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This year's annual meeting of the Association focuses on the new biology and its impact on medicine
and medical education. Recognition of the benefactions of science in the relief of suffering and the
advancement of human happiness is timely and highly appropriate. We should pay formal tribute to the
superb scientists, many from the faculties of our institutions, who created this modern intellectual
revolution. Within a single generation, the conceptual framework of almost every preclinical and clinical

science has been virtually restructured and fleshed out in extraordinarily rich detail. Medical progress
has been breathtaking as the concepts and the measuring devices of science have been brought to bear
on human disease, and as countless new preventive, diagnostic and therapeutic modalities have
emerged. Not all problems have been solved, but the prevailing optimism is solidly grounded in reality.
However, despite the vigor and health of the scientific enterprise, we live in an era of strange and

shifting assessments of priorities and of values. There are those who would neglect the contributions
of science and dwell on perceived miscarriages of technology. These miscarriages are not the conse-
quences of science, but of the technology that grows out of science. Science itself has the power to solve
the problems, but technology now moves ahead so rapidly that adequate safeguards may not always be
put into place. This disillusion with science is but a reflection of the larger criticism for the present forms
of our culture.
Antipathy toward science is a comparatively recent phenomenon in the United States. In The Home

of Science Dael Wolfle has described science in the nineteenth century as in a position of high esteem,

viewed as helping man to "...understand the grand design and the purpose of the Creator of all things.
If the new truths could be put to practical use, so much the better, but even if they never proved useful
in a commercial sense, new truths were good in themselves." In that era, science was simpler, advances
were more easily understood, and the subject was popular among educated Americans. Its contribu-

tions to the development of technology were rapidly assimilated in the industrial revolution.

Today science has become more complex and thus less understood by the average citizen. The very

power of modern science brings fears that its mastery of nature may bring domination over man; that
it is carried out by monstrous people in secret, dark places; that it is a sorcerer's apprentice whose
excesses cannot be controlled; or that the andromeda strain will not be only the product of a fertile
imagination. This concern has been sharpened by the specter of the destruction that is possible by the
application of nuclear science to the engines of war; the same nuclear science that will provide us with
controlled fusion energy that might make it possible for the people on an ever more crowded planet to
live without destroying each other as a means of survival.

In medicine the concerns are directed at the cost of advances in the prevention, diagnosis and
treatment of disease through biomedical research. Does it pay? What is the cost effectiveness? These
are the keystones of the economic mensuration of technological advances growing out of scientific
progress. Advocates of the economic approach have a difficult time with the calculus of their equations

because it requires the quantification of such variables as the value of life and the benefit of reducing

human suffering and anxiety. Perhaps the concepts can be formalized in the sterile isolation of the
computer room by proposing impersonal choices for an aggregate population. But their implementation

requires application to individual human beings, a quite different matter and one that a physician is not
prepared by training or by temperament to make.
This is not to say that we cannot husband our resources more effectively in medicine; that we should

allow the art of medicine to be submerged in the tide of technological advances; that we cannot be more
frugal in the use of laboratory tests and x-ray examinations; that we should not continuously examine
our medical armamentarium and discard those things that cannot be demonstrated to be well grounded
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PRESIDENT'S MESSAGE

or efficacious. However, to withhold new techniques and new technology in medicine would be equiva-
lent to forcing fiscal managers to abandon the computer and return to green eye-shaded bookkeepers,
or Ma Bell to reincarnate the telephone operator and the magneto ringer.

The changing attitude toward science is reflected in the actions of Congress. It is quite different from
the situation a half century ago when the Ransdell Act established a broad statutory base for the eleven
Institutes that now constitute the National Institutes of Health. The legislation provided a continuing
commitment for the federal support of research. It recognized that flexibility was critical to the most
effective exploitation of research opportunities because of the variation in the rate of advance along the
wide front of biomedical research. From this concept grew a partnership between the federal govern-
ment and the biomedical science community that has resulted in incredible progress in our understand-
ing of living systems and their alteration in disease. These advances have revolutionized medicine and
placed it on an increasingly sounder scientific base.

Paralleling this remarkable increase in the ability of the medical profession to combat the scourges
of disease, however, has been an increased difficulty of the Congress in contending with challenges
arising from complicated social problems, and the limitations on the capabilities of science to give precise
answers to profound questions which are only partially scientific in nature. With this circumstance
exacerbated by the frequent turnover among both Houses of Congress, and especially among those
individuals who comprise the staffs for both members and Congressional committees, the ability of the
Congress to cope is sharply circumscribed. Although numerous suggestions have been made as to the
most effective methods by which that body can gain essential and timely information so as to grapple
successfully with issues which Alvin Weinberg described so appropriately as "trans-science" in char-
acter, no truly effective and acceptable solution to that problem has been found. As a consequence, the
Congress is frequently in the position of enacting legislation without a full appreciation of the possible
consequences on a scientific activity, especially when the characteristics of that activity are so markedly
different from that of the political environment.
Today, attempts are being made to draw federal support of biomedical research further into the web

of Congressional control. The permanent statutory authorities for the National Institutes of Health,
which have protected programs from the vagaries attendant on reauthorizations every three years,
would be replaced by a more tenuous commitment to the support of biomedical research and subject
programs to a greater hazard of politicalization of the enterprise. The Congress has an undeniable right
to enact restrictive legislation for NIH, just as it has a right to continue the permanent authorities that

a long list of wise and distinguished legislators have felt the more appropriate statutory framework for
federal engagement in the support of the "endless frontier" of biomedical research. However, there is
no need for short-term authorizations and periodic renewals simply to monitor or to maintain control
over research agencies. Congress can exercise its responsibility for monitoring the expenditure of public
funds and assuring the accountability of the NIH through oversight and appropriations hearings. There
is no convincing evidence that legislation altering the status of the National Cancer Institute or the
National Heart, Lung, and Blood Institute has benefited their programs or accelerated the understand-
ing or amelioration of the diseases to which they are dedicated.
The controllable federal programs for the support of biomedical research have greater difficulty in

competing with the demands of uncontrollable service programs in a period of restricted resources. In
this situation, policy-makers must recognize the unique nature of biomedical research, the key role that
investigators must have in identifying the most fruitful areas to promote at any given time on the

rapidly changing front of new knowledge. Scientists must become more concerned with the integrity of
federal programs and the overall strength of the institutions in which they work and less with their own

narrow areas of interest. Unless we have statesmen in both the public and private sectors, we risk losing

one of the medical miracles of the twentieth century and the envy of the world.
John A. D. Cooper, M.D., Ph.D.

3



The Councils

EXECUTIVE COUNCIL

Between annual meetings of the Association, the
quarterly Executive Council meetings provide the
chief forum for consideration of policy matters relat-
ing to medical education. Issues are brought to the
Council's attention by member institutions or orga-
nizations or from one of the constituent Councils.
Policy matters considered by the Executive Council
are first referred to the Administrative Boards of
the constituent Councils for discussion and recom-
mendation before final action.
The traditional December retreat for the Associa-

tion's officers and executive staff provided an inten-
sive background briefing for many issues which the
Executive Council would consider throughout the
year. Preliminary discussions were held on appro-
priate Association positions on national health in-
surance, health manpower legislation, the number
of clinical investigators, the report of the Graduate
Medical Education National Advisory Committee,
and pending legislation on issues relating to federal
research activities. An annual assessment of the
Association's involvement with other organizations
included a review of the activities of the Coordina-
ting Council on Medical Education and the Liaison
Committees, developing relations with the Federa-
tion of State Medical Boards, and improved coor-
dination with the Association of Academic Health
Centers. The participants also defined new Associa-
tion initiatives to increase housestaff participation,
to improve monitoring of state legislative develop-
ments, to increase educational efforts on indirect
costs and to initiate a project on medical school cur-
ricula. Strategies to implement the recommenda-
tions of the Task Force on Graduate Medical Educa-
tion were considered. A briefing on the New York
test disclosure law and the Association's efforts to
obtain judicial relief was included on the retreat
agenda.
Throughout the year the Executive Council ac-

tively reviewed the Association's participation in
the Coordinating Council on Medical Education and
the developing Council for Medical Affairs designed
to supersede the CCME. The Council approved sev-
eral changes to strengthen the Liaison Committee
on Graduate Medical Education, including a new
plan for financing accreditation activities, restruc-

4

turing of LCGME membership, and recommenda-
tions for certain standing committees. Work con-
tinued to resolve differences among LCGME parent
organizations on the general requirements section
of "The Essentials of Accredited Residencies in
Graduate Medical Education." The Executive
Council followed with interest the continuation of
the Liaison Committee on Continuing Medical Edu-
cation after the American Medical Association with-
drawal. It strongly supported the LCCME and
urged that every effort be undertaken to reconcile
apparently divergent views and to reestablish a sin-
gle agency for continuing medical education accredi-
tation.
The Executive Council's continuing review of im-

portant medical education policy areas was aug-
mented by the work of a number of committees and
task forces, including new ad hoc committees on
External Evaluation Review and Competition,
chaired respectively by Carmine Clemente and
Robert Tranquada. The External Evaluation Re-
view Committee has been charged with studying a
number of existing and proposed examinations of
medical knowledge including the National Board of
Medical Examiners tests, the Comprehensive Qual-
ifying Examination, the Federation Licensing
Examination, and the Medical Sciences Knowledge
Profile. Consideration by the Council of new Con-
gressional initiatives to increase marketplace com-
petition in the health sector revealed serious con-
cerns about the impact of such proposals on medical
schools and teaching hospitals. The Competition
Committee will suggest options for the Association
in this area.
The final report of the ad hoc Committee on Clin-

ical Research Training, containing recommenda-
tions for action by the Association, medical schools,
the federal government, and the private sector, was
adopted. An implementation plan for the report of
the Task Force on Minority Student Opportunities
in Medicine was also approved. The Council moni-
tored the ongoing work of the ad hoc Committee on
the Distinctive Characteristics and Related Costs of
Teaching Hospitals. Final action to approve a posi-
tion paper on "The Expansion and Improvement of
Health Insurance in the United States" occurred in
June.
The Task Force on Graduate Medical Education,
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THE COUNCILS

under the leadership of Jack Myers, submitted a
final report incorporating chapters from each of its
five working groups. The report was accepted for
wide distribution and the Executive Council pro-
posed that the report be used as a working docu-
ment for an invitational conference on graduate
medical education in September 1980.
As Chairman of the Task Force on the Support of

Medical Education Edward Stemmler met with the
Executive Council to crystallize Association re-
sponse to pending manpower legislation, and then
communicated the Association's views in a series of
appearances before Congressional committees.
Manpower legislative proposals prompted Execu-
tive Council discussion and positions on several
related issues, including institutional support, stu-
dent assistance, reimbursement for primary care
residents, foreign medical graduates, and extension
of health manpower programs benefits to chiroprac-
tic.

Also in the manpower area, the Association made
a written response to the preliminary report of the
Graduate Medical Education National Advisory
Committee. That committee had been established
in 1977 to advise the federal government about phy-
sician manpower needs, physician specialty distri-
bution, and federal graduate medical education poli-
cies. The preliminary report, released in the
summer of 1979, consisted principally of statistical
data and an overview of GMENAC's plans for es-
timating the numbers of various specialists needed
in the 1990s.
Another area of legislative activity requiring sub-

stantial attention from the Executive Council in-
volved Senate and House proposals to extend
authorities for certain NIH institutes and to make
other changes in the federal research endeavor. The
Council strongly opposed time-limited authoriza-
tions and appropriation ceilings for the NIH in-
stitutes and recommended other modifications con-
cerning peer review for intramural research and
contracts and the development of annual research
plans. The Executive Council also responded to Ad-
ministration efforts to stabilize research support
through an annual funding of approximately 5,000
competing research project grants by cautioning
that such stabilization should not be accomplished at
the expense of other vital NIH programs.
The Council's interest in reimbursement issues

continued with a review of proposed policies for
Medicare reimbursement for pathology services.
An Association position endorsing reimbursement
based on a relative value scale as one option of com-
pensation for pathology was adopted.
Misunderstanding at both the institutional and

federal level concerning the nature and role of indi-

rect costs troubled the Council and it considered
several strategies through which the Association
could disseminate better information on this issue.

Acting on a recommendation from the officers'
retreat to encourage greater participation from
housestaff in Association activities, the Executive
Council authorized a second invitational conference
for residents. Scheduled for January 1981, the con-
ference will deal with resident responsibilities in
evaluation.
Proposed changes in the National Board of Med-

ical Examiners and in the tests provided by that
organization prompted discussion within the Execu-
tive Council and led to a request for closer staff
involvement with the NBME and a study of the
proposed Comprehensive Qualifying Examination.
Seymour Perry, Director, National Center for

Health Care Technology, addressed a joint meeting
of the Administrative Boards in June to describe
that office's function. A lively question and answer
session revealed concerns about the prospects of
medical technology review by a federal agency.
Other joint Board sessions were devoted to a re-
view and critique of "The Organization and Gover-
nance of Academic Health Centers," a report of the
Association of Academic Health Centers and the
reports of the National Commission on Research.
During the year the Executive Council continued

to oversee the activities of the Group on Medical
Education, the Group on Public Relations, the
Group on Student Affairs, the Group on Business
Affairs, and the Group on Institutional Planning.
The Executive Council, along with the Secretary-

Treasurer, Executive Committee and Audit Com-
mittee, exercised careful scrutiny over the Associa-
tion's fiscal affairs, and approved a modest expan-
sion in the general funds budget for fiscal year 1981.
The Executive Committee met prior to each Ex-

ecutive Council meeting and conducted business by
conference call as necessary. The Executive Com-
mittee met in June with the Executive Committee
of the American Medical Association to initiate a
series of meetings to effect a closer working rela-
tionship between the two organizations. The Exec-
utive Committee also held a joint meeting with the
Association of Academic Health Centers to increase
coordination and cooperation between the AAMC
and the AAHC.

COUNCIL OF DEANS

Two major meetings dominated the Council of
Deans calendar in 1979-80 with the business meet-
ing conducted at the Association's annual meeting in
Washington, D.C. and the Council's spring meeting

5
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THE COUNCILS

in Ft. Lauderdale, Florida. Additionally, the Ad-
ministrative Board met quarterly to deliberate
Executive Council items of significant interest to
the full membership. More specific concerns were
addressed by smaller groups of deans brought to-
gether by common interests.

The primary discussion at the annual business
meeting centered on the progress reports of the
Association's task forces and committees, including
the task force on the support of health manpower,
and the ad hoc committees on continuing medical
education and clinical research training. A panel
consisting of Theodore Cooper, Richard Ross, and
Daniel Tosteson discussed the merits of S.988, the
Health Science Promotion Act of 1979. Despite the
desire of the bill's authors to advance the interests
of the NIH and of biomedical research, a number of
the bill's provisions were troubling to the Council.
The recently drafted Universal Application Form
for Graduate Medical Education was critiqued by
the Council. A draft position paper on the expansion
and improvement of health insurance in the United
States was the subject of substantial deliberation; a
number of suggestions were offered for refining the
document. Following the formal business meeting,
Albert P. Williams, Senior Economist at the Rand
Corporation, presented a report tracing the pro-
gressive diffusion of board certified specialists into
non-urban areas.

Ninety-seven deans attended the April 9-12
Council of Deans Spring Meeting, devoted to "Pre-
paring the Physician of the Future." Jeremiah A.
Barondess, President of the American College of
Physicians, presented his views on the expectations
and curricular needs of the future physician and
Rudolph H. Weingartner, Dean of the College of
Arts and Sciences at Northwestern University, and
Thomas H. Meikle, Assistant to the President of
The Macy Foundation, discussed the undergradu-
ate academic preparation of candidates for medi-
cine. Scientific and technological advances were de-
scribed in a presentation by David M. Kipnis,
Chairman of the Department of Medicine at Wash-
ington University, on the new biology and its impli-
cations for the future of medical education. The
deans witnessed a remarkable demonstration by
Jack Myers, University Professor of Medicine at
the University of Pittsburgh, of medical applica-
tions of computer technology: the Internist pro-
gram for computer consultation in the diagnosis of
diseases in the field of internal medicine. In addi-
tion, Ludwig Eichna, former chairman of the De-
partment of Medicine at SUNY-Downstate, pre-
sented a student's perspective of medical education
from 1975-79 while Charles Fried, Professor of Law

6

at Harvard University, provided an extra-scientific
perspective on medical education. The presenta-
tions and demonstration stimulated much discus-
sion among the deans regarding changes which
might be appropriate in admissions and educational
policy.

During the spring business meeting, the Council
discussed prospective health manpower legislation;
proposals for the stabilization of research grant sup-
port; the report of the AAMC clinical research com-
mittee; the development and current status of both
the Liaison Committee on Graduate Medical Educa-
tion and the Liaison Committee on Continuing
Medical Education; proposed changes in the gov-
ernance of the National Board of Medical Ex-
aminers as well as the implementation of the com-
prehensive qualifying exam and its relationship to
the proposed Federation Licensing Examination I
(FLEX I); a proposal for a study of the general
professional education of the physician; and the
AAMC invitational meeting on the Graduate Med-
ical Education Task Force Report. The deans en-
dorsed the AAMC statement on "The Expansion
and Improvement of Health Insurance in the
United States." Two resolutions were adopted. One
repudiated the concept, methodology, results, and
reporting of the ranking of the nation's medical
schools conducted by the magazine Private Prac-
tice; in the second the Council of Deans stated that
academic policy and procedure were uniquely the
province of each institution's internal governance
process and did not recognize statements of "policy"
on matters of institutional responsibility made by
external organizations as binding on their institu-
tions.

Of the many items considered by the COD Ad-
ministrative Board, several deserve special note.
These include endorsing the Task Force on Minority
Student Opportunities in Medicine and establishing
criteria for members of the New and Developing
Community Based Medical School Section of the
Council of Deans. The Board also received a de-
scription of the preliminary work by an ad hoc com-
mittee on the IRS definition of research.

Sections of the Council that met during the year
were the Southern and Midwest deans, the deans of
New and Developing Community Based Medical
Schools and the deans of Private Freestanding
Schools. The deans of new and developing schools
attended a symposium on the development of a re-
search program conducted in cooperation with the
National Institutes of Health, the National Center
for Health Services Research, the National Science
Foundation, and the Health Services Administra-
tion.
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THE COUNCILS

COUNCIL OF ACADEMIC SOCIETIES

The activities of the Council of Academic Socie-
ties during the year centered around the business
meeting and program held in the fall at the AAMC
Annual Meeting and the CAS Interim Meeting held
in March. The Administrative Board of CAS con-
ducted the business that arose throughout the year
during quarterly meetings held in conjunction with
the Executive Council meetings.
Membership in CAS now totals 69 academic socie-

ties. The increasingly important and visible role of
CAS in representing the interests of U.S. medical
school faculty was evidenced by the record high
attendance at both the fall and spring meetings.
At the 1979 annual meeting, the CAS sponsored

group discussions on five issues: clinical research
manpower, research resource strategies, compe-
tency testing, accreditation of graduate medical
education, and specialty distribution of physicians.
Each of the groups formulated recommendations on
these topics which were endorsed by the full Coun-
cil and forwarded to the appropriate AAMC coun-
cils and committees. At the CAS fall meeting, Dr.
Gerald Klerman, Administrator of the Alcohol,
Drug Abuse, and Mental Health Administration,
spoke to the Council about the ADAMHA programs
and current issues in mental health of concern to
academic medicine.
The CAS Interim Meeting also utilized group dis-

cussions, a format which has proved very popular
since it provides a unique opportunity for national
academic societies to discuss issues of importance to
a wide variety of faculty. Topics addressed were
health manpower, stabilization of research grant
support, and essentials for research training pro-
grams. At the business meeting, Senator Richard
Schweiker's keynote address stressed the impor-
tance of academic medicine's contributions to bio-
medical research, patient care, and education.
Senator Schweiker urged medical school faculties to
be more active in publicizing the accomplishments
of our national research effort and to be become
more vocal about federal support of biomedical re-
search and medical education.
The Association continued to sponsor the CAS

Services Program for societies desiring special
legislative tracking and office management services
from AAMC. Five societies participated in the pro-
gram in 1979-80: Association of Professors of Medi-
cine, American Academy of Neurology, Association
of University Professors of Neurology, American
Neurological Association, and the American Feder-
ation for Clinical Research. The AAMC also con-
tinued to publish the quarterly CAS Brief to inform
medical school faculty about current issues and the

periodic CAS Alerts to inform members about is-
sues requiring immediate attention and action.

COUNCIL OF TEACHING HOSPITALS

The Council of Teaching Hospitals held three gen-
eral membership meetings during 1979-80. On July
10, 1979 a COTH special membership meeting at
Georgetown University Hospital allowed Health
Care Financing Administration (HCFA) represen-
tatives to describe the agency's policies regarding
Section 223 Medicare limitations and exception
methodologies and provided a forum for COTH
members to express their concerns regarding the
regulation's adverse effects on teaching hospitals.
Leonard D. Schaeffer, then HCFA Administra-

tor, discussed HCFA's program authority and its
mission with regard to provider reimbursement.
Schaeffer emphasized that "just paying the bills is
not adequate in the current economic/scientific en-
vironment" because "the way we pay bills has an
effect on the behavior" of both consumers and pro-
viders of care. However, he explained that HCFA's
regulatory posture had "not really been a grand
strategy" to limit hospital costs. Rather, it had
grown from incremental policy changes devoted to
resolution of individual problems. Schaeffer de-
scribed the June 1979 Section 223 regulations as the
product of a slow evolution since initial implementa-
tion of the routine service cost approach in 1974.

Robert O'Connor, Acting Director of HCFA's
Bureau of Program Policy, provided an historical
overview of the development of the Section 223 limi-
tations. He believed that Congressional intent
regarding Section 223 had been misinterpreted by
hospitals and explained that HCFA's understand-
ing was that "Congress wanted a statistical system
that would set up presumptive limits on hospital
costs" and require hospitals to justify costs exceed-
ing these limits.

Discussing HCFA's activities in the development
of the case mix/total costs reimbursement system,
Clifton Gaus, then Director of HCFA's Office of Re-
search, Demonstrations and Statistics, explained
that the system would use the Yale DRG (diagnosis
related groups) model to establish a relative case
mix index for each hospital and calculate average
costs per case at each institution.
The COTH session of the fall AAMC Annual

Meeting, discussed the potential conflict between
continuing advancements in medical technology and
the quest for hospital cost containment. Speaking
on "What's Ahead in the Medical Technology Explo-
sion?", Barry Weinberg, President of Channing,
Weinberg and Company, noted that new technolo-
gies continued to escalate and the demarcations be-
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tween medical specialties were blurred by these
new advances. In assessing up-coming technological
developments, Mr. Weinberg emphasized non-
invasive diagnostics, use of nutritional solutions in
pre- and post-operative care, patient monitoring
and mechanical assistance devices, micro-compu-
ters, and improved implants. Mr. Weinberg closed
by emphasizing that there will be no demise of
medical technology in the near future and that the
two outstanding themes of technology for the 1980s
will be "better quality" and "lower cost."
The second presentation, "The Government's

Planned Approach to Technology: Efficacy Evalua-
tion, Utilization Standards, and Reimbursement of
Resulting Services," was given by John R. Ball,
Senior Policy Analyst in the President's Office of
Science and Technology Policy. Dr. Ball began by
indicating that the government had no specified
planned approach to health care technology, but
would take a more active role in technology assess-
ment. According to Dr. Ball, technology assess-
ment would be different in the future with new
methodologies looking beyond safety and efficacy
issues to social, ethical, economic, and legal implica-
tions of new technologies; new laws concerning
standards and norms for technology development
and use; and new structure with public expectations
increasing and a general shift from informal to
systematic evaluation.
Dr. Ball noted that in the past the government

left the issue of utilization to physicians, but was
now interested in net medical costs and benefits of
implementing new technologies. He said a new re-
imbursement system being developed to control
health care costs would trade information in the
form of special protocols for reimbursement of new
technologies.
The third annual COTH Spring Meeting was held

in Denver, Colorado, May 14-16, 1980. The meeting
opened with a keynote address by Paul Ellwood,
President of InterStudy, "Can Teaching Hospitals
Services Survive in a Price Competitive Medical
Care World?" He urged teaching hospital execu-
tives to assess the imminence of competition in their
communities and prepare to enter the marketplace
because open price competition among hospitals and
attempts at product differentiation were coming,
"like it or not."

The morning session on May 15 featured five
presentations. Christopher Fordham, III, Chancel-
lor of the University of North Carolina, attributed
the nation's potential oversupply of physicians and
shortage of nurses to the lack of collaboration be-
tween state and federal decision-makers in the
health manpower area and the lack of adequate re-
vision and goal setting. To address the oversupply,

8

Dr. Fordham called for development of a national
policy for reduction in health manpower over time;
development of new approaches to the medical cur-
riculum; and directly addressing the nursing supply
issue within national policy. Edward J. Stemmler,
Dean of the University of Pennsylvania School of
Medicine, described medical schools' growing ab-
solute dependency on organized faculty practice
plan revenue for the financial support for medical
education and emphasized the decreasing support
from other traditional sources of funds. D. Kay
Clawson, Dean of the University of Kentucky Col-
lege of Medicine, described faculty practice plans as
an effective mechanism for service, education, and
research in a competitive market and emphasized
"flexibility, accountability, and incentives" as keys
to their success. Richard H. Moy, Dean and Provost
of the Southern Illinois University School of Medi-
cine, recounted the establishment of the new
medical school and discussed its effects on area hos-
pitals and communities. Julius R. Krevans, Dean of
the School of Medicine of the University of Califor-
nia, San Francisco, presented a philosophical dis-
cussion on the current and prospective state of the
nation in his speech on "Living in the Eighties:
Where do we fit?"
The afternoon session began with an informative

technical discussion of "Physician Reimbursement
Issues in the Hospital-Based Group Practice Set-
ting," by Jack C. Wood, attorney with Wood, Luck-
singer & Epstein of Houston, Texas, followed by
four concurrent sessions: Lawrence M. Klainer,
Program Manager of the VA Central Office, dis-
cussed "Health Care Information Systems Within
the VA," and Thomas B. Watt, Jr., Deputy, Plan-
ning and Program Development of the Central Of-
fice, spoke on "Multilevel Care: What, Why, How
and When in the Veterans Administration:" Myron
E. Wegman, Dean Emeritus, School of Public
Health, University of Michigan, discussed "Bed Re-
duction Under State Legislation: The Michigan Ex-
perience:" "Third Party Pressure on the Academic
Medical Center: The Stanford Story" was reviewed
by Peter J. Levin, Executive Director, Stanford
University Hospital; and Jerome H. Grossman,
President of the New England Medical Center, pre-
sented "An Enterprise Approach to Managing the
Hospital Outpatient Department."
The final day of the meeting was primarily de-

voted to a discussion of case mix reimbursement
and the application of Diagnosis Related Groupings
(DRGs). Judith R. Lave, Director of HCFA's Office
of Research, spoke on "Fitting Payments to the
Hospital's Product: The Medicare Perspective:" J.
Joel May, Executive Vice President, Health Care
Research and Education Trust of New Jersey, dis-
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cussed "Case Mix Reimbursement: New Jersey's
Approach to Assessing the Impact;" and Robert B.
Fetter, Professor at Yale University and one of the
original developers of the DRG concept, addressed
the subject of "Diagnostic Grouping and Manage-
ment: Changing the Questions Faced."
The COTH Administrative Board met five times

to conduct the Council's business and to review and
discuss all items on the agenda of the AAMC Execu-
tive Council. In its deliberations, the Administra-
tive Board stressed five topics: the preliminary and
final reports of the Association's Task Force on
Graduate Medical Education, the Association's re-
vised statement on the expansion and improvement
of health insurance in the United States, the reorga-
nization of the Joint Commission on Accreditation of
Hospitals with particular emphasis on its profes-
sional and technical advisory committees, the Asso-
ciation's project to describe and quantify the case
mix and service characteristics of teaching hospi-
tals, and the potential impact of competitive hospi-
tal pricing on teaching hospitals.
Preceding three of its meetings, the Administra-

tive Board held informal discussions with three gov-
ernmental health executives: Murray Grant, Medi-
cal Consultant, discussed the health activities of the
General Accounting Office; Representative Richard
Gephardt (D-Missouri) discussed his interest in
developing legislation to promote cost containment
through hospital competition; and Seymour Perry,
Director of the National Center for Health Care
Technology, described its developing programs.

ORGANIZATION OF STUDENT
REPRESENTATIVES

The OSR continued to expand its role as a dissem-
inator of information to medical students across the
country on issues of importance to them and as the
means by which students' views are incorporated
into the Association's activities and policy develop-
ment. Once again this year 112 of the nation's
medical schools participated in the Organization. At
the 1979 annual meeting, 150 students from 97
schools exchanged views, shared concerns, elected
officers, and passed resolutions on a variety of
topics including greater emphasis in the curriculum
on psychosocial aspects of health maintenance;
changes in the reporting of National Board scores in
the hope of decreasing faculty reliance on these ex-
aminations; encouraging AAMC to explore methods
of gaining the input of housestaff; and a call for more
thorough and rigorous teaching of physical diag-
nosis skills. OSR's annual meeting program was
titled "Options for Action: Career Decisions vis-a-
vis Societal Needs" and provided attendees a useful

framework for career decisions. OSR also offered
discussion sessions on the medical school accredita-
tion process, coping with the residency selection
process, interacting with nurses, working with the
political process in health, and self-relaxation tech-
niques.
The OSR Administrative Board met before each

Executive Council meeting to coordinate OSR ac-
tivities and to formulate recommendations on mat-
ters under consideration by the Council; in the lat-
ter category, the Board gave special attention to
the Association's position paper on the expansion
and improvement of health insurance in the U.S.
and to the issue of competition as an alternative to
increased regulatory control of hospitals and physi-
cians. At its first meeting in January, the OSR
Board invited AAMC staff to discuss with them
many of the issues which formed the bases of their
annual meeting resolutions, including "truth-in-
testing" legislation, the Scarpelli v. Rempson, et at.
case, National Board examinations, and student
participation in the medical school accreditation
process. The Board also nominated students to
serve on a number of AAMC committees, including
the GSA Committee on Student Financial Assis-
tance and the Minority Affairs Section Coordinating
Committee. At a subsequent meeting, the Board
nominated three students from among eighteen ap-
plicants for the position of student participant on
the Liaison Committee on Medical Education.
Other activities of the Board included a continued

examination of due process guidelines obtained
from student affairs deans. In March members of
the Board met with representatives of the National
Health Service Corps Scholarship Program and the
Armed Forces Health Professions Scholarship Pro-
gram to explore the possibility of developing a one-
for-one exchange option between the two service-
commitment programs; the first step toward this
goal was a letter to chief administrators in the
Health Resources Administration and the Depart-
ment of Defense recommending inclusion of lan-
guage in the authorizing legislation to permit ex-
changes in cases of marriage. Another project un-
dertaken was offering to the medical schools in the
Northeast copies of the OSR-developed question-
naire for evaluation of residency programs in suffi-
cient quantities to survey their most recent grad-
uating class; the hope is to coordinate on a regional
basis the interinstitutional sharing of information
on programs obtained from alumni. In addition,
with the assistance AAMC staff, the Board moni-
tored developments relative to the renewal of the
health manpower legislation, especially the student
financial assistance provisions, with an eye toward
generating letters from medical students in support

9
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of the AAMC's position at the appropriate legisla-
tive juncture.

During 1979-80, two issues of OSR Report were
distributed to all U.S. medical students. The first
was titled "Clinical Research: The Problem, The
Opportunities" and described the growing need for
M.D. investigators, the value of research experi-
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ences during medical school and the elective pro-
gram at NIH; this issue also included a description
of AAMC and OSR's role within it. The second issue
was titled "The Residency Selection Process: Some
Organizational Strategies" and offered advice about
effective utilization of the NRMP Match and about
the application and interview processes.

10
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National Policy

Over the past year, the formulation of national
policy has taken place in an atmosphere character-
ized by pessimism about the ability of the federal
government to define coherently its goals and to
meet its responsibilities to the nation and the world.
The gloomy economic picture has increased pres-
sure to balance the budget while concerns about the
international scene have strengthened the case for
substantial increases in military spending, with a
concomitant weakening of that for domestic social
programs. The difficulty inherent in resolving these
conflicting ends has been exacerbated by the politi-
cal forces at play in an election year in which not
only the Presidency, but all of the seats in the
House of Representatives and one-third of those in
the Senate are in contest. These circumstances have
necessarily affected programs of significance to
medical schools, their students and faculties, and
teaching hospitals.
The Association has continued its efforts to main-

tain the partnership between the medical education
community and the federal government. However,
it is an uphill battle. Federal financial support of the
programs of importance to the constituency of the
AAMC has declined quite sharply over the last
several years and the Association's staff has in-
creasingly had to devote its energies to attempts to
prevent, or at least limit, the harmful and often
costly effects of proposed federal legislation and
regulation.
Perhaps the issues most troublesome to the

AAMC over the past year have been those related
to the appropriations process, unusually compli-
cated and confusing during the spring of 1980 as a
result of the Congress's use of previously untested
provisions of the 1974 Budget and Impoundment
Act.
The President's request in January 1979 that the

Congress rescind already appropriated funds for
capitation grants, health professions student loans,
and the National Institutes of Health unfortunately
proved to be a harbinger of similar initiatives in
1980. In January 1980 the Administration twice
requested similar rescission actions by the Con-
gress. Vigorous efforts by the Association, its con-
stituents and others contributed to a decision by the
Congress to accede only partially to the President's
request. After extended debate, Congress disap-

proved rescinding FY 80 funds appropriated for the
NIH and for health professions student loans, but
did agree to reduce capitation grants by slightly
more than ten percent. While the end result can be
viewed as a victory for medical education, given the
prevailing economic climate, the battle once again
raised doubts about the extent to which academe
can rely on the federal government for any long-
term commitments to medical education.
The President's recommended stringent, bal-

anced budget for fiscal year 1981 did not contain
good news for the individuals and institutions in-
volved in medical education. The budget requested
neither institutional support funds nor appropria-
tions for the health professions student loan pro-
gram. While the Administration did request an in-
crease in funds for NIH competing research grants,
it failed to provide any money for competing train-
ing awards.
The Association, together with the Coalition for

Health Funding, has worked to increase to a more
reasonable level the appropriation made by the
Congress in the areas of medical education and bio-
medical and behavioral research. In comments to
both the House and Senate Appropriations Com-
mittees, the Association urged that the fiscal year
1981 appropriation bill reflect that:
• Federal participation in the national education

enterprise represents an appropriate and an impor-
tant utilization of federal resources.
• Student assistance, in a variety of forms, has

become an ever increasing necessity as the effect of
inflation on tuition and living costs places more stu-
dents and their families under financial duress.
• While medical students face many of the same

problems of other students, they must deal with
certain circumstances—exceptionally expensive
tuition, demanding schedules, few opportunities to
supplement their resources—which create uniquely
severe requirements for student assistance pro-
grams.
• The health and vitality of the nation's foremost

research enterprise, the National Institutes of
Health, rest largely in the hands of the federal gov-
ernment. The past successes and world renowned
achievements of the NIH are strongly dependent
upon the traditional generosity of the federal gov-
ernment in promoting the nation's health.

11
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NATIONAL POLICY

The current fiscal crisis has altered the focus of
national policy concerning the delivery of health
care services from assuring access to reducing the
cost of such services. The national health insurance
proposals introduced last year have been eclipsed
by pro-competition proposals emphasizing health
care cost restraint through marketplace incentives.
Congressional interest in lowering the price of
medical services has been tempered by a desire to
develop an approach that minimizes direct govern-
ment involvement; the significance of the latter fac-
tor was underscored by the sound defeat in the
House of Representatives of hospital cost contain-
ment legislation that President Carter had consid-
ered to be the center-piece of his anti-inflation pro-
gram. The Administration has continued its efforts
to control the cost of the Medicare-Medicaid pro-
grams through the regulatory process and the Asso-
ciation has worked to limit any unfairly detrimental
impact upon teaching hospitals through regulations
concerned with the implementation of Sections 223
and 227 of the Social Security Act, the reimburse-
ment of hospital-based physicians and other issues.

The issue to which the Association has devoted
the greatest attention in the past year is health
manpower legislation. P.L. 94-484 expired at the
end of fiscal year 1980 and the proposals for its
renewal have been heavily influenced by an atmo-
sphere of fixed austerity. Despite great disappoint-
ment in the way in which the government has met
its commitments under this law, demonstrated by
often meager funding and even outright rescissions
of appropriations for these programs, the medical
schools have continued to fulfill their obligations.
Recent Congressional actions indicate that at least
a few legislators are aware of the vital role played
by medical educators in meeting important national
goals and of the absolute necessity for federal sup-
port to enable the schools to address high priority
national needs. However, the focus of health man-
power legislation has shifted sharply due to changed
conditions since the passage of the first manpower
programs. No longer is the nation faced with a doc-
tor shortage. Indeed, it is now believed in many
quarters that the country is on its way to a surplus
of physicians, even though concerns with respect to
the geographic and specialty distribution of medical
practitioners and the adequacy of the supply of pro-
viders of primary care remain.

Two markedly different proposals for new health
manpower legislation have emerged from Con-
gress. In addition, the Administration introduced a
bill of very restricted scope and magnitude that was
the subject of hearings but was not reported out of
any committee. Congress was unable to meet the

May 15 deadline by which all new authorizing legis-
lation must be reported; thus, health manpower
programs for fiscal year 1981 will almost certainly
be funded by a continuing resolution.
The Administration proposal contained no sur-

prises. Consistent with the President's recent ac-
tions with respect to appropriations, no institu-
tional support was included in the measure and the
Health Professions Student Loan program was
eliminated. Except for the HPSL program, the Ad-
ministration's bill retained, with minor modifica-
tions, both the student assistance structure and the
special projects authority embodied in P. L. 94-484.
The House bill, sponsored by Rep. Henry Wax-

man, recommends a gradual phase-out of the capita-
tion program over the next three fiscal years, elimi-
nating only the present maintenance of enrollment
requirement. The provisions related to special proj-
ects are also little changed from those contained in
the present statute. In the area of student assis-
tance, the House Interstate and Foreign Commerce
Committee recommended the retention of the Ex-
ceptional Financial Need Scholarship Program and
the Health Professions Student Loan Program at
generous levels; in addition, it amended the Health
Education Assistance Loan program to increase
borrowing limits, eliminate the interest ceiling, en-
courage lenders to allow a more reasonable repay-
ment schedule, and permit a student to incur a GSL
and a HEAL in the same year.
In the Senate a proposal was jointly developed by

merging independent measures introduced by
Senators Kennedy and Schweiker. One significant
contribution of this bill is a new form of educational
support under which medical schools would receive
varying amounts of federal funds based upon the
attainment of certain specified objectives. The ag-
gregate level of funding provided for this new Na-
tional Incentive Priority Grant Program is higher
than that recommended by the House proposal for
institutional support. Furthermore, Congressional
enthusiasm outside the authorizing committee has
already emerged for a program such as this. The
special projects authority included in the bill bears
a strong resemblance to current law. The student
assistance component of the bill would, however,
significantly revamp the present programs. In es-
sence, it proposes a portfolio of student aid pro-
grams designed to meet the needs of students from
the entire range of economic circumstances and to
ensure that all but the most needy students bear
substantial responsibility for payment of their edu-
cation through repayment in either cash or national
service. It proposes to extend and revise the Excep-
tional Financial Need Scholarship Program and
HEAL Program; to reauthorize the National
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Health Service Corps Scholarship Program at a
scaled down level; to phase-out the HPSL pro-
grams; and to establish two new service oriented
programs. Under a service-contingent loan pro-
gram, students would be eligible for partial subsidi-
zation of the interest rate and deferral of principal
and interest during certain periods of time in return
for a commitment to serve in national priority posi-
tions, if called.
In testifying on health manpower legislation, the

Association emphasized the responsibility of the
medical schools to offer high quality medical educa-
tion, the need to avoid limiting access to medical
education to the affluent, and the fairness of sharing
equitably the cost of the medical education system
among all its beneficiaries: students, the general
public, and local, state and federal governments.
The testimony stressed that because medical
schools are continually and to a significant degree
engaged in public service activities benefiting the
whole nation, the federal government should pro-
vide a balanced portfolio of student assistance pro-
grams, basic institutional support and an array of
cost reimbursement special project awards de-
signed to address high priority national goals.

In Congressional appearances the Association ad-
dressed various proposals with respect to the ad-
mission of alien foreign medical graduates to grad-
uate medical education programs and the problems
faced by certain hospitals that depend on FMGs to
provide medical services. The Association sup-
ported the recommendations to extend the allow-
able period of training for exchange visitors under
the J-visa to permit an alien physician to complete
a training program in a given specialty or subspe-
cialty. However, the AAMC strongly objected to
proposals to extend the VQE waiver period on the
grounds that it would be a disservice to medicine, to
medical education, to the general public and espe-
cially to the urban poor. In addition, various bills
provided for the placement of National Health Ser-
vice Corps physicians to assist hospitals in decreas-
ing their reliance upon alien FMGs. While the Asso-
ciation vigorously opposed any attempt to permit
physicians who had held NHSC scholarships to
credit the time spent as residents in these hospitals
toward the service payback obligation in their schol-
arship agreements, it did support the assignment of
fully-trained Corps physicians to these troubled in-
stitutions. The Association stressed that over the
long-term the real solution to the health service
delivery problems resulting from the changes in im-
migration laws is improvement of the quality of
graduate medical education offered by these hos-
pitals to the degree necessary to attract U.S. grad-
uates.

The Association also emphasized that the grad-
uate medical education problems in urban hospitals
are really a by-product of the serious problems of
poverty and the economic decline of many of our
cities. The Health Subcommittee of the House Ways
and Means Committee held hearings on the financial
crisis facing both public and private urban hospitals
that primarily serve the medically indigent. The
AAMC and others concerned with this situation
have recommended that the committee consider
modifications to current Medicare-Medicaid reim-
bursement policies that impact adversely on urban
hospitals and that all Public Health Service Act
funds be allocated to enable these institutions to
replace outdated and aging physical plants. In addi-
tion, the Association would urge that federal funds
be deployed to improve graduate medical education
programs.
The Association has focused upon several other

collateral issues related to student assistance. The
reauthorization of the Higher Education Act has
received considerable attention in Congress over
the past year. This legislation is of interest to
medical education because it includes the Guaran-
teed Student Loan Program, which represents the
major source of loan funds for medical students.
Both the Senate and House have passed measures
that propose several favorable changes to the exist-
ing loan program, including a substantial increase in
aggregate borrowing limits. A few problems remain
to be resolved before approval of the conference
report.
The attractiveness and usefulness of some of the

existing scholarship programs for medical students,
established to address certain physician shortage
situations, had been compromised by the failure to
resolve definitively the issue of their tax status.
Several years ago, the Internal Revenue Service
ruled that awards made under both the National
Health Service Corps and Armed Forces Health
Professions Scholarship Programs were taxable as
income because of the nature of the service require-
ment of these programs. Congress, however,
delayed enforcement of this IRS ruling by enacting
a temporary moratorium on the taxation of these
scholarships. The House has recently passed a bill
providing a tax exemption for that portion of
awards covering tuition and fees, but the portion of
the stipend for living expenses will be subject to
income taxation. Another program covered by a
similar moratorium on taxation, the National Re-
search Service Award Program, was not included in
the House measure, but is currently under conside-
ration in the Senate. Only recently has NIH found
it possible to raise the stipends for both pre- and
post-doctoral trainees to competitive levels; taxa-
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tion of the totality of these stipends would under-
mine the positive effects of this recent change. The
Association has strongly supported efforts to ex-
tend the temporary provision for favorable tax
treatment of NRSA awards.
Another issue of critical importance in the field of

manpower is the attempt, through both the federal
courts and legislature, to define interns and resi-
dents as employees for the purpose of the National
Labor Relations Act. By a decisive margin, the
House of Representatives in late November 1979,
voted its disapproval of a bill (H.R. 2222) that would
have accomplished that result. The Association has
long opposed such legislation on the grounds that it
would effectively destroy the educational environ-
ment so essential in graduate medical education by
replacing it with an adversarial employer-employee
relationship.
The Association's position that housestaff are pri-

marily students was also accepted by the U.S.
Court of Appeals for the District of Columbia in its
recent decision in the Cedars-Sinai case in which
the Association served as amicus curiae. In an ap-
peal by the Physicians' National Housestaff Asso-
ciation from a district court ruling that it had no
jurisdiction to review the National Labor Relations
Board's determination that interns and residents
are not employees for the purposes of the National
Labor Relations Act, the Court of Appeals affirmed
the lower court finding that the NLRB had acted
within its statutory authority.
An important issue related to the medical school

admissions process has recently emerged and
preempted extensive AAMC staff effort. In well
over a dozen states, as well as in the national legis-
lature, bills requiring public disclosure of all stan-
dardized test questions and answers, including
those in the Medical College Admission Test have
been introduced. To date, vigorous staff efforts, to-
gether with the cooperation of the member schools,
have averted the enactment of new statutes. The
AAMC has challenged the constitutionality of the
disclosure provisions contained in the statute deal-
ing with standardized testing passed by the New
York state legislature in 1979. The Federal District
Court has temporarily enjoined the enforcement of
these provisions; therefore, the MCAT examination
will be offered in New York as long as the judicial
relief lasts.
The close ties built up over the last three decades

between many medical schools and Veterans Ad-
ministration hospitals have stimulated the keen in-
terest of AAMC staff in the programs and policies of
that agency. The Association was heartened by
Congressional action to override a Presidential veto
and enact permanent special pay authority for VA

physicians. In its testimony the AAMC had en-
dorsed the need for increases in special pay, the
desirability of granting the VA permanent authori-
ty to establish special pay agreements, and the
exemption of VA physicians from assimilation into
the new Senior Executive Service.
The amendments to current law expanding incen-

tives for full-time physicians are clearly worthy of
support. However, the AAMC expressed strong
opposition to the exclusion of the part-time physi-
cians who devote most of their efforts to the VA
from eligibility for these benefits. In a related
matter, the Association was disappointed with the
new Uniformed Services Health Professionals
Special Pay Act of 1980 because Public Health Ser-
vice physicians, who in the past had been treated on
the same basis as other members of the uniformed
services, will not be eligible for the increased rates
of compensation made available to military physi-
cians. The Association has advocated that the PHS
be economically competitive if it is to continue to be
able to attract gifted physicians into its ranks.

In another matter of importance to physicians
and schools of medicine affiliated with VA hospitals,
the Association presented testimony at an over-
sight hearing held by the Senate Committee on
Veterans' Affairs concerning the activities of the
VA Inspector General. The primary concern of the
Association related to the manner in which the field
staff of the Inspector General carry out their re-
sponsibility to eliminate fraud, abuse, waste and
mismanagement in VA Hospitals. The heavy
handed tactics used by some investigators have in-
timidated VA personnel and created tension in the
otherwise productive relationships between the VA
and affiliated medical schools. The Association em-
phasized the importance of respecting the rights of
individuals under investigation and the need for the
staff of the Inspector General to develop an under-
standing of the nature of medical practice and of the
complexities of the affiliation relationships between
the VA and the medical schools.
As in past years, legislation and regulation relat-

ing to biomedical research have captured a very
substantial fraction of the Association's energy and
resources. Of considerable concern to members of
the biomedical research community have been pro-
posals to restructure the NIH through amendment
of Title IV of the Public Health Service Act. The
Association has worked long and hard to inform
Congress about the potential problems that might
ensue upon enactment of such proposals and has
called attention to the failure of the proponents of
these measures to provide a valid justification for
tinkering with an agency that has served the coun-
try so well for so long a period.
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NATIONAL POLICY

Senator Kennedy and Representative Waxman
each introduced bills to establish the NIH formally
in law, but the provisions in these long and complex
measures are markedly different. The Kennedy bill
(S.988) was approved by the Senate by a virtually
unanimous vote; it places primary emphasis on
planning, and establishes a President's Council for
the Health Sciences with a mandate to develop an-
nual plans for alternative proposed budgets for
health research and spending priorities for the four
following fiscal years. The Association opposed the
planning function as largely redundant of efforts
currently performed in the executive branch and as
an unnecessary complication to the already enor-
mously complex budget process.
The Waxman bill (H. R. 7036) was approved by

the House by a vote of 292-48. Its most noxious
provisions include time-limited authorizations and
appropriation ceilings for all NIH Institutes and, in
addition, deny these organizations access to the
broad authorities in Section 301. In marking up this
proposal, the Committee on Interstate and Foreign
Commerce did address several of the concerns
voiced by the Association in its testimony on the
bill: the extent to which contracts would be subject
to peer review was somewhat modified and unwork-
able requirements for peer review for intramural
research were replaced with an acceptable proce-
dure to achieve that objective. However, the Asso-
ciation is unalterably opposed to the removal of per-
manent time and dollar authorities. Such a change
could wreak havoc in the research community in
light of the perennial problems facing programs
with short-term authorities—crowded legislative
agendas combined with renewal deadlines. More-
over, the enactment of these provisions could politi-
cize the national biomedical research program to a
devastating degree.
The Association has also reviewed and monitored

other legislation that could also pose real problems
for the NIH in the administration of its responsibili-
ties. One such bill, "The Research Modernization
Act," has the general aim of developing alternative
methods of research and testing that would obviate
the need for live animals in biomedical research.
This proposal would establish a National Center for
Alternative Research, empowered to mandate pol-
icy and procedures to federal agencies involved in
research and testing that use live animals. Further-
more, it would require that no less than 30 percent
of all appropriations made available to an agency for
research and testing involving the use of live
animals be used for the development of alternative
methods of research. The Association has apprised
the bill's sponsors of the problems the bill would
engender.

Yet another proposal, the Small Business Innova-
tion Act, sets forth requirements that would be im-
possible for the NIH, and perhaps other federal
agencies, to meet. In an attempt to nurture small
business, this legislation contains provisions that
would require that amounts eventually reaching a
fixed percentage of each of the federal agencies'
research and development budgets be awarded to
small businesses. The amount of this set-aside
would be computed as a percentage of appropriated
funds awarded for contracts, grants and coopera-
tive agreements. Thus, the entire NIH extramural
research budget would be the base upon which the
set-aside would be calculated. Since the NIH would
have to meet its obligations under this legislation
through the contract mechanism, the small business
portion could assume 50-75 percent of the funds
available for contractual agreements. It is incon-
ceivable that the NIH would be able to meet the
requirements of these measures since few small
businesses can marshall the skills and resources
necessary to provide the kinds of services obtained
through NIH's R&D contracts. Both Small Busi-
ness Committees have reported out bills that man-
date such set-asides for small business firms and
that fail to take into account the deleterious impact
of the scheme on biomedical research. The Associa-
tion has endeavored to inform the Congressional
committees with jurisdiction over the programs of
the NIH of this troublesome situation, urging them
to remedy it.
The AAMC joined three individual scientists, the

American Society of Biological Chemists, the
American Council on Education and the California
Institute of Technology in the preparation and sub-
mission of an amici curiae brief in Diamond v.
Chakrabarty, a case dealing with the patentability
of a microbiological product of genetic research. The
Board of Patent Appeals' denial of a patent was
overturned by the United States Supreme Court
when the latter ruled that a live, human-made mi-
croorganism is patentable subject matter. The
Court adopted the position espoused by the inven-
tor and endorsed by the Association that the fact
that the organism was alive was without legal sig-
nificance for the purpose of the patent law. In the
Court's view, Congress recognized that the rele-
vant distinction was not between living and inani-
mate things, but between products of nature and
human made inventions, whether living or not. Fail-
ure to provide patent protection for such inventions
would have seriously limited the attractiveness of
research in this area.
The protection of human subjects in biomedical

and behavioral research has been at issue in several
regulatory matters. The Association has been par-
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NATIONAL POLICY

ticularly concerned about the proposed regulations
of both HHS and FDA governing the activities of
Institutional Review Boards responsible for the
protection of research subjects. The principal rec-
ommendation of the AAMC in commenting on these
proposals is that one uniform set of regulations be
issued to avoid any incompatibility between FDA
and HHS requirements that would increase the al-
ready difficult task facing the IRBs.
The question of compensation for subjects injured

in research has been placed on the agenda of the
President's Commission for the Study of Ethical
Problems in Medicine and Biomedical and Be-
havioral Research, the successor to the HHS Ethics
Advisory Board. DHHS has under serious consid-
eration a proposal to mandate insurance coverage as
a condition for the award of research grants. The
proposition that research subjects, injured in the
course of endeavors directed toward improving the
general welfare, ought as a matter of ethics and
good public policy, to be made whole to the extent
possible, is one which attracts almost universal and
intuitive approval. However, the difficulties in-
volved in developing a possible program to accom-
plish this goal are enormous. It is currently impos-
sible to purchase insurance coverage to provide
such compensation, a fact that has understandably
alarmed research institutions.
In a related matter, the protection of the privacy

interests of individuals whose medical records are
used in epidemiologic and other health research
projects has been an issue in proposed legislation.
In Congressional testimony on the bill to insure con-
fidentiality of medical records, the Association has
emphasized the importance of the availability of in-
dividually identifiable medical records in many epi-
demiologic studies and the significant barriers to
both research and public health practice that would
be created, should investigators be required to ob-

tain prior patient consent in order to obtain access
to records. During the markup of this legislation by
several committees of the House of Representa-
tives, the exemptions for research sought by the
AAMC have come under considerable attack; the
Association has continued to work with members of
these committees to assure that reasonable access
for biomedical research purposes is provided and
that the role of the IRBs in protecting the privacy
of research subjects is not undermined.
The Association has also examined and com-

mented on other legislative and regulatory matters
that would impact on the scientific community in-
cluding: the Public Printing Reorganization Act
that could give the Government Printing Office al-
most complete control over the publication and dis-
tribution of all materials classified as public docu-
ments; the Recombinant DNA Research and Devel-
opment Act of 1980 that attempts to regulate pri-
vate research and development involving recombi-
nant DNA techniques; bills establishing sites for the
disposal of low-level nuclear waste; legislation and
regulations concerning personnel standards for clin-
ical laboratories; the NIH and OSHA documents
related to handling of carcinogens in the workplace;
and drug reform legislation.
As this year draws to an end, many issues of

overriding importance to medical education remain
unresolved. Outstanding among these are health
manpower legislation and the redefinition of the
operating authorities of the NIH. Intervening
events—the state of the economy, the effect of the
election on the composition of the House and Senate
and on the leadership of the executive branch—
might modify the complexion of the situation drasti-
cally. Whatever the outcome the Association will
continue to represent with fidelity and vigor the
aspirations, needs, problems and attitudes of
medical education.
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Working With Other Organizations

Since 1972 the AAMC has worked with the Amer-
ican Board of Medical Specialties, the American
Hospital Association, the American Medical Asso-
ciation, and the Council of Medical Specialty Socie-
ties as a parent member of the Coordinating Council
on Medical Education. The CCME has served as a
forum to discuss medical education issues and to
recommend policy statements to the parent organi-
zations, and has reviewed the activities of the Liai-
son Committees charged with accreditation respon-
sibilities.

In July the top elected official and chief executive
officer of the five CCME parents met in Chicago to
consider the future role and structure of the organi-
zation. Far-reaching discussions resulted in a tenta-
tive agreement that CCME would be replaced by a
Council for Medical Affairs. The new organization
would not have a direct coordinating role over ac-
creditation. This new proposal must be discussed by
each parent organization before final adoption.

Since 1942 the Liaison Committee on Medical
Education has served as the national accrediting
agency for all programs in medical education lead-
ing to the M.D. degree. The LCME is sponsored by
the Council on Medical Education of the American
Medical Association and the Association of Ameri-
can Medical Colleges. Prior to 1942, and beginning
in the late nineteenth century, medical schools were
reviewed and approved separately by the AAMC
and the AMA. The LCME is recognized by the phy-
sician licensure boards of the 50 states and U.S.
territories, the Canadian provinces, the Council on
Postsecondary Accreditation and the Department
of Education.
The accrediting process assists schools of medi-

cine to attain prevailing standards of education and
provides assurance to society and the medical pro-
fession that graduates of accredited schools meet
reasonable and appropriate national standards; to
students that they will receive a useful and valid
educational experience; and to institutions that
their efforts and expenditures are suitably allo-
cated. Survey teams provide a periodic external re-
view, identify areas requiring increased attention,
and indicate areas of strength as well as weakness.
The findings of the LCME have been used to estab-
lish national minimal standards by universities,
various government agencies, professional socie-

ties, and other organizations having working rela-
tionships with physicians.
The LCME, through the efforts of its professional

staff members, provides factual information, ad-
vice, and both informal and formal consultation
visits to newly developing schools at all stages from
initial planning to actual operation. Since 1960
forty-one new medical schools in the United States
and four in Canada have been accredited by the
LCME.
In 1980 there are 126 accredited medical schools

in the United States, of which one has a two-year
program in the basic medical sciences and 10 have
not yet graduated their first classes and conse-
quently are provisionally accredited. The 116
schools that have graduated students are fully ac-
credited. Additional medical schools are in various
stages of planning and organization. The list of ac-
credited schools is found in the AAMC Directory of
American Medical Education.
A number of new medical schools have been

established, or proposed for development, in Mexi-
co and various developing island countries in the
Caribbean area. These entrepreneurial schools seem
to share a common purpose, namely to recruit U.S.
citizens. There is grave concern that these are edu-
cational programs of questionable quality based on
quite sparse resources. While the LCME has no
jurisdiction outside the United States and its terri-
tories, the staff has attempted to collect information
about these new schools and to make such data
available, upon request, to premedical students and
their collegiate advisors.
For the Liaison Committee on Graduate Medical

Education, this year was one of both progress and
new challenges. Through more effective staff work,
improved scheduling of program surveys made it
possible to increase the number of residency pro-
grams reviewed by the Residency Review Commit-
tees. The backlog of programs overdue for accredi-
tation by the LCGME was reduced. The number of
appeals by programs placed on probation or not ac-
credited has grown substantially. The appeals pro-
cedures of the LCGME have functioned only with
difficulty and are being reviewed to facilitate the
process while still ensuring fairness.
The LCGME forwarded to the Coordinating

Council on Medical Education a recommendation
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WORKING WITH OTHER ORGANIZATIONS

that the accreditation of graduate medical education
be financed through revenues generated by a com-
bination of an annual charge to programs based
upon the number of positions offered and charges
for periodic survey and review. If accepted by the
sponsoring organizations, the LCGME will have a
more secure financial base for its accreditation re-
sponsibilities. Sponsoring organizations would con-
tinue to pay the costs of their representatives' at-
tendance at meetings and the costs of LCGME pol-
icy development activities.

Discussions were held by the LCGME Steering
Committee with officials of the American Medical
Association to reach agreement on the role and re-
sponsibilities of the staff assigned to serve the
LCGME. These discussions resulted in greater par-
ticipation by the LCGME in selecting its Secretary
and specifying the Secretary's responsibilities.
Two changes in its bylaws were sent forward to

be ratified by the LCGME sponsors. An amend-
ment to establish an executive committee em-
powered to act for the LCGME between meetings
was rejected. Awaiting final approval is an amend-
ment to increase the number of representatives
from the Council of Medical Specialty Societies and
American Hospital Association to four each, giving
them parity with the AAMC, the American Board
of Medical Specialties and the AMA.
A subcommittee on improving the accreditation

process recommended that the LCGME and the
Residency Review Committees establish an accred-
itation mechanism for subspecialties for which spe-
cial competency certification is provided by a spe-
cialty board. Planning to implement this recommen-
dation is now in process.
The proposed revision of the general require-

ments section of the Essentials of Accredited Resi-
dencies sent forward last year was not ratified by
one sponsor; several modifications were also re-
quested by other sponsors. Consequently, another
special conference committee composed of repre-
sentatives of the CCME and the LCGME was es-
tablished to resolve the differences among the spon-
sors. Modifications acceptable to all representatives
were agreed upon and the general requirements are
now awaiting a second round of ratification deci-
sions.
In February the American College of Surgeons

forwarded to the LCGME, through the Council of
Medical Specialty Societies, a proposal that the sur-
gical specialties should review and consider chang-
ing the sponsorship of their Residency Review
Committees, develop a separate staff to serve the
surgical Residency Review Committees, and have
the Residency Review Committees reassume the
accrediting authority for graduate medical educa-
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tion programs in surgery. It was proposed that the
LCGME function only as an appeals body. Discus-
sions at the March Council of Medical Specialty
Societies meeting modified the proposal. It is antici-
pated that CMSS will make several recommenda-
tions for changing the relationship between Resi-
dency Review Committees and the LCGME and
changing the accreditation process. The evolution of
these recommendations and their impact upon the
future of graduate medical education accreditation
is not yet clear.
The Liaison Committee on Continuing Medical

Education, after the withdrawal of the American
Medical Association, reorganized its staffing and ac-
creditation process. Simultaneously it initiated pro-
cedures to review and revise the present state-
ments regarding principles and quality of continu-
ing education (Essentials) with the intent of improv-
ing the effectiveness of accreditation of continuing
medical education and of strengthening the role of
the LCCME as a promoter of innovation and ad-
vancement in this field. The translation of the con-
ceptual relationship between physician learning,
competence, performance and the quality of health
care into definable, discrete educational activities
and quality assurance programs, is a challenge that
requires a sustained effort from many quarters. A
project being carried out jointly by the AAMC and
the Office of Academic Affairs of the Veterans Ad-
ministration should prove helpful in this context by
developing suggestions regarding the cooperative
nature of continuing education involving the indi-
vidual physician and the educational provider insti-
tution and organization. In anticipation of reorga-
nizing the LCCME as a reunified accreditation
body, the theoretical and conceptual basis for its
further operations is being developed.
As a member organization of the Educational

Commission for Foreign Medical Graduates, the
AAMC is participating in a review of the Commis-
sion's role and functions on the present scene. The
ECFMG continues to be responsible for assuring
that foreign medical graduates entering U.S. grad-
uate medical education programs meet minimal
standards of preparation and competency for bene-
fiting from the education offered and for participat-
ing in patient care programs. Further, by a contrac-
tual arrangement with the International Communi-
cations Agency of the Department of State, the
ECFMG acts as the sponsor of the visitor exchange
program for physicians. Thanks to its extensive
computerized information system, it also serves as
a major source of information on the flow of FMGs
into this country. In addition, the ECFMG admin-
isters under contract with the National Board of
Medical Examiners the Visa Qualifying Examina-



WORKING WITH OTHER ORGANIZATIONS

tion required of alien foreign medical graduates to
qualify for either temporary exchange or perma-
nent immigration visa.
The Coalition for Health Funding, which the As-

sociation joined with others in establishing ten
years ago, has expanded its activities and influence
by monitoring and commenting on the development
of the Congressional budget resolutions in addition
to the traditional efforts on the appropriation pro-
cess. Efforts continue to refine the processes by
which the Coalition recommendations are devel-
oped and disseminated. Widespread acknowledge-
ment of the usefulness of the Coalition's annual posi-
tion on appropriations for the discretionary health
programs offers significant evidence of the increas-
ing respect in which the Coalition is held.
The diversity of the Association's interests and

the nature of its constituency offers an unusual op-
portunity for liaison with numerous other organiza-
tions representing health care providers, higher
education and those interested in biomedical and
behavioral research. The Association is regularly
represented in the deliberations of the Joint Health
Policy Committee of the Association of American
Universities/American Council on Education/Na-
tional Association of State Universities and Land-
Grant Colleges and in the Intersociety Council for
Biology and Medicine. These liaison activities pro-
vide forums in which information on matters of na-
tional interest can be shared, varying points of view
can be reconciled and collective actions undertaken
in the area of federal legislation and regulation.
A joint meeting of the Executive Committees of

the AAMC and the Association of Academic Health
Centers was held in April to discuss ways in which
the two organizations could work together more
closely. The AAHC described its particular interest
in becoming more active in issues relating to teach-
ing hospitals. The AAMC agreed to include AAHC
members in its distribution of policy memorandum.
The AAHC study on "The Organization and Gov-
ernance of Academic Health Centers" was reviewed
and critiqued by AAMC Administrative Boards.
As a member of the Federation of Associations of

Schools of the Health Professions, the AAMC meets
regularly with members representing both the edu-
cational and professional associations of eleven dif-
ferent health professions. This year FASHP has
been especially concerned with new health man-
power legislation and state and federal legislative

proposals to regulate standardized testing. The
Association also works closely with the staff of the
American Association of Dental Schools on matters
of mutual concern.
At the 1980 annual meeting of the National Board

of Medical Examiners, the Comprehensive Qualify-
ing Evaluation Program was presented for prelimi-
nary review and approval to move forward with
implementation. The Comprehensive Qualifying
Evaluation Program is an out-growth of the 1973
NBME Goals and Priorities Committee report
which recommended that there be a qualifying ex-
amination at the interface between undergraduate
and graduate medical education. Students would be
required to pass the exam to enter the graduate
phase of their education. Eventually this qualifying
examination would replace the three part sequence
of examinations provided by the Board since the
early 1920s. The Comprehensive Qualifying Evalu-
ation Program consists of a cognitive examination
and an assessment by faculties of the clinical skills
and competencies of their students. At the Board
meeting AAMC representatives expressed concern
about the need for wide dissemination of informa-
tion about the characteristics and utility of the Com-
prehensive Qualifying Evaluation Program to the
faculties and urged that the Board develop a pro-
cess to accomplish this.
To facilitate the interaction between the Board,

the AAMC, and its constituents, an ad hoc External
Evaluation Review Committee was appointed. The
committee was also asked to study a proposal by the
Federation of State Medical Boards to develop a
two step licensure process with the first step
requiring passing an examination such as the Com-
prehensive Qualifying Examination to qualify for a
limited license to participate in patient care in a
supervised graduate medical education program.
The second, for full licensure, would require passing
another examination after one or two years of grad-
uate medical education. The committee is expected
to report its recommendations to the Executive
Council in 1981.
The Association has continued its involvement

with the Pan-American Federation of Associations
of Medical Schools, which began in 1961 when the
AAMC played a key role in its establishment. An
AAMC delegation will attend the November confer-
ence in Panama on "Strategy for the Preparation
and Utilization of the General/Family Practitioner."
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Education

The Task Force on Graduate Medical Education,
appointed in 1977 to study the issues surrounding
graduate medical education, completed a report en-
titled, Graduate Medical Education: Proposals for
the Eighties. Under the chairmanship of Jack D.
Myers, Professor of Medicine at the University of
Pittsburgh, the Task Force and its five working
groups involved over 70 key individuals concerned
with improving the quality and availability of grad-
uate medical education for the expanding number of
students graduating from U.S. medical schools.
Each working group drafted a chapter of the re-

port. The chapter titles are The Quality of Graduate
Medical Education, The Transition Between Un-
dergraduate and Graduate Medical Education, Na-
tional Standards Formulation and Accreditation of
Graduate Medical Education, Specialty Distribu-
tion and Graduate Medical Education, and The
Financing of Graduate Medical Education.
At the 1979 annual meeting a representative of

each working group presented the major findings
and recommendations contained in each chapter to
a special Assembly session. The responses from
members of the Assembly were largely supportive,
although concerns were expressed regarding
several issues. One was how the relative autonomy
of many major teaching hospitals was to be rec-
ognized in defining a medical school and its network
of teaching hospitals as an academic medical center.
Another was whether the recommendation that
academic centers should attempt to adjust the mix
of specialists trained in their institutions to meet
perceived local, state, regional, or national needs
could be accomplished locally by the centers. A
third issue was how to resolve the debate over the
balance between education and service in graduate
medical education programs.
Subsequent to the Assembly discussion, the Task

Force modified the report to deal with concerns
which were expressed and presented it to the Exec-
utive Council for endorsement. The Council decided
to disseminate the report widely as a working docu-
ment and to sponsor an invitational conference of
representatives from specialty certifying boards,
specialty societies, the LCGME and its sponsors,
and key individuals concerned with national grad-
uate medical education policy. The conference was
held in Washington, D.C. on September 29 and 30.
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In 1979 the Executive Council decided to sponsor
periodic meetings for residents to gain their per-
spectives on issues in graduate medical education.
Thirty-two residents were selected from a list of
nominees provided by the deans of the medical
schools and the Organization of Student Represen-
tatives. At the first conference, in October of 1979,
the residents reviewed the preliminary draft of the
report of the task force on Graduate Medical Educa-
tion. Their discussion and critique of the document
provided useful insights which were used by the
Task Force. A second conference is scheduled for
January 1981 when thirty-six residents and eigh-
teen representatives from specialty boards and spe-
cialty societies will discuss problems in evaluation in
graduate medical education.

In concert with the emphasis of the Association in
the area of graduate medical education, the Group
on Medical Education has dedicated more attention
to this area. One significant dimension of the effort
was a meeting sponsored by the GME Steering
Committee with representatives from various spe-
cialty groups heavily involved in residency educa-
tion. The enthusiasm generated at that meeting for
collaborative efforts with the GME has found initial
expression in a jointly sponsored program at the
annual meeting on evaluation issues for program
directors. Discussions at the meeting also focused
on the importance of enhancing communication with
faculty responsible for the education of residents. In
this regard the GME found it important to review
the definition of the role of graduate medical educa-
tion appointments to the GME as a necessary step
in strengthening communication with faculty direct-
ly engaged in clinical education.
At a more specific level, the GME established a

new Technical Resource Panel to study educational
programs for students who have had part of their
medical education outside the U.S. system. This
panel will review the objectives and content of fifth
pathway programs, entry and exit criteria, and
ways in which the performance of such students is
assessed.
In addition to these activities at the national

level, regional GME initiatives have intensified the
focus on issues in graduate medical education. Plen-
ary and small group sessions examined topics such
as the process of accreditation in graduate medical
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EDUCATION

education, the development of the Comprehensive
Qualifying Examination as an assessment of readi-
ness for graduate training, the impact of curricula
on career choices, problems in the coordination of
family practice residencies, and a review of the
AAMC Task Force Report on Graduate Medical
Education.
Besides these targeted programs, the Research

in Medical Education Conference continues to serve
as a forum for discussion of many graduate educa-
tion issues, where papers are presented on topics
such as an examination of teaching behaviors in the
clinical setting, the impact of residency programs on
career outcomes, and the development and evalua-
tion of clinical problem-solving skills. The symposia
sessions have examined issues of current interest
such as the impact of government initiatives.

While these activities have been evolving in the
GME, AAMC staff have been pursuing related proj-
ects. The first report of the AAMC Clinical Evalua-
tion Project examined "The House Officer as a
Teacher: What Schools Expect and Measure." Spe-
cialty-specific reports describing evaluation prac-
tices and problems of clinical faculty involved in
assessing the performance of clerks and residents
will be available for internal medicine and surgery
in the near future; reports for pediatrics, psychia-
try, obstetrics/gynecology and family medicine will
follow.
The information received from clinical faculty

from approximately 500 departments is being
placed in the Clinical Evaluation Project data bank.
Departments in which similar evaluation problems
exist will be identified with the use of the data bank.
Clinical faculty identified with the use of the data
bank will then be invited to participate in various
research efforts focusing on specific evaluation
problem areas.
A program of research on the Medical College

Admission Test focuses on the full range of formal
medical education. These interpretive studies will
be conducted with institutions that are repre-
sentative of the admissions practices, curricular ap-
proaches, and student assessment systems used in
U.S. schools of medicine. Currently, twenty-seven
schools participate in the Medical College Admis-
sion Test Interpretive Studies Program with four
schools scheduled to join the program in 1981. The
AAMC and the participating institutions are estab-
lishing a research database to facilitate the conduct
of MCAT-related cooperative studies. The initiation
of local validity (interpretive) studies, based on re-
search plans developed by each institution, will oc-
cur in the fall of 1980. Additional studies are being
undertaken by staff on the national cohort in an
effort to provide additional information on the in-

terpretation of MCAT scores.
The results of such research will facilitate a more

informed and documented use of MCAT score infor-
mation in various institutional settings and provide
invaluable data to AAMC in its continuous effort to
monitor and evaluate the test.
While these efforts to enhance evaluation pro-

ceed, destructive efforts to regulate standardized
testing continued at both state and federal levels.
H. R. 4949, introduced into the Congress in 1979 by
Ted Weiss (D.-N.Y.), was withdrawn by the spon-
sor in October when favorable committee action ap-
peared doubtful. Additional hearings were con-
ducted in the spring of 1980 primarily to. review
developments in New York following the enactment
of similar legislation there. The AAMC once again
presented testimony in strong opposition to the bill
and brought to the attention of the Congress its
judicial action in the Federal District Court of New
York. There the AAMC was granted a preliminary
injunction protecting the MCAT from the enforce-
ment of the New York law while its constitution-
ality was tested. This action made it possible to
continue to offer the MCAT in New York.
Meanwhile other states looked with varying de-

grees of interest into similar legislation. Twenty-
three considered bills but none took favorable ac-
tion. The AAMC will continue to monitor these pro-
posals at both state and federal levels and continue
to offer its assistance to the schools in opposing this
legislation.
Pursuant to a decision by the Executive Council

to undertake a major review of the status of medical
education, planning began to study the general pro-
fessional education of physicians during both the
baccalaureate and medical school phases of their
education. The project will be founded on the con-
cept that all students progress from medical school
into graduate medical education and will particu-
larly focus on how to prepare students most effec-
tively for their graduate education.

Medical schools share with other organizations,
particularly specialty societies and hospitals, the
major responsibility of providing planned programs
for continuing education of physicians. The explora-
tion and development of mechanisms by which such
programs can blend with and contribute to indi-
vidual study requirements of physicians and con-
tribute towards maintaining or extending physician
competency and quality performance, represent an
exciting challenge to medical education in general
and faculties of medical schools in particular. The
Continuing Education Systems Project, a joint en-
deavor of AAMC and the Veterans Administration,
is developing a conceptual framework and guide-
lines for supporting the efforts of the physician as
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EDUCATION

an adult professional learner through organizational
or institutional program planning. This project rep-
resents a direct follow-up to recommendations of
the ad hoc Committee on Continuing Medical Edu-
cation approved by the Executive Council last year.

Medical schools and their related medical or
health sciences centers expend much effort and re-
sources producing educational materials and pro-
viding facilities for their utilization in the educa-
tional process. Despite rapid development in the
field of communication technology, the application
of this technology to learning and curriculum plan-
ning is uneven and frequently uncontrolled. The
AVLINE project to develop an information system
on mediated instructional materials was jointly
launched by the National Library of Medicine and
AAMC some years ago. Presently AVLINE offers
on- and off-line searches combining bibliographic
and critical review information for audiovisual edu-
cational materials in AVLINE, a broader consensus

22

on attitudes of quality of such materials available in
the health professions. However, in order to de-
velop a conceptual basis for a meaningful critical
review system of educational materials had to be
developed. AAMC, in collaboration with the Na-
tional Medical Audiovisual Center and the Veterans
Administration, has launched an effort to define
quality in terms useful for production, evaluation
and utilization of mediated educational materials.
For AVLINE the potential availability of nationally
acceptable criteria for quality of mediated instruc-
tional materials will be helpful in improving the crit-
ical review process of items entered into this data
base. Presently 9,000 entries in AVLINE cover the
health professions disciplines; 67 percent of these
entries address topics in clinical medicine. Never-
theless, the utilization of these resources is uneven
among and within institutions. Some of the dyna-
mics of the utilization process are presently under
study.
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Biomedical Research

Biomedical research in recent years has been
marked by an accelerating pace of new discoveries
of both basic and immediate practical importance.
These positive results are the fruits of several de-
cades of unparalleled research support, but they
have been matched in the past year by an accelerat-
ing rate of inflation, by the threatened erosion of
the research budget by Presidential rescission of
appropriated funds, by the uncertainty of research
training funds for fiscal year 1981, and by very se-
rious legislative threats to the autonomy and man-
agerial stability of the National Institutes of
Health.
In January 1980, the President proposed to re-

duce 1980 research funding by rescinding funds al-
ready appropriated by the Congress for a broad
array of health related programs. The President
then proposed increases above the reduced 1980
base for the 1981 fiscal year. The objective of the
President's proposed 1981 budget was to assure
funding of at least 5,000 investigator-initiated re-
search projects each year; however, the funds to
achieve this goal were to be taken from research
training, research centers and contracts. No funds
were requested for competing renewals or for new
individual or institutional awards in research train-
ing. The Association, in coalition with other national
associations, worked vigorously to persuade the
Congress to reject the 1980 rescission proposals and
to add additional funds to support new starts in
research training programs for fiscal year 1981.
Added to the adverse effect of funding uncer-

tainties and rapidly escalating inflation on the na-
tional biomedical research enterprise were legisla-
tive actions of the Congress which threatened the
structure and function of the National Institutes of
Health (NIH). Both the Senate and the House of
Representatives, spurred by the necessity to renew
the expiring authorities for the Cancer and Heart,
Lung and Blood Institutes and certain other pro-
grams, fashioned bills which went much further
than simple reauthorization and which established
the NIH in law for the first time. The Senate bill
was introduced in 1979. After much debate and dis-
cussion with the research community, the legisla-
tive proposal of the Senate was significantly im-
proved before its passage in 1980. The House bill, in
contrast, was introduced in February 1980, and

passed through the legislative process with little
opportunity for input from the scientific commu-
nity. Like the Senate bill, the House bill also pro-
posed to establish the NIH in statute but, in addi-
tion, it proposed three year authorizations and ap-
propriation levels for each Institute. Further, many
changes in the structure of NIH were proposed
which taken together would seriously compromise
the ability of NIH to meet current and future goals.
The Association, cooperating with other groups,
sought to modify the House bill to remove these
provisions and to render the NIH less susceptible to
politicalization.
During the past year the Association stepped up

its activities to counteract the developing shortage
of clinical researchers. A 1979 report of the Associa-
tion's ad hoc Committee on Clinical Research Man-
power had made a number of recommendations for
gathering data and disseminating information about
the decline of interest of physicians in research and
academic careers. The report was widely discussed
at the interim meetings of the deans, student affairs
officers, premedical advisers and medical school
faculty. Members of the committee and the Associa-
tion staff participated in conferences sponsored by
the AAMC, the Institute of Medicine, the Univer-
sity of Chicago, the NIH, the clinical research socie-
ties and the New York Academy of Medicine. In
addition, research suggested by the committee is
being conducted by the Association to provide
better understanding of and data about the prepara-
tion of physicians for research and faculty careers.
There are some signs that the situation may be sta-
bilizing or even improving slightly.
The Association continued to monitor legislative

and regulatory actions relating to clinical laborato-
ries to assure that research laboratories would not
be inadvertently and adversely affected by efforts
to improve such laboratories. And, largely through
Association efforts, the issue of the compensation of
human subjects injured in the course of research
was referred to the DHEW Ethics Advisory Board
and, later, to the President's Commission for the
Study of Ethical Problems in Medicine and Biomed-
ical and Behavioral Research. This very difficult
ethical dilemma is now receiving the careful study
of the latter Commission.
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Health Care

The increased reliance of medical schools on in-
come generated by faculty practice plans has made
physician services provided in the academic medical
center, once a matter of individual preference
decided by faculty, a matter of institution-wide con-
cern. Ambulatory care services in teaching hos-
pitals, formerly donated to the local community
with losses being absorbed elsewhere in the hos-
pital, have been expanded, and reorganized ambu-
latory centers are now marketing their services to
all sectors of the community. Major teaching hos-
pitals of academic medical centers, formerly stand-
ing as preeminent referral centers for tertiary care
in their area, are now experiencing a degree of com-
petition for complex cases from nearby community
hospitals where well trained subspecialists now
offer highly technical, sophisticated services. When
to all this is added a changing health care environ-
ment characterized by disenchantment with regula-
tion, new interest in allowing "marketplace" forces
to influence and determine the organization and
delivery of care, and by increasing support of both
government and industry for prepaid practice as
well as other alternative arrangements for the
delivery of care, the questions of developing rela-
tionships between components of the academic
medical center and health maintenance organiza-
tions have become of high interest to deans, faculty
members, and hospital administrators. A national
conference, co-sponsored by the Kaiser Family
Foundation and the Association of American
Medical Colleges in October 1980, addressed ques-
tions concerning the organization and financing of
HMOs, their effect on medical education, and fac-
ulty practice plans.
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This conference provided participants with back-
ground on the potential benefits and risks of in-
volvement and/or affiliation between academic med-
ical centers and prepaid practice so as to assist in
the decision as to the most appropriate form for a
relationship between an institution and prepaid
practice. It is expected that proceedings from this
conference will be published in early 1981.
During the fall of 1980 the final draft of textbooks

for faculty and students on quality assurance and
cost containment were readied for publication. This
effort, sponsored by the AAMC under a grant from
the Health Care Financing Administration and in
collaboration with the Johns Hopkins University,
culminated in twin publications. The first, a general
resource book for faculty, presents a comprehen-
sive review of the information and framework
needed to carry out quality assurance and cost con-
tainment activities, and provides detailed descrip-
tion of the sequence of activities to be followed in
conducting studies in practice situations. It reviews
existing quality assurance and cost containment
programs in U.S. medical schools and provides
strategies for implementing and evaluating such
educational programs. The companion text is a
more condensed and simplified primer for students
and residents. It describes the essential elements of
general quality assurance methods and critiques
various techniques currently utilized. Case studies
illustrate how to evaluate quality and manage re-
source utilization. Both texts have been in produc-
tion for two years. Extensive field testing among
students, residents and faculty preceded the final
drafts.
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Faculty

The Administrative Board of the Council of Aca-
demic Societies voiced its concern about the appar-
ent decline in clinical research manpower in June
1979, and at its suggestion an ad hoc committee was
formed to consider this matter. The committee's
report was adopted by the Executive Council in
January 1980, and its recommendations dissemi-
nated to the AAMC constituency and to others.
A key recommendation of the committee was that

the Association collect data and conduct studies of
the problem. Consistent with this recommendation,
the AAMC applied for and received a contract from
the Commission on Human Resources of the Na-
tional Academy of Sciences to conduct several stud-
ies pertaining to the supply, training and career-
long research productivity of clinical investigators.
One study will survey the amount of time spent in
research and research-related activities by M. D.s
on the United States medical school faculties, based
on a random sample of full-time faculty stratified by
department and year of graduation from medical
school. By collating the survey responses about cur-
rent research activity from physicians at different
stages in their careers, a career-long research in-
volvement profile will be generated for physicians
in each of five groups of departments. Research
publication activity of the surveyed faculty will also
be analyzed as part of the first study. Career pro-
ductivity profiles will be used with faculty age and
turnover data to project future clinical research out-
put.
Another study being performed for the National

Academy of Sciences will compare the careers of
physicians who received research training through
three alternative programs: NIH post-doctoral fel-
lowship training, intramural NIH research and clin-
ical associate programs, and the NIGMS medical
scientist training program. Matched samples of
graduates from each program will be compared on
the basis of medical school employment, faculty
rank advancement, publications, honors and grant
success.
The Faculty Roster System, initiated in 1965,

continues to be a valuable data base, containing in-
formation on current appointment, employment
history, credentials and training as well as demo-
graphic data for all salaried faculty at U.S. medical

schools. In addition to supporting AAMC studies of
faculty manpower, the system provides medical
schools with faculty information for use in the com-
pletion of questionnaires for other organizations; for
the identification of alumni now serving on faculty
at other schools; and for production of special re-
ports.
The Faculty Roster supports a variety of man-

power studies, including an annual descriptive
study. These studies are funded in part by the Na-
tional Institutes of Health. In 1979, Comparison of
Characteristics of U.S. Medical School Salaried
Faculty in the Past Decade, 1968-1978 was pub-
lished. The report provides comparison data and
summary information on faculty appointment char-
acteristics, educational characteristics, and employ-
ment history; it provides various breakdowns by
sex and ethnic group.
A new descriptive study deals with changes in the

characteristics of newly hired full-time faculty over
an eleven year period. As of June 1980 the Faculty
Roster contained information for 56,207 faculty; an
additional 30,217 records are maintained for "inac-
tive" faculty, individuals who have previously held
a faculty appointment.
The Association maintains an index of women and

minority faculty, based on the Faculty Roster, to
assist medical schools and federal agencies in their
affirmative action recruiting efforts. Since January
1980 staff at AAMC have been able to provide, for
those faculty members who have consented to re-
lease their data, specific information to aid in filling
senior positions in medical schools and to assist in
recruiting consultants and members of advisory
groups for the National Institutes of Health and
other agencies.
The Association's 1979-80 Report on Medical

School Faculty Salaries was released in January
1980. Compensation data were presented for 116
U.S. medical schools and 29,857 filled full-time
faculty positions, 1,459 more than in last year's sur-
vey. The tables present compensation averages,
number reporting and percentile statistics by rank
and by department for basic and clinical sciences
departments. Many of the tables provide compari-
son data according to type of school ownership, de-
gree held, and geographic region as well.
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Students

Approximately 36,000 applicants filed more than
325,000 applications for the entering class of 1980 in
the 126 U.S. medical schools. These numbers repre-
sent virtually no change from the previous year.
This year there was a slight increase in the number
of candidates from minority racial/ethnic back-
grounds.

First-year enrollment rose from 16,501 in 1978-79
to 16,930 in 1979-80 while total enrollment went
from 62,213 to a record high of 63,800. This increase
was the smallest in the past five years and was due
primarily to the admission of charter classes at two
newly established medical schools and additional
places becoming available at other newly developed
medical schools.
The number of female medical students reached

16,141, constituting 25.3 percent of total enrollment
and continuing the upward trend observed over the
last decade. First-year enrollments of female
medical students rose from 25.2 to 27.8 percent.
The application process was facilitated by the

Early Decision Program and by the American
Medical College Application Services. For the
1980-81 first year class, 819 students were accepted
at 56 participating medical schools. Since each of
these 819 students filed only a single application
rather than the average of 9.3 applications, the
processing of approximately 6,800 multiple applica-
tions was eliminated.

Ninety-six medical schools used AMCAS to pro-
cess first-year application materials for their
1980-81 entering classes. In addition to collecting
and coordinating admissions data in a uniform for-
mat, AMCAS provides rosters and statistical re-
ports and maintains a national data bank for re-
search projects on admissions, matriculation, and
enrollment. The AMCAS program is guided in the
development of its procedures and policies by the
Group on Student Affairs Steering Committee.
Beginning this fall the annual study of U.S. appli-

cants will be replaced by a broader annual pre-
medical study. To provide data to health professions
advisors, the Advisor Information Service cir-
culates rosters and summaries pertaining to appli-
cants who have authorized the release of personal
information. In 1979-80 222 health professions ad-
visors subscribed to this service.
While it is necessary to investigate the applica-
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tion materials of only a small proportion of prospec-
tive medical students for suspected irregularities in
the admissions process, the number of such investi-
gations rose substantially for students applying to
medical school in 1980-81. The average number of
such cases had fluctuated around 30 for the past
several years. To date, however, the number of
potential irregularities for 1980-81 admission has
doubled. Attempts by AAMC to refine methods of
detection of potential application irregularities con-
tinue. A computerized file of confirmed irregularity
cases will ensure that applicants exhibiting un-
ethical behavior do not gain unwarranted admission
to medical school.
While the number of MCAT tests administered in

1979 represented a 9.2 percent decrease from 1978,
the number of examinees sitting for the spring 1980
administration was almost identical to the volume in
spring of 1979. Since the spring administration is
usually indicative of the number of fall examinees,
the decline in examinees may have reached a pla-
teau. The percentage of female examinees con-
tinued to increase and now comprises 32 percent of
the examinee pool. The trend observed in 1978
which demonstrated an increasing proportion of col-
lege graduates and decreasing proportion of college
juniors among first-time examinees changed in
1979. While the number of first-time junior exami-
nees declined in 1979 from the previous year, the
rate of decline of five percent was considerably
lower than the 22 percent decline in the number of
first-time college graduate examinees. Further
study will be undertaken of the 1980 examinee
group.
During 1979-80 efforts continued to improve the

availability and types of financial assistance avail-
able to medical students. A Forum on Financing
Medical Education was held during the 1979 AAMC
Annual Meeting. Members of Congress, Congres-
sional staff and representatives of the Administra-
tion met with medical school representatives, heard
a presentation of problems and possible solutions,
and discussed student financial aid issues. Through-
out the winter and spring, bills renewing the Health
Professions Educational Assistance Act of 1976 and
the Higher Education Amendments of 1976 were
carefully monitored. Testimony was presented at
each appropriate hearing. An ad hoc Student As-
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STUDENTS

sistance Working Group to advise the AAMC Task
Force on the Support of Medical Education about
financial aid policy met in February to review pre-
vious AAMC testimony and recommend criteria for
student financial assistance programs. The Higher
Education Finance Research Institute at the Uni-
versity of Pennsylvania, under contract to AAMC,
developed a computer model for estimating the cost
and impact of federal loans to health professionals in
the 1980s. The model provides a useful tool for ana-
lyzing the effect of various loan policies.
In cooperation with the National Board of

Medical Examiners 1,725 U.S. citizens enrolled in
foreign medical schools or on official leave of ab-
sence were sponsored to take the June 1979 NBME
Part I examination and 700 were sponsored to take
the September 1979 examination. Of the combined
group, 1,985 took the examination and 51 percent
passed. This was the last COTRANS sponsorship
for the NBME Part I examination.
Commencing in June 1980, a separate examina-

tion, developed and administered by the NBME and
sponsored by the AAMC and known as the Medical
Sciences Knowledge Profile was administered. In
this first administration, 2,144 citizens or perma-
nent resident aliens from the United States and
Canada registered for the two-day examination. Of
those, 90.5 percent reported they were pursuing
M.D. degrees; 4.2 percent other health professions
degrees; 1.8 percent Ph.D. degrees; and 3.5 percent
reported either pursuing a master's or bachelor's
degree or no degree at all.
The MSKP examination provides constituent

schools of the AAMC a means of assessing knowl-
edge in the medical sciences and in introductory
clinical diagnosis for individuals being considered
for placement with advanced standing. Each part of
the examination is scored on a nine point scale;
there is no total score and no designation of pass or
fail levels.
As a result of a two-year grant from HEW, more

Simulated Minority Admissions Exercise Work-
shops were held. SMAE, developed by the AAMC
in 1974, assists admissions committees to evaluate
noncognitive information on nontraditional appli-
cants to medical school. Since September 1978,
federal funding has supported thirteen workshops
for nearly 400 faculty, medical school administra-
tors and premedical advisors. To expand the use of
SMAE, individuals in each region have been trained
to administer the workshops.

Results of the second national administration of
the AAMC's Medical Student Graduation Question-
naire were sent to each medical school graduating
student in 1979. The school reports compared the
response of all 8,382 graduates who completed the
7-page questionnaire with those of the respondents
from each institution. Selected highlights of the
1979 survey were also included in the 1979 Direc-
tory of the National Resident Matching Program in
the form of an "AAMC Graduation Questionnaire
Report to the Class of 1980." Results from the more
than 10,000 respondents to the 1980 survey were
reported to the schools during the summer and to
the 1981 seniors in the fall.
The AAMC Universal Application for First Year

of Graduate Medical Education, which was devel-
oped at the recommendation of the AAMC Task
Force on Graduate Medical Education, was widely
circulated for review and comment and subsequent-
ly revised to accommodate the suggestions re-
ceived. The universal application will facilitate the
process of applying for a first-year residency posi-
tion by providing a standard form for transmittal of
basic information from students to hospital program
directors. Copies of the final version of the form
have been distributed to teaching hospitals nation-
wide; plans for its implementation are being de-
veloped on the basis of program directors' willing-
ness to accept the universal application.
In 1979-80 the Group on Student Affairs sug-

gested changes in the AAMC recommendations
concerning medical school acceptance procedures,
also known as the "traffic rules." The adopted
changes suggested limits on the amount of tuition
deposits and the dates by which they become non-
refundable. The GSA also set up a telephone cas-
cade for quick communications.
The Group on Student Affairs—Minority Affairs

Section Coordinating Committee developed an im-
plementation plan for the recommendations of the
AAMC Task Force on Minority Student Opportuni-
ties in Medicine. The plan focuses on four major
areas: prematriculation, matriculation, graduate
medical education, and faculty development and
was accepted with modifications by the Executive
Council in March 1980.
The Women's Liaison Officers again participated

in the four regional meetings of the Group on Stu-
dent Affairs. The program of the Western Region
included a panel discussion on the role of women at
medical schools in the 1980s.
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Institutional Development

In 1972 a program was initiated to strengthen the
management of medical schools and academic
medical centers. The Management Advancement
Program consists of several interdependent parts:
an Executive Development Seminar (Phase I), the
Institutional Development Seminar (Phase II), and
Technical Assistance and Special Programs (Phase
III). To date, forty-four seminars have been of-
fered; participants from 125 U.S. and 13 Canadian
medical schools as well as 135 hospitals have partici-
pated.
The program was designed to assist institutions

in the development of goals that would effectively
integrate organizational and individual objectives;
to strengthen the decision-making and the problem-
solving capabilities of academic medical center ad-
ministrators; to aid in the development of strategies
and mechanisms that would allow medical schools
and centers the flexibility to adapt more effectively
to changing environments; and to develop a better
understanding of the function and structure of the
academic medical center.
The Executive Development Seminar for senior

academic medical center administrators is an inten-
sive week-long seminar on management theory and
technique. The follow-up Institutional Develop-
ment Seminars are designed to facilitate managerial
decision-making on broad institutional issues. Each
dean who attends selects a group of key individuals
from the institution who would need to be involved
in the decisions and plans relating to the critical
issues under consideration. Five or six such institu-
tional teams meet at an off-site location for several
days for plenary sessions on management topics and
team analysis and discussion of their own institu-
tional management problems. Each school team is
assigned an experienced management consultant
who facilitates the work of the group and advises on
alternative approaches for dealing with the man-
agement issues involved.
During the past year there were three Executive

Development Seminars for medical school deans,
for teaching hospital directors, chairmen of medi-
cine and service chiefs of affiliated hospitals. In ad-
dition, a special seminar for deans was offered on
financial management. The Financial Management
Seminar reviews the basic principles of sound fiscal
management and allows deans to share and discuss
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common problems and alternative solutions in this
increasingly complex and critical area. A special
seminar was conducted this past year for women in
senior administrative roles in academic medicine.
Plans are underway for additional programs for
chairmen of pathology, anesthesiology and some of
the surgical specialties as well as for a conjoint pro-
gram for the Group on Business Affairs and the
Group on Institutional Planning.
The Management Advancement Program was

planned by an AAMC Steering Committee which
continues to participate in program design and
monitoring. Faculty from the Sloan School of Man-
agement, Massachusetts Institute of Technology,
have played an important role in the selection and
presentation of seminar content. Consulting exper-
tise has been provided by many individuals includ-
ing faculty from the Harvard University Graduate
School of Business Administration, the University
of Oklahoma College of Business Administration,
the Brigham Young University, the University of
North Carolina School of Business Administration,
and the George Washington University School of
Government and Business Administration. Initial
financial support for the program came from the
Carnegie Corporation of New York and from the
Grant Foundation. Funds for MAP implementation
and continuation have come primarily from the
Robert Wood Johnson Foundation; in addition, con-
ference fees help to meet expenses.
The Management Advancement Program stimu-

lated the interest of program participants and
others for the development of mechanisms that con-
tinue access to management information of particu-
lar interest to academic medical center administra-
tors. Therefore, in 1976 the Management Education
Network was designed to identify, document and
transmit management information relevant to med-
ical center settings. With support from the National
Library of Medicine MAP Notes, an annotated bib-
liography of the management literature drawn from
current periodicals and journals, has been prepared
and distributed. Other products from the MEN
project include a study guide and companion audio-
visual tapes on strategic planning, a study on medi-
cal school departmental review, and a simulation
model and companion study on tenure and promo-
tion in academic medical centers. Several of these
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INSTITUTIONAL DEVELOPMENT

products were completed and made available for the
first time this year. The final report of the study of
academic tenure will be available for distribution
shortly. During the course of the tenure study the
information developed has been made available to
many medical schools concerned with tenure ques-
tions.
In addition, the studies of the career patterns of

medical school deans and vice presidents for health
sciences and their implications for medical school
leadership and management are continuing, sup-
ported by the Commonwealth Fund.
A new area of management policy analysis was

undertaken this year to develop the planning princi-
ples that might guide institutional decision makers
in designing and implementing programs of health
information handling for the academic health sci-
ences library, particularly in the context of techno-
logical and environmental change. The principal
areas of study relate to the library's mission, func-

tion, structure and financing; its service objectives
and roles; and its administrative relationships to
other medical information delivery modalities, both
internal and external. The study is supported by the
National Library of Medicine and is targeted for
completion in 1982.
In the past year the Visiting Professor Emeritus

Program with support from the National Fund for
Medical Education has enlarged the roster of active
senior physicians and scientists in diverse specialty
areas, and has encouraged medical schools to partic-
ipate in the program whenever temporary faculty
assistance is needed. These goals are being realized
and visits to medical schools by emeritus professors
occur on a regular basis. It is hoped that the pro-
gram can continue to be a worthwhile service to the
medical schools as well as providing new opportuni-
ties for senior professors to contribute in the areas
where their skills are greatly needed.
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Teaching Hospitals

The Association's teaching hospital activities
have been concentrated in four areas during
1979-80: analyzing and responding to proposed
federal legislation, evaluating federal regulatory
proposals, beginning a study of the characteristics
of member hospitals, and collecting and dissemina-
ting survey research data.

Early in 1979 H.R. 2222 was introduced to amend
the National Labor Relations Act to define interns
and residents as employees for purposes of the Act.
The bill would have overturned the March 1976
Cedars-Sinai decision of the National Labor Rela-
tions Board. The Association objected that the bill
would alter the fundamental relationship between
housestaff and faculty from an educational to an
employment model and that the educational em-
phasis of graduate medical education would be re-
placed by a new emphasis on "wages, hours, and
terms and conditions of employment." The Associa-
tion and its members actively opposed the bill from
its introduction. While H. R. 2222 was expeditiously
approved by the Subcommittee on Labor-Manage-
ment Relations and its parent Committee on Educa-
tion and Labor, it was soundly defeated when
brought before the House.
In a related judicial action the full U.S. Court of

Appeals for the District of Columbia heard argu-
ments that the NLRB had exceeded its authority in
deciding the Cedars-Sinai case. The Court allowed
the Cedars-Sinai decision to stand, stating "In this
case the (National Labor Relations) Board carefully
analyzed the facts and reached the conclusion that
interns, residents, and clinical fellows are primarily
engaged in graduate educational training and that
their status is therefore that of students rather than
of employees; that the programs in which they par-
ticipate were designed not for the purpose of meet-
ing the hospital's staffing requirements, but rather
to allow the student to develop, in a hospital set-
ting, the clinical judgment and the proficiency in
clinical skills necessary to the practice of medicine
in the area of his choice. In making this determina-
tion the Board acted within its jurisdiction."

Since its inauguration, the Carter Administration
has sought legislation limiting allowable hospital
revenues. Misleadingly titled as a hospital cost con-
tainment bill, the legislation evoked strong opposi-
tion from hospitals and their associations. The
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AAMC worked with its members in testifying
against and opposing the Administration's proposal
which was considered and defeated by the House.
In opposing legislation mandating a federal regu-

latory approach to hospital revenue limitations,
several members of Congress developed an interest
in reducing the rate of increase in hospital revenues
by stimulating competitive pricing among hospitals
and insurance companies. The Association testified
before the Health Subcommittee of the Senate Fi-
nance Committee on several proposals to increase
hospital competition. While noting that the Associa-
tion shared the goal of encouraging patients and
hospitals to make cost conscious decisions, the
AAMC expressed concern that no one had articu-
lated the appropriate limits of competition or the
impact of competition on patients, physicians, or
hospitals. The AAMC also questioned the impact of
a competitive approach on the medical education
programs of hospitals, the availability of tertiary
care services, the incentives for providing high
quality services, and a hospital's ability to care for
charity patients.
While the Carter Administration continued to

promote hospital revenue limitations, changes in
the general economy and local developments in
several communities threatened several hospitals
with financial insolvency. The Association sub-
mitted testimony to the Health Subcommittee of
the Ways and Means Committee addressing the
financial plight of urban hospitals serving primarily
medically indigent and uninsured patients. Noting
that these hospitals need long-term solutions which
reform the financing of medical services for the
medically indigent and the poor, the AAMC argued
that these hospitals also need immediate, external
assistance including modifications in Section 223
limitation procedures, Medicare and Medicaid parti-
cipation in paying hospital bad debts, special project
funds to modernize facilities, and special grant pro-
grams.

Section 227 of the 1972 Medicare Amendments to
the Social Security Act established special provi-
sions for payment of physicians' professional medi-
cal and surgical services in teaching hospitals.
While then Secretary Califano agreed to delay im-
plementation of Section 227 at the 1978 AAMC An-
nual Meeting, no legislative action was taken to
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postpone officially implementation beyond the Oc-
tober 1, 1978 deadline. This year there have been
several efforts to pass legislation to delay Section
227. Because federal officials continued to develop
draft regulations which would have discriminated
against physicians and patients in teaching hos-
pitals, the Association endorsed the repeal of Sec-
tion 227, which was adopted by the Committee on
Interstate and Foreign Commerce.
The Association has also supported an amend-

ment to limit the HHS Secretary's authority to pre-
scribe mandatory federal personnel standards for
clinical laboratories, including hospital laboratories.
As an alternative to personnel credentials, the As-
sociation advocated blind output testing for clinical
laboratories.

During the past year, there has been a revived
interest in national health insurance legislation. To
assess previous Association policy positions which
were adopted in a more expansionary economic
climate, the AAMC appointed a National Health
Insurance Review Committee. The committee's
proposals, adopted by the Executive Council, rec-
ognized that comprehensive insurance coverage is
generally now in force for most Americans. There-
fore, the new Association statement advocates ex-
pansion and improvement of health insurance in the
United States through Medicaid eligibility and
coverage reforms, an incentive program to make
catastrophic health insurance more widely avail-
able, and a commission to certify minimal standards
for basic health insurance policies.
Renewal of the National Health Planning and

Resources Development Act of 1974 (P. L. 93-641),
operating under special extensions since 1977, was
the focus of legislative activity this year. Passage of
renewal legislation came only after months of
debate, negotiations, and amendments.
During the Senate and House deliberations, the

AAMC called for the extension of certificate of need
review requirements to all major medical equip-
ment in excess of $150,000; HSAs to be prohibited
from conditioning approval of one health service
request on an agreement to develop another health
service; HSAs to be permitted to approve the
limited introduction of new technologies prior to
development of planning guidelines for them; the
elimination of grant support to states for develop-
ment of potentially mandatory programs for decer-
tification of institutional resources and facilities;
and the inclusion of a chief executive officer of a
tertiary care/referral hospital on HSA and SHCC
boards.
In addition, the AAMC specifically urged health

planning legislation to include provisions requiring
that the dean of a medical school be represented on

an HSA board if the health service area contained
an accredited school of medicine, and requiring that
HSA and state agency reviews consider the effect of
proposed services on the clinical needs of health
professional training programs and the extent to
which the health professions school would have ac-
cess to the services for training purposes. Both of
these provisions appeared in several of the early
versions of the legislation this year, but only the
second provision was adopted.
In the spring of 1979, HCFA published the final

regulations for setting routine service limitations
for all cost reporting periods beginning on or after
July 1, 1979. A mailgram survey revealed that
teaching hospitals would be disproportionately
penalized by the new payment limitations. Because
of this adverse impact, the Association held a na-
tional meeting on Section 223 to allow HCFA to
describe the present limitations and exception
methodology, to provide HCFA with a sense of the
financial devastation the regulations would create
for the nation's medical centers, and to allow COTH
members to explain to their Congressional repre-
sentatives the adverse financial and operational im-
pacts resulting from these limitations.
Subsequently HCFA published a notice that

raised the per diem limits and invited public com-
ments on the statistical threshold used to set the
limitation. In the Association's comments on this
proposed rule, the negative and inequitable impact
of HCFA's proposal to use 115% of the group mean
to set limits was outlined. The AAMC strongly rec-
ommended that HCFA return to using the 80th per-
centile plus 10% of the mean for determining a limit
in each grouping of hospitals as was done in pre-
vious years. As a result of the extensive comments
received, HCFA retained the 80th percentile for
1979-80.
When the AAMC Executive Committee met with

HEW Secretary Harris to discuss Association con-
cerns with Department actions, specific attention
was given to the adverse impact of Medicare Sec-
tion 223 reimbursement limitations on COTH mem-
bers. When a subsequent HEW analysis confirmed
this adverse impact, HCFA began exploring alter-
natives to correct this bias.
HCFA suggested an adjustment for reporting

years beginning July 1, 1980. Once again, the
AAMC surveyed hospitals to assess the regulatory
impact and learned that the proposed teaching hos-
pital adjustment did make the limitation approach
more equitable. In its comments, therefore, the
AAMC emphasized that the methodology proposed
in the April 1, 1980 Federal Register reduced two of
the deficiencies of prior methods by recognizing the
indirect costs of medical education on teaching hos-
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pitals and by accounting more accurately for the
impact of local wages on routine operating costs.
Nevertheless, the methodology still fell short of
measuring in any meaningful, defensible way the
purported sources of concern—inefficiency and the
provision of unnecessary services.
In a regulatory proposal related to the Medicare

limits on routine services, HCFA proposed an ex-
panded and more heavily quantitative definition of
special care units which are not subject to the rou-
tine service payment limits. The AAMC strongly
recommended that HCFA halt its attempt to define
special care units using physical plant and nursing
input criteria. HCFA was urged to prepare regula-
tions which would have the hospital, with PSRO
approval, determine special care patients on the
basis of their medical needs.
In March 1980 HCFA proposed the Annual Hos-

pital Report as a uniform reporting system for hos-
pitals. The Association and many of its members
objected to the proposal on policy and technical
grounds. Although the AAMC reiterated its sup-
port for uniform hospital reporting, it opposed the
proposed AHR system because it was an excessive
use of the Secretary's authority, required excessive
information, combined reporting and reimburse-
ment, and failed to provide necessary additional
revenue for system introduction and maintenance.
In lieu of AHR, the AAMC recommended a report-
ing system using audited financial statements, con-
solidated cost centers, statistically reclassified en-
tries and sampling procedures, and a more lib-
eralized concept of materiality. Finally, the AAMC
recommended data from any uniform reporting
system be considered confidential unless necessary
for the efficient operation of another government
agency and formal, written consent had been ob-
tained from the identified hospitals.
For several years Medicare's practice of offset-

ting primary care grant funds prior to determining
a hospital's Medicare reimbursement has diluted
the positive impact of these grants. In 1978 then
HEW Secretary Califano promised that this prac-
tice would be changed and proposed new regula-
tions. The Association complimented HCFA on the
proposed change in policy, recommended that the
proposed rule be effective for cost reporting years
beginning in 1975, and urged that the present defi-
nition for the costs of approved educational activi-
ties be left unchanged.
A HCFA final rule proposed a uniform application

on July 1, 1980 of regulations governing payments
to physicians compensated by or through hospitals
on a contractual basis. In commenting, the Associa-
tion objected to HCFA's failure to use a notice of
proposed rulemaking, objected to the short time
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between the announcement of the policy change and
its proposed implementation, and agreed that spec-
ial care and attention was needed for clinical pathol-
ogy services. For clinical pathology, the Association
supported as one option language from Senate Re-
port 96-471 which would permit physicians to be
compensated on a percentage arrangement if the
amount of reimbursement is based on an approved
relative value scale ". . which takes into considera-
tion such physician's time and effort consistent with
the inherent complexity of procedures and ser-
vices."
The AAMC gave a "mixed review" to proposed

regulations affecting the Provider Reimbursement
Review Board. The AAMC favored provisions of
the proposed regulations which would accelerate re-
view of PRRB cases to the courts and opposed other
provisions which would lead to increased control of
the PRRB by HCFA, as well as undercut the
PRRB's mandate to review HCFA policy.
The AAMC supported a number of the amend-

ments to existing PRRB procedures including ex-
pedited judicial review, making "final decisions" of
the PRRB reviewable only by the courts, clarifying
the deadlines for health care providers to seek judi-
cial review of PRRB decisions, and prohibiting "ex
parte" communications during a review of a PRRB
decision.

In other comments the Association agreed with a
provision that would designate HCFA as the party
representing the Medicare program in most PRRB
cases. However, the AAMC strongly opposed al-
lowing the HCFA Administrator to continue to be
the final appeals authority for PRRB decisions
within HHS since the agency would be a party to
the PRRB proceedings. The remaining provisions
of the proposed regulations were uniformly opposed
by the AAMC because they would weaken the
PRRB and bring its independence into question.
The Association also commented on the proposed

regulations by the Center for Disease Control and
HCFA that proposed a uniform set of standards
applicable to supervisory technical personnel in
clinical laboratories subject to regulation under the
Medicare program and the Clinical Laboratory Im-
provement Act of 1967. The Association challenged
the proposition that credentialing of personnel is an
effective and reasonable approach to assure the ac-
curacy and reliability of test results. The Associa-
tion felt that the establishment of a single set of
standards for all laboratories failed to consider the
special needs of clinical research laboratories.
Finally, the AAMC criticized the arbitrary and in-
flexible qualifications proposed, which it believed
would have a negative impact upon the quality of
laboratory testing. The AAMC proposed an alter-
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TEACHING HOSPITALS

native approach to assuring the quality of a
laboratory, including an expanded program of profi-
ciency testing in laboratory certification, limiting
the proficiency testing to the most frequently per-
formed tests, and, for certain laboratories, the
establishment of standards for full-time laboratory
directors and technical supervisors only, certifica-
tion of the quality of these laboratories by on-site
and blind output testing and inspection as needed.
During the year the AAMC commented upon two

aspects of the nation's health planning program—
draft regulation for national planning goals and re-
vised conditions for approved certificate of need
programs. The Association supported the broad,
general concepts of the draft national goals; how-
ever, it recommended the deletion of a statement
which unfairly conditioned the future funding of
new health care initiatives on limiting the resources
devoted to inpatient care and the insertion of uni-
form reporting in place of uniform cost accounting
as a desired national health planning goal.
The Association submitted comments and recom-

mendations on the proposed regulations governing
certificate of need reviews by state health planning
and development agencies and health systems agen-
cies. The Association was pleased that the HHS
Secretary had followed strictly the substance of the
statutory provisions requiring that the criteria for
reviews include consideration of the clinical and ac-
cess needs of health professions training programs,
and the special needs and circumstances of those
entities providing a substantial proportion of their
services and resources to individuals residing out-
side of their immediate health service areas. The
AAMC, however, was particularly concerned about
an issue not addressed by the regulations—Con-
gressional intent with regard to the need to review
proposed training and research projects, facilities,
and medical equipment without a major impact on
the availability or delivery of health services in a
health service area. The Association noted that
Congress specifically provided that both research
and training projects under the Public Health Ser-
vice Act should not be reviewed by HSAs under the
"review and approval of proposed uses of federal
funds" responsibility when the training project
would not alter health service availability or when
the research project would not change the delivery
or availability of services to those in an area who are
not direct participants in the research. The AAMC
called for the exemption of such projects from the
CON review process as a more accurate interpreta-
tion of legislative intent.

The 1979 COTH Spring Meeting had concluded
that methodologies were needed to quantify inten-
sity and educational costs so that teaching hospitals
could be classified into homogeneous groups or
scaled into continuous distributions. This recom-
mendation was supported by the Executive Council
and staff developed a state-of-the-art paper on ap-
proaches to quantifying patient intensity and an an-
notated bibliography on educational costs. Review
of this paper was followed by the appointment of an
ad hoc Committee on the Distinctive Characteris-
tics and Related Costs of Teaching Hospitals
charged with guiding the Association's special proj-
ect on the patient intensity of care in teaching hos-
pitals. The committee has recommended that
AAMC monitor and visit case mix researchers,
state and federal reimbursement experiments, and
developers of management information systems
focusing on patient diagnosis; sponsor a workshop
on case mix measurement, reimbursement, and
management information systems; evaluate the
HCFA case mix assumptions; and develop a study
of the characteristics and costs of teaching hos-
pitals.
In formulating the plan for a study of the COTH

membership, significant questions were raised
about the case mix and financial data for the study.
Seven hospitals with significant past experience in
merging patient-specific clinical and financial data
were convened as an advisory panel to the larger
committee. It was the consensus that a case mix
project should begin with a limited number of hos-
pitals, use the Yale Diagnosis Related Groups, and
use charges and "charges adjusted for cost to
charge ratios" to compare the costs of cases.
The committee has also approved an 18-month

study to develop profiles for a sample of teaching
hospitals on case mix, program and services, and
financing. A comprehensive description of teaching
hospitals will be derived.
In addition to these reports the Association has

maintained its program of regular membership re-
ports and surveys. An expanded COTH Report is
published approximately 10 times a year. The
COTH Directory of Education Programs and Ser-
vices, published annually for 12 years, provides a
profile of each COTH member hospital, including
selected operational and educational program sta-
tistics. The COTH Survey of Housestaff Stipends,
Benefits, and Funding publishes information on
levels of stipends for housestaff. It also provides
information on fringe benefits for housestaff and on
sources and amounts of funding per hospital.
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Communications

A variety of publications, news releases, news
conferences and personal interviews with repre-
sentatives of the news media are used by the Asso-
ciation to communicate its views, studies, and re-
ports to its constituents, interested federal repre-
sentatives, and the general public.
The AAMC initiates or responds to more than 20

news media interviews and requests for information
and policy statements each week. In part, this
media interaction has been responsible for the edi-
tors of U.S. News and World Report naming the
Association's President as "one of the most influen-
tial leaders in the health field" for the fourth consec-
utive year. The magazine editors base their assess-
ment on the views of journalists, Capitol Hill aides,
members of Congress and others.
The major vehicle used by the Association to in-

form its constituents is the President's Weekly Ac-
tivities Report. This publication, which is issued 43
times a year and reaches about 9,000 readers, re-
ports on AAMC activities and federal activities that
have a direct effect on medical education, biomedi-
cal research, and health care.
The Journal of Medical Education in fiscal 1980

published 1,039 pages of editorial material in the
regular monthly issues, compared with 1,015 pages
the previous year. The published material included
a total of 178 papers (86 regular articles, 83 Commu-
nications, and 9 Briefs), compared with 164 papers
in fiscal 1979. The Journal also continued to publish
editorials, datagrams, book reviews, letters to the

editor, and bibliographies provided by the National
Library of Medicine.

The volume of manuscripts submitted to the
Journal for consideration continued to run high.
Papers received in 1979-80 totaled 423, compared
with 450 and 429 the previous two years. Of the 423
articles received in 1979-80, 140 were accepted for
publication, 211 were rejected, 16 were withdrawn,
and 56 were pending as the year ended. Monthly
circulation averaged 6,400.
During the year special issues were devoted to

cost containment, MCAT, continuing medical edu-
cation, and the AAMC Annual Meeting. An AAMC
study, "Continuing Education of Physicians: Con-
clusions and Recommendations," and the Associa-
tion's annual report and annual meeting program
were published as supplements.
About 32,000 copies of the annual Medical School

Admission Requirements, 4,500 copies of the
AAMC Directory of American Medical Education,
and 8,000 copies of the AAMC Curriculum Direc-
tory were sold or distributed. Numerous other pub-
lications, such as directories, reports, papers, stud-
ies, and proceedings also were produced and dis-
tributed by the AAMC. Newsletters include the
COTH Report with a monthly circulation of 2,600;
the OSR Report, circulated twice a year to medical
students; STAR (Student Affairs Reporter), which
is printed twice a year and has a circulation of 800;
and the Council of Academic Societies Brief, which
is published quarterly and has a circulation of 5,000.
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Information Systems

The Association has a general purpose computer
system to support its information requirements.
This in-house system, installed in September 1976,
facilitates the optimum use of the Association's in-
formation resources for its programs. The develop-
ment and use of the information systems have in-
creased significantly during the past year, and the
Association's activities are now enhanced by com-
prehensive student, faculty, and institutional data
systems.
The information systems on medical students

continue to develop and expand. Work is in prog-
ress on a unified system to monitor students from
their pre-medical years through the application
process, medical school, and into the first years of
their post-M.D. experience. When completed, this
system will provide the basis for both historical per-
spective and current information on medical stu-
dents in the United States.
The heart of the medical student information

system is the American Medical College Application
Service system. This system supports the Associa-
tion's centralized application service by capturing
data on applicants to medical schools and linking
applicant data with the MCAT test scores and aca-
demic record information for each applicant. Med-
ical schools and applicants are informed of the appli-
cation process through daily status reports, and
medical schools regularly receive rosters of appli-
cants and summary statistics which compare their
applicants with the national applicant pool. Each
applicant's record is immediately available via com-
puter terminal to appropriate Association personnel
responding to telephone inquiries from applicants
and medical school personnel.
The information in the AMCAS system is the

basis for special reports generated throughout the
year and provides answers to questions posed by
medical school personnel and Association staff.
Finally, the AMCAS system is used for regular de-
scriptive studies of medical school applicants as well
as more focused, issue-oriented studies.
A number of other data systems supplement the

AMCAS information on medical students. Among
these are the Medical College Admission Test refer-
ence system which contains MCAT score informa-
tion and questionnaire responses for all examinees;
the college system, which contains information on

all U.S. and Canadian colleges and universities; and
the Medical Sciences Knowledge Profile system on
individuals applying to take the MSKP exam for
advanced standing admission to U.S. medical
schools.

Information on students enrolled in U.S. medical
schools is maintained in the student records system.
This system, maintained in cooperation with the
medical schools, follows the progress of medical stu-
dents from matriculation through graduation. The
information in the student records system is supple-
mented periodically through the administration of
surveys, such as the Graduation Questionnaire and
the Financial Aid Survey, to specific groups or sam-
ples of medical students.
The Association maintains two major information

systems on medical school faculty: the Faculty
Roster system includes information on the back-
ground, current academic appointment, employ-
ment history, education, and training of all salaried
faculty at U.S. medical schools. This information is
maintained in cooperation with medical school staff
by Association personnel having on-line access and
update capability to the information. Data in the
Faculty Roster system are periodically reported
back to the medical schools in summary fashion,
enabling the schools to obtain an organized, system-
atic profile of their faculty. The Faculty Salary Sur-
vey system amasses the information from the Asso-
ciation's annual survey of medical school faculty
salaries. This information is used for the Annual
Report on Medical School Faculty Salaries and is
available on a confidential, aggregated basis in re-
sponse to special inquiries from the schools.
The Association maintains a number of institu-

tional information systems, including the Institu-
tional Profile System, a repository for information
on medical schools. Information is entered both
directly from surveys sent to the medical schools
and through other information systems, from which
data are aggregated by medical school. The infor-
mation is maintained in a database supported by a
computer software package that allows immediate
user retrieval via computer terminal. The system is
used to respond to requests for data from medical
schools and other interested parties, and to support
a variety of research projects. There are over
16,000 items of information currently in IPS, de-
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INFORMATION SYSTEMS

scribing many aspects and characteristics of medi-
cal schools from the early 1960s through the present.
An ancillary system to the Institutional Profile

System has been developed to process Part I of the
Liaison Committee on Medical Education Annual
Questionnaire. This allows for input on-line editing
of the data and generates reports that identify er-
rors and inconsistencies in the data on the question-
naires and compares the values from the current
year with those reported from the previous four
years. This system produces information used in the
report of medical schools' finances which appears in
the annual education issue of the Journal of the
American Medical Association.

Information on the teaching hospitals is also
maintained. The Association's program of teaching
hospital surveys combines four recurring surveys
with special issue oriented surveys. The annual sur-
veys are the Educational Program and Services

Survey, the Housestaff Policy Survey, the Income
and Expense Survey for University Owned Hos-
pitals, and the Executive Salary Survey. These sur-
veys serve as the basis of four annual reports gener-
ated by the Association and provide answers to
special requests made by the member hospitals.
Data collection and information dissemination ef-

forts of the Association continue to give attention to
special areas or issues of concern to medical educa-
tion. Among the areas currently receiving focused
attention are the status of women in academic medi-
cine, the role of the biomedical researcher in aca-
demic medicine, the status of medical practice plans
in the medical schools, and the case mix of patients
in teaching hospitals. The Association staff will con-
tinue to use all available information resources to
focus on these and other areas of importance to
academic medicine.
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Treasurer's Report

The Association's Audit Committee met on Sep-
tember 15, 1980 and reviewed in detail the audited
statements and the audit report for the fiscal year
ended June 30, 1980. Meeting with the Committee
were representatives of Ernst & Whinney, the
Association's auditors, and Association staff. On
September 25, the Executive Council reviewed and
accepted the final unqualified audit report.
Income for the year totaled $8,925,618. Of that

amount $7,445,828 (83%) originated from general
fund sources; $348,201 (4%) from foundation grants;
$1,131,589 (13%) from federal government reim-
bursement contracts.
Expenses for the year totaled $8,412,691 of which

$6,575,856 (78%) was chargeable to the continuing
activities of the Association; $458,785 (5%) to foun-
dation grants; $1,131,589 (13%) to federal cost reim-
bursement contracts; $246,461 (3%) to Council
designated reserves. Investment in fixed assets

(net of depreciation) increased $72,564 to $749,935.
Balances in funds restricted by the grantor de-

creased $186 to $370,786. After making provision
for reserves in the amount of $570,000 principally
for equipment acquisition and replacement and
MCAT and AMCAS development, unrestricted
funds available for general purposes decreased
$34,982 to $6,695,615, an amount equal to 80% of
the expense recorded for the year. This reserve
accumulation is within the directive of the Execu-
tive Council that the Association maintain as a goal
an unrestricted reserve of 100% of the Association's
total annual budget. It is of continuing importance
that an adequate reserve be maintained.
The Association's financial position is strong. As

we look to the future, however, and recognize the
multitude of complex issues facing medical educa-
tion, it is apparent that the demands on the Associa-
tion's resources will continue unabated.
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES
BALANCE SHEET

June 30, 1980

ASSETS

Cash $ 205,501
Investments

Certificates of Deposit 9,842,099
Accounts Receivable 1,104,381
Deposits and Prepaid Items 43,440
Equipment (Net of Depreciation) 749,935

TOTAL ASSETS $11,945,356

LIABILITIES AND FUND BALANCES
Liabilities
Accounts Payable $ 672,544

Deferred Income 1,619,952
Fund Balances
Funds Restricted by Grantor for Special Purposes 370,786
General Funds
Funds Restricted for Plant Investment 296,856
Funds Restricted by Executive Council for

Special Purposes 1,539,668
Investment in Fixed Assets 749,935
General Purposes Fund 6,695,615 9,282,074

TOTAL LIABILITIES AND FUND BALANCES $11,945,356

ASSOCIATION OF AMERICAN MEDICAL COLLEGES
OPERATING STATEMENT

Fiscal Year Ended June 30, 1980

SOURCE OF FUNDS
Income
Dues and Service Fees from Members $2,191,419
Grants Restricted by Grantor 348,201
Cost Reimbursement Contracts 1,131,589
Special Services 3,326,493
Journal of Medical Education 81,352
Other Publications 289,939
Sundry (Interest $1,258,405) 1,556,625

TOTAL INCOME $8,925,618
Reserve for Special Legal Contingencies 136,046
Reserve for CAS Services Program 1,074
Reserve for Special Studies 2,443
Reserve for Computer Equipment —0—
Reserve for Minority Programs 62,151
Reserve for Patient Intensity Program 18,024
Reserve for Personal Assessment 26,723 
TOTAL SOURCE OF FUNDS $9,172,079

USE OF FUNDS
Operating Expenses

Salaries and Wages $3,648,038
Staff Benefits 544,643
Supplies and Services 3,318,567
Provision for Depreciation 152,360
Travel and Meetings 638,083
Provision for Contract Adjustments 111,000
TOTAL EXPENSES $8,412,691

Increase in Investment in Fixed Assets
(Net of Depreciation) 72,564

Transfer to Executive Council Reserved Funds for
Special Programs 570,000

Reserve for Replacement of Equipment 151,992
Increase in Restricted Fund Balances (decrease) (186)
Increase in General Purposes Fund (decrease) (34,982)
TOTAL USE OF FUNDS $9,172,07938
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AAMC Membership

TYPE 1978-79 1979-80

Institutional  113 116

Provisional Institutional 13 10

Affiliate  16 16

Graduate Affiliate  1 1

Subscriber 17 18

Academic Societies  67 69

Teaching Hospitals  418 423

Corresponding 30 40

Individual  1,660 1,384

Distinguished Service 42 48

Emeritus 63 62

Contributing 6 15

Sustaining 15 14
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AAMC Committees

ADAMHA LIAISON CAS NOMINATING

Carmine D. Clemente
Robert S. Daniels
Thomas Detre
Philip R. Dodge
Ronald W. Estabrook
Leo E. Hollister
Hugo W. Moser
Zebulon Taintor
Peter Whybrow

AUDIT

John W. Colloton, Chairman
Norman J. Knorr
David L. Rabin

BIOMEDICAL RESEARCH AND TRAINING

Samuel 0. Thier, Chairman
David R. Challoner
John Cockerham
Thomas Detre
Robert Hill
William Kerr
Donald Lentz
David B. Skinner
Virginia V. Weldon

BORDEN AWARD

Harriet P. Dustan, Chairman
Ronald A. Chez
John E. Jones
William N. Kelley
Frank E. Young

Carmine D. Clemente, Chairman
George N. Aagaard
Milton T. Edgerton
Daniel X. Freedman
Mary Ellen Jones
Thomas K. Oliver, Jr.
Solomon Snyder

CLINICAL LABORATORY IMPROVEMENT

Jo Anne Brasel, Chairman
David M. Brown
William B. Deal
Robert M. Heyssel
Joseph E. Johnson, III
Ronald L. Katz
Mark S. Levitan
Peyton Weary

COD NOMINATING

William B. Deal, Chairman
William F. Kellow
M. Roy Schwarz
Robert B. Uretz
W. Donald Weston

COMPETITION

Robert E. Tranquada, Chairman
David M. Brown
Paul W. Hanson
Robert M. Heyssel
Harold H. Hines
Ronald P. Kaufman
William B. Kerr
Richard H. Moy
Hiram C. Polk, Jr.

COTH NOMINATING

Robert M. Heyssel, Chairman
John W. Colloton
David A. Gee
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AAMC COMMITTEES

COTH SPRING MEETING PLANNING

James W. Bartlett, Chairman
J. Robert Buchanan
John E. Ives
Sheldon S. King
Albert Zamberlan

COORDINATING COUNCIL ON
MEDICAL EDUCATION

AAMC MEMBERS:

Carmine D. Clemente
John A. D. Cooper
James E. Eckenhoff

LIAISON COMMITTEE ON CONTINUING
MEDICAL EDUCATION

AAMC MEMBERS:

John N. Lein
William D. Mayer
Jacob R. Suker

LIAISON COMMITTEE ON GRADUATE
MEDICAL EDUCATION

AAMC MEMBERS:

Richard Janeway
Thomas K. Oliver, Jr.
Robert G. Petersdorf
David C. Sabiston, Jr.

LIAISON COMMITTEE ON MEDICAL
EDUCATION

AAMC MEMBERS:

Edward C. Andrews, Jr.
Steven C. Beering
Ronald W. Estabrook
John A. Gronvall
John D. Kemph
M. Roy Schwarz

AAMC STUDENT PARTICIPANT:

Lee Michael Kaplan

DISTINCTIVE CHARACTERISTICS AND
RELATED COSTS OF TEACHING HOSPITALS

Mark S. Levitan, Chairman
Donald A. Bradley
David R. Challoner
Fred J. Cowell
David Dolins
Earl J. Frederick
William B. Kerr
James R. Klinenberg
Robert K. Match
Hamilton Moses
Hastings Wright

EXTERNAL EXAMINATION REVIEW

Carmine D. Clemente, Chairman
D. Kay Clawson
Henry G. Cramblett
Daniel D. Federman
Robert L. Hill
Murray M. Kappelman
Mitchell T. Rabkin
G. Thomas Shires
Edward J. Stemmler
Louis van de Beek

FDA LIAISON

George N. Aagaard
James W. Bartlett
Robert W. Berliner
Joseph R. Bianchine
Leon Goldberg
Lowell M. Greenbaum
Iris L. Hildebraun
Robert L. Levin
F. Gilbert McMahon
Suzanne Oparil
Marcus M. Reidenberg

FINANCE

John W. Colloton, Chairman
Steven C. Beering
Ivan L. Bennett, Jr.
Carmine D. Clemente
Stuart J. Marylander
Thomas K. Oliver, Jr.
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AAMC COMMITTEES

FLEXNER AWARD

John A. Gronvall, Chairman
Robert S. Blacklow
William H. Luginbuhl
Helen M. Ranney
Marc Spurlock
David D. Thompson

GOVERNANCE AND STRUCTURE

Daniel C. Tosteson, Chairman
John W. Eckstein
Manson Meads
Sherman M. Mellinkoff
Irvin G. Wilmot

GRADUATE MEDICAL EDUCATION
TASK FORCE

Jack D. Myers, Chairman
Steven C. Beering
D. Kay Clawson
Gordon W. Douglas
Sandra Foote
Spencer Foreman
Charles Goulet
Cheryl M. Gutmann
Samuel B. Guze
Wolfgang K. Joklik
Donald N. Medearis, Jr.
Dan Miller
Duncan Neuhauser
Merlin I. Olson
Ann S. Peterson
Richard C. Reynolds
Mitchell W. Spellman

GROUP ON BUSINESS AFFAIRS

STEERING

Bernard Siegel, Chairman
John H. Deufel, Executive Secretary
Ronald E. Beller
John Fiorillo
Ira S. Goodman
Gregory F. Handlir
David M. Harms
Jerry Huddleston
Richard G. Littlejohn
Mario Pasquale
Robert B. Price
Michael A. Scullard
George W. Warner

GROUP ON INSTITUTIONAL PLANNING

STEERING

George Stuehler, Jr., Chairman
John H. Deufel, Executive Secretary
Robert F. Allison
Don Bressler
Roger 0. Lambson
Hollis H. Moore
David R. Perry
Frederick B. Putney
Michael T. Romano, Sr.
J. Stephen Smith
Constantine Stefanu

GROUP ON MEDICAL EDUCATION

STEERING

Frank T. Stritter, Chairman
James B. Erdmann, Executive Secretary
L. Thompson Bowles
Richard M. Caplan
John S. Graettinger
Murray M. Kappelman
Harold G. Levine
Thomas C. Meyer
Scott Obenshain

GROUP ON PUBLIC RELATIONS

STEERING

Jack W. Righeimer, Chairman
Charles Fentress, Executive Secretary
Douglas Buck
Kathryn R. Costello
Al Hicks
Ruth Jacobowitz
J. Michael Mattsson
Richard B. Ridgway
Kay Rodriguez
Vicki Saito
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AAMC COMMITTEES

GROUP ON STUDENT AFFAIRS

STEERING

W. Albert Sullivan, Jr., Chairman
Robert J. Boerner, Executive Secretary
Glenn R. Clark
Anna C. Epps
Frances D. French
Robert I. Keimowitz
Dan Miller
George E. Ruff
Norma E. Wagoner
Jenette Wheeler
Benjamin B. C. Young

MINORITY AFFAIRS SECTION

Anna C. Epps, Chairman
Robert Lee, Vice Chairman
Althea Alexander
Harriett Faulkner
Clarice Fooks
Charles Nabors
Vivian Pinn
Barry Richardson
James Story
William Wallace

JOURNAL OF MEDICAL EDUCATION
EDITORIAL BOARD

Richard P. Schmidt, Chairman
Stephen Abrahamson
Jo Boufford
Lauro F. Cavazos
Anna C. Epps
Joseph S. Gonnella
James T. Hamlin, III
Sheldon S. King
Kenneth Kutina
Walter F. Leave11
Ronald R. Louis
Donald N. Medearis, Jr.
Ivan N. Mensh
Warren H. Pearse
Gail J. Povar
George G. Reader
Richard C. Reynolds
Parker S. Small, Jr.
David S. Weiner
Loren Williams

MANAGEMENT ADVANCEMENT PROGRAM

STEERING

Ivan L. Bennett, Chairman
Robert W. Berliner
J. Robert Buchanan
D. Kay Clawson
David L. Everhart
John A. Gronvall
Robert G. Petersdorf
Cheves McC. Smythe

MEDICARE SECTION 227

Hiram C. Polk, Chairman
Irwin Birnbaum
Frederick J. Bonte
William R. Bowdoin
Edward N. Brandt, Jr.
David M. Brown
Thomas A. Bruce
Jack M. Colwill
Martin G. Dillard
Fairfield Goodale
Robert W. Heins
William N. Kelley
Richard Littlejohn
Elliot C. Roberts
Marvin H. Siegel
Eugene L. Staples

NATIONAL CITIZENS ADVISORY
COMMITTEE FOR THE SUPPORT OF
MEDICAL EDUCATION

Harold H. Hines, Jr., Chairman
George Stinson, Vice Chairman
Jack R. Aron
G. Duncan Bauman
Karl D. Bays
Atherton Bean
William R. Bowdoin
Francis H. Burr
Fletcher Byrom
Albert G. Clay
William K. Coblentz
Allison Davis
Leslie Davis
Willie Davis
Dorothy Kirsten French
Carl J. Gilbert
Robert H. Goddard
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AAMC COMMITTEES

NATIONAL CITIZENS ADVISORY
COMMITTEE FOR THE SUPPORT OF
MEDICAL EDUCATION (continued)

Stanford Goldblatt
Melvin Greenberg
Emmett H. Heitler
Katharine Hepburn
Charlton Heston
Walter J. Hickel
John R. Hill, Jr.
Jerome H. Holland
Mrs. Gilbert W. Humphrey
Jack Josey
Robert H. Levi
Florence Mahoney
Audrey Mars
Woods McCahill
Archie R. McCardell
Einar Mohn
E. Howard Molisani
C. A. Mundt
Arturo Ortega
Gregory Peck
Abraham Pritzker
William Matson Roth
Beurt SerVaas
LeRoy B. Stayer
Richard B. Stoner
Harold E. Thayer
W. Clarke Wescoe
Charles C. Wise, Jr.
William Wolbach
T. Evans Wychoff
Stanton L. Young

NATIONAL HEALTH INSURANCE REVIEW

John A. Gronvall, Chairman
John W. Colloton
James F. Kelly
William H. Luginbuhl
Peter Shields
Virginia V. Weldon
Charles B. Womer

NOMINATING

Leo M. Henikoff, Chairman
Robert M. Berne
Carmine D. Clemente
William B. Deal
Robert M. Heyssel

RESOLUTIONS

David R. Challoner, Chairman
Lisa Capaldini
James M. Ensign
T. R. Johns

RIME PROGRAM PLANNING

Gary M. Arsham, Chairman
Richard M. Caplan
Joseph S. GonneIla
Kaaren I. Hoffman
Frank Schimpfhauser
Frank T. Stritter

SUPPORT OF MEDICAL EDUCATION
TASK FORCE

Edward J. Stemmler, Chairman
Stanley M. Aronson
Thomas A. Bartlett
Ivan L. Bennett, Jr.
Steven C. Beering
Stuart Bondurant
Frederick J. Bonte
David R. Challoner
John E. Chapman
Ronald W. Estabrook
Beth Fisher
John A. Gronvall
William K. Hamilton
Robert L. Hill
Marilyn Heins
James F. Kelly
Sherman M. Mellinkoff
John W. Milton
Richard H. Moy
Frederick B. Putney
Mitchell T. Rabkin
Eugene L. Staples
George Stinson
Louis W. Sullivan
Michael Tom
Virginia V. Weldon
George D. Zuidema

WOMEN IN MEDICINE PLANNING

F. Marian Bishop
Grace Boxer
Mary DeLuca
Nancy E. Furstenberg
Roberta A. Monson
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AAMC Staff

OFFICE OF THE PRESIDENT

President
John A. D. Cooper, M.D.

Executive Secretary
Norma Nichols

Special Assistant to the President
Kat Turner

Administrative Secretary
Rosemary Choate

Vice President
John F. Sherman, Ph.D.

Executive Secretary
Rose Napper

Staff Counsel
Joseph A. Keyes, J.D.

Division of Business Affairs

Director & Assistant Secretary-Treasurer
John H. Deufel

Administrative Secretary
Karen McCabe

Business Manager
Samuel Morey

Controller
Jeanne Newman

Personnel Coordinator
Carolyn Ulf

Accounts Payable/Purchasing Assistant
Loretta Cahill

Accounting Assistant
Cathy Dandridge

Personnel Assistant
Tracey Van Fleet

Accounts Receivable Clerk
Rick Helmer

Accounting Clerk
Laverne Tibbs

Receptionist
Dee Dee Richter

Membership & Subscriptions Supervisor
Lossie Carpenter

Membership Clerk
Ida Gaskins

Division of Business Affairs (continued)

Cecilia Keller
Anna Thomas

Senior Mail Room Clerk
Michael George

Mail Room Clerk
Bill Webb

Director, Computer Services
Michael G. McShane, Ph.D.

Administrative Secretary
Cynthia K. Woodard

Associate Director, Computer Services
Sandra K. Lehman

Secretary
Helen Illy

Systems Manager
Robert Yearwood

Systems Analyst
Maryn Goodson
Kathryn Waldman

Operations Supervisor
Betty L. Gelwicks

Programmer/Analyst
Jack Chesley
John Made

Data Control Manager
Renate Coffin

Computer Operator
Gary Burkett
Jackie Humphries
Alfrederick Morrison
William Porter
Ruffus Stokes

Data Preparation Assistant
Jessie Walker

Division of Public Relations

Director
Charles Fentress

Administrative Secretary
Janet Macik
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AAMC STAFF

Division of Publications

Director
Merrill T. McCord

Administrative Secretary
Hilary Lord

Assistant Editor
James Ingram

Manuscript Editor
Rosemarie D. Hensel

Staff Editor
Verna Groo

DEPARTMENT OF ACADEMIC AFFAIRS

Director
August G. Swanson, M.D.

Administrative Secretary
Rebecca L. Meadows

Deputy Director
Thomas E. Morgan, M.D.

Senior Staff Associate
Mary H. Littlemeyer

Staff Associate
Martha R. Anderson, Ph.D.

Special Staff Consultant
John S. Graettinger, M.D.

Division of Biomedical Research

Director
Thomas E. Morgan, M.D.

Project Director, Study of Biomedical Research
Charles Sherman, Ph.D.

Staff Associate
Diane N. Plumb

Secretary
Brenda George
Lynn Gumm
Cynthia Withers

Division of Educational
Measurement and Research

Director
James B. Erdmann, Ph.D.

Administrative Secretary
Christine Regan Carey
June R. Peterson

Associate Director
Robert L. Beran, Ph.D.

Secretary
Patricia L. Young

Division of Educational
Measurement and Research (continued)

Program Director
Xenia Tonesk, Ph.D.

Research Associate
Robert F. Jones, Ph.D.
Judith A. Nelson
Kenneth G. Thurston

Research Assistant
Catherine A. Fleming
Maria Thomae-Forgues

Division of Student Programs

Director
Robert J. Boerner

Administrative Secretary
Mary Poindexter

Director, Minority Affairs
Dario 0. Prieto

Secretary
Lily May Johnson

Staff Associate
Janet Bickel

Staff Assistant
Mary Elizabeth Jaeger

Research Associate
Mary Cureton

Division of Student Services

Director
Richard R. Randlett

Administrative Secretary
Cynthia A. Smith

Associate Director
Robert Colonna

Secretary
Denise Griffin

Managers
Linda W. Carter
Alice Cherian
Edward Gross

Super-visor/Specialist
Richard Bass
Ann Diggs
Josephine Graham
Virginia Johnson
Enid Kassner
Dennis Renner
Terry White
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Division of Student Services (continued)

Senior Assistant
Lillian Callins
Vitalia Castaneda
Wayne Corley
Keiko Doram
Gwendolyn Hancock
Lillian McRae

Assistant
Claudette Booker
Carl Butcher
James Cobb
Willette Darby
Carol Easley
Hugh Goodman
Patricia Jones
Shirley Lattimore
Yvonne Lewis
Frances Lowry
Shelley Luke-Jennings
Anne Seidel Overington
Michelle Pryde-Wesley
Albert Salas
Christine Searcy
Helen Thurston
Charles Tibbs
Walter Wentz
Yvette White
Edith Young

Division of Student Studies

Director
Davis G. Johnson, Ph.D.

DEPARTMENT OF HEALTH SERVICES

Director
James I. Hudson, M.D.

Staff Associate
Madeline M. Nevins, Ph.D.

Secretary
Kathy Hubscher

DEPARTMENT OF
INSTITUTIONAL DEVELOPMENT

Director
Marjorie P. Wilson, M.D.

Assistant Director, Health Information
Management Studies
Nina W. Matheson

Assistant Director, Management Programs
Amber B. Jones

Staff Assistant
Marcie Foster

Secretary
Janice M. Scarborough

Division of Accreditation

Director
James R. Schofield, M.D.

Administrative Secretary
Susan Miele

Staff Assistant
James Campbell

Division of Institutional Studies

Director
Joseph A. Keyes, J.D.

Administrative Secretary
Betty Greenhalgh

DEPARTMENT OF
TEACHING HOSPITALS

Director
Richard M. Knapp, Ph.D.

Administrative Secretary
Melissa Wubbold

Assistant Director
James D. Bentley, Ph.D.

Senior Staff Associate
Peter W. Butler
Joseph C. Isaacs

Administrative Resident
Mary Eng

Secretary
Melody J. Bishop
Donna Greenleaf
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AAMC STAFF

DEPARTMENT OF PLANNING
AND POLICY DEVELOPMENT

Director
Thomas J. Kennedy, Jr., M.D.

Deputy Director
Paul Jolly, Ph.D.

Legislative Analyst
Judith B. Braslow
Melinda Hatton
Mary M. McGrane

Secretary
Jocelyn M. Bateman
Anne E. Scully

Division of Operational Studies

Director
Paul Jolly, Ph.D.

Administrative Secretary
Mara C. Mansilla

Senior Staff Associate
Joseph Rosenthal

Staff Assistant
William C. Smith, Jr.

Research Assistant
Thomas M. Griffin

Data Assistant
Gary L. Cook

Secretary
Beverly J. Anderson

Staff Associate, Faculty Roster
Elizabeth J. Higgins

Operations Manager, Faculty Roster
Aarolyn B. Galbraith

Research Assistant
Terry Bryll
Exequiel R. Sevilla, III

Data Coder
Deborah A. Clancy
Elizabeth A. Sherman
Janice P. Smith

48

DIVISION OF EDUCATIONAL
RESOURCES AND PROGRAMS

Director
Emanuel Suter, M.D.

Administrative Secretary
Jeanne Lonsdale

Senior Staff Associate
Joseph Green, Ph.D.

Staff Associate
Wendy Waddell

Staff Assistant
Celeste Lawson

Secretary
Corliss McPherson
Kathryn Ramsey
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Administrative Boards of the Councils

Council of Academic Societies

Chairman
Carmine D. Clemente

Chairman-Elect
Daniel X. Freedman

F. Marian Bishop
David M. Brown
Lowell M. Greenbaum
Robert L. Hill
T. R. Johns
Joseph E. Johnson
Thomas K. Oliver, Jr.
James B. Preston
Virginia V. Weldon
Frank C. Wilson

Council of Deans

Chairman
Stuart Bondurant

Chairman-Elect
Steven C. Beering

Theodore Cooper
John E. Chapman
Neal L. Gault, Jr.
Richard Janeway
William H. Luginbuhl
Allen W. Mathies, Jr.
Richard H. Moy
Leonard M. Napolitano

Council of Teaching Hospitals

Chairman
John W. Colloton

Chairman-Elect
Stuart J. Marylander

Dennis R. Barry
James Bartlett
Fred J. Cowell
Robert E. Frank
Earl J. Frederick
Robert M. Heyssel
Mark S. Levitan
Robert K. Match
Mitchell T. Rabkin
Malcom Randall
John Reinertsen
Elliott C. Roberts

Organization of Student Representatives

Chairperson
Dan Miller

Chairperson-Elect
Lisa Capaldini

Mary Barton
Arlene Brown
Susan Haack
Doug Hieronymous
Greg Melcher
Claudia Morrissey
Stephen Sheppard
Peter Shields
M. Louis Van de Beek
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