the medical profession which is
primarily responsible for these spiraling costs, but the inherent increase
in scientific health care capability. Therefore, new and more efficient
methods of health care delivery must be devised if output is to be in-

creased, if productivity is to rise, and if the rate of medical cost in-

flation is to be constrained. These will certainly require new uses of

manpower and new educational programs.

Changes in the federal role

Although the role of government in protecting the health of the
population from harmful and misrepresented commercial products, especially
food and drugs, has been a public tradition for nearly half a century,
there is increasing demand that the governmental function be expanded to
include a much broader spectrum of health related agents. Generally,
these are represented by environmental situations that affect a sizeable
number of people, such as preventive epidemiology, water and air pollution,
environmental sound levels, nutrition, safety standards, etc. Thus

governmental surveillance and control have been, and will continue to be,
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major agencies for prevention of disease. Governmental responsibility
for providing health care to individugls after they have contracted a
disease has been limited to special categories of citizens who have
either "earned" such benefits through national service, such as military
personnel, are elderly, or are sufficiently indigent to qualify for
welfare aid. The future will see increasing numbers of people included
within this category of governmental responsibility for personal health
care. Federal tax revenues are likely to become a major source of support
of the health care system, and as a consequence federal scrutiny and con-
trol of the system will increase. The size and economic significance of
the health industry, as described earlier, will invite increased govern-
mental control as it becomes a major factor in the stability of the
national economy.

Whatever form the health care system of the United States assumes
in the future, it will necessarily require greatly increased coordination
and integration on a national level if it is to approach the objective of
optimum care for all with efficient use of the available resources. It is
most likely that such organization will be undertaken by the governmental
sector and a considerable amount of local autonomy will need to be relin-
quished in order to minimize inefficient duplication of facilities and
services.

‘In addition to maintaining and elaborating national standards for
qua}ity of materials such as drugs, equipment, and facilities, national
standards for performance of services through national licensing procedures
are needed. The present state licensing authority has become unwieldy

and disruptive, as a result of the high mobility of health care personnel

.and lack of comparability among the various licensing agencies.
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New knowledge and technology

The rate of acquisition of new knowledge and technology in the bio-
medical sciences over the past sixty years has been staggering. Indeed,
it has been largely responsible for the institutional character of current
medical care. It is quité likely that progress in diagnosis and therapy,
involving increasingly complex and costly facilities as well as trained
technicians and re-trained physicians, will continue at a rapid rate,
even if federal research expenditures are restricted to their present
level in relation to GNP. The evolving system of health care delivery
must be designed to accommodate this progress in terms of facilities and
personnel, organization, and economics.

Probably the most immediate impact on the health care system will
come from more extensive use of computers and automation techniques in the
institutional administrative organization and patient care facilities. In
addition to the }apidly evolving uses of computers for housekeeping and
even middle managerial functions in large organizations, which are applica-
ble to health care facilities, the enormous amount of data handling relative
to patient care can be computer processed. Patient records, billing, pharma-
ceutical usage, doctors' and nurses' orders, etc., are all readily adapt-
able to computer processing, and soon continuous information of the pa-
tient's condition with analysis of needed attention will be computer
managed. In addition to this real-time nursing surveillance and low-level
decision making function of computers, they will be used increasingly to
guide automated processes such as clinical chemistry analyses, radiation
therapy, intravenous administration, hemodialysis, etc. 1In the near future,
routine history taking and suggested diagnoses can be accomplished by com-
puters for the physician's review. Miltiphasic screening and other forms

of hecalth monitoring will become increasingly important as prevention of
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disease assumes greater significance. Techniques for automating these
screening procedures are already receiving considerable study. The im-
plications for types of personnel and educational programs to utilize
effectively this technology are obvious.

The almost universal and practically instantaneous information net-
work which will exist--is, indeed, now in existence--enables medical
Information from records and x-rays to physiological variables such as
EEG's, EKG's, cardio-vascular parameters, visual images, etc., to be
transmitted for analysis and consultation without regard to geographical
location. Patients at any point in the system can receive the benefit
of specialized knowledge from any other point in the system almost immedi-
ately. This information network is also available for educational programs
applicable to all segments of the health care system.

In addition to the ability to transmit information quickly, the
ability to move patients and physicians rapidly over vast distances will
greatly influence the form of the future health care system. Greater
specialization and concentration of facilities and services will be
possible, as the area from which patients can be conveniently transported
enlarges. In less populated areas, networks of air ambulances can partly
answer the need for rural health care facilities, and specialists can
make '"‘rounds!' to peripheral smaller health care centers.

New therapeutic techniques will be introduced that require new
technologies, new kinds of traineé personnel, and cooperation of many
}ndividuals as a closely integrated unit. Organ transplantation has
gained great public visibility already, and intensive care units, hemodi-
alysis, and high intensity radiation therapy, are only a few examples of

the enormously complex science and technology which will characterize

"future health care.
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Relatively high and rapid cure rates and in some cases elimination
of many prominent sources of acute illness have significantly changed the
epidemiology of discase in the U.S. population. From infectious diseases,
the major foci of concern throughout the health care industry have become
prevention of disease, diaénosis and treatment of degenerative diseases,
and mental illness. Each of these will see major developments in the
next two decades. For example, advances in the psycho-social and behavioral
sciences, as well as increased knowledge of neurophysiology and neuro-
chemistry, can be expected markedly to alter the forms of treatment and

rehabilitation for the mentally i1l who now account for more chronic

hospital beds than all other diseases combined.

The health care team

The inescapable consequence of greatly increased medical knowledge
and technology has bcen rapid-specialization of health care personnel.—By
the end of the nineteenth century specialization within the medical profes~
sion was assuming the pattern of its present form, though general prac-
titioners were still in the majority. With nurses, midwives, dentists,
and the rising speciality of pharmacists, the health care team was small
and the functions of its units clearly defined. The resources of medical- -
science could, for the most part, be brought to the patient by a single
individual, the physician, and his education was predicated on that assump-
tion. Though useful, no other health care personnel were indispensable
to the physician in his capacity to administer the healing arts, and his
unaided eye, ear, nose and hand were the only absolutely necessary tools
for diagnosis. To a surprising extent, this attitude still pervades the
medical profession and the educational programs of medical schools, despite

the growth of essential knowledge and technology far beyond the capacity
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of a single mind and the resources of a roll top desk.

Contemporary high quality health care is characterized by the in-
volvement of various specialized personnel according to the needs of the
patient. This dependence on a ''team'' of health care workers will increase
as new hnowledge and technology burgeon, and as the volume of demand for
health care increases.

The numbers and specialties of the team members will vary throughout
the course of the patient's disease. At the onset of an acute illness,
the patient's first contact might be a social service worker who makes a
referral to a diagnostician, a physician whose specialty is family medicine,
or some other appropriately trained person with the skill to diagnose and
treat many of the more obvious and less complex health care problems. For
example, several European and Asiatic countries have had considerable suc-
cess with a form of adjunct or semi-physicians whose training is consider-
ably briefer and less theoretical than that of the physician. Generally,
these adjunct physicians, such as the feldsher in the Soviet Union (usually
a woman) treat patients primarily in rural areas or in large outpatient
clinics. The more highly trained physicians confine their practice to
hospitals, for the most part. The educational program for the adjunct
physician is characterized by shorter total duration, an emphasis on ambu-
latory and home care rather than hospital procedures, and minimal dependence
ubon sophisticated laboratory diagnositc and therapeutic facilities.

Recommendations have been made from time to time in the United States
for the creation of a health care professional with competence between
the present registered nurse and the fully trained physician. The armed
services have effectively used practically trained physician's assistants

such as the Navy corpsmen, but it is questionable to what extent such
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""'second class'' personnel would be acceptable to the American public or
the medical profession. However, the pharmacist has assumed an '‘under-
ground' role in health care in the United States, in which he recommends
to his cugtomers on the basis of their symptoms or self-diagnosis from
the endless array of prop}ietary nonprescription nostrums which line his
shelves. It is estimated that the majority of pharmacological agents con-
sumed by the American public are of this proprietary type and are taken
with the supporting advice of local pharmacists. The educational program
for pharmacists does not adequately prepare them for this role. The majority
of the ills to which the flesh is heir are readily diagnosed, easily treated,
and for the most part self-limiting, and can be adequately managed with less
training than now occupies the education of a physician. The critical
facility for such limited health care professionals should be the ability
to recognize serious problems beyond their capacities and make appropriate
referrals to otﬁer specialists in the health care system.

It has become increasingly common for patients to refer themselves
to a hospital emergency department or outpatient clinic as an initial ap-
proach to the health care system at the onset of acute illness. A nurse
or staff physician of the hospital then becomes their first professional
contact.

Thus, there is considerable confusion in the public mind, and in the
organization of the health care system, concerning the appropriate route
for a patient to obtain health care services when needed. Highly special-
ized physicians will not undertake the task of general diagnostics and
routine health management . Family physicians are in short supply and it
is questionable how effective the creation of a specialty board in general

medicine will be in fulfilling this need.
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‘ The reservoir of health ca're personnel has been estimated to con-
tain over 200 identifiable specialties at the present time. For any given
patient situation, the necessary functions of these specialists are to be
called into play by the physician in charge. 1In large urban medical
centers, especially univerity-affiliated ones, this system works fairly
well for the treatment of episodic major illnesses within the organiza-
tional confines of the instit;tion. The private or small clinic prac-
titioner and the rural doctor are poorly equipped to avail themselves of
these teams. Physician undergraduate education does not emphasize the
team concept of health care and it is only through post-doctoral in-
house training at large medical centers that physicians function intimately
with the para-medical professions. The specialties within the team have
developed largely independently and there is little coordination of educa-

. tional programs or licensing procedures. The increasingly complex tech-
nology of diagn&étic and therapeutic procedures has necessitated the inclusion
of doctoral level chemists, biophysicists, sociologists, and psychologists
in addition to the traditional para-medical specialties.

The primary lack is not the need for more kinds of health care special-
ties in the hospital milieu, but for a planned organization to define and
integrate the roles of the team members and provide coordinated educational
programs suitable for these roles. The hospital-based physician should be
educated to assume a role of team leadership involving considerably more
administrative skill than he currently acquires, and the overall health
care system should be organized so that the medical-center-based reservoir

of specialized personnel and facilities is integrated with the extra-mural

' health care segments.
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Rapid professional obsolescence

The rate of acquisition of new knowledge and technologies for health
carc is so rapid that the physician must remain a student throughout his
professional career or face professional obsolescence in five to ten‘years.
Continuing education prog;ams for physicians and for the other members of
the health care team are essential if optimal health care is to be provided
to the public. These prograﬁs are slowly increasing in availability and
quality in major urban areas, but are still largely inaccessible to the
health care worker in rural and less populous areas. Furthermore, the
academic medical centers have been reluctant to invest more than a token
of their resources in continuing education programs and will require
considerable incentive to do so.

Continuing education is of such significance to the future health
care system that periodic re-examination for continued licensure of health

care personnel is needed.

Health care centers

Health care services are delivered to an increasingly large extent
in inst}tutional settings. Serious acute epigodic illness is treated in
hospitals for the majority of urban dwellers who present themselves to.the
health care system. For efficiency of access and various other economies,
health care institutions tend to group themselves in a common geographical
location within metropolitan areas and to create health care centers con-
taining a variety of facilities and services, including the offices of
private practitioners. Frequently the most elite and sophisticated of
»these centers develop around university operated medical schools. These

will contain the best equipped patient care facilities, educational programs

for physicians (pre- and post-doctoral) and other health care personnel
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‘ (dentists, nurses, pharmacists and frequently technicians for radiology,
physical therapy, laboratory procedures, etc.), and extensive research
facilities. In addition, contemporary education in the health brofes-
sions is of necessity broadening to include areas of the physical, bio-
logical and social sciences once considered remote from medicine. New
knowledge of the molecular bases of disease require a fundamental under-
standing of molecular and cell biology; electrical, magnetic, optical,

and other physical parameters of pathological processes necessitate com-
petence in biophysics; and the overwhelming effects of sociological
factors on personal and public health have reached a level of social
crisis. |t should become the responsibi]ity.of academic medical centers
to supervise the education of all members of the health care team from
technician to physician and doctoral level medical chemists, biophysicists
and behavioral scientists. Thus the university health care centers are
emerging as health science universities, and any academic medical center
that wishes to fulfill its responsibilities to the health care system must
expand its educational objectives to encompass the full spectrum of these
educational goals.

It appears inescapable that the trend of future health care will
depend more and more on the resources, services, expertise, and facilities
of these inclusive university health science centers. A coordinated system
must be developed through which these centers can provide the organizational
and directive leadership for hea]}h care in the surrounding community

through satellite centers, community clinics, or other forms of regional

service.
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Specialization of health care facilities

As a result of the increased demand for health care services and the
rapidly rising costs of conventional hospitalization, a variety of new
health care institutions is developing. Ambulatory care clinics and out-
patient departments have expanded considerably in the urban medical centers
to minimize the need for patients to occupy hospital beds. Nursing homes
and convalescent facilities are proliferating to provide less expensive
nursing care for chronic disabilities, and during recovery and rehabilita-
tion from acute diseases. The trend is for further growth and development
of these specialized care institutions, including motel-type accommodations
near the medical centers where transient patients can stay with their

families during recovery.

Sunmary

The Carnegie Commission anticipates inevitable changes in the delivery
of health care in the United States in the 1970'5; with thé %omemium»For
change continuing during the 1980's and 1990's. The major factors contri-
buting to these changes will be: (a) changes in public attitudes, which
increasingly regard health care as a right of citizenship independent of
socio-economic status; (b) sociologfca] imperatives, associated particularly
with the rising educational levels of the population; (c) highly probable
changes in the economic structure of the health care system; (d) changes
in the role of the Federal Government in relation to the financing of health
care and the education of health manpower; (e) advances in health care
knowledge and technology; (f) expansion and greatly improved coordination
of the health care team; (g) greatly expanding responsibility for univer-
sity health science centers in relation to the education of all professional
health manpower and both research and planning for improved delivery of

health care; and (h) specialization and division of labor among health

care facilities.
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I1l. Growth and Change in Health Manpower

We have traced past changes in the delivery of health care, as well as
changes that are likely to occur in the next decade or two, Now let us take
a more careful look, in statistical terms, at growth and change in health

-

manpower .

The past -

In 1967, it was estimated that approximately 3,400,000 civilian workers
were employed in health care (U.S. Public Health Service, 1968, p. 8). They
represented about 4,5 percent of all civilian employed workers, and their
numbers were rapidly growing. An increase of slightly more than 30 percent
had occurred in health service employment since 1960, while total civilian
employment rose 13 percent., Thus, health care employment was not only rising
at a considerably faster rate than employment as a whole, but, along with
education and other services, was one of the most rapidly expanding sectors
of the economy in terms of its manpower needs.

In 1910, when the Flexner report was issued, the picture was very dif-
ferent. Only about 430,000 workers could clearly be identified as employed
in hcalth services, representing 1.2 percent of all gainful workers (Edwards,
1943, pp. 111 and 178).‘ There may have been some additional persons, such
as nuns in Catholic hospitals, or service workers in hospitals and other
institutions, who could not be identified in the somewhat crude classification
used in the 1910 Census: _

Many changes had occurred in the intervening years to explain the pro-
nounced expansion in health services employment. Among these were the
urbanization of the population; the related shift of many types of medical

care from the home or the doctor's office to the hospital; the remarkable

advances Jin medical science and technology, bringing a growing need for such
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groups as radiologists and medical'tcchnicians to man the new equipment; and,
perhaps above all, the rise in real per capita income, which encouraged an
increase in the proportion of the Gross National Product expended on services.
Along with its growth, the composition of the health team had changed
strikingly in the years from 1910 to 1967. In 1910, professionals consti-
tuted nearly 70 percent of all health personnel identifiable in the census
returns. They included physicians and surgeons, osteopaths, chiropractors,
veterinary surgeons, dentists, trained nurses, dentists' assistants and
attendants, physicians' and surgeons' attendants, and a small residual group

of '"other healers."

The nonprofessional group included midwives and untrained
nurses.

Treating dentistry as a separate service, physicians (including osteo-
paths and chiropractors) constituted nearly 40 percent of the total identifi-
able medical team in 1910, or, in other words, the team appeared to include
1.5 other health workers for each doctor. |f we make a rough adjustment for
health workers who cannot be identified in the 1910 Census, it is probable
that the true situation was more nearly 2 other workers for each doctor. In
dentistry, the dentist himself represented 95 percent of the total team, with
dentists' assistants and attendants making up the remainder.

By 1967, professionals comprised about 45 percent of all health man-
power (U.S. Public Health Service, 1968, pp. 8-11). The nonprofessionals
were scattered through all the other major occupation groups, but the great
majority were either clerical workers (receptionists in hospitals, secretaries
in doctors' offices, etc.) or service workers (hospital attendants, practical
nurses and nurses aides, kitchen workers, chamber maids, etc.).

Again treating dentistry as a separate service, we find that physicians

(including osteopaths) constituted just about one-tenth of the health manpower
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team in 1967. The entire team included numerous workers who did not require
specialized training for the health field, e.q., janitors in hospitals, but
the number of trained specialties has proliferated greatly in recent decades.
Eé useful list is presented by Greenfield, in his recent volume on Allied

Health Manpower, drawing on extensive work on occupational classifications

within the Department of Labor and the National Center for Health Statisticg;
(Table 4).

The dentist was also surrounded by many more assistants, relatively,
than his 1910 counterpart. His team included dental hygienists, dental
assistants, dental laboratory technicians, and clerical workers. [If we
assume that about a fourth of the secretaries and office assistants employed
in health services in 1967 were in dentists' offices, we find that the den-
tist represented about a third of the dental team in 1967.

To a_rather considerable but probably immeasurable extent, the change____ ____ _ __ _
in the composition of the health team represents a shift from unpaid workers
in the home to paid workers in the market place, much like the long-term trend
in the food industry. When the country was predominantly rural, and hospitali-
zation was much less common, the farmer's wife would care for her ailing
_husband or _children. In childbirth, there was likely to be a grandmother,
maiden aunt, or kindly neighbor available to see her through the postnatal
period. Moreover, and perhaps less often recognized, the doctor's family was
far more involved than is typical today in providing clerical and other types
of assistance. The physician's off{ce was very likely to be in a wing of his
residence, and his wife, housemaid, or children frequently handled telephone
calls (tracing him from farmhouse to farmhouse over primitive rural telephone
connections). The wife was also likely to provide bookkeeping services, as
well as occasional assistance when an office procedure could not be handled

by the physician alonc.
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PROPOSED CLASSIFICATION OF HEALTH MANPOWER OCCUPATIONS

Autonomous Health Professionals 2.

Physicians
Osteopaths
Dentists
Podiatrists
Optometrists

Allied Health Professionals

Professional nurses
Clinical psychologists
Cytotechnologists
Dental hygienists
Dieticians

Food technologists
Hospital administrators
Ilmmunochematologists
Medical illustrators
Medical record librarians
Medical technologists
Biostatisticians
Computer programmers
Health economists
Manual arts therapists
Recreation therapists
Psychometlists
Mycologists

Nuclear medical technologists

Nutritionists

Allied Health Professionals (Cont'd)

Occupational therapists

Physical therapists

Rehabilitation counselors

Speech pathologists and audio-
logists

Virologists

X-ray technologists

Pharmacists

Bioengineers

Health administrators

Health educators .

Music therapists

Medical social workers

Allied Health Technicians

X-ray technicians

Registered nurses (Associate
degree or diploma)

Medical records technicians

Occupational therapy assistants

Medical technicians

Medical and dental assistants

Allied Health Assistants

Licensed practical nurses
Nurse's aides
Psychiatric aides

Source: Harry |. Greenfield, Allied Health Manpower: Trends and Prospects,

Columbia University Press, New York and London, 1969, pp. 26-27.
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The pronounced increase in labor force participation rates of married
women that has occurred in the years since World War 11, along with such trends
as the virtual disappearance of the maiden aunt and the more widespread geo-
graphical separation of elderly parents and their adult children, place severe
limitations on the provision of care in the home by relatives. The wife who
holds a full-time job cannot provide daytime care for an ailing husband or
elderly parent. In this connection, it should be recognized that homemaker
services, publicly subsidized in the case of low-income families, have been
developed to a considerably greater extent in such countries as Sweden and
Great Britain than in the United States, facilitating care in the home for
agin§ invalids, for example, when no member of the family is available.

Another highly significant change that has occurred since 1910 is that
women play a far more important role, relatively, in the health manpower scene
than was true 60 years ago. By 1967, women constituted nearly four-fifths of
all persons employed in health services industries (U.S. Bureau of Labor
Statistics, 1968). This largely reflected their overwhelming predominance in
nursing and in many of the nonprofessional sectors of the health services in-
dustry. They were also reasonably well represented in some of the para-medical
professional occupations. But they were not well represented at the center of
elther the medical or dental team. /

At the end of 1965, there were 19,181 women physicians and surgeons in
the United States, representing only about 6.2 percent of all persons in these
professions (Lopate, 1968, p. 198 and Fein, 1967, 135). Nor was the probability
of any significant change in this situation at all great--in that same year,
only 7.7 percent of all medical students and 7.3 percent of all medic%l schoo!
graduates were women. The situation is in marked contrast to that in Western

Europe, where in all countries women represent a considerably larger percentage



e O ocument from the collections of the AAMC Not to be reproduced without permission

38,

of the medical profession than in the United States--for example, 30 percent
in Germany and 20 percent in the Netherlands. In the Soviet Union some 65 to
85 percent of the doctors are women, although most of them are feldshers who
have received some medical training but are not fully qualified physicians
(Lopate, pp. vi and 193). fhere are undoubtedli’pany factors accounting for
these differences, but probably among the more important are greater emphasis
on the provision of child care centers for married women students and workers
In many European countries, as well as more comprehensive programs of student
aid, and, in some countries, student loans.

Opportunities for women to enter dentistry appear to be even more limited.
Only one or two percent of U.S. dentists are female (American Association of
Dental Schools, 1967, pp. 1-2).

Even more than in the case of women, members of minority groups are well
Tepresented only in the lower echelons of health manpower--chiefly in service
occupations. Notable exceptions--though this is difficult to document on the
basis of recent statistics--are Japanese-Americans and Chinese-Americans, who
have penetrated the higher ranks of the health professions to a significant
extent. |

% report prepared by Dr. Alfred Haynes for a Liaison Committee of the
American Medical Association and the National Medical Association indicated thaa

tzghe growth in the number of black physicians had lagged behind the growth of the
black population. Although more than 11 percent of the nation's population is
Negro, less than 2 percent of American physicians are black. A Negro physician
is highly likely to have graduated from either Howard University Medical School
or from Mehaéry Mediéa] éo{léée ééd-éé miérate to California to practice
(Haynes, 1969, pp. 93-95).

fbe Liaison Committee also authorized another study which found thathost
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medical schools have less than 2 percent black enrollment. About half of the

schools are trying to increase their black enrollment by special recruitment

‘programs, but the most serious weakness in these attempts is the lack of ade-

quate financial assistance for individual black students and the lack of funds
for special programs to overcome the academic deficiencies of such recruits
(Crowley and Nicholson, 1969, pp. 96-100).

In 1969, medical schools were asked, for the first time, to report the
racial origin of students. The enrollment of blacks was 2.2 percent of the
total, while only the West South Central region reported as much as 1 percent

Mexican-American enrollment (American Medical Association, 1969).

The future

An extensive series of commission reports and special studies conducted

in the postwar period have projected shortages of health care personnel, especially

in the case of physicians. Confining our attention to the more recent and more
significant of these studies, we find that the projections are concerned with
doctors, dentists, and nurses (excluding other health personnel for the most
part), and that there is little disagreement in their findings.

‘Rashi Fein estimated that the number of physicians in the United States
would rise from about 305,000 in 1965 to 362,000 by 1975, assuming continued
substantial immigration of foreign-trained doctors. |In the absence of a rise
in productivity, this increase would not be sufficient to meet the increased
demand’resu]ting from rising incomes. However, with "nominal'' productivity
gains, the increase in supply would be sufficient to meet the increased demand
stemming from higher incomes, but not the rise in demand which might result
from a shift in consumer '"taste' toward more health care or from the develop-

ment of new financing mechanisms designed to expand the amount of medical care

available to part, or all, of the population (Fein, 1967, pp. 135-318).
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Shortages of doctors, dentists, and nurses have been predicted on the

basis of several other studies (National Advisory Commission of Health Manpower,

1967, Vol 11, p. 243; Folger, Astin, and Bayer, 1970, pp. --; and Moore,

1969, p. 708).

All these projections-assume a continuation of the trend toward increasing

demand for health services, as well as continued increases in productivity,
but they do not assume a major change in the financing of health care. A pre-
diction of a different type has recently been developed by the U.S. Bureau of
Labor Statistics, which estimates that the nation will ''need' 250,000 more
doctors by 1980. Quite evidently, this projection of need assumes removal of
existing financial barriers to health care by that time, since it is much
larger than any of the other available estimates of increased demand.

However, no such increase can conceivably be brought about, in view of
the fact that even to have been awarded his M.D. by 1980 a student would have
to enter medical school by 1976, and the increase of medical school places
which can be achieved by 1976, to be discussed at a later point, is already
large determined on the basis of existing plans for expansion and falls far
below this level of increase.

The Office of Health Planning of the University of California has pre-
pared for the Carnegie Commission, under the direction of Dr. Mark Blumberg,
four alternative projections of the increase in the number of M.D.'s at five-
year intervals from 1967 to 2,002 (Table 5). Al} four projections are based
on the assumptions (a) that of the 46,000 foreign medical graduates present
in the United States in 1967 (not including graduates of Canadian medical
schools, 13,000 will not remain in the U.S. and no new foreign medical gradu-
ates will be employed here and (b) that the total U.S. population will in-

crease at the rate indicated by Series 1-D of the U.S. Bureau of the Census.
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4.

PROJECTIONS OF M.D.'S, TOTAL NUMBER AND NUMBER PER 100,000 POPULATION,

BASED ON ALTERNATIVE INCREASES IN THE NUMBER OF MEDICAL SCHOOL

ENTRANTS, UNITED STATES, 1967-2002

Alternative assumptions®

Year | papid . Medium Medium

sustained PAP long short

Number of M.D.'s - U.S. Graduates Only (in thousands)
1967 279.9 279.9 279.9 279.9
1972 306.5 306.5 306.5 306.5
1977 327.3 330.4 327.4 327.4
1982 369.7 371.7 364.1 364.1
1987 419.0 409.6 403.5 402.1
1992 L4721 Luyh 4 L2 1 436.9
1997 528.5 476.4 L78.9 Leg.o
2002 587.4 506. 4 513.8 499.3
Total Number of M.D.'s per 100,000 Population

1967 140.7 140.7 140.7 140.7
1972 143.7 143.7 143.7 143.7
1977 148.9 150.2 148.8 148.8
1982 158.5 15944 156.1 156.1
1987 169.3 165.5 163.0 162.5
1992 181.3 170.7 169.8 167.8
1997 192.3 173.4 174.3 170.7
2002 203.8 175.7 178.3 173.2

q sec Appendix Table A-1,

medical school entrants.

for the four alternative series of projected

Physician Augmentation Program Series proposed by the Association of
Amcrican Medical Colleges.

Source:

Office of Health Planning, University of California.
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The data on the total number of M.D.'s in Table 5 do not include projected
forcign medical graduates, whercas these graduates are included in the number
of M.D.'s per 100,000 population.

The projections suggest that there might be little additional need for
expansion of medical student places after 1980. However, the Carnegie Com-
mission believes that it is impossible to predict the number of M.D.'s per
100,000 population that will be '‘adequate' in relation to the very different
demand and supply situation which may prevail in the 1980's. On the one hand,
as suggested above, we expect the increase in demand to rise sharply if a
national health insurance system becomes effective. On the other hand, phy
sician productivity may rise at an accelerated rate in the 1970's. The net
effect of these two conflicting influences is likely to call for a considerably
higher ratio of M.D.'s to population than that prevailing today, in view of the
clear evidence of a physician shortage today and the likelihood of an even more
severe shortage in the future, but just what the ratio shouldVbe cannot be
predicted.

Some observers of the health manpower scene are skeptical about impending
shortages of doctors, and perhaps dentists as well, on the grounds that (1) the
ratio of other health workers to doctors and dentists is increasing rapidly,
(2) the work of the health care team will soon be far more effectively co-
ordinated than at present, and (3) physician's assistants or coordinators of
health services with less prolonged training than the full-fledged doctor now
receives will increasingly take over some of the physician's duties, so that
his time will be more effectively released for the use of his highest skills.

The Carnegie Commission agrees that these changes are occurring and may
well be accelerated during the 1970's, but we do not believe they will take

place rapidly enough to rule out the probability of continuing shortages

throughout the 1970's.
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In this connection it is important to recognize that there is a serious

shortage of M.D.'s at the present time. The Association of American Medical
Colleges Has recently estimated the shortage at 50,000 physicians (Association
of American Medical Colleges, 1969, p. 1). The’indications of a shortage are
numerous. Quite apart from the highly uneven geographical distribution of
physicians, discussed carlier, there are other indications that there is a
severe shortage of physicians today. One such indication takes the form of
long waiting lines in doctors' offices and hospital outpatient clinics.
Another is the very long working week of the typical physician--for all re-
porting physicians, the median work week in 1968 was 60 hours (Blumberg, 1970,
Table MD-9). In addition, the presence of large numbers of foreign medical
graduates in the United States, especially among house officers, is a clear
indication that we are not training enough doctors. 1In 1967, as indicated
above, there were about 46,000 graduates of foreign medical schools in the
United States, representing about 15 percent of all physicians. Approximately
19,000 of these worked in private practice, 14,000 as house officers, and
nearly 9,000 as full-time medical staff of hospitals. In recent years many
of these foreign graduates have come from such countries as the Philippines,
India, lran, and Cuba (Blumberg, 1970, p. ), in which the quality of
medical education is not considered comparable with the best medical training
available in this country.

Moreover, although pressure to discourage the employment of foreign
medical graduates from relatively Jndeveloped countries may increase, it does

not appear likely that such pressure will soon reverse the present trend towzrd

increasing employment of physicians from abroad, at least as long as shortages
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of physicians in the United States continues. Increascd cmploymcnt’of

foreign medical graduates would result in a more rapid increase of physicians
per 100,000 population than Blumberg's projections indicate, but it is widely
regarded as an unsatisfactory solution of the U.S. physician shortage and is
resented abroad as a disadva;tageous "brain drain:” Looking toward the future,
there are grounds for suggesting that the United States should become a net
exporter of medical manpower rather than a large importer, as part of the
effort to raise the quality of medical education and medical care in under-
developed countries. For similar reasons, more emphasis on research on tropical
diseases is needed.

In addition, there are acute shortages of medical faculty members today,
and there is a large and growing need for faculty members in comprehensive and
community colleges with the requisite training to teach para-medical specialties.

All things considered, the Carnegie Commission believes that there should
be a major effort to increase medical student places in the 1970's, based on
our projections in Table 6, below. By 1980, the situation might be such as to
call for a reappraisal of the need for further expansion.

Moreover, the very recent mushrooming of provisions for dental care
in collectively bargained health and welfare plans is likely to bring about
an acceleration in the increase in demand for dental services that was not
anticipated in connection with projections developed in the mid-1960's. Our

projections of needed dental student places take this into account.
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IV. The Future Health Care and Health Education System

In view of the trends and pressures acting on the U.S. health de-
livery system described above, certain organizational and educational
consequences appear necessary to fulfill the goal of optimum health care
for all citizens. Health care delivery and the education of health care
personnel must be Integrated into a cooperative enterprisc with fully
coordinated goals and programs. Generally, this will involve a national
system of geographically distributed university~based health science
centers responsible for the education of health care personnel and for
the supervision of health care delivery through extra-mural area centers
and other organizations. These university health science centers would
be responsible for coordinated educational programs for all health care
personnel, whether taught exclusively within their institutional confines
or in cooperation with affiliated hospitals and other institutions of
secondary and higher education. A significant element of these educa-
tional programs should be continuing education for all health care personnel.

The types of health care personnel whose education should be a re-
sponsibility of the university health science centers, at least in a super-
visory capacity, should be enlarged to include administrators, social
scientists, behavioral scientists, and others who seek a role in the public
sector. Although many of the less extensively and less theoretically
traingd allied health care technicians need not receive their didactic
education directly within the higé cost academic health science centers,
their curricula, breadth of training, and professional standards sh?uld
be established and monitored by these health science centers. To accom-
plish this, it will be necessary for community colleges and possibly some

secondary schools to assume a major role in the education of a variety of

EPE Y
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para-medical personnel. Not only must the health science centers super-
vise the establishment of curricula in these other institutions, but the
programs must be truly cooperative to enable these para-medical students
to receive experience with the health care team in the environment of
the hospital and health center.
Although changes in the size and characteristics of the health team
are likely to occur, there will continue to be a need at the center of
the medical and dental teams for high level health practitioners whose
education can be adequately completed only within the milieu of the uni-
versity health science centers. For these professionals, a substantial
formal university education will be required. Apprentice training in
itself will not be adequate and must be accompanied by broad and inten-
sive theoretical and laboratory curricula. Their education will involve
extensive patient contact with graduated responsibility for the patient's
welfare. Consequently, it will be relatively long and costly. Post-
degree education (M.D., Ph.D., and other professional degrees or certifi-
cates) will continue to be an important aspect of obtaining and maintaining
professional skills. These high level health'practitioners will continue
to seek and find positions in a national market place with little possi-
bility of their replacement by alternatives within the foreseeable future.
Nevertheless, many experts on medical and dental education believe
that the present four-year program for the M.D. or D.D.S. candidate
could be reduced in duration. TH}S could be accomplished in a number
of ways: (1) through a straightforward revision of the curriculum so
that the required courses could be completed in a three-year period,
(2) through provisions for advanced standing for students entering with
extensive pre-medical preparation, (3) through providing M.D. or D.D.S.

candidate instruction during all or part of the summer, {(4) through
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joint appointments with appropriate teaching departments on the uni-
versity's main campuses may often be the most desirable method of accom-
plishing this expansion. Nor can manpower necds be considercd indepen-
dently from the issues of alternative methods of providing health care,
which as stated above, should become a matter of primary concern to the
health science centers.

Although some health care service to the community has been a con-
sequence of the academic educational and research programs of university
health science centers, it has not been a primary goal. To expect these
institutions to undertake the national responsibility for reorganizing
and supervising the health care delivery system will require very major
shifts in policies and priorities. Generally, even the professional M.D.
faculty members are not primarily service oriented. The medical school
administration has not been designed for major service functions, nor is
the budgetary structure organized to accomplish any significant service
role with a view toward economic efficiency. Parent universities are
also not primarily service directed and do not promote this goal in
their associated schools. Although the Iand'grant institutions fulfilled
the agricultural goals of their creation superbly well, bringing to the
U.S. remarkable advances in agronomy and the quality of rural life, the
university medical schools of the mid-twentieth century are philosophi-
cally remote from the practical Pperations of social service. Fortunately,
the ambience of social concern is modifying this attitude, especially
among the student;, so that the time may be right to extend to these insti-
tutions the challenge of creating a model health care system for the nation.

1f the university health science centers a;e to be the intellectual
center of the health care system, then they must be distributed geographi-

cally throughout the nation with peripheral organizations appropriate for
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the demography within their sphere of influence. Under the leadership

of the Federal Government, regional planning of health care needs to be
broadened to include analysis of desirable locations for university health
sclence centers, as well _as other health education and health care facili-
ties. The university health science centers, working with state and
regional planning agencies, should be encouraged to assume major responsi-
bility within this planning framework, while the Federal Government would

be concerned primarily with providing leadership, financial aid, and support
for broad national studies of health manpower needs.

For example, the peripheral networks for health care delivery associ-
ated with a health science center for Wyoming, Montana, ldaho, and Nevada
might be quite different from the organization around a center in New
York or Los Angeles. However, every such health science center should
be affiliated as closely as possible with a univer sity and should con-
sist of a set of professional schools and teaching facilities to accommo-
date the needs of its entire area of responsibility, capability to handle
the most complex and sophisticated medical problems, and capacity to
provide technical assistance to satellite ana associated institutions.

It should serve as the coordinating hub and reservoir of expertise for

a system of institutions consisting of area health centers, neighborhood
health centers, rural clinics, hospitals, group practice organizations,
or whatever the institutional needs of an area may be.

While each university health science center would be expected to
conduct programs directed toward the acquisition of new knowledge, the
amount and direction of these programs would vary. Basic biomedical
research would be minimized in some to favor research on health delivery

systems, the socioeconomics of discase, and other medico-social problems.
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In some regions of the country the distance between university health
science centers would be very great, as in the sparsely populated western
states. Elsewhere, the metropolitan concentration of people would over-
whelm the facilities of even the largest health science center. In such
regions there should be established '"area health education centers',
containing most of the facilities for total patient care plus educational
programs for house officers, clinical experience for para-medical students,
and possibly for M.D. candidates who could rotate through the area health
education center from university health science centers. A further major
responsibility would be continuing education programs for health care
personnel in the vicinity.

These area health education centers would be in essence satellites of
the university health science center and they would be visited on a
scheduled basis by the faculty of the health science center. Their edu-
cational programs would be developed and supervised by the health science
center faculty, and their patient care functions would rely on the exper-
tise of the health science center personnel. The area centers in turn
would provide assistance and counsel to the ;ommunity and neighborhood
health care facilities, including the private practitioner, as well as
provide direct patient care--probably largely on a referral basis from
the local health care personnel.

.The network of Veterans' Administration hospitals could provide
excellent facilities and organization, as well as perscnnel, to serve as
area health education centers in some regionS. Public Law 89-785 enacted
in 1966 provided for the training of health service personnel and for the
expansion of specialty training programs within V.A. hospitals under

affiliation with medical schools. Presently, at least 50 percent of all
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medical school graduates receive some of their training in V.A. hospitals
and in 1968 approximately 15 percent of all medical and dental residen-
cies were in these hospitals. As a result of this partnership, the V.A.
has become and remains a.hospita] system in which standards of patient
care are outstanding, as a result of the major participation in medical
education and scientific research.

The V.A. follows the policy of building its new and replacement
hospitals in proximity to existing and developing medical schools. How-
ever, approximately 80 hospitals are geographically removed from medical
centers and are a clear counterpart of community hospitals. These hos-
pitals might well become area health education centers through functional
affiliation with university health science centers at some distance.
Maximum use of information networks and rapid transportation could at

least partially overcome the geographical separation.
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V. Major Goals for Future Educational Programs in the Health Sciences

The primary goal of all educational programs in the health sciences
should be the provision of manpower for optimum health care, both
therapeutic and preventive, for all members of society. Obviously such
a mission includes, in addition to delivery of available services to'
every citizen, adyancement of knowledge in all relevant areas, production
of teachers, and an organizational complex in which government;l support
and control, private entgrprise, health care institutions and personnel,
and educational institutions are effectively integrated.

Provision of optimum health care to all involves increasing both
the availability and the quality of services rendered to a significant
portion of the U.S. population. This in turn requires increased e?%ici-
ency and equality of distribution in the delivery system as well as

‘increased numbers of health care personnel plus increased facilities.

Goal 1. To increase efficiency and equality of distribution in the

health care delivery system.

a. To promote national and regional integration of the health
care system.

b. To re&ove financial barriers to receipt of optimum health care
by all citizens, although the solution to this problem lies
in social legislation and is not a direct goal of this report.

c. To improve the functional structure and coordination of the

health care team.

Goal 2. To increase the numbers of health care personnel.

Goal 3. To increase and equitably distribute health care facilities.
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VI. Recommendations

To a very considerable extent, our discussion of deficiencies in the
delivery of health care in the United States, our emphasis on current and
future shortages of health manpower, and our formulation of goals for needed
changes are all consistent with the findings of other recent studies and the
reccommendations of other commissions. For more than ten years, inadequacies
of health care and education for the health professions have been discussed
and evaluated at the state and national levels with similar conclusions. Our
analysis of the needs and our delineation of desirable changes is geither
uniqué}no?/novel.ty

Yet, deSpige the plethora of reports, all in essential agreement, there
has been relatively little implementation of the recommendations by medical
practitioners, hospitals, educational institutions, or local, state, and
fedceral governments. The Carnegie Commission believes that if effective
implementation is to be achieved, the organizational changes and funding
mechanisms required to provide adequate incentives for change must be spelled
out very carefully, Thus our recommendations have been developed in con-

siderable detail with a view to stimulating action.

[ Ge?) A summary of recommendations of previous studies and commissions with

f

direct implications for health manpower education is provided in Appendix 1.

The expansion of health manpower education

The Carnegie Commission believes that vigorous efforts should be made in
the 1970's to induce accelerated expansion of student places for M.D. candi-
dates in university health science centers and for D.D.S. candidates, whether
dental education is povided in existing university health science centers or

in separate dental schools. The Commission also recommends simitar efforts
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to expand student places for the training of para-medical personnel in
four-ycar comprehensive colleges and community colleges. As suggested»at a
later point, we believe that the Federal Gove;nment should play a major role
in stimulating the expansion of places for M.D. and D.D.S. candidates and a
significant, but more limited, role in relation to the education of house
officers and para-medical personnel. In the latter endeavor, state and
Locreatly
local jurisdictions maz‘be expected to play a relatively greater role.

In the last few years, there has been an encouraging acceleration in
the rate of increase of places for M.D. candidates, and very rapid increaszs
are indicated in several of the projections presented in Appendix Table A-1,
It is quite clear that the increased federal aid avail ble in recent years,
especially in the form of construction grants, has been a powerful stimulus
to the development and implementation of plans for expansion of medical
schools and the establishment of new schools. However, much of the projected
expansion for the 1970's is dependent on federal construction funds and will
not be forthcoming in the absence of adequate appropriations for this purpose.
Recently, the appropriations have fallen considerably below the amounts
authorized by Congress. '

The Carnegie Commission believes, for reasons discussed above, that a
major effort to expand medical and dental education in the 1970's is needed,
Morcover, we belicve that expansion can be achieved at a more rapid rate
than that indicated by the ''rapid sustained' projection of medical school
entrants presented in Appendix Table A-1. Extending the most recent AAMC
projection from l975—>6 to later years, the ”rapjd sustained' projection re-
flects all that is currently known about plans for expansion in existing
and developing medical schools. The Commission believes that the program of

expanded  federal aid which we are recommending would stimulate additional
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expansion in existing and developing institutions from 1970-71 to 1975-76,

as well as expansion in new university health science centers not now in

the development stage. More specifically, we are convinced that, by 1975-76,
1,000 new first-year places _could be added in existing institutions over and
above those anticipated on the basis of existing plans and reflected in the
recent projections developed by the Association of American Medical Colleges
and others. This would bring the total number of first-year places in
existing institutions or those in the process of development to about 15,700
by 1975-76 representing an average entering class size of about 150 per
school, as compared with the current 103 (Table 6).

We have also developed estimates of the probable rate of expansion of
student places in new university health science centers not now planned from
1976-77 to 1979-80, based on our goal of more adequate geographical distri-
bution and calling for 25 new centers with an average entering class of 80
by 1979-80. The estimates allow for the fact that new institutions typically
admit relatively few students, as compared with established medical schools.

All told, this expansion would bring the number of first-year places to

about 19,800 by 1979-80. Assuming no change in the present four-year dura-

tion of the M.D. candidate's education or in the attrition rate for students
during the four years, even this highly desirable rate of expansion would
yield only about 11,500 graduates by 1975-76 and 15,500 by 1979-80. |If,
however, the average length of the M.D. candidate's education could be re-
duced as aresult of other types of changes suggested in this report, and
the attrition rate lowered somewhat, it should be possible to increase the
number of graduates to by 1975-76 and to by 1979-80. [Esti-

mates to be developed.]

Even in the absence of a reduction in the duration of the M.D., candidate's
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'.' ;able 6

ENROLLMENT IN U.S. MEDICAL SCHOOLS, 1965-66
TO 1969-70, AND CARNEGIE COMMISSION GOALS

FOR EXPANSION, 1970-71 TO 1979-80

=)
=
é Total
5 Academic M.D.
b Year Entrants Candidates Graduates
2
= a a
5 1965-66 8,759 32,835 7,574
3 a a
S 1966-67 8,964 33,423 7,743
3 a a
]
P 1968-69 9,863° 35,833° 8,059
o
= 1969-70 10,200° 37,167 8,441
~ 1970-71 10,900° 38,837 9,014
Q
% 1971-72 11,650° 9,091
2 1972-73 lZ,hSOb 9,401
s c
g 1973-74 13,550 To 10,045
=)
o)
= 1974-75 14,650 be 10,736
L
S 1975-76 15,700P Completed 11,474
(]
'g 1976-77 16,800° 12,487
o)
& 1977-78 17,800° 13,478
I=
g 1978-79 18,800° 14,634
=
Q
] 1979-80 19,800° 15,456
@ Actual enrollment provided by Association of American Medical Colleges.
b Adapted from projected enrollments provided by Association of American
Medical Colleges (see Appendix Table A-1), and allowing for additional expansion
expected to be stimulated by Carnegie Commission recommendations.
‘ ¢ Adapted from estimates developed by Dr. Mark Blumberg, but allowing for
° additional expansion expected to be stimulated by Carnegie Commission recom-
mendations. For additional details, sec Appendix Table A-1,.
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education, our projection of the annual numbers of graduates in the 1970's
indicates that, after allowing for estimated replacement needs and assuming
no additional employment of foreign medical graduates, the total net increase
in the number of physicians for the decade as a whole would amount to nearly
71,000, or an average of 7,100 a year. This would represent a highly en-
couraging increase, as compared with the experience of recent decades, but
it would not begin to meet the ''need'" for 250,000 additional physicians pro-
jected by the BLS,

There is a tendency for some experts to argue that major emphasis should
be placed on expansion of enrollment in existing medical schools rather than
on plans for new university health science centers, on the ground that ex-
pansion of existing institutions is far less costly than development of new
institutions. The Carnegie Commission has carefully weighed this consider-
ation but has reached the conclusion that the advantages of achieving a more
adequate geographical distribution of university health science centers are
sufficiently great to justify the higher cost associated with development of
new institutions, The case for broad geographical distribution rests pri-
marily on the role we envisage for university health science centers in im-
proving the quality of health care in the areas in which they are located.
These centers will also play an important role in augmenting the supply of
health manpower in the area, in part through their power to attract house
officers who are likely later to practice in the area and in part through

the role we believe they should play in stimulating and guiding the training
of para-medical personnel in comprehensive colleges and community colleges
in the area, However, in view of the interstate mobility of medical school

graduates, to be discussed later, broad geographical distribution of M,D.

candidate education may not in itself lead to a more even geographical

t



e | ocument from the collections of the AAMC Not to be reproduced without permission

58.

distribution of physicians per capita. Changes in the financing of hecalth
care would be needed to accomplish this end,

It is for these reasons that, in projecting the increase of first year
places, we have allowed for-only 1,000 additional places in existing or de-
veloping institutions, over and above those already planned, as compared

with 2,000 in new institutions not now in the development stage.

Recomnendation

The Carneglie Commission recommends that existing university health

science centers add at least 1,000 first-year M.D. candidate student places,

not now contemplated in their plans for expansion, by 1975-76, and that

plans be developed for 25 new university health science centers which would

provide 2,000 additional student places by 1979-80. Assuming adequate appro-

priations under existing legislation and prompt adoption and implementation

of the recommendations for federal aid included in this report, the contem-

plated expansion would bring the number of first-year student places to about

16,800 by the fall of 1976 and 19,800 by the academic year, 1979-80,

[Dental student estimates to come]

Location of new university health science centers

On the basis of studies that have been conducted of the population re-
quired In a metropolitan area to justify location of a university health
science center, with its teaching hospital, in the area, the Carnegie Com-
mission believes that there should be a university health science center in
every metropolitan area with a population of 350,000 or more. The Commission
has identified 19 metropolitan arcas of at lecast this size which do not now
have a medical school and an additional metropolitan area, Duluth-Superior,

with a population falling somewhat below 350,000, but located so far away
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from the nearest medical school (in Minneapolis-St. Paul) that its needs
cannot be adequately served without a university health science center of
its own (Table 7). There is the additional consideration that a university
health science center in the Duluth-Superior area would serve the needs of
large parts of northern Minnesota, Wisconsin, and Michigan,

Not all of these 20 metropolitan areas lack any plans for development
of a university health scicnce center. Springfield, Massachusetts has active
plans for a medical school, while less definite plans also exist for Norfolk,
Virginia and Mobile, Alabama.

Not included in Table 7 are 19 communities, many of them with a popula-
tion of 350,000 or more, that have medical schools in various stages of
development (Table 8).

The Commission also believes that in sparsely settled states, where
there are no metropolitan areas with a population of 350,000 or more, the
location of university health science centers should be planned on a regional
basis and that a criterion of at least one-medical school for every 1,500,000
persons would be appropriate. .

Similarly, in very large metropolitan areaé, the Commission believes
that there should be at lesst one university health science center for every
1,500,000 persons, New centers of this type might well take the form of
additional health science campuses of existing universities or medical
schools.

On the basis of these additionél criteria, we have identified five
other areas in which plans should be developed for new university health

science centers in the 1970's (Table 7).
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‘l’ 'Tablc 7

CARNEGIE COMMISSION GOALS FOR NEW UNIVERSITY HEALTH SCIENCE CENTERS BY 1930

(not including medical schools now in development)

Estimated Percentage increase
population, in population,
Standard metropolitan area July 1, 1966 1960-66
(in thousands)
Moderate-sized areas
Paterson-Clifton-Passaic, N.J. 1,318 11.0
Phoenix, Arizona 838 26.3
Akron, Ohio 652 7.8
Fort Worth, Texas 638 11.3
Norfolk-Portsmouth, Virginia 637 10.0
Jersey City, N.J. 616 0.9
Gary-Hammond-East Chicago, Ind, 599 L.5
Springfield-Chicopee-Holyoke, Mass.? 547 2.7
o Youngstown-Warren, Ohio 525 3.1
Allentown-Bethlehem-Easton, ' ’
Pennsylvania, N.J. 516 4.8
Grand Rapids, Michigan 505 9.3
Jacksonville, Florida 500 9.8
Flint, Michigan 469 12.6
Wilmington, Del.-N.J.-Md, L66 12.4
Tulsa, Oklahoma L) 5.4
Fresno, California ST oLog T T T T Ly
Wichita, Kansas 391 2.6
Knoxville, Tennessee 388 5.3
Mobile, Alabama 385 6.1
Duluth-Superior, Minn.-Wis. . 268 -3.3
Other areas
[five to be identified]

a . .
Metropolitan state economic area.

. Sources: U.S. Bureau of the Census, Statistical Abstract of the United States,
1966; and Association of American Medical Colleges, Medical School
Admission Requirements, U.S.A. and Canada, 1968-69, AAMC, Chicago,
- 1968. .
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MEDICAL SCHOOLS IN DEVELOPMENT, 1968-69
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Actual or
expected Year first
Location and school starting class
date will graduate

Providence, R.1., Brown University

Program in Medical Science 1963 1969
New Brunswick, N.J., Rutgers Medical

School 1966 1970
East Lansing, Michigan, Michigan State

University College of Human Medicine 1966 1970
Tucson, Arizona, University of Arizona

College of Medicine 1967 1971
Honolulu, Hawaii, University of Hawaii

School of Medicine 1967 1971
Hershey, Penna., Pennsylvania State

University-M.S, Hershey Medical Center 1967 1971
Davis, California, University of

California School of Medicine 1968 1972
San Diego, California, University of

California School of Medicine 1968 1972
Hartford, Ct., University of

Connecticut School of Medicine 1968 1972
New York, N.Y., Mount Sinai School of

Medicine 1968 1970
San Antonio, Texas, University of Texas-

South Texas Medical School 1968 1970
Shreveport, lLa., Louisiana State Univer-

sity School of Medicine 1969 1973
Worcester, Mass,, University of

Massachusetts School of Medicine 1970 1974
Toledo, Ohio, Medical College of Ohio at

Toledo 1969 1974
Stony Brook, N.Y., State University of

New York School of Medicine 1971 1975
Tampa, Fla., University of South Florida

College of Mxdicine 1971 1975
Kansas City, Mo., University of Missouri-

Kansas City School of Medicine 1971 1975
Houston, Texas, University of Texas-

Medical School at Houston 1971 1975
Reno, Nevada, University of Nevada,

School of Medical Sciences 1971 1973

Source: American Medical Association, Medical Education in the United

States, 1968-69, Chicago, 1969, pp. 1h66-1L74,

'3
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Recommendation

The Carnegie Commission recommends the development of 25 new university

health science centers by 1980 in the arcas listed in Table 7.

Areca health education centers

We have stressed the need for area health education centers in communi-
ties that are too small to justify the location of a university health science
center and too remote from such a center to be directly affected by its im-
pact on the quality of health care. We have also described the functions of
such centers and have indicated that they should be directly affiliated with
the nearest university health science center. Examples of such communities
are Bakersfield, California, in which an area health education center might
be affiliated with the university health science center recommended for
Fresno, and Eureka, California, in which an area center might be affiliated
with the University of California health science center in San Francisco.

As suggested above, approximately 80 V.A. hospitals are geographically
removed from medical centers and might well become area health education
centers through affiliation with university health science centers at some
distance, Although the V.A. hospitals would have.to be expanded to perform
all_the functions evisaged for area hcalth education centers, the costs of
expansion would clearly be far less than those associated with the develop-
ment of an entirely new center. Similarly, existing hospitals in areas
lacking a V.A. hospital might well form the nuclei for development of area
health education centers, with comparable resulting economies. The Com-
mission belicves that plans should be developed for the cstablishment of

‘arca health cducation centers by 1980, including areas in which the

80 V.A. hospitals mentioned above are located,
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Recommendation

The Commission recommends that plans for the geographical location of

area health centers centers should be developed by universities working

closely with state and regional planning agencies. Approximately 7?7 such

-

centers should be developed by 1980.

The responsibilities of the Federal Government

The Carnegie Commission believes that there is a strong case for
assumption by the Federal Government of major responsibility for stimulating
and providing financial support for the expansion and modification of uni-
versity health science centers as recommended in this report, The case for
a major role on the part of the Federal Government is especially strong in
relation to the education of M.D. candidates, for the following reasons:

1. A number of studies have shown that less than half of the
graduates of U.S. medical schools are practicing in the state in which
they received the M.D. degree (Fein, 1970, p. ). Significantly,
however, for physicians with residency training, well over half tend to
practice in the state of their residency training. The situation varies
from state to state--some states, e,g,, California, are very large net
importers of medical graduates, whereas others, e.g., 11linois, are
net exporters. Nevertheless, the broad picture is one in which there is
no very direct relationship between a state's investment in the education
of M.D, candidates and the social return to the state. In the light of
this evidence, there is understandably a growing reluctance on the part
of state governments to expand investment in. the education of M.D.
candidates. At the house officer level, the social return to the state

can be more clearly demonstrated. This is also true of the education cf

-
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. Para—medical workers, who ar'e relatively likely to be employed in the
state in which they received their training.

2. States with low per capita incomes encounter serious difficulty
in providing the substantial funds needed for expansion of medical
education. It is most.unlikely that adequaté expansion will occur in
such states in the absence of major financial support from the Federal
Government.

3. The Federal Government has assumed major responsibility for
providing funds for biomedical research. Although this has made
possible a highly desirable expansion of biomedical research activity,
the time has now come for an equally vigorous effort to expand the
education of health manpower and to stimulate major changes designed
to relate the future education of health manpower to probable changes

' in the delivery of health care.

L, Largely as a result of the Medicare and Medicaid programs, the
Federal Government is now far more heavily involved in the financing of
health care than ever before. Yet the programs are placing a major
strain on the nation's inadequate supply of health manpower and health
care facilities. For this reason, the Commission believes that the
Federal Gove}nment should become more extensively involved in stimu-
lating expansion and change in the education of health manpower, although
the responsibility for the development of detailed plans for new university
heélth science centers and area health education centers should center in
the universities, working in close cooperation with state and regional
planning agencies. -

The types of federal financial support recommended by the Commission

include student grants, student loans, institutional grants for educational
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expenses, more modest grants to university health science centers and
university-affiliated area health centers for the advanced education of

house officers, grants and loans for construction, start-up grants and loans,
and research grants. The recommendations for grants to institutions are

carefully designed to stimulate not only expansion of, but also nceded

changes in, health science education,

Student grants

In view of the substantial financial return to the individual who invests
in medical or dental education, it is sometimes argued that assistance to the
medical or dental student should take the form exclusively of loans. The
Commission does not fully support this point of view, in view of the psycho-
logical barriers to incurring indebtedness on the part of students from low-
income families, an attitude that is undoubtedly explained in part by the
tendency for low-income families to experience income instability. The case
for providing grants to students from low-income families also rests on the
need to provide equal opportunity to students who are members of minority
groups, since there are indications that reluctance to incur indebtedness
for the financing of education may be particularly prevalent among such
groups.

In view of the high cost of mdical and dental education, the Commission
recommends a maximum grant of $4,000 per year for medical and dental stud:nts,
a8 considerably larger amount than we have recommended for undergraduate or
graduate students in higher education generally. We do not agree with those
who favor a maximum grant which would cover tuition at the individual's chosen
school plus a subsistence allowance, on the ground that such a policy would

encourage institutions to increase their tuition charges. As indicated
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below, the Commission believes that, in order to prevent an inflationary
trend in tuition charges, university health science centers should be
induced to adopt uniform tuition fees as a condition for the provision of
Federal cost-of-education supplements.

In determining the student's need, it will bé necessary to derive a
simple need formula based on such factors as total family income over the
past several years, total family assets, and number and ages of children.
The distribution of incomes of families with heads aged 45 to 54 is a more
appropriate criterion for determination of eligibility for a grant than
the distribution of income of all families, since parents of medical and
dental students are likely to be in that age group, and incomes of these
families tend to be higher than those of families with younger or older
heads. Median income for families with male heads aged 45 to 54 amounted
to $10,940 in 1968 (U.S. Bureau of the Census, 1969, p. 52). The first
and third quartiles were $7,690 and $12,240, respectively. The Commission
assumes that a maximum grant would often be necessary for students from
families with incomes falling within the lowest quartile of this income
distribution, and that somewhat lower grants would be provided for students

from families with incomes falling within the next higher quartile.

Student loans

Because medical education is expensive and prolonged, only students
from upper-income families are likely to be in a position to meet all the
expenses of a medical education without the assistance of either grants or
loans, and many students who are eligible for grants will also need to borrow
funds. Indeed, a substantial percentage of all medical students now receive

both grants and loans (Fein, 1970, p ).
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The Carnegie Commission believes that the proposal for an Educational
Opportunity Bank, as developed by Karl Shell and others, is particularly
well suited to the financing of medical and dental education and should
be adopted on a pilot basis for medical and dental students.

The EOB would be a nonprofit agency established under the auspices
of the Federal Governmeng, with its capital made available by the U.S.
Treasury through the sale of government bonds. The program would be admin-
istered through the institutions of higher education. There would be no
income or mecans test as a condition of eligibility. Students could borrow
a maximum amount equal to tuition plus a subsistence allowance (including
dependents' allowances) plus necessary travel expenses for out-of-state
students, minus any grant or fellowship stipends available to the student
from any public or private source.

Repayment would be made on the basis of a fixed percentage of income
per $1,000 borrowed, over a period of 30 years. No repayment would be
required from an M.D. until he had completed his internship and residency,
as well as his two years of military service. Married women would be
excused from repayment obligations for periods when they were entirely
out of the labor force, but, on returning to the labor force, would be re-
quired to make repayments at a rate slightly above the standard rate. |If
a married woman remained out of the labor force for more than ten years in
all, her repayment obligations would become a family income liability. It
has been estimated that such a plan for medical students would be self-

sustaining on the basis of a standard repayment rate of three percent of

net income for 20 years, or a lower rate for a 30-year period.

Tuition policy

One of the arguments against an EOB program is that institutions would

be encouraged to raise their tuition fees, once a student could be certain
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of borrowing the full amount of h{s tuition. The Commission believes that,
as a logical corollary to assumption of major financial responsibility for
the financing of medical and dental education by the Federal Government,

a uniform tuition fee should be established for medical and dental education.
The fece would be adjusted from time to time in accordance with changes in
costs of education per student.

At present there are wide variations in tuition charges from institution
to institution [insert data from Fein]; as well as higher tuition fees for
nonresidents than for residents of the state in public institutions. The
federal aids proposed in this report would have the effect of making such
wide variations unnccessary. Moreover, differentiation between residents
and nonresidents of a given state would be inconsistent with the principle
of major federal financing responsibility and with the goal of nationwide
recruitment of students by the institutions and nationwide choice of
institutions by the students.

Determination of the standard tuition fee would be based on the
principle that the medical or dental student should meet a proportion of
the costs of his medical or dental education corresponding to the ratio of
the average individual return from investment in medical or dental education
to the av erage sécial return. Although this ratio has not been satisfac-
torily determined for higher education, the Commission believes that there
are grounds for cstimating the ratio at approximately two-thirds.

Among the costs to the individual, foregone earnings are relatively high

for medical and dental students, amounting to about $8,750 a year, on the average.

Estimated from data in National Register of Scientific and Technical
Personnel, Summary of American Science Manpower, 1968, National Science
Foundation, Washington, D.C., 1970.

5
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O0n the basis of data from a numbe} of studies, average costs of education
per medical or dental student, including costs associated with rescarch

and patient services, as well as instructional expense,. may be estimated

at about $6,000. A student might reasonably be expected to meet two-thirds
of the sum of foregone earnings and average costs of education, or of
$14,750. This would suggest a standard tuition fee of about $1,100, with
the remaining $4,900 of educational costs per student to be met by the
institution from other sources. The actual remaining cost would, of course,
vary substantially from institution to institution, as would the total
resources available to institutions.

For scveral reasons, the shift to such a uniform tuition policy would
have to take place gradually. An abrupt shift would disrupt existing
relationships among institutions in their capacity to attract students.
Moreover, provisions of state law and, in some cases, of state constitutions,
would have to be changed to permit uniform tuition fees for n;nresidents
and residents of a state. Thus the Commission believes that provisions of
federal legislation directed toward requirement of a uniform tuition fee
should not become effective until four years after the effective date of
the legislation but that, in the interim, institutions should shift toward

such a policy as rapidly as circumstances permit.

Recommendation

The Commission recommends a uniform national tuition policy for insti-

tutions providing medical and dental education, based on the principle that

the individual should meet approximately two-thirds of the cost of his

medical or dental education, including foreqone earnings. It is assumed

that in practice a large proportion of medical and dental students would

meet the tuition fees through a combination of grants and loans.
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Cost of education supplements to institutions

To ensure not only expansion, but also change, in health science
education, the Commission believes that a substantial program of cost-of-
education supplements per student should be undertaken by the Federal
Government. Institutions would not, however, receive these supplements
automatically. The federal agency charged with the responsibility of
adwinistering the grants should ncgotiate with each institution to make
certain that it is developing and implementing plans to achieve the fol-
lowing results:

1. Use the funds for instructional costs, and not for any
other purposes;

2. Develop sound cost accounting procedures which will make
possible a clear distinction between the costs associated with in-
struction, patient services, and research.

3. Initiate the steps'nccessary for a gradual shift to the
uniform tuition policy recommended above and for the elimination

of admission requirements favoring residents of the state.

Payments to institutions would be available in the followi g amounts:
1. The institution's envollment of students working toward
the M.D. or b.D.S. multiplied by $4,000. This amount is not by
any means intended to cover the full instructional costs per student.
As suggested above, those costs probably average at least $6,000.
The Commission believes, however, that the institutions should
continue to receive part of their support for instructional costs
from other public (state) or private sources.
2. In addition, that portion of the enrollment working

toward the M.D. in excess of enrollment in the fall of 1969 multiplied
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by $4,000. These bonuses would be available for a total period
of eight years following initiation of a substantial program of
expansion by an institution, designed to achieve an increase at
least 10 pefcent in first-year student places within a period of
four years. Moreover, every institution should be expected to
increase its average class size to at least 80.

Payment of the supplements would not begin until actual entry
of additional students and would be based on the number of such
entrants enrolled in a given year. If a university health science
center had initiated a significant expansion plan for added student
places at any time from 1966 through 1969, the bonuses would be
available for the added students for the remainder of the eight-
year period. The Commission believes that, even though the expan-
sion should be accomplished within a four-year period, higher costs
would be incurred for as long as eight years--hence the stipulation
that the bonuses should be available for eight years.

3. The total number of house officers in university health
science centers, and in university-affiliated hospitals or area
health centers, multiplied by $2,250, provided that no individual
house officer shall be counted for more than four years.

The amounts in 1. and 2. above should be adjusted for medical
schools with three-year programs to enable those schools to receive
the same amount of institutional aid as four-year schools.

L, As an incentive for major curricular reform, additi mal,
cost-of-education supplements of $2,000 a year per M.D. or D.D.S.
candidate for up to four years. These bonuses would be available

for.such innovations as providing for two entering classes a year,
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introducing greater flexibility into the curriculum, adjusting train-
ing for the specialties to discourage specialization in fields that
are in oversupply, e.g., surgery, and to encourage training for
fields in which there are shortages, as well as increasing student/
faculty ratios in institutions in which they arc low relative to those

in other medical or dental schools.,

Construction funds

Construction funds should be made available for new university health
science centers and area health centers, with the Federal Government pro-
viding up to 75 percent of the total cost of construction in the form of
grants and making available 25 percent in the form of loans, if the insti-
tution chooses to apply for a loan. |In the case of renovation or replacement

. of existing buildings, the Federal Government's grant would be limited to a

maximum of 50 percent of the total construction cost, with 50 percent to be

available in the form of loans.

Start-up grants

In view of the high costs associated with thé developmental stages of
a new university health science center and with the acquisition of land,
especially in central city areas, the Commission believes that start-up
grants should be made available for non-construction costs of new university
health science centers. These funds should be provided for centers in the
developmental stage by 1969, as well as for the 25 new centers recommended
for development in the course of the 1970's. Funds would be made available
from the time of issuance of a '"‘certificate of reasonable assurance.' The

‘ amount available per center should average approximately a million dollars,

and the maximum grant should be ten million dollars.



e O ocument from the collections of the AAMC Not to be reproduced without permission

73.

Resecarch grants

The Commission believes that the Federal Government should continue
a vigorous program of support of biomedical research and also provide
rescarch funds for studies of needed changes in health manpower education
and in the delivery of health care. In view, however, of the serious
current and impending shortages of health manpower, the Commission recom-
mends that during the 1970's, a high priority be given to overcoming these
shortages, while the total amount provided to university health science
centers by the Federal Government for research should be maintained at its
current percentage of GNP (0.042%). Moreover, the Commission recommends
that not less than 10 percent and not more than 25 percent of the research
grants to any universily health science center take the form of institutional

grants rather than grants for specific research projects.

Regional planning

The Carnegie Commission believes that existing federal legislation
providing for Regional Medical Programs should be strengthened and expanded
to encompass the needs for regional planning outlined in other sections of
this report. The existing legislation is designed to ensure that the results
of research relating to cancer, heart disease, and strokes are made available
in the treatment of the victims of those diseases. [t provides funds for
planning the expansion and imp;ovement of appropriate treatment centers in
existing or new hospitals and other_hea]th care facilities and for continuing
education of physicians in the treatment of these diseases. The results have
been encouraging in some parts of the country, afthough there is evidence that

more progress has been made in relatively small communities and rural areas

than in urban areas, especially the ghetto areas of large cities.



e O ocument from the collections of the AAMC Not to be reproduced without permission

e

74.

The Commission believes that, without in any way diluting the original
objectives of the RMP, the legislation should be strengthened and expanded
to provide for regional planning relating to (1) the location of university
health science centers and area health centers and (2) expanding and improving
the delivery of all types of.hcalth care, includng preventive care. One of
the purposes of the strengthened legislation the Commission contemplates
would be more adequate regional planning of appropriate locations for
Neighborhood Health Centers.

As Paul Ward, the California Executive Director of RMP, has pointed
out:

""One of the most difficult concepts to comprehend is what
constitutes a 'region' . . . It is unfortuna%e that 'geography'
or boundaries should have played so dominant a role in the early
discussions of what constitutes a region. Experience will indi-

cate that a region can best be defined by reviewing the functional

relationships that exist within any given area." (Ward, 1967, p. 14).

The Commission believes that revised federa[ legislation should provide
for studies designed to develop more appropriate identification of regions
suitable for hecalth planning. In sparsely populated parts of the country,

a region might include several states. For example, under the auspices of
the Western Interstate Commission on Higher Education, which includes all
the western states, a plan has been developed ''to design and implement a
cooperative program to improve health care through medical educati o in

the states of ldaho, Montana, Nevada, and Wyoming (Western Interstate Com-
mission for Higher Education, 1969, p. 1). There is no medical schml in
any of these states at present, and a regional cooperative effort to expand

medical education would appear to be far more appropriate than steps to
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develop medical schools in each of these sparsely settled states. Where
such regional planning bodies already exist, they might well be incorporated
in a federally supported regional health planning program, but other groups
of sparsely settled states which have no such mechanism at present should

be identified. There are also parts of the country, such as New England,

in which some states (Massachusetts and Connecticut) are more populous

than the others, and, in the case of Massachusetts, much more fully pro-
vided with medical schools. In this type of situation as well, a regional
group of states might be desirable.

On the other hand, a state like California, which has both a very
large population and a large geographical area, might appropriately be
divided into several regions for health planning purposes, and there might,
indced, be grounds for combining the most northerly counties with parts of
southern Oregon in connection with health planning.

The strengthened regional planning legislation should also provide
funds for broad programs of continuing education of physicians, rather than

the current limited programs relating to heart disease, cancer, and strokes.

National licensing of professional health manpower personnel

The Carnegie Commission recommends the devclopment of a procedure for
national licensing of all professional health manpower personnel under the
leadership of the Federal Government, but with the active participation of
the American Association of Universities and Association of American Medical
Colleges, as well as existing natioAal certification bodies, such as the
various medical specialty boards. The time has come, not only for the devel-
opment of uniform national standards, but for the removal of barriers to
interstate mobility of all health proféessionals, with a view to encouraging

more effective adjustment of supply to demand in the various states.
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‘ Moreover, in view of the rapid rate of progress of medical and dental
knowledqge, and the associated problem of educational obsolescence of
practicing physicians and dentists, the Commission recommends development
of national requirements for periodic reexamination and re-licensing of
all physicians and dcqtists: Among other advantages, such requirements

would provide a powerful stimulus to participation in continuing education

programs.

National planning for growth and change in health manpower personnel

The Commission believes that there is a serious need for continuous

studies of growth and change in health manpower personnel, analyses of

future demand and supply, and research on the development of new para-

medical specialties. Such studies should be centered in the Department of

‘ Health, Education, and Welfare, but should be conducted in close cooperation

with the broader manpower studies of the Department of Labor. |In addition,

as suggested above, research éunds should be provided for more specialized
studies of these problems in university health science centers and appropriate

university research institutes.

The role of the states

.The crucial immediate need for solving the short- and long-term problems
of the nation for health care and health personnel education is coordinated
planning on a national, regional and state level. |In this planning process,
the staies occupy a central role because many of the present educational
and service aspects of the U.S. health care system are organized on a state
basis. 1in some areas of the country, as suggested above, regional conglom-
. erates composed of several states may be a more rational primary planning
entity.

y

Under federal sponsorship, a national health care planning agency
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would provide direction, coordination and supervision of regional and state
planning bodies charged with analyzing the health education, service and
facilities apparatus within their purview. They would define area needs
and recommend solutions consonant with the demography and other pertinent
characteristics of the regio;.

Although it is recommended that the Federal Government assume a con-
siderably larger share of health professions education support (see above),
it is essential that the states continue to provide additional funds for
these programs. Moreover, the states should develop policies for partial
subsidization of private medical and dental schools that are consistent
with, and supplemental to, the federal aids recommended in this report,
The national significance of the health care educational resources, on
which the recommendation for increased federal support is based, does not
deny the uniquely local and regional value of these institutions. It is,
therefore, appropriate that a portion of their support should come from local
and state sources. Moreover, the states should provide a proportionately
larger share of the costs of education in the allied health professi ais
than in the primary health professions. Those in the allied health profes-
sions tend to secure their education in their area of residence and to work
there after their training is completed. A large share of the cost; of
educating these groups and a large share of the benefits from their education
are local. However, there are potential benefits to all areas of the country
deriving from activities which no o&é of them can afford. These benefits are
to be found in raising the quality of education. It is logical for the
Federal Government to assist with the financing of such programs.

Similarly, since physicians tend to remain in the area where they

received their house office training (internship and residency ) and since

they provide service to the community during their training period, it is
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appropriate for the state to supplement the federal contribution for their
support.

Once constructed, the arca health centers, described earlier, should
be partly subsidized by state funds, but would also receive much of their
opcrating income from hospital and medical charges.

With major financing of the ecducational programs of the university
health science centers derived from fcderal sources, these institutions,
including those affiliated with state supported universities, should be
required to abolish residency requirements and differential tuition for
out of state students. Geographical considerations for admissi on of students
should not include preference for local residents, although concern for a
representative mixture from various regions of the U.S. and foreign countries

should continue to be an important element of the educational experience.

The role of universities

Universities with affiliated medical centers should reorient these
institutions toward assuming the central role in devising and supervising
a coordinated, integrated national health personnel education and health
care system. This will require major internal changes within the universities
and their schools to enable them to increase greatly their public service
role, develop new and more inclusive educational programs for health care
personnel, and emphasize research on health delivery systems and medical

sociology. -

Among the responsibilities which they should undertake are:
1. Through federal sponsorship, provide planning manpower to
develop, with national, regional, state and local planning bodies,

an integrated health education and care system.
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2. Increasc the number of trained health care personnel gradu-
ating from their educational programs by increasing the number of
students and decreasing the educational span, where possib le.

3. Include medical economists, administrators, sociologists
and behavioral sciontist; in their academic and service functions and
increase the educational emphasis in these fields, as well as in pre-
ventive medicine and community health.

L. Develop more effective integrated educational programs for
the total health care team, including new specialties where neecded
such as a "health carec coordinator' or physician's assistant. Super-
vise and contributc to educational programs for para-medical special-
tics based in other educational institutions.

5. Significantly increase continuing education programs for
extramural health care personnel.

6. Place greater emphasis on teaching as a rewarding scholarly

activity for the faculty.

7. Undertake extensive research, in cooperation with appropriate

university departments (economics, sociology, psychology, political
science, etc.) on health care delivery systems.

8. Assumc area leadership in a coordinated system of health
care as a "health science center" providing the most sophis ticated
scrvices, facilities, and expertise to other institutions and personncl

operating in the region.

The university administration must, of course, play a major role

in the development of plans for the expansion of university health science
centers, working closely with regional and state planning agencies. In
many cases, however, it is likely that the faculty and administration of

the university health science centers will be oriented to research objectives
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to such an extent that they will not be prepared to expand the education
and community planning roles of the centers in the manner envisaged in
this report or to develop some of the new types of research recommended.
Thus, it may be desirable in many universities to appoint a vice president
for health science affairs who will be concerned not only with plans for
expansion but also for the changes in emphasis which the Commission envisages.
Moreover, there is a need for much more careful integration of instruc-
tion in the biomedical sciences and in the social sciences between the
health science centers and the campuses of the universities. For example,
if the health science center is located on one of the major university
campuses, it should not be necessary for the center to have its own full-
fledged separate faculties in the biomedical sciences and in the social
sciences. It may need enough faculty members in those fields to identify
needs that are peculiar to the health science center faculty but staffed
in large part on the basis of joint appointments with regular university
departments. Even if the health science center is located at some distance
from a major campus, such integration should be sought to the greatest

possible extent.

Recommendation

The Commission recommends that university administrations appoint

appropriate officers to develop plans for the expansion of university

health centers and for their transformation to perform the broad education,

research, and community service functions recommended in this report.

University administrations should also be actively involved in the planning

of area health centers. Careful integration of instruction in the biomedical

sciences and social sciences between university health science centers and

departments on major university campuses should be achieved.
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The role of comprehensive colleges and community colleges

Two-year and four-year institutions of higher education, as well as
some high schools, should introduce and/or expand programs in para-medical
(allied health) professions.. These curricula should be developed in close
coordination with a university health science center or area health center
so that students receive appropriate experience in the hospital milieu and
apprentice training as an integral member of the health care team. Quality

standards should be supervised by the university health science center.

Still to come

The Role of Foundations
Goals for 1972, 1976, 1980, and 2000
Brief concluding section stressing urgency

Appendix materials
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Appendix Table A-1
PROJECTIONS OF ENTRANTS TO U.S. MEDICAL SCHOOLS ON
THE BASIS OF FOUR ALTERNATIVE ASSUMPTIONS,

TO THE YEAR 2002

iy sl | tedium
1969-70 10, 200°

1970-71 10, 800

1971-72 11,400 12,000
1972-73 _ 12,000 13,000 12,000 12,000
1973-74 12,900 14,000 12,500 12,500
1974-75 13,800 15,000 13,000 13,000
1975-76 14, 700° 13,500 13,500
1976-77 ~ 15,300 14,000 14,000
1977-78 15,900 14,500 14,500
1978-79 16,400 15,000 15,000
1979-80 16,800 . 15,100

1980-81 17,100 15,200

1985-86 18,600 15,700

1990-91 20,000 16,000

1995-96 21,000

2001-2002 22,200 i v J

@ Actual number of entrants, 1969.

b Number of entrants in 1975-76, according to the most recent projection
of the Association of American Medical Colleges.

¢ Physician Augmentation Program Series of the AAMC.

Source: Office of Health Planning, University of California.
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BY STATE AND TOTAL ENROLLMENT, 1969

a
Total enrollment of students

State Medical school
M.D. candidates | All students
Alabama Medical College of Alabama 339 840
Atizona University of Arizona Medical School 63 79
Arkansas University of Arkansas Medical School 395 723
California University of California, Davis L8 290
University of California, Irvine 262 580
Loma Linda University 357 604
University of California, Los Angeles 389 1,993
University of Southern California 289 1,474
Stanford University 327 927
University of California, San Diego L7 230
University of California, San Francisco 523 1,818
.orado University of Colorado Medical School 360 982
Connecticut University of Connecticut Medical School 32 5é6
Yale University Medical School 347 848
District of Georgetown University Medical School Loy 943
Columbia George Washington University Medical hy 890
School
Howard University Medical School 393 899
Florida University of Miami Medical School 332 982
University of Florida Medical School 246 622
Georgia Emory University Medical School 293 1,018
Medical College of Georgia 393 615
Hawaii University of Hawaii Medical School 59 191
[1linois Chicago Medical School 294 413
Northwestern University Medical School 547 1,546
Stritch School of Medicine 383 608
University of Chicago Pritzker School 289 93°
of Medicine :
University of 111linois Medical School 793 1,492
.diana Indiana University Medical School 857 1,857

(Table continuced on next pnq(‘)
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' ) Appendix Table A-2 (continued)
Total enrollment of students®
State Medical school
M.D. candidates| All students
lowa State University of lowa Medical School 494 1,311
Kansas University of Kansas Medical School 483 932
Kentucky University of Kentucky Medical School 300 674
University of Louisville Medical School 367 761
Louisiana Louisiana State University Medical School 510 830
Tulane University Medical School 506 1,015
Maryland Johns Hopkins University 373 1,046
University of Maryland 521 g4
Massachusetts Boston University Medical School 306 880
Harvard Medical School 577 577
Tufts University School of Medicine 458 1,044
'chigan University of Michigan Medical School 807 2,601
i B Wayne State University Medical School 531 1,161
Michigan State University Medical School 78 L62
Minnesota University of Minnesota Medical School 685 2,281
Mississippi University of Mississippi Medical School 319 587
Missouri University of Missouri Medical School 358 1,079
Saint Louis University Medical School L6 781
Washington University Medical School 359 871
Nebraska Creighton University Medical School 302 423
University of Nebraska Medical School 365 602
New Hampshire Dartmouth Medical School 100 224
New Jersey New Jersey College of Medicine and 306 536
Dentistry -
Rutgers--The State University Medical 30 61
School
New Mexico University of New Mexico Medical School 97 232

.able continued on next page)
]
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Total enrollment of students®

State Medical school M.D. candidates | All students
New York Albany Medical Cbilege 284 997
State University of New York at Buffalo Loy 1,355
Medical School
Albert Einstein College of Medicine L4o2 1,204
Columbia University Medical School Log 1,612
Cornell University Medical School 353 826
Mount Sinai School of Medicine 59 2,003
New York Medical College Los 9hh
New York University Medical School 514 1,209
State University of New York at Brooklyn 770 1,471
Medical School
University of Rochester Medical School 308 809
State University of New York at Syracuse 399 786
Medical School
North Carolina University of North Carolina Medical 287 1,080
School
Duke University Medical School 333 1,023
. Bowman-Gray School of Medicine 226 437
North Dakota University of North Dakota Medical School 58 276
Ohio University of Cincinnatl Medical School Lo7 882
Case Western Reserve University Medical 374 1,391
School
Ohio State University Medical School 611 2,262
Oklahoma University of Oklahoma Medical School 58 997
Oregon University of Oregon Medical School 351 846
Pennsylvania The Pennsylvania State University-Hershey 88 104
Medical School
Hahnemann Medical College and Hospital 432 731
Jefferson Medical College 717 1,093
Temple University Medical School 552 887
University of Pennsylvania Medical School 520 1,380
Woman's Medical College 237 342
University of Pittsburgh Medical School 388 924
Puerto Rico University of Puerto Rico Medical School 268 584
Rhode Island Brown University Medical School 20 313

(Table continued on next page)
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86.

State

Medical school

Total enrollment of studentsa

M.D. candidates

All students

South Carolina
South Dakota

Tennessee

Texas

Utah

3mont

Virginia

Washington
West Virginia

Wisconsin

Total

Medical College of South Carolina

University of South Dakota Medical School

University of Tennessee Medical School

Meharry Medical College

Vanderbilt University Medical School

University of Texas Southwestern Medical
School

University of Texas Medical Branch

Baylor University Medical School

University of Texas Medical School at
San Antonio

University of Utah Medical School

University of Vermont Medical School

University of Virginia Medical School
Medical College of Virginia

University of Washington Medical School
West Virginia University Medical School

University of Wisconsin Medical School
Marquette University Medical School

99 schools

326

86
738
278
227
L
606
351
105
259
232

319
L5

334
250

Lo3
L2

35,833

599
132
1,362
379
708
1,068
LT
857
265
661
462

697
1,037

1,940
667

1,307
1,001

89,195

G

1969) .

Enrollment data are for 1968-69.

Source: American Medical Association, Medical Education in the United States, 1968-%9,

Chicago, 1969, pp. 1560-1561 (reprinted from JAMA, Vol. 210, No. 8, Novembe- 2%,



