
D
o
c
u
m
e
n
t
 f
r
o
m
 t
he

 c
ol
le
ct
io
ns
 o
f
 th

e 
A
A
M
C
 N
o
t
 t
o 
be
 r
ep
ro
du
ce
d 
wi
th
ou
t 
pe
rm
is
si
on
 

AGENDA
FOR

COUNCIL OF ACADEMIC SOCIETIES
ADMINISTRATIVE BOARD

Thursday, June 21, 1973

9:30 AM - 3:30 PM

Room 827, 8th Floor
1 Dupont Circle, N.W.

Washington, D.C.

ASSOCIATION OF AMERICAN MEDICAL COLLEGES
One Dupont Circle

Washington, D. C.



D
o
c
u
m
e
n
t
 f
ro
m 
th
e 
co
ll
ec
ti
on
s 
of
 th

e 
A
A
M
C
 N
o
t
 t
o 
be
 r
ep
ro
du
ce
d 
wi
th
ou
t 
pe
rm
is
si
on

 

ASSOCIATION OF AMERICAN MEDICAL COLLEGES
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CAS ADMINISTRATIVE BOARD

AGENDA

June 21, 1973
9:30 am - 3:30 pm

1 Dupont Circle
Room 827, 8th Floor
Washington, D.C.

Page 

I. Approval of Minutes of Administrative Board
Meeting of March 15, 1973 1

II. Chairman's Report

III. Action Items:

1. Policy Statement on Rights of Patients to Choose
to Participate in Educational Exercises

2. Proposal for Modification of Nominating Committee

3. Establish 35 voting members for Assembly

IV. Discussion Items:

1. Program of Fall Meeting

a. CAS Fall Program
1. CAS Business Session - Sunday, November 4,

10:00 a.m. - 12:00 Noon

2. CAS General Session - Sunday, November 4,
1:30 p.m. - 5:00 p.m.

b. CAS Symposium on Ethics of Biomedical Research
Monday, November 5, 2:00 p.m. - 5:00 p.m.

2. Agenda for September Administrative Board Meeting

3. Spring Program Topic

4. Sprague Committee Report
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IV. Discussion Items, continued

5. Biomedical Research Committee Activities

a. Response to disciplinary questionnaire

b. Contributions of research to medical educa-
tion

c. Committee discussions related to alternatives
to the training grant program.

6. Recommendations and ideas for improving the
participation of individual members of the CAS
member societies in activities of CAS

7. Invitations to individual members of the societies
meeting with the AAMC to attend the CAS Fall Meeting

8. Report on the legislative activities and adminis-
trative policy development

V. Information Items:

1. Current status of the Primary Care study for the
discussion of what is going on in internal medicine
and pediatrics to meet the challenge of primary care

2. Council of Deans' resolution on the need for
a strategic planning effort

3. CAS Nominating Committee 1973-74

4. Current status of the efforts to develop a
telephone network with selected societies

5. Proposed guideline on "How do I talk to my
Congressman"

6. Status of the development of CCME & LCGME

7. Proposed new Animal Welfare Regulations

8. SSA Regulations regarding Residents' Moonlighting

21
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MINUTES
ADMINISTRATIVE BOARD

COUNCIL OF ACADEMIC SOCIETIES

March 15, 1973

AAMC Headquarters
Washington, D.C.

PRESENT: Board Members 

Robert G. Petersdorf, Chairman (Presiding)
Robert M. Blizzard
David R. Challoner

**Sam L. Clark, Jr.
Ludwig Eichna
Ronald W. Estabrook
Robert E. Forster, II
Rolla B. Hill, Jr.

ABSENT: Board Members 

Charles F. Gregory
**Ernst Knobil

William B. Weil, Jr.

I. Adoption of Minutes.

The minutes of the CAS Administrative

14, 1972 were adopted as circulated.

II. Chairman's Report.

Dr. Petersdorf reported on the AAMC's

Administration's budget proposals for FY/73 and

Staff 

Michael F. Ball
*L. Thompson Bowles
Connie Choate

*John A.D. Cooper
Mary H. Littlemeyer
August G. Swanson

Guest 

*Charles B. Womer

Board meeting held December

efforts in reacting to the

FY/74. The AAMC Executive

Committee decided that the Association should proceed deliberately, fully

assessing on an institution-by-institution basis the impact of the budget

*For part of meeting
**Ex Officio
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proposals on its programs and activities. A comprehensive, extensive

analysis of the way in which the budget proposals will be implemented was

mailed to each school in late February with a survey to elicit the data. A

supplementary questionnaire has been distributed to chairmen of departments

of medicine, pediatrics, psychiatry, physiology, microbiology, and

biochemistry to permit an estimate of the impact of the Administration's

budget proposal on these specialties.

The Executive Committee met with Mr. Weinberger one week before the

budget was announced. He reviewed a background paper on medical education

developed by AAMC. The Executive Committee also met with James Cavanaugh,

health adviser to the President's Domestic Council. In addition, Dr. John

Cooper has met with Senator Hubert Humphrey; Congressman George Mahon,

Chairman of the House Appropriations Committee; Congressman Robert Michel,

Ranking Minority Member of the House HEW Appropriations Subcommittee; and

Harley Dirks of the Senate HEW Appropriations Subcommittee staff. All have

praised the AAMC's efforts to collect definitive information on the effects

of the President's proposed budget cuts and have indicated great interest in

reviewing the results of the AAMC's institutional questionnaire.

III. Action Items.

1. Report of Graduate Medical Education Committee.

The Administrative Board reviewed the Report of the Graduate Medical

Education Committee: Guidelines for Academic Medical Centers Planning to

Assume Institutional Responsibility for Graduate Medical Education. This

document was developed to be used for graduate medical education as a

general guidelines document, much as the "Functions and Structures"

document is used for undergraduate medical education.
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ACTION: The CAS Administrative Board unanimously approved the

Report of the Graduate Medical Education Committee.

2. Report of Continuing Medical Education Committee

The Report of the Ad Hoc Committee on Continuing Medical Education was

developed in response to its charge to advise the AAMC regarding the role

the Association and its constituents should play in continuing education in

the future.

ACTION: The CAS Administrative Board unanimously approved the

Report of the Continuing Medical Education Committee

with the stipulation that the paragraph on financing

should be strengthened, i.e., schools have finite

resources, and basic programs should not be threatened.

NOTE: At its meeting the following day, The Executive Council
did not approve a report of the Ad Hoc Committee on
Continuing Education but adopted five recommendations
contained in the paper and directed the committee to use
these recommendations as the basis for a new report regarding
the role of the AAMC and its constituents in continuing
education. The approved recommendations state that:
(1) medical faculties have a responsibility to impress upon
students that the process of self-education is continuous;
(2) medical faculties must cooperate with practicing
physicians to develop criteria of optimal clinical
management of patient problems; (3) educational programs
must be specifically directed toward improving detected
deficiencies; (4) evaluation of the effect of educational
programs should be planned from their inception; and (5)
financing of continuing education must be based on a policy
which recognizes its essential contribution to the progressive
improvement of health care delivery.

3. Selection of Nominating Committee

ACTION: The CAS Administrative Board selected a list of 14 names

from which the membership will choose seven to comprise the

CAS Nominating Committee. They are:
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James F. Ashmore, Ph.D., Chairman
Department of Pharmacology
Indiana University

Ellis S. Benson, M.D., Chairman
Department of Clinical Pathology
University of Minnesota

Sam L. Clark, Jr., M.D., Chairman
Department of Anatomy
University of Massachusetts

John Corcoran, Ph.D., Chairman
Department of Biochemistry
Northwestern University

Douglas W. Eastwood, M.D.
Director of Research in Medical Education
Case Western Reserve University

Arthur B. Otis, Ph.D., Chairman
Department of Physiology
University of Florida

Howard M. Rawnsley, M.D.
Professor of Pathology & Medicine
University of Pennsylvania

R. Walter Schlesinger, M.D., Chairman
Department of Microbiology
Rutgers University

G. Thomas Shires, M.D., Chairman
Department of Surgery
University of Texas-Southwestern

James F. Toole, M.D., Chairman
Department of Neurology
Bowman Gray

Nancy E. Warner, M.D., Chairman
Department of Pathology
University of Southern California

James V. Warren, M.D., Chairman
Department of Medicine
Ohio State University

Louis G. Welt, M.D., Chairman
Department of Medicine
Yale University



D
o
c
u
m
e
n
t
 f
r
o
m
 t
he

 c
ol
le
ct
io
ns
 o
f
 th

e 
A
A
M
C
 N
o
t
 t
o 
be
 r
ep
ro
du
ce
d 
wi
th
ou
t 
pe
rm
is
si
on
 

CAS-AB 3/15/73 -5-

Ralph J. Wedgwood, M.D., Chairman
Department of Pediatrics
University of Washington

It was noted that the individual receiving the largest number of votes

becomes Chairman of the CAS Nominating Committee and also a member of the

AAMC Nominating Committee.

The limitations of the current rules and regulations pertaining to the

selection and function of the Nominating Committee were reiterated.

Dr. Swanson and Dr. Ball were authorized to draft alternatives to the rules

and regulations that currently pertain in this regard.

4. AAMC RMP-CHP Legislative Proposal

The CAS Administrative Board reviewed the following principles that were

proposed to be adopted as AAMC policy on the extension of legislative

authorizations for the Regional Medical Program and for the Comprehensive

Health Planning Programs which expire June 30, 1973:

a. There should be established a Council of Health Advisers in
the Executive Office of the President to advise him on national health
policy, on preparation of appropriate legislative proposals, and on
preparation of a biennial Report on the Nation's Health. The Council
should be assisted by a National-Advisory Commission on Health Planning.

b. There should be established a program of grants to states
for health planning and services which would be carried out by state
health agencies which, in turn, would be comprised of a planning unit
(providing comprehensive health planning at both the state and area level)
and a health services unit (combining a number of existing federal health
service development programs, the most important of which is RMP). The
principal function of the health services unit should be to support
programs to transfer more effectively the advancing knowledge in medicine
and biomedical technology from the academic health centers to the
practicing community. Block-grant financing should be provided through
allotments to states of federal funds for health planning and health
services. Public participation should be provided through appropriate
advisory groups. State health planning and services should be required
to meet federal standards which the HEW Secretary would develop with the
review and approval of a National Advisory Council on Health Planning and
Services.

c. There should be a focus at the federal level on health
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services research and development which would be accomplished by providing
for a permanent, open-ended authorization of appropriations for the
National Center for Health Services Research and Development, whose
authority is to expire June 30, 1973.

ACTION: The CAS Administrative Board questioned the wisdom of the

AAMC making an effort in this direction at this time.

NOTE: The Executive Council did not approve this proposal at its
meeting on March 16.

5. Policy Statement of AAMC on Professional Standards Review

Organizations (PSR0s).

ACTION: The CAS Administrative Board unanimously approved the

following statement as an AAMC policy on PSROs:

The AAMC believes that the development and implementation
of norms and standards for assessing the quality of health
care is a vital responsibility of the medical schools and
teaching hospitals. A major part of this responsibility is
the incorporation of quality-of-care assessment into
clinical educational programs to develop in medical
students a life-long concern for quality in their practice.

The AAMC, therefore, strongly recommends that its member
institutions become intimately involved in the development
and operation of Professional Standards Review Organizations.

6 Membership Applications.

ACTION: The CAS Administrative Board unanimously recommended that

membership applications of the following be approved for

transmission to the Council:

a. American Academy of Orthopedic Surgeons

b. American College of Chest Physicians

c. American Society of Therapeutic Radiologists

d. American Urological Association

7. Annual Meeting.

The CAS Board named several possible topics to which the CAS Annual Meeting
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(a one-half day session) might be devoted. Among these were: medical ethics

and human experimentation, assessment and testing, the PSRO problem,

management responsibility of faculty to other programs of the health science

center, and primary care. Also suggested was the impact of contract grants,

which was not favored because of the focus of the special March Workshop.

V. Information Items.

Mr. Charles B. Womer, Executive Director of Yale-New Haven Hospital,

reported on progress of the AAMC Ad Hoc HR 1 Committee in negotiations with

the SSA. The committee has been encouraged by the SSA's cooperation in

their meetings.

Dr. John A.D. Cooper met with the Board at lunch and discussed in detail

AAMC activities alluded to in Dr. Petersdorf's report with a current reading

of the federal scene vis-a-vis the Omnibus Bill (Kennedy), "National Health

Research Fellowship and Traineeship Act of 1973" (Rogers Bill), SSA, and VA,

to name a few.

Dr. Ronald Estabrook reported that the Biomedical Research Committee had

held two meetings. The committee has attempted to address the following

issues:

1. How much of the research budget is essential to the program of
medical education?

2. How much research is necessary to the educational environment
or to make a good faculty?

Dr. Rolla Hill reported on the Educational Resources Program Advisory

Committee's first meeting which was a planning session for the multimedia

accession and indexing project.

The CAS Brief calling for names of those interested in serving on

accreditation teams had a limited response. A more productive approach was
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thought to be via the Administrative Board, who could suggest names of

individuals personally known as good resources. As the situation evolved, it

was not necessary to appoint the ad hoc committee earlier authorized by the

Board (See Minutes 12/14/72, page 3).

In response to the suggestion at the last Board meeting, a "structure and

function" kit describing CAS was developed which appears as the introduction

to the CAS Directory recently distributed to the membership.

Dr. David Challoner discussed his "Approach to Support of Postdoctoral

Training," which represents an attempt to identify the beneficiaries of

biomedical postdoctoral clinical and research training programs with a

subsequent suggestion of a corresponding allocation of costs. Dr. Challoner

invited reactions from the Board and indicated that he would be willing to

develop data during a sabbatical he has coming up. Dr. Eichna was not

optimistic that faculty positions would be available when the faculty would

be trained and available to the schools.

The Board noted Dr. Blizzard's letter to Pediatric Chairmen urging

continued membership in the CAS. The organization did elect to maintain its

membership.

Dr. Ball queried the Board about the value of the pre-Board dinner

meetings. The consensus was that these meetings are extremely useful and

that only a full Board commitment to attend these sessions would warrant them.

VI. Adjournment.

The meeting was adjourned at 3:35 p.m.

MHL:efl
4/13/73
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AAMC POLICY STATEMENT

THE PATIENT IN THE TEACHING SETTING

The medical faculties and staff of the nation's medical schools and

teaching hospitals are committed to the provision of the highest quality

of personal health services. The interrelationship between the health

care, educational and research functions of these institutions contribute

to the assurance of these high standards of patient care. Patients seek-

ing care in the teaching setting are not only provided high quality healt
h

services, but also an opportunity to share in the training of the nation's

future health care professional personnel through participation in clinical

education.

It is the policy of the Association of American Medical Colleges

that all patients, regardless of economic status, service classification

nature of illness or other categorization should have the opportunity to

participate in the clinical education program of the hospital, clinic or

other delivery setting to which they are admitted or from which they seek

care.

In order to assure a single standard of high quality patient care,

and to reinforce student perspectives and attitudes regarding patient

rights and responsibilities, the AAMC reaffirms that:

. Selection of patients for participation in teaching

programs shall not be based on the race or socio-

economic status of the patient.

▪ Responsible physicians have the obligation to discuss

with the patient both general and specific aspects of

student participation in the medical care process.
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Provision of patient care is a confidential process.

Relationships between the patient, health professional

and student, regarding examinations, treatment, case discussion

and consultations should be treated with due respect to the

patient's right to privacy.

Each patient has the right to be treated with respect and

dignity. Individual differences, idtluding cultural and

educational background, must be recognized in designing

each patient's care program.

Every teaching institution should have programs and

procedures whereby patient grievances can be addressed

in responsive and timely fashion.

The Association of American Medical Colleges believes that the

reaffirmation of these principles in medical schools and teaching hospitals

will contribute to the best interests of patients and ensure the most

appropriate educational environment for the training of future health

professionals.



AMrmed by the Board of Trustees

of the
American Hospital Asociation

November 17, 1972

S74
T.1972 by the

American Hospital Association

13.1n Nri.111 Lake Shore Drive
00611

All It served

Printed in the

35M-1/71-239

THZ American Hospital Associa-

tion presents a Patient's Bill of

Rights with the expectation that ob-

servance of these rights will con-

tribute to more effective patient care

and greater satisfaction for the pa-

tient, his physician, and the hospital

organization. Further, the Associa-

tion presents these rights in the ex-

pectation that they will be supported

by the hospital on behalf of its pa-

tients, as an integral part of the

healing process. It Is recognized that

a personal relationship between the

physician and the patient is essen-

tial for the provision of proper med-

ical care. The traditional physician-

patient relationship takes on a new

dimension when care is rendered

within an organizational structure.

Legal precedent has established that

the institution itself also has a re-

sponsibility to the patient. It is in

recognition of these factors that

these rights are affirmed.

1. The patient has the right to

considerate and respectful

care.
2. The patient has the right to

obtain from his physician com-

plete current information con-

cerning his diagnosis, treat-

ment, and prognosis in terms

the patient can be reasonably

expected to understand. When

It is not medically advisable

to give such information to the

patient, the information should

be made available to an ap-

propriate person in his behalf.

He has the right to know, by

name, the physician respon-

sible .for coordinating his care.

3. The patient has the right to

receive from his physician in-

formation necessary to give

informed consent prior to the

start ot any proceatae

treatment. Except in emc,r-

gentles, Ruch information for

Informed consent should in-

clude but not necesiiarily bc

limited to the specific proce-

dure and/or treatment, the

medically significant riFks in-

volved, and the probable dura-

tion of incapacitation. Where

medically significant alterna-

tives for care or treatment

exist, or when the patient re-

qucst.: information concornin

medical alternatives, the pa-

tient has the right to such in-

formation. The patient al::o has

the right to know the name of

the peryon re:•ponFible for the

procedures and/or treatment.

4. The patient has the right to

refuse treatment to the extent

permitted by law and to be

informed of the medical con-

sequences of his action.

The patient has the right to

every consideration of his pri-

vacy concerning his own inf2di-

cal care program. Case discus-

sionoeonsultat ion, examination,

.and treatment are confidential

and should be conducted dis-

creetly. Those not directly in-

volved in his care must have

the permission of the patient

to be present.

6. The patient has the right to

expect that all communications

and records pertaining to his

care should be treated as con-

fidential.

'7. The patient has the right to

expect that within its capacity

a hospital must make reason-

able response to the request of

a patient for services. The hos-

pital must provide • evaluation,

2



s-rvice, and/or referral as iti-

dicated by the urgency Of the

ea,%.. When medically perinis-

!...., a patient may he tranS-

iorro!I to :1,!ather facility only

received complete

info:•!;iatir:n and explanation

cunyv:nint- the needs for and

:11t;:r!I:I1ive:: to such a transfei.

The in,tiltition to which the

pa; hot i.4 to be transferred

mu: t first have z:ec,pted the

p;I:i;:nt for tfansfer.

8. The paticia has the right to

olf am incormation as to any

re!ationslzip of his hospital Id

health care and ediied-

tiotH iwitoutions insofar as

Iii c i re is concerned. The Pe-

ti:e right hi obtain

1r f. iiU-1:1; i!.!1 as to the existenee "

of any prof;.!ssional relation-.

shii.ls among individuals, hy

name, who are treating hint•

9. 'rla.! patient has the right id bC

ad.:I:Al if the hospital tire-

pc;•:es to unenge in or perterin

hug nan experimentation greet-

ine his care or treatment. T1i6

paticat has the right to raise

La p:a•ticipate in such reseatcH

projects.

10. The patient has the tight tti

expect rea:,:onable corilltd*

of care. He has the tight to

know in advance •what

poi, :tment times and physicians

are available and where. The

patient has the right to expect •

that the hospital will provide

a mechanism whereby he is

informed by-his physician or a

delvgate of the physician of •

the patient's continuing health -

tare rrequireznents following

di:Tit:um%

11. The patient has the right to

aiid .toceive an bx-

Pidnatioh Of his bill regardless
bt source of PayMcrit.

12. The patient has the tight
 to

idioW what hospitat rules and
regulations apply to his con-
duct as a Patient.

NO catalog of tights can gUarantee

Mt the Patient the kind of treatment
he has C right to exPeet. A hosPital.
has .thany ftinetiOns id perform, in-

eluding the preveittibri and treat-

ment of disease; the education of

1)Oth health professionals and pa-

tients, and the conduct of clinical

research. All these activities must

he conducted With an overriding

concern fOr the Patient, and, above

all, the recognition of his dignity as

a human being. Success in achieving

this tecognition assures success in

the defense of the tights of the pa-
tient..

•

Statement

oil a

13111 or Rif.),lits

871
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RESOLUTIONS

Adopted by the
GOVERNING COUNCIL

of the

AMERICAN PUBLIC HEALTH ASSOCIATION

November 15, 1972

Group C—MANPOWER AND TRAINING •

Increased Utilization of Dental Auxiliaries

Supporting Statement

. The acute shortage of dental manpower in the United
 States cannot

be alleviated economically solely by the trainin
g of additional num-

bers of dentists. Thus, the productivity of th
e available dentists

must be increased. Although great advances in 
dental technology

have been made in the past two decades, the maj
or factor in increas-

ing the productivity of dentists has been the increa
sed use of dental

auxiliaries. Recent studies have shown that pr
operly trained aux-

iliaries can perform additional duties, maintain a
 comparable quality •

of services, and generate substantial increases in 
the productivity.

Resolution

The expanded utilization of dental auxiliaries app
ears to be the

most practical. economical, and efficient approach t
o delivering high-

quality dental care to more people.

. The American Public Health Association recomm
ends and urges

that a program of federal support be implemente
d for thc accelerated

development of training programs to expand the func
tion of dental

auxiliaries, such programs to include support for co
nstruction of

facilities, operation of proerams. training of faculties,
 and financial

• 4ncentives to dental school; that teach students th
e use of expanded

function auxiliaries, and be it further resolved, that eac
h state dental

society and board of examiners be urged t
hat formal programs of

continuing education be developed to prepare pre
sently practicing

dentists to utilize expanded function auxiliaries
.

Expanded Role of the Nurse in Health Care

Traditional patterns in the delis cry of health car
e are chan.eine.

rapidly. One of the most pos‘e and rote;•,:i 
•i.il  

lions in personael utilieation involves 5hc expanded
 role of Ow nurse

in primary care.
This conc.:pt. which sk as aecepted by APHA's Gus

 ernine Council

in 190. has ishesi‘tead surp.):t i.rom the c com:::•-•;ty.

• en a.; the piihric. I kiss 0,C1" 
rtv:ICCr.:-

tio:t of sho:1-1crni trainim: pro -rains to prepare nurse pr.:.:titioners

without the des 1.11,‘Piilt:;:iutNt.t:t
d.1 I tk to pros idc

safeetia:-.1.
• ANL.% reaffu ms and exterals its positton ii vc:,.:.tid to the W....di:164:n

of the nurse in ex!...aded medical and ilt::-stae
 turctioas.

AMA recommemis that:
• The expanded role of nurses in medic

al and health care be

kievelored jointly by the profes•iotials in medicine an
d inn Ninl.t.

• Guidelines and standards for programs to prepare the 
nurse in

an expanded role should continue to he developed and refin
ed

by national nursing organizations and medical specialty croups:

• Experimentation continue under the auspices of duly .accre
dited

institutions:
• Affiliates stimulate the development of responsible education

al

programs within established guidelines and the appropriate use

of practitioners who have successfully completed such programs.

Selection of Teaching Patients

For over a century most of the patients chosen for clinical teachi
ng

in medicine, dentistry, and other related health fields, ha
ve been

so selected, directly or indirectly, because they are poor. In addi
tion.

the majority of these patients havebeen designated as teaching c
ases

without choice on their part. The justification of such selection
 has

been that teaching services have- provided health care services to

many who could not have otherwise afforded it. While th
ere arc

still many who cannot .obtain adequate health care, the Am
erican

Public Health Association considers this means of d
esignating

patients for clinical teaching programs undesirable.

The present means of selecting teaching patients perpetu
ates a

two-class health system which is based upon income an
d social

status. Not only is this socially undesirable, but it is part
icularly

inappropriate in settings where student practitioners are 
developing

perspectives which will. persist throughout their professional lives
.

Most important. however, selection based on economic cri
teria as

inconsistent with the goat of APFIA to assure equality of
 access

to and quality of health care for all.

API-IA urges the American Medical Association. A
merican

Osteopathic Association. the American Hospital Associat
ion. te

American Dental Assoziation. the American Associa
tion of Dent.t1

Schools. the Association of American Medical Culle;es. t
he

Lealtue for Nut-sing. and other apHpriate professional assoeiatio
ns

to join with ApH. \ in instiai tir„.: such 7i:solutions as:

I. Partiei.pation of ;di patients itt c';:::cii! tetiehin; 
";-,:.tierrransf

2. S;e:c-et:oit patienis ...............t he hascd

on the race or socioeconomic status Of the patient.

. .
Restoration of Environmental Ma

npower Training

Funds

The Environmental Protection Agency. in r
esponse to an ...pp:tic/it

still-his of certain pes of engineers. has curtailed funds 
•:ed

for graduate level. profc,sion:11 of catecorieal

in such fields as solid wastes man:qt.:mem. 
radiation protect.oit.

is ater pollution contiol. and air. pollution con
trol.



Your Rights
as a

Patient
at

Beth Israel
Hospital
Boston

I

Beth Israel Hospital, its doctors,
nurses and entire staff are committed
to assure you excellent care as our
patient. II has always been our policy to
respect your individuality and your
dignity. This listing is published to be

•certain that you know of the
long:standing rights that are yours as
a Beth Israel patient.

1. You have the right to the best care
medically indicated for your problem,
that Is, to the most appropriate
"treatment available without
considerations such as race, color,
religion, national origin or the sourceof
payment for your care.

2. You have the right lobe treated
respectfully by others; lobe addressed
by your proper name and without undue '
familiarity; lobe listened to when you
have a question or desire more
information and to receive an
appropriate and helpful response..

•
3. You have the right to expect that

your individuality will be respected and
that differences in cultural and
educational background will be taken
into account.

4. You have the right to privacy. '
In the clinics, you should be. able to talk
with your doctor, nurse, other health
worker or an administrative officer in '
private, and know that the information
you supply will not be overheard nor
given to others withoutyour permission.
In the Hospital, when you are in a
semhprivale room, you can expects '
reasonable attempt to keep the

conversation private. When you are
examined, you are entitled to privacy —
to have the curtains drawn, to know
what role any observer may have in
your care, to have any observers
unrelated to your care leave it you
so request. If you are hospitalized,
no outsiders can see you without your
permission. Your hospital records are .
private as well, and no person or agency
beyond those caring for you can learn
the information In your medical record
without your specific permission.

5. You have the right to know the
name of the doctor who is responsible
for your care; to talk with that doctor
and any others who give you care;
to receive all the information necessary
for you to understand your medical
problems, the planned course of
treatment (including a full explanation
about each day's procedures and tests)
and the prognosis or medical outlook
for your future; to receive adequate
Instruction in sell-care. prevention of
disability and maintenance of health.
You have the right to ask the doctor
any questions that concern you about
your health. You have the right to know
who will perform a test or an operation,
and the right to refuse it. Because this
Is a university hospital, you may come
across doctors, nurses and other health
workers in training, or you may be asked
to participate in special studies. We
believe that the presence of students
adds to the quality of care. Nevertheless,
you have the right to have a lull
explanation of any research study or
any training program for students before
you agree to participate In it. and the '
right to refuse to participate. If you .

2

agree to the diagnostic and therapeutic
procedures recommended by your
doctor, you may be asked to'sign a
consent form, but if you refuse, you have
the right to receive the best help that
the Hospital can still offer under
the circumstances.

6. You have the right to leave the
Hospital even if your doctors advise
against it, unless you have certain
infectious diseases which may Influence
the health of others, or if you are
Incapable of maintaining your own
safety, as defined by law. If you do
decide to leave before the doctors
advise. the Hospital will not be
responsible for any harm that this may
cause you and you will be asked to sign
a "Discharge Against Advice" form.

7. You have the right to inquire about
the possibility of financial aid to help In
the payment of your Hospital bills and
the right to receive information and
assistance In securing kuch aid.

Patients also have certain
responsibilities which should be carried
out In their own best interests:

Please keep appointments, Or
telephone the Hospital when you
cannot keep a scheduled • •
appointment; bring with you
Information about post illnesses,
hospitalizations, medications and
other matters relating to your health;
be open and honest with us about
instniclions you receive concerning
your health. that Is, let us know
Invitedialely If you do not understand

3

them or it you feel that the
instructions are such that you

cannot follow them.

You have the responsibility lo be

considerate of other patients, and

to see that your visitors are

considerate as well, particularly with

relerence to noise and smoking,

which are usually very annoying 10

new hy patients.

You also have a responsibility to

he g.rornot about payment of

I 'repot bins. to provide information

n',.c...ssary for insurance processing

ol V011f bilK and to be prompt about

any rair.%tions you may have

Concern:n;; your bills.

Beth Israel I lospital is interested in

keeping you in the best health possible.

It you k' 'I ye ware not being healed

fairly Of I loi.:11y. you 110./0 tt,e right to

:civIn this with your doctor, nurse,

tacit worker. Of

I.. A. ti: .1111 Y011 may

01..o v„,itea h.lter lo the General

Parer.!,-.r. it, :liisi.et I lo7pital. Boston

0715 A:1,.,..;re:-.:-.and.-nce will receive

prom; I ,on.1 :•e.nat attention,

This message'rellects the interest

and philosophy of the entire staff of

Beth Israel I lospital.

‘4"0.

tAitchefl T. Rabkin. M.D.
General Director

•
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III. Action Items:

Proposal for Modification of Nominating Committee

At present, the CAS Nominating Committee is described

in the CAS Rules and Regulations as follows:

Section V. Committees 

1. There shall be a Nominating Committee of seven (7)

members. Said Committee will be chosen by mail ballot. A

ballot listing 14 representatives will be prepared by the

Administrative Board and sent to all representatives to the

Council. Seven (7) names shall be selected from the list

by each representative and submitted to the Secretary. The

seven (7) representatives receiving the largest number of

votes will constitute the Nominating Committee, except that

no member society shall have more than one (1) representa-

tive on the Nominating Committee.

The Committee shall meet in person and submit each year

to the Secretary forty-five (45) days prior to the annual

meeting of the Council of Academic Societies the names of

two (2) candidates for each office to be filled. The chair-

man of the committee will verify in advance that the nominees

are willing to serve. Election of officers shall be by

majority vote at the annual meeting of the Council of Aca-

demic Societies.

The procedure for selecting a Nominating Committee is

quite cumbersome. It is recommended that the procedure for

selecting a Nominating Committee be changed. It is further

recommended that Section V, No. 1 of the Rules and Regula-

tions be changed to read:

The Nominating Committee shall be comprised of seven

members of the Council. The immediate past Chairm n of the

Administrative Board shall be the non-voting Chairman of

the Nominating Committee. For purposes of selecting a Nomi-

nating Committee, six individuals shall be chosen from among

the representatives present at the Annual Fall Meeting of

the Council by a majority vote of the representatives present

at that meeting. The Officers of the Council and its repre-

sentatives to the Executive Council of the Association of

American Medical Colleges are eligible to serve on the Nomi-

nating Committee with the exception of the Chairman-Elect.

No Society may be represented on the Nominating Committee

by more than one person. The Nominating Committee shall meet
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in person to select a slate of Officers prior to June Zst,

of the year of the election. In the event of a tie vote,

the Chairman of the Nominating Committee shall break the

tie with a vote.

The Nominating Committee shall nominate not more than

two individuals for each office. The committee will also

recommend nominees for AAMC offices.
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III. Action Items:
3. Establish 35 voting members for Assembly.

MEMBER SOCIETIES BY DISCIPLINE

ALLERGY 
*American Academy of Allergy

ANATOMY 
*American Association of Anatomists
*Association of Anatomy Chairmen

ANESTHESIOLOGY 
*Association of University Anesthetists
*Society of Academic Anesthesia Chairmen, Inc.

BIOLOGICAL CHEMISTS 
*American Society of Biological Chemists
Association of Medical School Microbiology Chairmen

CLINICAL 
*Academic Clinical Lab. Physicians and Scientists
American Federation for Clinical Research
American Society for Clinical Investigation, Inc.
Southern Society for Clinical Investigation

DERMATOLOGY 
*Association of Professors of Dermatology

ENDOCRINOLOGY 
Endocrine Society

GASTROENTEROLOGY 
American Gastroenterological Association

MEDICINE 
American College of Physicians

*Association of American Physicians
*Association of Professors of Medicine
*Association of Teachers of Preventive Medicine
Society of Teachers of Family Medicine

NEUROLOGY 
*American Neurological Association
*Association of University Professors of Neurology

OBSTETRICS AND GYNECOLOGY 
American College of Obstetricians and Gynecologists

*Association of Professors of Gynecology and Obstetrics

*Denotes Current Voting Members in the Assembly
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MEMBER SOCIETIES BY DISCIPLINE (CONT.)

OPHTHALMOLOGY AND OTOLARYNGOLOGY 
American Academy of Ophthalmology and Otolaryngology

*Society of University Otolaryngologists
*Association of University Professors of Ophthalmology

ORTHOPAEDICS 
*Joint Committee on Orthopaedic Research and Education Seminars

PATHOLOGY 
*American Association of Neuropathologists
*American Association of Pathologists and Bacteriologists
*Association of Pathology Chairmen, Inc.

PEDIATRICS 
American Academy of Pediatrics

*American Pediatric Society
*Association of Medical School Pediatric Dept. Chmn., Inc.
Society for Pediatric Research

PHARMACOLOGY 
*Association for Medical School Pharmacology

PHYSIATRY 
*Association of Academic Physiatrists

PHYSIOLOGY 
*American Physiological Society
*Association of Chairmen of Depts. of Physiology

PSYCHIATRY 
*American Association of Chmn. of Depts. of Psychiatry

RADIOLOGY 
*Association of University Radiologists
*Society of Chairmen of Academic Radiology Departments

SURGERY 
*American Association of Neurological Surgeons
*American Association of Plastic Surgeons
American Association for Thoracic Surgery
American College of Surgeons

*American Surgical Association
Association for Academic Surgery
Plastic Surgery Research Council
*Society of Surgical Chairmen
Society of University Surgeons

UROLOGY
----7T6Ciety of University Urologists
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IV. Discussion Items:

PM
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1. Program of Fall Meeting

S 11/4 Mu Th 11/R

CAS Bus.
Session Plenary Plenary

Council
Program Misc.

CAS Gen.Councils'
Session

AAMC

Business

CAS Prog.

Assembly
Misc. Misc.Minority

Affairs

CAS Business Session - Sunday, November 4, 10:00 a.m. - 12 N

CAS General Session - Sunday, November 4, 1:30 - 5:00 p.m.

CAS Symposium on Ethics of Biomedical Research, Monday,
November 5, 2:00 p.m. - 5:00 p.m.
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PROPOSED PROGRAM ON CERTAIN ETHICAL ASPECTS OF BIOMEDICAL
RESEARCH

CHAIRMAN: Robert G. Petersdorf, M.D.

1. A discussion of the dilemma created when rigid review, excessive
regulation and miles of red tape satisfy the public but make
clinical research extremely difficult to carry out such that in-
vestigators find it easier to classify their work as patient care.
Thomas C. Chalmers, M.D., Director, Clinical Center, NIH.

2. Non-beneficial research on children. A discussion of the need for
and the unique ethical problems created by clinical research in
children, pregnant women, fetuses and abortuses. Charles Lowe, .
M.D., Scientific Director, National Institute of Child Health and
Human Development or Sidney Blumenthal, M.D., University of Miami.

3. The problem of long-term unanticipated consequences of research.
Is there a need for long-term follow-up? If so, how should this
best be accomplished. and who should pay for it? Jay Katz, M.D.,
Yale University School of Medicine.

4. Compensation of the innocent victim of research. Despite all the
attention that has been directed to the ethics of experimentation
with human subjects, there has been little discussion of what
should be done for the research subject who is injured in spite
of all ethically prescribed precautions and the procurement of
adequate informed consent. Donald E. Chalkley, Ph.D., National
Institutes of Health.

5. Evaluation of Concepts of Ethical Standards. What was ethically
acceptable in the past is not ethically acceptable today. James
Toole, M.D., Bowman-Gray School of Medicine.
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DRAFT REPORT

COST OF THE BIOMEDICAL RESEARCH
CONTRIBUTION TO UNDERGRADUATE MEDICAL EDUCATION

by

THE COMMITTEE ON BIOMEDICAL RESEARCH AND RESEARCH TRAINING
ASSOCIATION OF AMERICAN MEDICAL COLLEGES

Eugene Braunwald, M.D., Chairman
W. Gera4 Austen, M.D.
James Eckenhoff, M.D., Sc.D
Stuart Bondurant, M.D.
Ronald W. Estabrook, Ph.D.

Melvin M. Grumbach, M.D.
Wolfgang K. Joklik, Ph.D.

Baldwin G. Lamson, M.D.
A. Brian Little, M.D.
Joseph E. Rail, M.D.
Yale Drazin
Michael F. Ball, M.D.
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Research and Medical Education 

Medicine is concerned with the application of a rapidly changing body of

knowledge and technology to the problems of health and disease. Consequently,

Its students must have a direct encounter with the scientific processes involved

and the current state of knowledge in the biomedical sciences. The exponential

0 rate at which medical knowledge has grown in the recent past, and the likeli-

hood that it will continue to expand at the same rate in the future make it im-

perative that the physician be able to evaluate for himself the results of scien-

tific investigation and have the ability to discern their usefulness in applica-

tion. To develop these characteristics in the physician, medical education must0
sD,

encompass the opportunity for the medical student to engage with exemplary faculty
0

in the use of the .scientific method and investigative processes in the discovery

.of new knowledge. This can only be accomplished by a faculty that is intimately

involved, in adequate measure, with the development of knowledge at the frontiers

of the health sciences through their own research activities.0

0
Medical education, therefore, necessarily encompasses an intrinsic body of

research activity by virture of the nature of its subject matter, the function

.of medicine, and the requisite qualifications of a physician. Such a body of

5 research' is a minimum requirement within every medical educational program and

should be financed as a basic expense of medical education. It is this basic8
activity which provides the platform of scientific capability that enables aca-

demic medical centers to participate in and contribute to broad national research

programs directed to the advancement of specific scientific fields or in the solu-

tion of specific problems. Determinations in respect to the latter, however,

transcend institutional judgments and relate to national priorities and..objectives.

These determinations,. however, must not operate to either ignore or warp the essen-

tial underlying structure of research essential to the educational process.
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The Task Force on Biomedical Research began its deliberations in late 1971

and developed three broad guidelines. The Task Force agreed that:

a. A specific range of research must be maintained at each
medical school to serve the educational process. This
research should be broad-based to include all departments.

b. A second level of research among the medical schools is
necessary to carry out the national policy for scientific
research which can be best accomplished in a medical center.

c. An additional level of research must be available at the
medical centers to conquer specific diseases which afflict
the citizenry.

Several hypothetical models were developed to try to quantify the cost of

part "a" and have been applied to the eight matched schools which have formed

the basis for an indepth study of the cost of medical education. The four pairs

of schools were:

1. Duke University School of Medicine - Case Western Reserve School of
Medicine

2. Georgetown University School of Medicine - Saint Louis University School
of Medicine

3. The University of Kansas School of Medicine - The State University of New
York Upstate Medical Center in Syracuse

4. The University of Iowa College of Medicine - The University of Washington
School of Medicine

p.
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Following careful evaluation, the Committee elected to discard the more

complex mathematical models which had been suggested and to base the cost of

the contribution of biomedical research to medical education on certain arbitrary

judgements. The Committee concluded that "EVERY MEDICAL SCHOOL FACULTY MEMBER

SHOULD SPEND A MINIMUM OF 20% OF HIS TOTAL FACULTY EFFORT IN SCHOLARLY ACTIVITIES

SUCH AS BIOMEDICAL RESEARCH. THE COST OF ONE HALF OF THIS EFFORT SHOULD BE

0 ASSIGNED AS A COST OF UNDERGRADUATE MEDICAL EDUCATION AND THE COST OF ONE HALF OF

THE FACULTY EFFORT IN BIOMEDICAL RESEARCH SCHOULD BE ASSIGNED AS A COSTtOF GRAD-

UATE MEDICAL EDUCATION SINCE RESEARCH IS AN ESSENTIAL COMPONENT OF BOTH OF THESE

-c7s EDUCATIONAL PROCESSES.

-c7s0 The research costs of an institution are not incurred equally by all faculty.sD,

To more accurately assign research costs to that portion of the faculty which
0

conducts research, the Committee evolved the concept of 'research cost per full-

time investigator.' This figure is derived by multiplying the percent effort

devoted to research by the number of medical school faculty to determine the number

0 of theoretical full-time equivalents of faculty devoting their time 100% to re-'a)0
search. This number is divided into the total research cost for the school to

determine the cost of one full-time investigator conducting research. This figure

includes the costs of salary, technical support, supplies, instrumentation, etc.

a

Research cost  =  Research cost  Research cost
per full-time8 aggregate % effort in research number of FTE researchers investigatorX number of faculty

The research cost/FTE investigator ranged from $84,400 at school A to $52,300

at school G. The reasons for the marked differences in these costs is not readily

apparent from the data provided. For example, faculty salaries comprised 27% of

the research cost at school D and comprised 39% of the research cost at school A,

both schools with the highest research cost per FTE investigator.
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The Committee assigned 10% of the cost of one full-time investigator con-

ducting research as that cost of biomedical research which should be assigned as

a cost of medical education. This figure is calculated by multiplying one half

day per week, or 10% effort, times the research cost per FTE investigator. The

result is then multiplied by the number of faculty to calculate the total cost

of the research contribution to medical education at the institution and divided

by the number of students to express the cost in that framework of reference.

In each instance, the cost of the research contribution to medical education com-

prisesless than 1/3 of the research cost of the institution and ranged from 19 to

32 % in the eight schools studied.
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COST OF THE BIOMEDICAL RESEARCH

CONTRIBUTION TO UNDERGRADUATE MEDICAL EDUCATION

DUKE CASE KANSAS SYRACUSE GEORGETOWN ST LOUIS U. WASH IOWA

1. NUMBER OF STUDENTS, 338 364 487

2. NUMBER OF FACULTY 346 525 204

3. AGGREGATE 1 EFFORT

TEACHING 10.0 12.3 16.4

RESEARCH 38.0 42.0 42.0

PATIENT CARE 26.0 23.0 14.0

4. RESEARCH COST (MS) 11.1 13.3 6.3

5. 1 FACULTY SALARIES 38.6 35.1 33.3

6. RESEARCH COST/FTE
INVEST. (THOUS.) 84.4 60.5 73.2

7. ONE DAY WEER/RESEARCH
COST/STUDENT 8,642 8,700 3,080

8. TOTAL COST OF RESEARCH
CONTRIBUTION TO MED.
EDUCATION (M$) 2.9 3.2 1.5

402 473 484 392 595

155 215 174 616 363

23.9 19.9 22.9 8.3 14.3

37.0 30.0 50.0 45.0 36.0

25.0 21.0 16.0 14.0 20.0

4.5 3.4 5.7 14.5 9.5

27.1 42.3 35.9 33.8 31.0

78.9 52.7 65.5 52.3 73.1

3.025 2,395 2.355 8,218 4,435

1.2 1.1 1.1 3.2 2.7

May 17, 1973
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IV. Discussion Items:

7. Invitations to individual members of the societies

meeting with the AAMC to attend the CAS Fall Meeting.

Association of Academic Physiatrists
Society of University Urologists

Society of University Otolaryngologists
Association of Professors of Medicine
Society of Teachers of Family Medicine
Association of Orthopaedic Chairmen (not

member, but will be in November)
Association of Chmn. of Depts. of Psychiatry
Association of Anatomy Chairmen
Association of Pathology Chairmen, Inc.
Association of Chairmen of Depts. of Physiology

Assn. of University Professors of Ophthalmology

(Meeting at Mayflower Hotel)

V. Information Items:

# of People 

20
100
100
100
200

130
100
100
70
60

100

2. Council of Deans' resolution on the need for a stra-

tegic planning effort.

The Council of Deans recommends that the Executive Coun-
cil direct the revision and expansion of the paper entitled,
"Medical Education, the Institution, Characteristics and
Program - A Background Paper", to include a discussion of
the issues presented and the development of a potential
long-range strategy for approaching their solution; such
a paper to take the form of a "green paper" for discussion
and review by the Executive Council, the Council of Deans,
the 'Council of Academic Societies, and the Council of Teach-
ing Hospitals and ultimate adoption by the AAMC Assembly.

3. CAS Nominating Committee 1973-74.

The CAS Nominating Committee met on June 6, 1973 in Wash-

ington, D.C. A report will be given at the Administrative

Board meeting. A list of the Committee appears on the next

page.



CAS NOMINATING COMMITTEE
1973 - 74
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Chairman

Sam L. Clark, Jr., M.D.
Chairman, Dept. of Anatomy
University of Massachusetts
School of Medicine
419 Belmont Street
Worcester, LA 01604
(617) 791-7851

John W. Corcoran, Ph.D..
Chairman, Dept. of Biochemistry
Northwestern University
Medical School
303 East Chicago Avenue
Chicago, IL 60611
(312) 649-8649

Douglas W. Eastwood,
Division of Research
Case Western Reserve
School of Medicine
2119 Abington Road
Cleveland, OH 44106
(216) 368-2831

M.D.
in Medical Education
University

G. Thomas Shires, M.D.
Professor & Chairman
Department of Surgery
Southwestern Medical School at Dallas
5323 Harry Hines Boulevard
Dallas, TX 75235
(214) 631-3220

Nancy E. Warner, M.D.
Professor of Pathology
Department of Pathology
University of Southern California
School of Medicine
2025 Zonal Avenue
Los Angeles, CA 90033
(213) 225-1511

Ralph J. Wedgwood, M.D.
Chairman, Dept. of Pediatrics
University of Washington
School of Medicine
Seattle, WA . 98105
(206) 543-3207

Louis G. Welt, M.D.
Chairman, Dept. of Medicine
Yale University
School of Medicine
333 Cedar Street
New Haven, CT 06510
(203) 436-3290

AAMC Staff

August G. Swanson, M.D.
Director of Academic

Affairs
(202) 466-5194

Mary H. Littlemeyer
Senior Staff Associate
(202) 466-4663

Connie Choate
Secretary to
August G. Swanson, M.D.
(202) 466-5194
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V. Information Items, continued

4. Current status of the efforts to develop a telephone

network with selected societies

Several societies have expressed an interest in setting

up a telephone cascade. The following is a proposed guide-

line for establishing such a cascade:

One of the major challenges facing us as we try to effect

evolution of biomedical research policy is how to best utilize

energies of our constituents. Gus Swanson and I have been

discussing this matter for some time and would like to sug-

gest that the (name of society) consider developing a tele-

phone cascade which we could trigger on key legislative issues.

We would anticipate using this sytem about ten times each

year.

The system would work in the following manner:

Gus or I would telephone the office of a person you des-

ignate and provide the basic information to be transmitted.

This individual would then call five designated persons and

relay the information. Each of these five individuals would

then call five additional persons, etc. Mathematically, if

every one cooperated, four series of telephone calls would

reach 656 people and five series would reach 3,156 people.

We would plan to provide you a succinct summary of the key

material which could be dictated to a secretary and thus

avoid the word-of-mouth "garble" phenomenon.

Each person who agrees to participate in this cascade

would have two responsibilities. First, to begin to develop

a liaison with his own Congressman and Senators such that

his views would be respected by the legislators; and secondly,

to telephone the designated five people.

We also will need some mechanism to evaluate the effect-

iveness of your cascade. In this regard, I would propose that

certain people in your organization be placed at the final

level in the system and requested to mail the message received

back to this office.

The major flaw in the proposed system is the human ele-

ment. Members of your cascade who do not fulfill their res-

ponsibilities sabotage the system. In order to circumvent

some of the uncontrollables, like travel, committee meetings,

teaching assignments, etc., I propose to use secretaries

as much as possible. For example, my secretary could call

your secretary and dictate the information. Your secretary

would transcribe one copy of the information for you and then

call the secretaries of the five people on your list without

waiting for your approval. Thus, information could be relayed
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through the system quickly. It is conceivable, utilizing
secretaries, that the message could be transmitted through
the whole system in less than an hour.

I shall be interested in your response to this suggestion.

5. Proposed guideline on "How do I talk to my Congress-
man"

Increased federal activity and increased federal spend-
ing have resulted in increased legislative activity among
special interest groups. In view of these trends, many in-
terests which seldom bothered to exert pressure on Congress
in the past have found it necessary or advantageous to do so.
Biomedical scientists, in particular, have been reluctant to
solicit the support of the legislature or to call attention
to the implications of legislative decisions for medical edu-
cation and biomedical research.

Special interest groups perform a number of important and
indispensable functions in their contacts with members of
Congress. Such functions include helping to inform both the
Congress and the public about problems and issues, stimulating
public debate, opening a path to Congress for the wronged
and needy, making known to Congress the practical aspects,
of proposed Zegilation--who it would help, who it would hurt,
who is for it and who is against it. The spinoff from this
process is considerable technical information produced by
research on legislative proposals.

Most legislators do not solicit views directly, but rather
rely on their constituents to keep them informed. To para-
phrase the old addage, "the squeaky wheel gets the oil" or in
this case, the legislator's ear. Most Congressmen and Senators
maintain two offices, one in Washington and a second in their
home district. Most Congressmen spend Tuesday, Wednesday and
Thursday in Washington and are available in their district
offices on Monday and Friday. In addition, during Congres-
sional recesses, legislators spend a greater period of time
at their regional offices.

Four possible methods of contacting members of Congress
are suggested:

A. A personal visit. By far the best method. Call and
make an appointment. Do not be disappointed if you are dealt
with by a Congressional aide or assistant. An aide often
exerts important influence on the member serving as a very
necessary extra set of eyes and ears.

B. A telephone call. The local office should be listed
in your telephone directory or call the Capitol switchboard,
(202) 224-3121, which can connect you with the office of any
member of Congress.
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C. A letter. The shorter the :Letter. To a Senator,

the mailing address is 7.5. jenate, Washington, D.C. 20510.

To a Representative, the mailing address is U.S. House of

Representatives, Washington, D.C. 20515.

D. A tr': en the Western Union Operator you

wish to send a pe:,son opinion message of less than 15 words,

not counting name and :dress.

The most imrortaitc aspect of communicating with legis-

lators is transmittg the idea that you are Interested in

being certain that ::he Zegislator understands the implica-

tions of various leqislati?)e issues for their district. Do

not assume specialized knowledge on the part of the Congress-

man, regardless of his background or position, unless you

personally know rhe ;nan and arc confident of his thorough

understanding biomedLoaL research.

Make your presentation succinct and illustrate it with specif-

ic references to your institution and the local situation.

A one shot visit may (!ecomplish Little and it may take

three or four visits before the legislator begins to recog-

nize that you can be of help to him. It is important to fol-

low up votes which are in accord with your point of view with

recognition and approval and to inquire why, when the legis-

lator's vote is in disagreement with your point of view.

Your society is a participant in the Council of Academic

Societies of the Association of American Medical Colleges.

The staff of the AAMC at One Dupont Circle can frequently

provide up-to-date information as to the status of various

legislative proposals. As an initial point of contact, you

may wish to call upon Michael F. Ball, M.D., (202) 466-5152

or Rosemary Wilson, (202) (1136-516%.
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DEPARTMENT OF HEALTH. EDUCATION. AND W
ELFARE

SOCIAL SECURITY ADMINISTRATI
ON

OALTIMORE. MARYLAND 21235

PART
1-c) March 1973

INTERMEDIARY TgAr'ZIJAI.

REVISION TRANSMITVAL O. 320

0

New Material 'Page No. Replaced Pages 

0

• 
75

Sec. 0102.6-6102.8 21-21.1 (2 pp.) 21-21.1 (2 pp.)

-00

-00 Section 6102.7, Interns and Residents, has been revised to 
include within

the definition of "physicians' services" services perfor
med by internssD,

0 and residents outside their regular training program in 
a hospital other

,0
O than the hospital in which they are in training under such 

program pro-

vided that they are fully licensed to practice medicine in 
the State in

which the services are rendered and are not compensated by a provide
r.

• 
Au services rendered in the hospital with the approved teaching 

program 

under which the interns or residents are in training continue to 
be

0 reimbursable, if at all, only as provider services. This policy is

75 effective on receipt and is applicable to claims not yet adjudicated

O as well as to adjudicated claims coming to the carriers' attentio
n.

-O Files should not be searched, however, to locate previously de
nied

..,u .claims.0
0
c.)

&
Ow

5 
Thom M. Ti
ureau of Health Insuran e

(.)
8

Action Note: Add to the last paragraph of § 6012, "(See, however,
5 6102.7B regarding circumstances under which services
of certain moonlighting residents are reimbursable on a
reasonable charge basis.)"

HIM-14- PART 3
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3-73 COVERAGE AND LIMITATIONS 6102.6

6102.6 Provider-Based Physicians' Services.--The services of provider-based physicians (e.g., those on a salary, or percentage arrangement, etc.,whether or not they bill patients directly) include two distinct elements:the patient-care componenet, and the provider component. (The services ofinterns and residents are reimbursable to the provider on a reasonablecost basis even though the intern or resident is a licensed physician.)
A. The Professional Comnonent.--The patient-care component of provider-based physicians' services includes those services directly related tothe medical care of the individual patient. (No Part B charge can berecognized for autopsy services.) When such services are performed by afaculty member of a medical, osteopath, dental, or podiatry schoolbilling may be by the school with the physician's authorization. See§ 6330 for form and procedures for billing for services of provider-basedphysicians. See § A6015 for limitations on reassignment under the 1972Amendments.

B. The Provider Comnonent.--Provider-based physicians often performprofessional services other than those directly related to the medical .care of individual patients. These may involve teaching, administrative,and autopsy services, and other services that benefit the provider'spatients as a group. Such physician services, not directly related toan individual patient, if compensated, must be considered in computingreimbursable provider costs. Reimbursement for such costs is made underPart A where they relate to inpatient services and under Part B wherethey relate to outpatient services and inpatient ancillary services wherethere are no benefits,payable under Part A. (See § 6852.2 on distinguishingbetween professional and provider components for reimbursable purpose.)
• C. The Roles of the Fiscal Intermediary and Carrier.--The provider'sPart A intermediary will obtain from the provider information it and thePart B carrier need to make payment determinations where the services ofprovider-based physicians are involved. The Part A intermediary has theresponsibility for reviewing and approving the reasonableness of theagreement between provider and physician on the allocation of physiciancompensation (received from or through the provider) between (1) theportion attributable to provider services, i.e., services to the insti-tution and (2) the portion attributable to physician services, i.e.,identifiable services rendered by the physician to individual patients.If the provider and physician fail to agree or if their agreement appearsunreasonable, the Part A intermediary and the Part B carrier will jointlyassist in resolving the issue (§ 6852.6). The Part B carrier is respon-sible for review and approval, in accordance with the applicable principles,of the basis for Part B charges for services of provider-based physicians,i.e., the schedule of such charges if the item-by-item method of deter-mination is used, the uniform percentage if the optional method ofdetermination is used, or the unit charge if the per diem or per visitmethod is used (§§ 6856ff.). • •

Rev. 320 
3-21
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6102.7 COVERAGE AND LIMITATIONS 
3-73

Group practice prepayment plans which deal directly with the SocialSecurity Administration may make a written agreement with a hospital,or with physicians in a hospital, to reimburse the professional componentof the hospital-based physician's charge for services to plan-membersentitled to Part B. These claims will not be processed by carriers.
6102.7 Interns and Residents.--

A. General.--For Medicare purposes, the terms "interns" and "residents"include physicians participating in approved postgraduate training programsand physicians who are not in approved programs but who are authorized topractice only in a hospital setting (e.g., unlicensed graduates of foreignmedical schools). As a general rule, services of interns and residents

A

rti

are reimbursed on a reasonable cost basis by the Part A intermediary.However, the services of an intern or resident are reimbursable by the5 carrier on a reasonable charge basis as physicians' services where the
0
5 individual: (1) renders the services off provider premises (however, seealso B below, regarding certain "moonlighting" interns and residents);0 (2) is not compensated by a provider; and (3) is fully licensed to
0
-0 practice medicine by the State in which the services are performed.
0

(See §§ 6704.5 and 6806 regarding the reasonable charge determination.)
0
0
_0 See.§§ 3101.6 and 3115 of the Part A Intermediary Manual (HIM-13)
0

regarding approved programs and coverage as a provider service under
0

hospital and medical insurance.

B. "Moonlighting" Interns and Residents.--Services a moonlightingintern or resident performs in the outpatient department or emergency
0

room of the hospital which has the training program in which he is par-
,.O ticipating are reimbursable only on a Part B reasonable cost basis (i.e.,all services performed in the hospital with the training program are
0
• treated as part of the training program). In addition, any services a

0
- "moonlighting" intern or resident furnishes in the hospital.other than

0
75'
0 the one with the approved training program under which the intern or
0

resident is in training are reimbursable on a Part B reascnable costE basis if he is paid for such services on a salary or other fixed
0

compensation basis by the hospital in which such services are rendered
5 (or by another hospital). However, such services are reimbursable by
c5)• the carrier on a reasonable charge basis as physicians' services if
0O the intern or resident is not so compensated and if he is fully licensed
C:1

to practice medicine in the State in which the services are performed.
6102.8 Supervising Physicians in the Teaching Setting.-Medical insurancecovers the services attending physicians (other than interns and residents)render in the teaching setting to individual patients.

3-21.1 
Rev. 320

•__•__ 
• molOrrop orr.• %NW* P. •
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%UNICE -1,

F
EDUCATION

/

I
f;ii..)tESEARCII

TO:

FROM:

SUBJECT:

ASSOCIATION OF AMERICAN MEDICAL

DATE

INTER-OFFICE MEMO

June  1, 1973  

COLLEGES

Retain-6 mos.

1 yr.

5 yrs.

Permanent!y
Follow-up Date

CAS Administrative Board

Connie Choate, Secretary to August G. Swanson, M.D.

Next Meeting

The next meeting of the CAS Administrative Board is
scheduled for:

Thursday, June 21, 1973
1 Dupont Circle, N.W.
Room 827, 8th Floor
Washington, D. C.
9:30 a.m. - 4:00 p.m.

The agenda will be mailed shortly.

Please indicate on the attached form whether or

will attend the Board meeting and if you will need a
room for June 20. Hotel rooms will be booked at the
Row.

not you
hotel
Embassy

THERE WILL BE NO DINNER MEETING THE EVENING OF JUNE 20.

Thank you.

CC/sd
Enclosure

Robert G. Petersdorf, M.D.
Ronald W. Estabrook, Ph.D.
William B. Weil, Jr., M.D.
Robert M. Blizzard, M.D.
David R. Challoner, M.D.
Ludwig Eichna, M.D.

cc: AAMC Executive Staff

COPIES TO:

Robert E. Forster II, M.D.
Charles Gregory, M.D.
Rolla B. Hill, Jr., M.D.
Sam L. Clark, Jr., M.D.
Ernst Knobil, Ph.D.
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stiV4 IC E

•
ASSOCIATION OF AMERICAN MEDICAL COLLEGES

‘-4( SUITE 200, ONE DUPONT CIRCLE, NW.. WASHINGTON. D.C. 20036

PLEASE COMPLETE THIS FORM AND RETURN TO CONNIE CHOATE AS

SOON AS POSSIBLE.

will not attend the CAS Administrative Board

meeting on June 21, 1973.

I do do not wish a hotel room for June 20.

Signed

Date
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ROLE OF OSR AND GSA REPRESENTATIVES IN  MONITORING  PROCEDURES
OF THE NATIONAL ITIERN AND RESIDENT NATCHING PROGRAM 

Background 

At its business meeting in November 1972, the AAMC Group on Student Affairs
(GSA) adopted a resolution urging that the National Intern and Resident Matching
Program (NIRMP) improve its enforcement of the "all or none" principle for hospi-
tal participation in the program. Similarly, at its November business meeting,
the AAMC Organization of Student Representatives (OSR) adopted a resolution to
establish a system of investigating NIRMP violations and reporting them to appro-
priate authorities.

. In response to these actions, staff of the Division of Student Affairs de-
veloped a proposal for the role of OSR and GSA representatives in monitoring the
procedures of NIRMP. This staff proposal was approved in principle by Western
OSR and GSA members at their regional meeting in Asilomar, California, in March.

The program outlined below, which is a modification of the original staff
proposal, was drafted and approved by the Southern region of OSR at its meeting
in Williamsburg in April. This program was subsequently supported in principle
by Southern GSA at the same meeting.

The basic elements of the Southern region's NIRMP monitoring program were
also approved by the Central region of OSR at its meeting in Starved Rock, Illi-
nois, in May. Just prior to this meeting, the NIRMP Board of Directors had
agreed that one of its three student members could be appointed by the OSR Ad-
ministrative Board, so the Central region version of these procedures included
the concept that the OSR National NIRMP Monitor would also. be a member of the
NIRMP Board. Central region OSR also suggested that the Coordinating Council
for Graduate Medical Education be included among the recipients of violation
reports in lieu of the AAMC Executive Committee and developed a procedure under
which CCGME could eventually deny accreditation to any institution of graduate
medical education having a program found to be in repeated violation of NIRMP
rules. Central GSA approved the Central OSR version of the basic monitoring
program but did not act on those portions of the Central OSR proposal concerning
accreditation.

It is presently planned that AAMC will assume all staffing responsibility for
the functions of the OSR National ERN° Monitor. Reports of violations will
be sent to the Monitor at AAMC Headquarters and AAMC staff will conduct cor-
respondence and take action as appropriate in his/her name, with copies of all
materials forwarded to the Monitor.

At its meeting on June 8, the OSR Administrative Board expects to develop
a final proposal for OSR monitoring of NIRNP violations, based on the versions
approved by OSR and GSA in the three regions which have met this spring, and
to select an OSR National NIRMP Monitor for the coming year. Assuming Execu-
tive Council approval of this program, the final proposal and the name of the
Monitor would be promptly circulated to GSA and OSR members, so implementation
of the OSR role in monitoring NIRMP violations may begin this summer.
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Program 

(1) The role of the AAMC Organization of Student Representatives and Groupon Student Affairs in assisting in the maintenance of the NIRMP should he mainlyone of channeling student reports of non-compliance to a committee establishedto review such problems by the dean of each medical school.

(2) The membership of this committee shall include a representative of theOSR and of the GSA as well as any other members appointed by the dean.

(3) When the NUM° is explained to the rising seniors, the importance of
working within established procedures should be stressed to them by this commit-tee. Students shall be asked to report to any member of this committee evidenceof any internship or first-year graduate program trying to seek contract agree-ments outside of the established arrangement for matching.

(4) The committee shall (a) guarantee :anonymity to a complaining student,and (b) be responsible for securing all pertinent data in a form pre-establishedby the complaint review committee. As necessary, any committee member may re-quest a meeting of the committee to determine whether data submitted merit_ follow-up. If it is agreed that violations exist and that the hospital program
in question does not intend to abide by its contract agreements, the committeewill (a) advise the dean, and (b) report the violating hospital and departmentto the OSR National NIRMP Monitor.

(5) The OSR Monitor shall send a report of such violations to the NIRMPBoard of Directors and to the AAMC Executive Committee. This report shall state
only that X number of various types of violations have been reported concerning
Institution Y, Department Z. The Monitor will request that NIRMP acknowledgereceipt of such reports and advise him that appropriate action will be taken.
It shall then be up to -the NIRMP to see that prompt appropriate action is taken
by them and/or by the AAMC Executive Committee as needed.

(6) If the National Monitor has reason to believe that appropriate action
on a reported violation is not being taken by NIRMP, the Monitor may at his dis-
cretion resubmit the report in question to the NIRMP Board of Directors, indi-
cating that this is a second notice.

(7) The National Monitor shall determine, by the time of the AAMC annual
meeting, whether (a) all reports of violations forwarded to the NIRMP Board of
Directors and AAMC Executive Committee have been received, and (b) the NIRMP
has taken action on them. The Monitor shall report these results at the OSR
annual meeting.

(8) The OSR Monitor shall be selected by a majority vote of the OSR Admi-
nistrative Board during the annual meeting. Assuming agreement with this pro-
cedure by the Central and Northeast GSA and OSR at their 1973 regional meetings,
a temporary National Monitor will be appointed by the OSR national chairman to
serve until the 1973 OSR annual meeting.

(9) This procedure shall be reviewed every three years.
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SERVICE .)

4/01 EDUCATION
• •

E. 11 SEARCH 7
f

A

TO:

FROM:

SUBJECT:

ASSOCIATION OF AMERICAN MEDICAL COLLEGES

INTER-OFFICE MEMO

DATE June 14, 1913

LAjeyidc,_
d.;-rion]

Retain -6 mos.

1 yr.

5 yrs.

Permanently

Foilow-up Dote

CAS Administrative Board

August G. Swanson, M.D.

Additional Information Item for CAS Administrative
Board Meeting Agenda, June 21, 1973.

The attached material is the report of the LCME

which will be submitted to the Executive Council.

AGS/sd
Enclosure

Robert G. Petersdorf, M.D.

Ronald W. Estabrook, Ph.D.

William B. Weil, Jr., M.D.

Robert M. Blizzard, M.D.

David R. Challoner, M.D.

Ludwig Eichna, M.D.

COPIES TO: AAMC Executive Staff

Robert E. Forster II, M.D.

Charles Gregory, M.D.
Rolla B. Hill, Jr., M.D.
Sam L. Clark, Jr., M.D.

Ernst Knobil, Ph.D.
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RATIFICATION OF LCNE ACCREDITATION DECISIONS 

In their wording recognizing accredited medical schools, the various state
medical practice acts aro not constant. Sc:,*:e require recognition by the
Council on Nedical Education of the ANA, some membership in the AANC, some
accreditation by the LCME, and some by a combination of these.

The following list of medical schools is presented to the Executive Council
so that its action may be formal and within the letter of some states'
laws. All of these schools have been visited, reported on; the reports
have been circulated and accepted, and acted upon by the LCME on March 28,
1973

FULLY DEVELOPED SCHOOLS SURVEY DATE YEARS APPROVED
ENTERING
CLASS SIZE

A. Un.. of Manitoba 11/72 5 100
B. Stritch, Loyola Un. 9/72 7 (biennial

Progress reports 130
C. Temple Un. 11/72 7 (Progress

Report, Dec. '73) 180
D. Wayne State 12/72 5 (Progress

Report 1974) 256
E. Un. North Carolina - 1/73 7*

(East Carolina)

*On motion, seconded and carried, the LCME conferred full accreditation
for a period of seven years from the date of the Survey.

The entering class (including any students enrolled in affiliated pro-
grams in East Carolina or elsewhere) will continue at 130 through 1974-75.
The 1975-76 entbring class would be increased to 140 and in 1976-77 it
would be further encreased to 160. *** These increases are predicated up-
on two capital projects, the renovation of the MacNider Building and the
new Laboratory-Office Cuilding. The two facilities, plus some additional
renovations which sould not exceed $1 million in the period 1973-80 will
be adequate for the further projected increase to four classes of 160 each.

The LCME also recommeds 1) that a Progress Report be submitted not later
than January 1, 1974 outlining the steps which have been taken to assure
the quality of the program at the East Carolina University School of Med-
icine, and 2) that the LCME be advised of the outcome of the studies
being undertaken by the Board of Governors of the University of North
Carolina relative to the East Carolina program of medical education so

, that a further determination can be made relative to its accreditation
status.

It further recommends that the enrollment of students at East Carolina
University School of Medicine be limited to 20.

RECOMMENDATION: The Executive Council approve as accredited the list of
schools for the terms stated and their continued membership in the Assoc-
iation.

JUN 4 1973
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A. SUNY-Stony Brook 12/72 Continued provisional approval
(first M.D.'s, June 1974)

B. Un. of Missouri, Kansas City 12/72*

*The LCME conferred full accreditation for a period of two years, begin-
ning 13 December 1972, for a class limited to 40 in Year III, with no
transfers to Years IV, V and VI, at least until the next Survey. Though
Years I and II are not within the authority of the LCME, it is advised
that students in Years I and II be advised of their pre-medical (provis-
ional medical student) status.

The Dean is requested to submit, on 1 January 1974, an interim Report of
Progress on the items of concern and specific recommendations contained
in the Report of the Survey. Further affirmative action on accreditation
by the LCME depends upon affirmative action by the school in matters: of
docent recruitment and in education in the basic sciences.

RECOMMENDATION: That the Executive Council ratify the above actions of
the LCME.
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SPECIAL SURVEYS, MANDATED BY LCME 

A. Eastern Virginia Medical School February 1973 - The LCME . reaffirmed
the decision to deny the request to enroll a charter class in Sept-
ember, 1973. (The origial decision was taken on January 10, 1973.)

B. Lousiana State University School of Medicine - The LCME placed Louisi-
ama State University School of Medicine, New Orleans on Open Probation,

effective November 18, 1972, until positive evidence is produced that

solutions are forthcoming for a number of deficiencies outlined in the

report of the 1970 visit as well as in the report of the current visit.

The Secretary was instructed to transmit this action for ratification
to the Council on Medical Education of the ANA and to the Executive
Council of the AAMC. •

RECOMMENDATION: That the Executive Council ratify the action of the Li-
aison Committee on Medical Education to place Louisiana State University,

New Orleans School of Medicine on probation.

Letter of transmittal to the Chief Executive Officer of the University

follows:
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April 13, 1973

William H. Stewart, M.D.
Chancellor of the Medical Center
Louisiana State Univeristy
School of Medicine
1542 Tulane Avenue
New Orleans, Louisiana 70112

Dear Dr. Stewart:

This letter is to advise you of the action of the Liaison Committee
cm Medical Education and to transmit formally the report of the survey
team representing it, which visited the Louisiana State University School
of Medicine, New Orleans, on November 15-18, 1972. As you know, the
Liaison Committee represents the Association of American Medical Colleges
and the Council on Medical Education of the American Medical Association,
The purpose of the visit was to evaluate and consider the accreditation
of the program in undergraduate medical education.

This decision by the Liaison Committee to confer the status of Pro-
bation on LSU - New Orleans School of Medicine will be transmitted for
consideration and ratification to the Council on Medical Education, Amer-
ican Medical Association and the Executive Council, Association of American
Medical Colleges. A final decision may be expected from these two bodies
by 1 July, 1973. You will be informed of the final result.

The survey team also recommends that the Louisiana State University
School of Medicine in New Orleans maintain continued institutional member-
ship in the Association of American Medical Colleges.

A copy of the Survey Report is being sent to John A. Hunter, Ph.D.,
President of the Louisiana State University and to Norman C. Nelson, M.D.,
Dean of the Louisiana State University School of Medicine, New Orleans.
If you have any questions about the report or its uses, I should be. glad

to have you contact me.

The report is considered confidential by the Liaison Committee and
by its parent organizations. However, it is for the use of the University
and the Medical School as dictated by the best judgment of its officials.

Initiative rests with the School of Medicine, LSU - New Orleans, as
regards removal from the category of Probation. Achievement of substantive
solutions to the list of problems cited above should be reported periodi-
cally to the. Secretary, Liaison Committee on Medical Education. A further
official survey by a team from the LONE may be requested by LSU - New
Orleans School of Medicine when improvements in the situation appear to
justify a review of the status of Probation. In absence of such a request,
the LCNE may hold a limited revisit to assess the status of the school by
November, 1974.
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Page 2

Should questions arise regarding these findings and decisions
taken by the LCME, I should be glad for you to contact me.

MPW/rbo
ccL John A. Hunter, Ph.D.

Norman C. Nelson, M.D.
Glen R. Leymaster, M.D.

Sincerely,

Marjorie P. Wilson, M.D.
Secretary
Liaison Committee on Medical
Education
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LCME PROCEDURE FOR DEVELOPMENT OF A NEW MEDICAL SCHOOL; PRE-ACCREDITATION 
ST-ATUS 

The LCME has refined its procedures for surveillance on newly devel
oping medical schools. The following document defines LCME staff con-
sultation, functions, LCME preliminary survey visits, the pre-accredit-
ation survey and a new system of evaluation of somponents of the proposed
school, to involve LCME members as well as members of its parent Councils.
(Executive Council of the AAMC and the Council on Medical Education of
the AMA).

RECOMMENDATION: That the Executive Council endorse the adoption of this
procedure.

INFORMATION ITEM 

In addition to the development of the procedures indicated in the follow-
ing document, the LCME adopted the following clarification of LCME policy
for assessment of newly developing medical schools -

"While there is a need for continuous experimentation in the process
of medical education, it should be understood by the developers of new

programs that recent experience (since 1960) in the emerging schools
indicates the desirability of the following:

1) a critical mass of competent and nationally qualified basic
scientists to staff the basic science disciplines,

2) a critical mass of competent and nationally qualified full-
time clinicians to staff the principal clinical disciplines,
and

3) a governance mechanism which allows these people a voice in
the development of educational policy."
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[Reference
Packet

roLiciLs AN PROCEDS rcr D'.:VELUM:NT OF A I:E!,! MEDICAL SCHOOL;

ITHACCLDITRTIC:i STATUS*

1. Staff Discussion Stara -

A. Letters and telephone calls to LCME staff officers from proponents

and advocates --

Detailed
References

Staff
I Visit

-- staff sends descriptive materials: enters name on list of

possi!:le now schools.

1. LCME description - NCA document -
2. "Information to be Submitted by Developing Medical Schools"

3. "Functions and Structure", appendices -
4. This document (public version)
5. Policy Statement; "Interrelationship of Basic and Clinicel Sciences"

B. Visits by proponents to one or more parent association staff offices

-- Staff explains the process of achieving accreditation -- interprets

need for quantity and quality of essential ingrOdients for a new school.

-- A series of visits involving differeht people may occur.

--.Staff should record a brief summary of the dialogue occuring during

primary visits and enter this information periodically into a quarterly

agenda of the LCHE.

-- Staff should provide additional specific reference materials;

should respond formally to a request for nomination of reputable

consultants.

C. Staff visit to site of a proposed new medical school --

-- This type of visit may be initiated by the Secretary and Senior

Staff officers, or by the LORE.

-- Only Senior Staff members with broad experience in medical ed-

ucation and institutional wanagement should be assigned this

significant chore which often requires discretion, tact, and

diplomacy, yet capacity for forceful expression about the need for

quality in medical education to interviewees who may include the

governor, legislative committees, chancellors of state systems of

higher education, university presidents, etc.

-- a report of a staff visit must be presented to the LcrE and

acted upon by that body.

Adopted by the LCME, January 10, 1973.
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A. LiJ-cre Lppoint.J.ont. of the Dan

Consul Lion
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-- When the new project acquires an official sponsoring agency,.
preferably a university; anl when there is vi sable prospect of

.finncial support such as an appropriation for a feasibility-
planning study by a state legislature, the LCM: and staff should

provide a forT:al consultation visit: of one or two days' duration,

employing one or more me:....bers and one or more Senior Staff officers.

-- When conducting these consultations, the site visitors should

advise the institution about collection of the spectrum of data
needed by the LCME to make an adequate judgment about pre-accredi-

tation and issuance of an official Letter of Reasonable Assurance -

of Accreditation. Such data are listed in the LOME document "In-

formation to be Submitted by Developing Medical Schools," and in

the usual pre-survey questionnaire material.

-- The staff should furnish accurate, current data about experience

with annual operating costs of medical schools, start up costs, and

capital development costs of new schools established recently. Such

data should be developed by staff using LCME annual questionnaires

and pre-survey information. Preferably such studies should be pub-

lsihed periodically for general reference.

-- The staff consultants should report to the LCME the general de-

tails of their observations during the visit and should enumerate

the visable assets and defficiencies relative to development of the

new school.

B. After appointment of the Dean --

-- After the LCME has reviewed the report of the consultation visit

and has received notice of the appointment of a Dean, the institution

can then be designated a Developing Medical School.

-- Following the appointment of the Dean, the school will need a

period of months to a year or more for accomplishment of early
planning of facilities, recruitment of a nucleus of faculty, ac-

quisition of necessary financial resources, mobilization of community

resources, etc. The Dean should avail himself of consultation avail-

able from Senior Staff, particularly those who made the consultation

on site. It would be expected that the Dean would make periodic

visits to the offices of the parent councils to obtain this service

and to report progress.

-- The next stace, the Pre-Accreditation Survey, should not be scheduled

until the De;u1 has convinced the LCME that substencive progress has

been achieved.
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-- On the Lsis of the ihfertien aveileLle atent a proposed rew

project in re.:lical cHucetion, the 1.C.;!.E mey require that this Con-

sultation visit (stage 2) be held first or be waived in favor of

direct pro:tression to SLee2 3. Pre-Accreditation Survey.

3. Pre-Accreditation Survey. -- a fee should be charged.

Experience has indicated that this step in the development of a new

medical school is the most significant of all. Pre-Accreditation

status should not be granted, nor should a Letter of Reasonable As-

surance of Accreditation be issued until the members of the LCI1E h
ave

been satisfied that the new program has fool-proof prospects for suc-

cessful development.

Formal Pre-
Accreditation
Survey

Because of the importance of this decision by LCNE, the staff must

arrange and require that the proposed school under study produce a

careful documentation of its constellation of necessary ingredients.

After staff has received the indicated pre-survey material and re-

viewed it for cempleteness and accuracy, a survey team should be

assembled for a careful site visit.

In this type of site visit a Senior Staff person should serve as the

organizing Executive Secretary, perhaps even assisted by a more 
junior

staff secretary drawn from parent organizations.

The Chairman should be an experienced member of prior survey tea
ms and

preferably *a member of the LCME. The remainder of the team should

represent basic scientific and clinical disciplines and perhaps 
hospi-

tal management as well.

The duration of the visit should be adjusted to meet the needs of 
a

complete, thorough survey, It might be desirable for the Secretary

to arrive on site a day or so in advance of the full team so as to

oversee detailed arrangements for the visit.

The Survey Report and its very significant recommendations shoul
d be

prepared by the staff Secretary and circulated to the team membe
rs

for correction and/or modification as indicated. The report should

contain accurate factual descriptive data on all significant compo-

nents of the proposed school. Following its acceptance by the team,

the report should be circulated to parent council reviewers.

A special vote form should be used in determining pre-accredi
tation

status, with the teem members and parent councils' evaluators be
ing

as!:ed to render judments not only on the customary general ratt
er

of approval of the project, but also to render judements as to the

adec;uacy of the components listed on the "Quality Rating Sheet"

which follows.
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The rating shoot rcests the ovaluators to s;
-- ecify, ite:.!1 by

any deficincics observed in the current and projected stat
us of

the developing medical sch'_,ol. It is hoped that this att.c...-.:pt to

quantitate the characteristics of the new prcpos
al will improve

the effectiveness of the LC Z in naking the dete
rmination of pre-

accreditation status.

The recommendations of the Pre-Accreditation Sur
vey team should in-

clude limitations on the size of the charter
 class and designation

of a tentative enrollLlent growth plan for th
e first several years.

Only in very unusual circumstances should appr
oval be recommended

for enrollment of students on advanced stand
ing,

4



QUALITY P.ATI;;G SFET

School   Date of Surv%:y  

(Check one; write Caents on
attached pages)

1. Justification for this new
program of Medical Education

2. Committment to the new
program by its sponsors -

3. Mobilization of Community
and professional support -

4. Financial Resources:
Current operations -
Five year projection -

5. Physical Facilities:
Basic Sciences; Students and Faculty

A. Temporary start up -
B. Permanent -

Clinical Activities:
C. Faculty offices/labs -
D. Hospital facilities -
E. Ambulatory care facilities
F. Affiliation agreements

Library - Learning Center:

6. Organizational plan of the
faculty -

7. Leadership of the new school
A. Dean and assistants -
B. Business management -

S. Faculty Quality (current status)
A. Basic Sciences -
B. Clinical Sciences -

9. Projections for full faculty
growth -

10. Proposed plan of curriculum -
Plans for evaluation -

Adecuate Marginal Inadequate 



Quality Rating Shcet
Page 2

School Date of Survey

11: Pool of qualified students -

12. Plans for student guidance

and academic counseling

13.* Student evaluation

Summary Evaluation:

Adequate Marginal Inadequate 

1: Pre-accreditation status and a Letter of Reasonab
le

Assurance of Accreditation should be granted. .

2. This school is not yet ready for pre-accreditation-

approval; the deficiencies are listed on the

attached pages.

Signed:

Date:
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LIAISON COMMITTEE ON MEDICAL EDUCATION: APPEALS PROCEDURE 

The attached document will have been considered by the Liaison Committee
on Medical Education at its June 13, 1973 meeting. It represents a second
versiDn of an appeals procedure previously considered by the LCME and re-
vised in accordance with the LCME directions. It is anticipated that the
document will be adopted by the LCME in substantially its present form.

RECOMMENDATION: That the Executive Council endorse the LCME appeals
procedure as adopted by that Committee.
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PEOC=;FE FOR TI1E AP
:=L OF AN ACTION

OF .= LIAISON COM=TT
EE

0:; MEDICAL EDUCATIC::*

1. Any action bv the Lia
ison Committee on Me

dical Education

which con.stitutes an 
adverse action with 

respect to the school

or program shall entit
le the school to not

ification of such

action by registered 
mail return receipt r

equested.

2. In each such case, th
e school or program 

shall have a period

of thirty days after 
receint of such not

ification to request 
an

informal review befor
e the adverse action 

becomes the final

action of the Liaison
 Committee. •

3. .When an informal 
review is requested 

the Chairman of the 
Liai-

son Committee will app
oint the subcommitte

e from the LCME mem
bership

consisting of one repr
esentative of each o

f the parent counc
ils,

and one public or fed
eral member. One of these person

s shall

be designated as chai
rman.

4. This subcommittee sha
ll review all the ma

terial relevant to

the accreditation dec
ision, including the

 presurvey material,

the self-study, the 
survey team report, t

he critiaue of the

report by the dean, t
he votes and comments

 of each reviewer of

the survey team repor
t, and such other mat

erial as may be sub
-

mitted by the school 
in support of its co

ntention, that the a
dverse

decision should be re
scinded. On motion of the s

ubcommittee or

the school,* repres
entative of the schoo

l may meet with the
 sub-

committee to discuss 
the materials and the

ir relevance to the

accreditation decisio
n.

5. At the conclusion of
 its deliberations, 

the subcommittee s
hall

return the case to t
he LCME with -the summation of th

e matters

considered and the evi
dence presented.

6. Upon receipt of the s
ubcommittee report, 

the Liaison Committ
ee

shall reconsider its 
previous decision and

 take such action 
as it

deems appropriate in 
light of the report.

 •

*Available only in the
 case of adverse act

ion. In the case of

existing schools, adv
erse action includes 

only probation or

disapproval, not aP7r
oval for a limited t

erm. In the case of a

new school, an adver
se action includes 'r

efusal to consider 
for

accreditation, denial 
of the status of rea

sonable assurance 
of

accreditation, and de
nial of provisional 

accreditation.
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APPEALS BOARD

1. Upon receipt of notice of intent to anal an adver
se de-

cision of the Liaison Com.mitten, the Secretary shal
l notify

:the Chairmen of this fact. The Chairman shall in turn institute

the proceedings for the appointment of an Aopeals
 Board to

hear the appeal.

From a list of persons whose names have been subm
itted by

the parent councils, and the Public and, federal mem
bers of the

Liaison Committee, an Appeals Panel will he developed
. The

Appeals Panel shall consist of approximately 100 pe
rsons (or

whatever number seems appropriate) judged by the Liai
son Com-

mittee to be Qualified by training experience and 
reputation to

make a fair and reasoned recommendation regarding t
he merits of

an accreditation decision.

0 In each case requiring such action, a 3 member Appe
als

Board will be appointed from members of the Appea
ls Panel in

the following manner:

0 A. One member tO be named by the Chairman of the LCH
E;

B. One member to be named by the institution appealing .
0 the action;

C. The third member chosen by the first two named;

D. One of the three shall be named Chairman of the 
Appeals

Board by action of the Board;

0
'a) Provided that no member of the Appeals Board shal

l currently

be a member of the LCME, the parent councils, t
he parent associa-

tion staffs, affiliated with the institution wh
ose accreditation

O
is under consideration, a Member of the surve

y team whose report

led to the LCME decision, or any other person
 who has par-

ticipated in the decision-making process leading 
to the action

• being appealed.
5
(5 2. Procedural Rules 

8 A. If, in the opinion of the appeals board, there 
exists

no dispute as to a material fact reauirinq oral
 testi-

mony, the appeals board shall take appropriate 
steps to

afford thc: appellant, the constituent aaency, o
r any

other party to the proceeding an opportunity 
to present

his case,

a. in whole or in part in wirting, or

b. in an inf.ormal conference before the panel 
which

shall include provisions designed to insure 
each

party: 1) sufficient notice of the issues to be

considered and 2) an opportunity to be heard.
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B. With rescect.to cases involving the dispute as to

material fact, the resolution of which would be
oral tr,s4-imonv, the board shall

take aPp.ropriate steps to afford to each party an

opcortunity for a hearing on the record which shall

include provisions designed to assure each party the

a. a transcript of the proceeding (to be paid for by

the appellant);

b. an opportunity to present-witnesses on his behalf;

c. an opportunity to cross examine other witnesses

either orally or through written interrogatories.

3. Evidence may be received at the hearing even though of kind

inadmissible under the rules of evidence applicable to court

procedure.

4. The Appeals Board will consider such parts of the record as

are cited or as may be necessary to resolve the issues presented.

.To the extent necessary, it will exercise all powers which

.could have been exercised if it had made the initial decision.

5. In reaching its conclusions upon the record presented, the

Board may.adopt, modify, or set aside the bases .upon which the

initial decision .was rendered, and will include in its decisions

and recommendations to the Liaison Committee, a statement for the

reasons or basis for its decision (and any concurring or dissent-

ing opinions).

6. In those cases where the Board believes it should have

further information or additional views of the parties .as to the

recommendations to be rendered to the Liaison Committee, in its

discretion- it may withhold its final decision and recommendation

pending receipt of such additional information or views.

7. Wherever possible the Liaison Committee will consider the

recommendation of the Appeals Board and make its final deter-

mination at its next meeting subsequent to receipt of the report

of the Appeals Board.

8. The final decision of the Liaison Committee on Medical

Education is subject to ratification by the Executive Council

of the Association of American >ladical Colleges and the Council

on 71edical Education of the American 2.1edical Association.
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9. The costs of the appeal shall be distributed in the followin-,:
manner:

A. The Liaison Co=littee on Y.adical Education shall bear
the following expenses:

a. The exPenses of the LC= staff incidental to the
appeals process;

b. The exnense involved in providing an appropriate
meeting facility for the Appeals Broad;

--
C. The expenses involved in the travel and maintenance

of the Board member named by the LcnE Chairman;

d. One-half of the expenses involved in the travel and
maintenance of the Board member last named.

B. The institution appealing an LCME decision shall bear
the following expenses:

a. All expenses involved in the development and
presentation of its appeal; .

b. The travel and maintenance of the Board member
named by the institution;

c. One-half of the expenses involved in the travel
and maintenance of the Board member last named.

C. No fees or honoraria shall be paid to anyi member of the
Appeals Board except in such case as. the Board is re-
quired to convene in excess of four full days, in which
case each member shall be compensated at a rate of
$200/day, but in np case shall any member be paid in
excess of $1,000. In those cases where compensation
for Board members is required in accordance with these
procedures, the costs of such compensation shall be
split equally between. the LcmE and the institution.


