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ASSOCIATION OF AMERICAN MEDICAL COLLEGES

SUITE 200, ONE DUPONT CIRCLE, N.W., WASHINGTON, D.C. 20036

AGENDA

COUNCIL OF ACADEMIC SOCIETIES
ADMINISTRATIVE BOARD

Wednesday, March 6, 1974
10:00 a.m. - 5:00 p.m.

Mayflower Hotel
Virginia Room, 2nd Floor

Washington, D.C.

I. Approval of Minutes of CAS Administrative Board
Meeting of December 13, 1973 1

II. Chairman's Report

III. Action Items:

1.

2.

CAS Program Scheduling for 1974 Annual Meeting

Review of Society of Critical Care Medicine
Drs. Clawson and Webster

3. Recommendations of FMG Task Force 9

IV. Discussion Items:

1. Financial consideration for American Association
for the Study of Liver Diseases

25

2. OSR letter re plans for coming year 27

3. MCAAP Program 35

V. Information Items:

1. Seattle/Battelle Report 37

2. Minutes of Research Manpower Meeting 47

3. AMC Education News

4. National Health Insurance Task Force 50

5. NIRMP Progress Report 73.
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6. Institute on Primary Care 73

7. FY 1975 Federal Budget (enclosed)

8. National Health Policy and Development Act 79
of 1974

9. NBME-GAP Report

10. Legislation deferring implementation of Section 82
227 - PL 92-603

11. AAMC response to preadmissions certification 83
regulations

12. Ethical aspects of biomedical research

13. Report of Biomedical Research Committee

14. CCME, LCGME Report

15. Responses to letter from Dr. Estabrook re 89

plans for CAS

16. AAMC/AADS/NLM Educational Materials Project 118

VI. New Business

LUNCH - Representatives from the Association for Academic
Psychiatry
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PRESENT:

ABSENT:

MINUTES
ADMINISTRATIVE BOARD

COUNCIL OF ACADEMIC SOCIETIES

December 13, 1973

AAMC Headquarters
Washington, D.C.

Board Members 

Ronald W. Estabrook Chairman (Presiding)
David R. Challoner
D. Kay Clawson
Carmine D. Clemente
Jack W. Cole

*Ernst Knobil
Leslie T. Webster

Board Members 

Robert M. Blizzard
A. Jay Bollet
Rolla B. Hill, Jr.

*Robert G. Petersdorf

Staff 

Michael F. Ball
Connie Choate
Mary H. Littlemeyer
August G. Swanson

I. Adoption of Minutes 

The minutes of the CAS Administrative Board meeting held September 13,
1973 were adopted as circulated.

II. Chairman's Report 

Dr. Estabrook reported on the AAMC-CAS activities in which he has
been involved since he took office as Chairman six weeks ago. These in-
clude the following meetings, which Dr. Estabrook described: (a) a break-
fast meeting of the CAS Administrative Board with Presidents of the 12 Pro-
fessorial societies that were meeting in conjunction with the AAMC Annual
Meeting; (b) a biomedical research manpower conference sponsored by the
AAMC in conjunction with the University of Washington and held in Seattle,
October 1-3, 1973; (c) a meeting of the Research and Training Committee

*Ex Officio
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(Chairman, Eugene Braunwald, M.D.) held last week; (d) a meeting with
Wilbur Cohen, special counsel to Senator Ribicoff regarding continuity of
leadership in the NIH and related matters; (e) meetings with Congressman
Rogers and Congressman Roy regarding the Health Professions Education Act;
and (f) a 21/2-day retreat of the AAMC Executive Committee and key staff. A
summary report of the retreat is attached as Appendix A. Additionally, in
a number of telephone conference calls with staff, legislative matters such
as H.R. 1, and the appropriations bill were discussed.

III. Discussion Items 

1. CAS Spring Program

The CAS March meetings, to be held at the Mayflower Hotel in
Washington, are planned as follows:

March 5, social and dinner meeting with Lionel Bernstein

March 6, CAS Administrative Board

March 7, CAS Business Meeting

March 8, CAS Special Program

The March 8 special program will feature two debates: one on
tenure policies and one on collective bargaining. Suggestions for partici-
pants were offered.

2. CAS Fall Program

The theme for the CAS fall meeting will be confirmed at the March
Board meeting. Topics being considered are (a) the FMG or (b) Graduate
Medical Education.

CAS Professorial groups meeting in conjunction with the AAMC will
be encouraged to meet on Monday. It is hoped that the Assembly, now
scheduled for Wednesday afternoon, can be moved to Thursday afternoon, thus
enabling the CAS to have its special program on Wednesday afternoon.
Otherwise, the CAS program will have to be held Monday evening, an option
that is predicted to present conflicts with the professorial activities.

3. Change in CAS Rules and Regulations Re Size and Terms on Adminis-
trative Board

ACTION: The CAS Administrative Board will recommend to the CAS
Council the adoption at its March meeting of the following
change in the CAS Rules and Regulations regarding size and
terms of office on the Administrative Board:
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Section III. Administrative Board 

1. The Council of Academic Societies shall be governed
by an Administrative Board which shall be composed of a
Chairman, Chairman-Elect, immediate Past-Chairman and 9
other members. Three of said 9 members shall be elected by
written ballot at each annual meeting of the Council of Aca-
demic Societies, and each such member shall serve for a term
of 3 years or until his successor is elected and installed.
Members elected to serve on the Executive Council of the
Association shall continue to hold membership on the Admin-
istrative Board until their terms on the Executive Council
expire.

4. Nominations for Distinguished Service Membership

ACTION: The CAS Administrative Board nominated for AAMC Distin-
guished Service Membership the following former Board mem-
bers, all of whom served on the Board for more than one
year, providing each indicates that he wishes to take an ac-
tive role in the AAMC and will attend its meetings.

Thomas Kinney
Jonathan Rhoads
Daniel Tosteson
Harry Feldman
Sam Clark, Jr.
Patrick Fitzgerald
John Nurnberger
Robert G. Petersdorf

Ralph Wedgwood
James Warren
Charles Gregory
William Weil
Louis Welt
Robert Forster
Ludwig Eichna
Ernst Knobil

5. Report of Biomedical Research Manpower Conference

Dr. Ball summarized the major recommendations that were generated

by participants in the Biomedical Research Manpower Conference October 1-3,

1973 in Seattle. They were:

1. A National Commission should be established to review the
role of both the Federal government and non-Federal agencies

in the support of biomedical research and research training.

2. The institutions of medical education should develop a bio-
medical research manpower monitoring system.

3. The Association of American Medical Colleges should work to

develop understanding regarding realistic manpower develop-
ment planning among the voluntary health agencies.
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ACTION: The CAS Administrative Board voted unanimously to recommend
to the Executive Council that the AAMC accept Recommendation
2 above as an opportunity of service to the Membership and
that, through participation of the Council of Academic So-
cieties, it establish an inventory and monitoring program for
biomedical research manpower. (It is understood that such a
program would require outside funding.)

6. Report of the Biomedical Research Committee

According to Dr. Ball after being reconstituted this Committee is
gaining momentum as seen in the meeting held last week. One item expected
to emerge as a major issue in 1974 is the concept of a single NIH budget
which is supported by OMB and opposed by NIH staff. Dr. Estabrook, the
only CAS Administrative Board member on the Committee, urged that addition-
al Board members be asked to serve on the Committee.

7. Membership Application for Association for Academic Psychiatry

The Board's action on this application was communicated to this
organization (as set forth in the Agenda, page 9).

8. Financial consideration of American Association for the Study of
Liver Diseases

The President of this organization wrote to describe their finan-
cial problem with regard to the CAS increase (as set forth in the Agenda, '
pages 11-12).

It was decided appropriate that a letter be sent to all CAS or-
ganizations reviewing the reasons for the dues increase. Also groups not
yet members but whose applications for membership have been filed should be
informed of the new dues structure.

9. Recommendations of Graduate Medical Education Committee on
Physician Distribution

These recommendations appeared in the Agenda on pages 13-14. The
Administrative Board agreed to send their reactions to these recommendations
to Dr. Swanson in the near future.

10. CCME ad hoc Committee Report on Physician Maldistribution

This report appeared in the Agenda on pages 15-44. The Adminis-
trative Board agreed to send their reactions to the report to Dr. Swanson
in the near future.
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11. Report of the Committee on Health Manpower

This report appeared in the Agenda on pages 45-56. (Revised
pages 46, 51, and 52 were distributed.) Among specific concerns and ideas
expressed by Board members were:

1. The $6,000 amount is very high. Double funding may result.
A modified "tiered" plan with some money in the hands of the
students, with an income contingent program, is preferred
(Challoner).

2. Order of preference: (a) Krevans, (b) Tiered plan, (c) Roy
plan, (d) no capitation. Would opt for anything that would
control FMGs (Clawson).

3. Recommend a new instrumentality because no one instrument can
serve all needs (Knobil).

ACTION: The CAS Administrative Board accepted the Report of the Com-
mittee on Health Manpower with expressed concerns for modi-
fication.

12. Report of the Advisory Committee on Academic Radiology

The Administrative Board discussed the report submitted to the
Executive Council and to the Administrative Boards of the Council of Deans,
the Council of Teaching Hospitals, and the Council of Academic Societies on
December 6, 1973.

ACTION: The CAS Administrative Board took the following action (there
was one dissenting vote):

1. The report should go back for revision.

2. The report should be received with commendation.

3. All departments should be encouraged to undertake similar
studies.

4. Until reports of similar studies have been received, the
Report of the Advisory Committee on Academic Radiology
should be neither approved nor disapproved.

13. Classification of Faculty Salary Survey Statistics

ACTION: The CAS Administrative Board approved the recommendation of
the Data Development Liaison Committee that the Executive
Council confirm public classification for statistics from
the annual Faculty Salary Survey (as set forth in the Agenda,
page 57).



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 12/13/73

0000S
-6-

14. Release of AAMC Information

ACTION: The CAS Administrative Board approved the recommendation of
the Data Development Liaison Committee that the policy for
the release of AAMC information be adopted (as set forth in
the Supplemental Agenda, page 1).

15. Medical School Acceptance Procedures

ACTION: The CAS Administrative Board approved the AAMC Recommenda-
tions on Medical School Acceptance Procedures (as set forth
in the Supplemental Agenda, page 7).

16. Liaison Committee on Graduate Medical Education Bylaws

ACTION: The CAS Administrative Board approved the LCGME Bylaws as
accepted by the CCME on November 26, 1973 (as set forth in
the Supplemental Agenda, page 11).

17. Membership Resignations

ACTION: The CAS Administrative Board received resignations from mem-
bership from the American College of Surgeons and the Ameri-
can Association of Neuropathologists.

18. New Application for Membership

The membership application of the Society of Critical Care Medi-
cine was assigned for review at the March meeting by Drs. Clawson and
Webster.

IV. Adjournment 

The meeting was adjourned at 12:30 p.m. at which time the CAS Board
joined the Board of the Council of Deans for lunch where Dr. John Cooper
made a few remarks regarding new developments in Washington.

MHL:efl
12/17/73
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APPENDIX A

REPORT OF THE AAMC RETREAT

December 5-7, 1973

Belmont Conference Center
Elkridge, Maryland

The Chairman, Chairman-Elect, and President of the Association along
with the Chairman and Chairman-Elect of each Council, the OSR Chairperson,
and key AAMC staff met from December 5-7 to review the activities of the
Association and to discuss the major issues which the AAMC will confront in
the coming year.

Foremost among the issues identified for major Association effort are:

1. the development of recommendations on the financing of medical
education by the Sprague Committee with the input already put
forth by the Krevans Committee on Health Manpower;

2. the development of a more specific AAMC position on national
health insurance by a Special Task Force; such a position must lay
out legislative specifications on every aspect of national health
insurance affecting the medical schools and teaching hospitals;

3. the consideration, by the AAMC Graduate Medical Education Commit-
tee with input to the Coordinating Council on Medical Education,
of ways to better relate the specialty and geographic distribution
of physicians to the needs of the population;

4. the organization of agencies collecting data on medical schools to
avoid duplication and provide a more coherent and better utilized
information system--charge to the Data Development Liaison Commit-
tee;

5. an examination of the role of the medical schools and teaching
hospitals in educating the public about health; this topic would
be the theme of the 1974 AAMC Annual Meeting.

Another major consideration was felt to be biomedical research, par-
ticularly the issue of assuring adequate research manpower. The Braunwald
Committee was asked to evaluate the need for researchers in specialty areas
and to recommend an appropriate financing mechanism. This committee was
also asked, through the appointment of subcommittees, to consider the peer
review system and recommend a mechanism for assuring the appointment of
qualified individuals to Advisory Councils and to develop criteria for de-
termining which research areas might benefit from a targeting of federal
support (research center approach).

The Retreat participants discussed the Foreign Medical Graduate issue
and the overall question of how many physicians are needed. While it was
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felt impossible to determine the number of M.D.'s needed until problems
such as specialty and geographic maldistribution and the disorganization of
the health care system are resolved, it was asserted that the number of
graduate positions must reflect the needs of the population and all who en-
ter graduate training must demonstrate a high level of competence.

After supporting in concept the use of the health care team to allevi-
ate shortages caused by maldistribution of physicians and recommending that
financial incentives to encourage schools in this area be built into Com-
prehensive Health Manpower legiflation, the Retreat considered the accredi-
tation of physician assistants' and allied health educational programs.
The newly-formed Commission on Physician Assistants and the proposed Joint
Council for the Accreditation of Allied Health Education were discussed,
along with the established AAMC position that the LCME should accredit Type
A physician assistants programs. The issue of separating the Type A pro-
grams from the remainder of the allied health field was left unresolved.
If the Association suuports this segregation of Type A programs, it may
choose to continue to support LCME accreditation or, alternately, may ac-
cept the jurisdiction of the CPA and choose to participate on that body.
The relationship of the Coordinating Council to the CPA and JCAHE must also
be defined.

There is mounting pressure to form a Liaison Committee on Continuing
Medical Education under the Coordinating Council. The Retreat recommended

!function 
the Association elaborate detailed specifications on the role and

tfunction of such a Liaison Committee during the deliberations of a now-
,appointed CCME ad hoc committee. The stress should be placed upon stimu-
lating continuing education programs which are linked to quality of care
appraisal. The Group on Medical Education should be encouraged to include
in its membership those individuals in the institutions who are responsible
for continuing medical education, and should evolve programs directed to-
ward improving the effectiveness of educational efforts directed toward
practicing physicians. Association activities directed at helping the in-
stitutions effectively meet the requirements of the PSRO legislation should
include the establishment of a central clearinghouse to collect and dissem-
inate information on medical care evaluation studies. This would include
developing a network of quality assurance correspondents at each institution.

The Retreat considered pressures being brought to develop national
curricula to train medical students in categorical disease areas such as
cancer and high blood pressure. It was felt that the Association should
encourage these efforts at the level of public and continuing education,
but should not support this at the undergraduate level.

The Retreat participants also discussed issues concerning the consti-

tuent composition of the AAMC, the responsiveness of the Association to the

needs of various segments of the membership, and the AAMC's liaison with
other organizations in the health field. As a final item, the format and
program of the 1974 Annual Meeting were briefly discussed and referred to

the Executive Committee, which serves as the Annual Meeting Program Commit-
tee.



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
 

600C9

Association of American Medical Colleges

GRADUATES OF FOREIGN MEDICAL SCHOOLS

IN THE UNITED STATES

A CHALLENGE TO MEDICAL EDUCATION

Report to the EXECUTIVE COUNCIL from the

Task Force on Foreign Medical Graduates

February 15, 1974
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FOREWORD

In August of 1973 al-ask Force on Foreign Medical Graduates was
appointed by the Executive Council with the following membership:

Kenneth R. Crispell - Chairman, University of Virginia
Martin S. Begun - New York University School of Medicine
George E. Cartmill - Administrator, Harper Hospital and Wayne State

University
Merlin K. DuVal - University of Arizona
Rolla B. Hill, Jr. - Jacksonville Hospitals Educational Program

and University of Florida
Robert J. Weiss - Harvard University
Joseph M. White - University of Missouri at Columbia

The Task Force met on four occasions, namely October 5, November 20,
December 27, 1973 and January 28-29, 1974. In its deliberations the Task
Force was assisted through the participation of Dr. Emanuel Papper, Chair-
man of the Council of Deans. It also wishes to thank Dr. Betty Lockett
of the Health Resources Administration for her contributions and particu-
larly for providing background documentation for the work of the group.
Representatives of AHA (Dr. John G. Freymann), AMA (Dr. Raymond Holden)
and HRA (Dr. Harold Margulies) provided helpful comments and criticism
at a crucial stage in the deliberations of the Task Force.

Statistical data contained in the text and tables were obtained from
the following sources:

"The Foreign Medical Graduate and Physician Manpower in the United
States", BHRD/DMI/OIHMS, Report No. 74 - 47, prepared by Betty A.
Lockett and Kathleen N. Williams, Washington, D. C., DHEW - HRA,
BHRD, August 1973.

- The American Medical Association and its published statistics.

- Annual reports and other communications of the Educational Council
for Foreign Medical Graduates.

- The National Board of Medical Examiners.

As outlined in the terms of reference for the Task Force, the group
restricted its concern to those problem areas of the FMG which fall within
the sphere of responsibility and authority of the membership of the As-
sociation. For this reason the report of the Task Force intentionally
is limited to issues of education and quality of medical services, two
areas of particular concern to the AAMC.

-1-
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BACKGROUND AND INTRODUCTION

Throughout the history of the United States immigration has contributed
towards the overall development of the work force in the country. The medi-
cal profession has been no exception. The arrival of physicians educated
abroad, however, and their integration in the United States systems of medi-
cal education and service has reached unusual proportions in recent years.
Furthermore, many American college graduates have sought medical education
abroad and are now beginning to return home with a medical degree earned in
a foreign country. These students add a domestic dimension to problems

. which stem from the rapidly increasing number of foreign medical graduates
(FMG)1 entering the country and being licensed to practice. The complexity
of education, accreditation and licensure in medicine further complicates
the situation. •

The Phenomenon 

The basic trend of admitting FMGs into the United States is represented
in table 1. It shows that in a little over a decade the number of FMGs in
the United States has increased four times more rapidly than has the total
physician supply. FMGs are approaching 20 percent of all physicians and one-
third of all hospital and residency training posts are filled by them. In
1972 more graduates of foreign medical schools entered the United States
than physicians were graduated by our own schools, and 46 percent of all
newly licensed physicians in that year were FMGs.

The Immigration and Naturalization Act Amendments of 1965 have had a
major impact on the migration of FMGs to the United States. Termination of
the national quota system previously in effect opened avenues of entry to
the United States for physicians trained in countries where, even in the
face of major unmet health needs, the available physician supply appeared
to exceed effective economic demand. In addition, preferential immigration
status was assigned to professional and occupational skills presumed to be
in short supply nationwide, including medicine and other health skills.
The result was that physicians from developing countries began to take ad-
vantage of the opportunity to immigrate to the United States regardless of
their ability to meet licensure requirements in this country.

Foreign-born FMGs are admitted to the United States both as immigrants
(permanent residents) and as nonimmiarants (primarily exchange visitors). In
the eleven years ending June 1972, over 50,700 physicians entered this country
as exchange visitors, the great majority for graduate medical educaticn. Since
1967 about 44 percent of all physicians entering the United States have been
immigrants and 52 percent exchange visitors. This has begun to change, hoviever.

1) For the purpose of this document a foreign medical graduate is a physician
who has completed the requirements for graduation from medical school and
for practice in a country outside the United States, Canada, and Puerto Rico.

-2-
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In 1971 and 1972 more physicians were admitted as immigrants (53 and 63 percont
respectively) than as exchange visitors. A major portion of these admitted
immigrants, however, were FMGs who converted from nonimmigrant status while
residing in this country. Legislation in 1970 facilitated this trend by elimi-
nating the requirement that exchange visitors be absent from the United States
for a period of two years after ending their studies, provided they were from
countries where their special skills are not in short supply.

There is an emerging group of American-born FMGs who seek medical edu-
cation abroad after failing to gainadmission to a medical school in the United
States. They request entry into the American medical education system at vari-
ous stages of their training. Accurate figures regarding these students are
not available, but it is estimated that as many as 6,000 students are currently
enrolled in medicalschools abroad compared with 50,716 students in American
medical schools in September of 1973. According to a recent survey carried
out by the Division of Manpower Intelligence of the Bureau of Health Resources
Development, in 1971-1972 medical schools of Latin American universities had
2,045 American students enrolled, 91 percent of whom were at the Universidad
Autonoma de Guadalajara in Mexico. In 1970 AAMC initiated the Coordinated
Transfer Application System (COTRANS) which arranges for qualified American
students to take Part I of the National Board Examination and apply for transfer
into a United States medical school. As of May 1973 a total of 442 American
students had been admitted through this mechanism to domestic medical schools
for advanced standing.

Evaluation of FMGs for Admission 

Admission to graduate medical education programs and to state licensure
examinations generally is predicated on the fact that the graduate has met the
education requirements of an accredited medical school in the United States or
Canada. Before 1955 the Council on Medical Education of AMA attempted to ap-
proximate the system of evaluating medical education in the United States by
preparing a list of foreign medical schools considered of sufficient quality
for graduates to be admitted into domestic graduate medical education programs.
Because this practice proved unsatisfactory, the Educational Council for Foreign
Medical Graduates (ECFMG) was established as an independent agency sponsored —
by AAMC, AHA, AHME, AMA, and FSMB to develop a system of certifying minimal edu-
cational accomplishments of FMGs. For certification the ECFMG uses two criteria-
proof that the candidate has fulfilled all requirements of a medical school list-
ed in the World Directory of Medical Schools published by the World Health Organ-
ization, and a satisfactory score on an examination furnished by the National
Board of Medical Examiners. The examination is prepared by a test committee
from questions provided by the NBME. Eighty percent of the questions are taken
from Part II of the National Board Examination.

Since its inception in 1958 the ECFMG has organized a worldwide network
of 178 examination centers in which a cumulative total of 313,885 examinaticns
has been given to 178,325 candidates. The overall pass rate including all re-
peaters through 1972 is 67 percent. Upon the first try 45 percent obtain a
passing score, while a decreasing percentage of those who fail in the first
attempt pass in subsequent tries. - There is great variation in performance of

.FMGs from different countries and from different schools within some countries.

-3-
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Some Characteristics of- FMGs 

Country  of Oriqin Until recently the :majority of FMGs came from Eurcpean
or other countries With standards of medical education similar to those in
this country. As a consequence of the amendments to the Imigration and
Naturalization Act passed by Congress in 1965, the number of physician irni-
grants from Asian and other developing countries increased rapidly. As table
2 shows, 27 and 12 percent of the 2,093 physician immigrants came from Europe
and Asia respectively in 1963, while the corresponding figures for 1972 were
13 and 70 percent out of a total 7,143 FMGs. This represents a major shift
in nationality of physicians coming to the United States and also in the nature
and quality of their medical education because one should not expect medical
education offered in developing countries to be the same as that of economically
and technically developed nations.

Performance - In objective-type examinations FMGs perform at a lower level
than do graduates from American _medical schools. Thus, in the past few years
the failure rate in the ECFMG examination (score below 75) has varied from 67.4
to 56.9 percent, while students or graduates ofAmerican schools have had a
failure rate of 14 percent on Part I and 2.5 percent on Part II of the National
Board Examination. In FLEX (Federation Licensure Examination) 50 percent of FMGs
have passed versus 85 percent of graduates from American schools. In Specialty
Board Examinations the failure rate in 1972 was 63 percent for FMGs and 27 per-
cent for domestic graduates. It must be emphasized that there is a much wider
spread of performance with FMGs and that some perform as well as domestic gradu-
ates. It is generally acknowledged, though not proven, that the medical care
rendered by some FMGs is of poorer quality than that rendered by graduates from
domestic schools. American FMGs have a similar if not greater failure rate in
the ECFMG examination than foreign-born FMGs. This suggests that language diffi-
culties do not significantly influence performance in standardized examinations
of this kind.

Specialty and Geographic Distribution - As shown in table 3, FMGs are
distributed by specialty in much the same way as physicians educated in the
United States. They are concentrated largely in the five major specialties
and general practice chosen by United States graduates. Approximately 52
percent of FMGs versus 57 percent of graduates from domestic medicl schaols
select internal medicine, pediatrics, general surgery, obstetrics and gyne-
cology, psychiatry, and general practice.

Proportionally more FMGs are in specialties such as anesthesiology and
physical medicine, while fewer FMGs are in dermatology, and orthopedic surgery.
In addition, FMGs are disproportionately found in some residency programs.
For example, residencies in general practice, physical medicine, colon and
rectal surgery, anesthesiology, and pathology are more than 50 percent filled
by FMGs. This may imply in the future a smaller supply of physicians born
and educated in the United States for these specialties.

Therefore, in the aggregate FMGs are distributed along the same lines as
our own graduates. althou9h for certain specialties there is a differential
distribution between MCs and graduates from domestic medical schools. It re-
mains to be seen whether this differential in enrollment in residency prec,rams
will have any impact on specialty distribution in practice at a later

-4-
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The participation of FMGs in the practice of medicine has further dis-
torted the geographic distribution of physician manpower in this country.
It has been shown that they follow a similar pattern as that cf physicians
educated in the United States and tend to concentrate in cities.

State Institutions In many states the demand of public institutions
for physicians is accOMmodated by special licensure provisions for FMGs not
fully qualified to practice. The extent to which these FMGs are employed
and the impact of their activities on medical care are not known. However,
anecdotal evidence suggests that much health care delivery in the public
sector depends on physicians not fully qualified but willing to accept work-
ing conditions and income levels qualified physicians will not accept.

Academic Medicine - Many FMGs.have, entered careers-in- academic medicine
in this country. Usually these are physicians who either already have estab-
lished a reputation in their home country and found the working conditions
more attractive in an American institution or have demonstrated unusual
capabilities within an American graduate program,ipd entered into an academic
career in this country. In 1970 there were 4291') FMGs in academic positions
(including medical education and research) representing 7.5 percent of all
FMGs in the United States at that time. This percentage is slightly greater
than that of United States medical graduates (about 5 percent). Today our
medical schools have 4,165 FMGs out of a total of 34,658 salaried physicians
on their full-time and part-time academic staff. The contribution of FMG
scientists to American medical science has been substantial. —.

Dual Standards 

The present policy for certifying FMGs has led to a system of dual
standards for admission to graduate medical education in this country. To
illustrate, figure 1 gives a graphic representation of the three programs
in the continuum of medical education offered in the United States. It shows
that the quality of the student's educational experience and performance is
ascertained by the following:

, Accreditation on a national or regional basis of the three required
education programs offered consecutively by a college or university,
a medical school, and a teaching hospital.

Selection of students for each program on the basis of performance
in the previous program, or scores obtained in national entrance
examinations, and broader judgement by a selection committee of the
institution.

Internal evaluation of the student by the faculty in a continuing
fashion and final certification by the faculty for awarding the
degree.

1) This figure includes U.S, born FMGs.

-5-
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External evaluation of the student by Parts I and II of the National
Board Examination (83 of 116 medical schools require the student to
take the National Board Examination, while 26 of these schools make
a passing score a requirement for promotion or graduation).

- External evaluation for licensure through FLEX (unless the candidate
has already received a passing score on the National Board Examination)
and for specialty certification by specialty board examination.

The majority of FMGs now applying for admission to graduate medical edu-
cation has not been screened by equivalent selective internal and external
evaluation processes. Furthermore, with notable exceptions, in most countries
there is no accreditation system similar to our system. In general, the inten-
sity and quality of the learning experience in the United States is attained
by a high faculty student ratio, adequate educational and clinical resources,
a competitive situation, and the exposure of the student to the institution's
research atmosphere. Finally, by incorporating the student into the medical
care programs of the teaching hospital United States medical schools guarantee
the American student a participatory role in clinical medicine, while in most
schools abroad the clinical student is an onlooker. It may be concluded that
while many medical schools abroad are outstanding and excel in many of these
same features, the United States medical school provides a more intensive
learning experience to the student than those institutions from which a large
proportion of the FMGs have graduated. Beginning with the eztensive.premedical
education in colleges, the United States educational continuum results in a
physician-graduate of considerable personal maturity and professional Sophisti-
cation in the art and science of medicine.

The present mechanism by which FMGs are admitted into graduate medical
education programs implies that the ECFMG examination is a substitute for
assessing the quality of the educational process over a period of four to
six years and for selecting and evaluating the.student for admission and
promotion during this period. In reality, there is no examination available
for measuring professional competence. Hence we are faced with dual standards
for admission and are condoning the evolution of a dual system of graduate
medical education. Currently, a little over one-half of the physicians enter-
ing the American system are products of accredited United States medical. schools,
while the balance for the most part represents products of unaccredited education
systems. This double standard results in wide disparity in the quality of the
physicians admitted to deliver care in the United States. It undermines the
process of quality medical education in this country and ultimately poses a
threat to the quality of care delivered to the people.

The FMG's Advocate 

The notion that American medical education is rendering a service to foreign
doctors by permitting them to enter our system in large numbers must be challenged
on several counts. The FMG coming to this country faces difficult and disadvan-.

tageous conditions which in many instances offset the potential benefits to Le
gained from entering the education system. Some of these problem areas are:

-6-
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Differences in culture and daily life resulting in isolation.

Learning of a new language.

• Acceptance into a setting.which imposes excessive responsibility
for patient care without adequate supervision and educational content.

General stigma associated with the status of being an FlIG and
therefore lack of full acceptance on a professional basis.

Need to accept positions under unfavorable working conditions and
with relatively low salary.

- Acceptance of lower performance level.

Fear and threat of failure.

The present system of accepting FMGs into the United States and incorpo-
rating them into our medical education and care systems has created a category
of second-class physicians. From an educational and ethical point of view,
this is undesirable.

The Task Force's Response 

, In reviewing the benefits and problems which accompany the admission of
FMGs to the United States the Task Force considered many approaches. Although
the prohibition of medical practice by FMGs could be considered a possible
solution, the long history and ideals of the United States regarding immigration
policy make this unacceptable. It was agreed that any recommendations should be
in accord with two major considerations, namely that:

- Medical schools in the United States presently are able to identify
• outstanding candidates for educational programs which prepare phy-

sicians, provide programs of quality medical education to students
of medicine, and deliver highly qualified physicians in sufficient

• numbers into the medical care system of this country. With the
• rapid increase of enrollment by students in our medical schools

(15,000 by September 1975), it is anticipated that our basic need
for physicians in the 1980's presumably can be satisfied from do-
mestic sources. If the anticipated number of graduates is insuf-
ficient to meet our nationally conceived need for physicians, ade-
quately planned and financed programs should be initiated to increase
further the class size of domestic medical schools. It seems inap-
propriate that the United States with its existing resources should
depend to any significant degree on physicians supplied by education
systems of other countries.

The dual standards in admission of United States End foreign med-:el
graduates must be reduced in the interest of quality of medical eci-
cation and care, as well as for the benefit of foreign graduates 'ho
come to this country to achieve medical excellence. Ultimately no-
body can gain frm the continued existence of two classes of physicians.

-7-
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The Task Force is aware of the consequences that corrective measures
may have on the number of FMGs gaining admission to graduate medical edu-
cation in the United • States. Eecause the implications of the present trend
are so vast, it recommends that steps be taken to minimize the difference
in admission standards between graduates of domestic and foreign medical
schools, in spite of the fact that complete equality cannot be achieved rapid-
ly and that some hospitals will be faced with a shortage of housestaff during
an intermediary period of time. The recommendations do not address themselves
to the licensing process except for the loopholes which permit unqualified
FMGs institutional medical practice without adequate supervision.

The Task Force recognizes the similarity between these recommendations
and those made by the National Advisory Commission on Health Manpower in 1967
(pp. 71-81 of volume 2 of the Commission Report). For their implementation
close collaboration among concerned government and private agencies is re-
quired. The Task Force urges the AAMC to initiate such concerted action.

-8-
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RECOMMENDATIONS

The Task Force recommends the following policies to the AAMC for adoption
and implementation by the constituency in collaboration with related agencies:

1. Physician Manpower - Medical schools of the United States must become the
major source for educating physicians to satisfy the need for physician services
to the American people. This country should not depend for its supply of phy-
sicians to any sionificant extent on the immigration of FMGs or on the training
of its own citizens in foreign medical schools. If the anticipated need for
physicians exceeds present or future enrollment in our medical schools, ap-
propriate measures including adequate funding must be taken to enlarge the
student body accordingly. Since there is a delay of seven to ten years until
a corrective increase in first year medical school admissions first becomes
manifest in terms of physician manpower, a continuing analysis of our physician
needs is called for.

2. Admission Criteria - The process of certifying FMGs for admission to gradu-
ate medical education programs in the United States is inequitable and inade-
quate. In order to apply the same standards to all medical graduates, it is
recommended that a generally acceptable qualifying examination be made a uni-
versal requirement for admitting all physicians to approved programs of gradu-
ate medical education. Until another such examination may become available,
Parts I and II cf the National Board Examination should be employed for this
purpose. FMGs can register for this examination only after having demonstrated
an acceptable command of spoken and written English. Part III of the National
Board Examination or some other method for determining clinical competence
should be required for continuation beyond the first year of graduate medical
studies or for direct admission to advanced standing in graduate medical pro-
grams.

3.. Approval of Programs of Graduate Medical Education - In order to ensure
all medical graduates of a continuing exposure to quality education, regu-
lations for the approval of programs of graduate medical education must be
strictly enforced. The regulations should emphasize the educational function
of these programs. In addition, the relative number of FMGs permitted in
any program should be limited and geared to the educational resources of the
program. Effective adaptation and enculturation cannot be expected unless
special efforts are made and there is a balance between American and foreign
graduates in the program. Since undergraduate and Graduate medical education
are considered integral parts of an educational continuum, it is also recom-
mended that the number of first year positions in approved programs of gradu-
ate medical education be adjusted gradually so as to exceed only slightly
the expected number of graduates from domestic medical schools, but provide
sufficient opportunities to highly qualified FMGs.

-9-
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4. Pilot Project - Because examinations to determine the professional comPe-
tence of the physician are still in a developing stage it is recommended that
a pilot project be initiated for the enrollment of a limited number of !='Ss as
students in modified undergraduate medical education programs in United States
institutions. The objectives of this project to be undertaken by AWC and
interested medical schools, are to identify the educational deficiencies of
FMGs and provide supervised learning experiences to correct these deficits
with the goal of bringing the FMG to a level of professional competence similar
to that reached by graduates of domestic schools. In this project preference
should be given to United States citizens and may include American students
enrolled in foreign medical schools qualified for participation in the COTRANS
program.

5. Loopholes - On the basis of temporary licenses or exemptions from licen-
sure provisions, a large but unknown number of FMGs is delivering medical
services in institutional settings such as state institutions and other medi-
cal service organizations. They are active in this capacity without having
qualified either for graduate medical education or licensure. The indefinite
continuation of unsupervised medical practice on this basis without minimal
involvement in approved graduate medical education should be discontinued.
It is recommended that AAMC join with the American Hospital Association, the
American Medical Association and other agencies to bring this problem to the
attention of the Federation of State Medical Boards in a concerted effort to
seek and implement appropriate solutions.

6. Hospital Patient Care Services - These recommendations when implemented
undoubtedly will reduce the number of FMGs qualified for appointment to po-
sitions in graduate medical education. Therefore, new methods must be de-
veloped to ensure patient care services in many hospitals. The Task Force
believes that other health care personnel can be trained to provide under
physician supervision many of the services now required to be rendered by
physicians. Projects to study and demonstrate the engagement of such person-
nel in institutional care settings should be undertaken immediately. Ultimate-
ly, the efficient utilization of such personnel depends on appropriate edu-
cation of the health care team, particularly physicians, and thus is a con-
joint responsibility of medical and other health profession faculties.

7. Special Categories - The Task Force recognizes two groups of FMGs who re-
quire special consideration. The first group is represented by those physicians
who seek a temporary educational experience with the intent of returning to
their home country. These physicians should be admitted to graduate medical
education programs without having to pass Parts I and II of the National Board
Examination in those instances when the FMG enters with a visitor exchance visa
and has a statement describing the proposed program of study. This program
should have the concurrence of the American institution accepting the physician,
the FMG's home institution, and the governmental or private agency interested
in the FMG's education and continuing employment. Furthermore, the American
institution should not plan to continue the FMG's engagement beyond the train-
ing period, which usually should be limited to two years.

-10-
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The second group encompasses FMGs who have established reputations as •
medical academicians and are appointed by medical schools as visiting scholars.
Unless the respective state licensing boards prescribe differently, temporary
exemptions from the requirement specified under recomendation two should be
accorded these FMGs provided they are visiting members of a medical faculty
and their involvement in the practice of medicine is limited to patient care
related to their teaching obligations. The granting of these exemptions should
be based oh.a . policy agreed upon nationally and should cover a delimited period
of time. FMGs who serve on medical faculties as teachers and scientists with-
out patient obligations including supervision of those who render patient care
do not fall within the purview of these recommendations.

8. Time Table - A realistic time table should be established for implementation
of these recommendations.

-11-
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Undergraduate Premedical

t I

accreditation
(College or University)

Undergraduate Medical

accreditation
(Medical School)

Graduate Medical

 IP
accreditation

(Internship and Residency)

4  College Entrance Exath

,4

1>

Medical College Admissions Test

Selection for Admission to Medical School

B.S. or B.A. degree

  Part I National Board Exam (not required by all schools)

  Part II National Board Exam (not required by all schools) tl
Selection for Internship and Residency4 M.D. degree

Part III National Board Exam
FLEX or equivalent licensing exam

. 4- Specialty Board Exam
Specialty Certification

Figure 1: Continuum of medical education - Included-are the points at which selection and internal and
external evaluation of the student occurs (at right of graph). At the left accreditation of
the programs is indicated. ( Vindicates internal evaluation)



Ten Year; Trend in Admision, Employment and Licensure of
111Gs and Graduates of Medical Scbools

ECFMG

1962 1963 1964 1965 1966 1967 1968 1969 1970 1971

No. Exams Administered 14,535 19,130 18,511 18,337 18,988 19,188 19,548 22,598 29,950 31,033
No. Candidates Passed 6,054. 6,043 6,820 7,724 7,842 8,770 .7,774 8,127 11,916 9,693
No. FMGs Certified • not available bolero 1966 -- 6,699 5,364 6,142 4,686 5,436 6,886

Admission to U.S.

Exchange Visa 3,970 4,637 4,518 4,160 4,370 5,204 5,701 4,460 5,003 4,724
. Immgrants 1,297 2,093 2,249 2,012 2,552 3,326 3,128 2,756 3,158 5,756
Total* 5,767 6,730 6,767 6,172 6,922 8,897 9,125 7,615 8,523 10,94i
U.S. Graduates 7,168 7,264 7,336 7,409 7.,574 7,743 7,973 8,069 8,367 8,974

'3•raduate Medical Education

Interns:
U.S. 6,900 7,136 7,070 7,296 7,309 7,573 7,506 7,194 7,869 8,213
MG 1,273 1,669 2,566 .2,821 2,361 2,793 2,913 3,270 2,939 3,339

'Total 8,173 8,805 9,636 10,097 9,670 10,366 10,419 10,464 10,808 11,552
Residents: f

U.S. 21,914 22,177 22,433 22,852 .22,765 22,548 23,116 23,816 25,013 26,495
RIG 7,723 7,062 7,052 8,153 9,133 9,502 10,627 11,231 12,126 12,968
Total 29,637 29,239 29,485 31,005 31,898 32,050 33,743 35,047 37,139 39,463

Ascensed to Practice •
•

U.S. Graduates 6,648 6,832 6,605 7,619 7,217 7,267 7,581 7,671 8,016 7,943
HIGs 1,357 1,451 1,306 1,528 1,634 2,157 2,185 2,307 3,016 4,314
Total 8,005 8,283 7,911 9,147 8,851 .9,424 9,766 9,978 11,032 12,257

'hysicians in U.S.

U.S. Graduates 245,550 271,390 276,811 282,669
F1.13s 30,925 53,552 57,217 62,214,
Total 268,000 276,475 284,224 292,088 303,375 308,630 317,032 324,942 334,028 344,823 1

1- ,

1972 1973

32,012 37,023
12,837 12,289
8,717 6,227

3,935
7,11.L

11,416
9,551

8,120
3,946
12,065

28,970
13,543
.42,512

7,815
6,561
14,476

288,r,25
68,009
356,534

4,613.
7,1191
12,285
10,391

30,610
14,471
45,081

not yet
avail-
able
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TABLE 2

Country or Region of Emigration of FMGs for 1963 and 1972

Europe Canada Latin America* Asia Mora Total
Year

No. % No. % No. % No. % No. % No.
, — —

I
1963 575 27.5 467 22.3 580 27.7 260 12.4 211 10.1 2093

1972 911 12.7 439 6.4 372 5.1 4996 69.9 425 5.9 7W

* Includes South America, Mexico and Cuba.
o Includes Africa, Oceania, and selected countries of the Americas.



TABLE 3 

Selected Specialty Distribution of FMG's and U.S. Medical Graduates as of 1970

Specialty
All Physicians

Number Percent

Foreign
Medical

Number

Graduates *

Percent

U.S. Medical

Number

Graduates

Percent

Internal Medicine 41,872 12.5 6,894 10.9 34,978 12.9

Pediatrics 17,941 5.4 3,787 6.0 14,154 5.2

General Surgery 29,761 8.9 5,748 9.1 24,013 8.9

Ob-Gyn 18,876 5.6 3,403 5.4 15,473 5.7

Psychiatry 21,146 6.3 5,588 8.7 15,558 5.8

Subtotal 1 129,596 38.8 25,420 40.1 104,176 38.5

General Practice 57,948 17.3 7,512 11.9 50,436 18.6

Subtotal 2 187,544 56.1 32,932 52.0 154,612 57.1

Other 146,484 43.9 30,459 48.0 116,025 42.9

. 
Grand Total 334,028 100.0 63,391 100.0 270,637 100.0 _

* Including graduates from Canadian medical sch s.
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U.APIVERSITY of PENNSYLVA.A1A

THE GRADUATE HOSPITAL

PHILADELPHIA 19146

Dr. August G. Swanson
Director, Academic Affairs
Association of American Medical Colleges
One DuPont Circle, N. W.
Washington, D. C. 20036

Dear Gus:

12 Nov 1973

We were pleased that the AAMC Assembly last week in Washington

accepted the American Association for the Study of Liver Diseases

(AASLD) as a new member in the Council of Academic Societies (CAS).

At the same time, the decision to increase dues from $100 per year

to $1000 for societies of the moderately small category came as a

sharp disappointment. As you informed me briefly last week, there

has been a great deal of discussion pro and con on this matter of

dues increase, but unfortunately our society has not been aware of

the substance of the discussions.

When speaking with Dr. Robert Petersdorf, the outgoing president

of CAS, this past weekend, I asked how best to present the facts and

arguments to our council and to our members, for I expect a great

deal of resistance to the dues increase. They are going to want to

know what benefits should be expected to justify investment of such

a large proportion of the total income of the AASLD. Dr. Petersdorf

suggested that you might be able to explain these decisions and actions

clearly to our council, which is scheduled to meet next in Bethesda

in early March, 1974. I should like to invite you to come and hope

you will be able to be with us for discussion of this issue.

A few facts and comments may help clarify our position. The

AASLD will be 25 years old in 1974. It is therefore a relatively

young society, one which is just emerging from the status of a small

scientific club into a moderate-sized national group of interested

workers in the field of liver disease. Our growth rate in recent

years has been about 10% per year, and we now number just over 400.

The members include a predominant number of internists and gastro-

enterologists, with moderate numbers of surgeons and pathologists

and a few electron microscopists, biochemists, immunologists, and

assorted other interested persons. Our dues have been a modest S10

per year, and we have no great accumulation in our treasury.
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While the AASLD recognizes its growing responsibilities and
would like to participate in the national activities of the CAS,
it must protest the most ineouitable financial burden proposed for
those smaller societies least able to bear it. We hope that there
may very soon be a remedy for this, that you may be able to provide
us with further information in the immediate future, and visit with
our council in March.

JRS:amcd

CC: Dr. William Summerskill
Dr. Robert Petersdorf

Sincerely,

John R. Senior, M.D.
President, AASLD



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
 

°K.

00027 2649 E. 126 St.
Cleveland, Ohio 44120
January 27, 1974

Dr. Robert Thompson
Director, Division of Student Programs

and Services
Association of American;Nedical Colleges
One Dupont Circle, N.W.
Washington, D.C. 20036

Dear Dr. Thompson:

I have finally found time to drop you a note of thanks
for your participation in the OSR administrative board
meeting on January 11. Your presentation was very help-
ful to the Board. Overall, we had a very productive two
days of meetings and I feel that the OSR will have its
most active year yet.

I also want to express my appreciation to you for your
time with me in private discussion on January 11. I think
our talk helped to clarify some of the problems and con-
cerns-of our organization. During this talk we touched on
the topic of the OSR budget and new OSR activities which I
projected for this coming year.

Over the past two weeks, the issue of the OSR budget and
finances have been discussed between Bob Boerner and my-
self on a number of occasions. The initial problem arose
in seeking funding for the OSR members of GSA committees
so that they could attend the GSA meeting in Chicago, Feb-
ruary 3 and 4. Bob and I have come to a stalemate on this
topic and I have finally accepted the fact that the GSA has
no funds to send these five OSR members. The other rational
is that the Chicago meeting does not include true GSA com-
mittee meetings, but rather it is a long-range planning
meeting and therefore OSR members are nit "officially"
invited to participate as members of committees. It seems
that there is a "Catch-22" situation here, where on the
one hand the OSR has been invited and desires to participate
as members of GSA committees, but on the other hand this
meeting is not'officially including the committees and even
if it was, there would be no money in the GSA budget, or
the OSR's for that matter. I tell you this only as a back-
ground to my present concerns. I feel that I acted too late
on this particular topic to seek or expect funds from another
source.

EOWNE

JAN 2 9 1974
birstoN Or STUDENT PROGRAMS

AND SERVICES
ASSOC. or AMLRICAN
I MEDIC*,r COLLEctsJ4.00.—•
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What I want to discuss now are future OSR activities, in
hopes of avoiding another situation like the one I've just
described. Firstly, Bob tells me that the OSR budget is
set at $6,300 for fiscal year 1974 and that at present we
have a balance which is smaller than that necessary to fund
one more administrative board meeting. This fact, in itself,
is rather disturbing. I presume, however, that when the
budget was drawn up last February, those responsible had little
idea exactly how to project the expenses of our growing
organization. It has always been my assumption that since
the OSR is still developing in an unpredictable manner
there is a certain built-in "flexibility" to funding.

As we discussed on January 11, the OSR has several new .
projects which will need additional funding. I would like
to outline these projects and ask for your assurance that
we will be able to proceed with them during the present.
fiscal year.

A. Administrative Board Meetings: The Board feels that the
OSR now has enough business and interest in the activities
of the AAMC to require administrative board meetings four
times a year. Just as the three Councils, we would like to
meet prior to the Executive Council meetings in order to
carry out our business, as well as to consider the Executive
Council agenda items. At our January 12 meeting, the Board
felt that we should meet on March 15 or 16, June 14 or 15,
and September 13 or 14.

The upcoming problem is that the budget contains funding
for only one more meeting between now and July 1, while the
Board would like to have two meetings. Will we be able to
get funding for this additional meeting from some other
source?

B. OSR Task Force on Evaluation, Certification and Licensure
in Medicine: The administrative board created this task

force which willcorrespond by mail and phone in conducting
an evaluation of the National Board of Medical Examiner's
GAP Report. As is described in the enclosed "Guidelines"
the four task force members will come together in June in
order to draw up the final OSR position paper. The estimated
costs of this project run about $1,200 including travel,
lodging, phones and mailings.

The budget does not contain funds for this new project. Will
we be able to obtain funding from another source?
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C. OSR National Bulletin: The administrative board wants
to go full speed ahead with this project and was very happy
to hear that your division will fund a pilbt issue this
spring. We are in the process of drawing up a formal proposal
for funding in the next fiscal year, and will submit it to
the budget committee through Bob.

D. Mason Activities: We have begun to develop close liason
ties with SAMA and SNMA. This cooperation between student
organizations is important so that we do not duplicate efforts
or unknowingly undermine each other. SAMAls president
attended the recent OSR administrative board meeting and we
found his presence very helpful on a number of occasions.

SAMk has also invited me or another member of the Board to
attend their Board of Trustee meetings as an ex-officio
member. We feel that this is an important activity, but
there are no visible funds present.

E. Additional Operatinfi Expenses: With this increase in
activities outlined above, as well as greater participation
of more OSR members, I predict that we will incur greater
expenses in terms of phone bills, mailings, and other
communications. This is a dollar quantity which I cannot
project, but we might be able to get a better figure by
looking at these particular expenses from the past month.

In all instances, the Board is eager to proceed with reason-
able economy. As an example, we asked Bob to do a cost
analysis on travel to a number of cities in which we could
potentially hold Board meetings. We had hoped that there
might be a location more centrally situated which would save
on airfare and travel time.

Finally, Dr. Thompson, I am asking for your assurance that

we can move on these projects between now and July 1. I have
set out the major areas of anticipated expenditures so that
we will not have to come to you each time with separate
petitions for funds.

On a related subject, I feel that it is necessary to have
OSR administrative board input to the budget requests, for
fiscal year 1975. By working more closely with the staff
on this, we may be able to anticipate expenses and thus
avoid repeating our situation of this year.

•
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I will be in Chicago for the Congress on Medical Education
and the GSA meetings, and I hope that we can talk about
these issues in a spare moment there.

I hope I have been clear in this lengthy discussion. I
appreciate your attention to these matters and look forward
to your response.

cc: Bob Boerher
Mark Cannon

Enclosure

Sincer ly,

Dan Clarke-Pearson
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Appreved b: osn Board
January 11, 1974

I. IV:.raa and purpoze of task force

An CS T:: 7orce v.tin Certificaticn, and Licen,u,-e
in Mediaine shall be or:janized to study the report of the Com-
mittee on Goals and Priorities of the National Board of Eedical
E=miners, entitled "Evaluation .in the Continuum of Medical..
Education."fr fr/ZiL/11..Ak1/4--• •.

II. Composition of taek force

A. The task force shall consist of four members, one from
each of the feur regiens of the OSR. Each member nay be either
an official CSR representative or an alternate, and need not
have previously participated in the OSR.

B. It shall .be the responsibility of each regional chairperson
.to select the regional member of the task force, in his or her
own manner. The regional chairl'erson may serve as the regional
member of the task force. The name and address of the official
regional member shall be reported by the regional chairperson to
the OSR chairperson, no later than February II 1974.

C. If for any reason a region does not wish to select one of
its own representatives as a member' of the task force, the re-
gional chairperson shall designate a representative from another
region to serve as the first region's member of the task force.

D. The OSR chaii-eerson shall designate one of the task force
• members as the chairperson of the task force, by February 15,-

1974.

E. The OSR eh',4r7ie-e.sen shall make certain that all official

OSR aro sel,t the. names and addresses of the task force

• members, by February 15, 1974.

I77. Prel4minary regional position papers

A. Each task foree. member shall write a preliminary regional

,00sition paper re2.:rding "Evaluation in the Continuum of Med-

ical Educen," to be submitted to the OSR chairperson by

:areh 16, ?h- task feree me:.:bers ehall be encouraged to

ccneult one anether ...e_ee_e of the respective rc:z;f:.ons

that they represent, and ehall be requested particularly to

:take the -e'enal i.-.put into account in formulating the pre-

limlnary rea;ional poeitien *;apere.

4
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. :
3. 'he fe-e preliminal7 positien ria-cpe,--s shall be

cellezted inte one pLe2:.e.e, chair.erson, and sent
to aIl effical O. w.e..e•eers on :arch 22, 1'7/4, via air mail
to the Western Region members and via firet class mail to the
otha-s.

IV. Discussion at OSR n-et,-,-,s

A. The rel7rort of the Committee 3n Goals an:a Priorities of

the N-tional Board of 1edica7 "Ev:eluation in the
Continuum of .:edical 2ducazion," shall be a major discussion
item at the OSH regional meetings to be held in spring 1974.
The -egicnal chairpareons shall make this known, in advance,

to the OS 2 members in their respeetive regions, and are advised
to encourage „ ,_ve particv_:.ar atcenz:_en to the prelim-

_Jaiieie in their preparation for the
regional meetings.

3. It shal14.be up to each regional chairperson to determine
tha amount of time that shall be devoted to this item at the
regional meeting, but no time allotment need be determined in
advance of the. regional meeting.

C. At each regional meeting, the regional member of the task
force shall discuss his or her own preliminary regional position
paper, as well as the other three Preliminary regional position
papers, and shall solicit additional input from the region.

D. Wherever there arise major points of disagreement at the .
regional meeting, the task force member is advised to poll the
region to reach a consensus.

V. Regional position papers

Each task force member shall take into account the input.
received at the regional meeting in formulating a regional
position paper. Each member shall also compile a list enum-

erating those ideas that received significant (but not nec-

essarily majority) support at the regional meeting, but that

wore not incorporated into the regional paper. Both of these

items shall be sent, within ten days of the end of the re-

mectinr, to the AAMO office, from where they shall be

sent to all OSR members.

VI. Task force conference, fnal OSR position paper

A. A conference of the tack force shall be held during the

two day.; immediately Preeed.ing the June '974 meeting of the
,idministrat.ive Beard, at the same loeation as the Admin-

istrative Beard meetin:. The tack force shall work out a final

05R ;:ozition paper at cenference.
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3. Mc ::uLtoline of the conferenee shall be
pro-posed by 7,1";,! crpereon: these shall be subject
to the apuroval of -:.he ozlIer three membe--s of the task force
and the OSR ehairpon. The tack forte chairperson shall send
topics of the structure and guidelines to these per-
sons s by I.:ay 20, 1974.

.C. The final OS R position paper shall be submitted, by the
task force chair%person, to the CSR 2.dmnst,-atve Board, as
the major action item for its June 1974 meeting. The members

Of tn t1 OjL:;;;L:ni f=itc:, to this noon31
participate in the discussions regarding the final OSR position
paper.

D. If anproved at the June meat2 ng of the OSR Admonistrative
Board, the fin_l OSR position pnner shall be submitted as a
discussion item at the J-c.no 21, 1974 meetin; of the Emecutive
Council of the 2t shall also be mailed, by the L.L.NC
offiee, to all offieial osa members. The osa chairnerson shall
subsequently dezns, through consultation with the task
force members, what further steps, if ay s shall be taken in
regard to this project.

. Nodification of guidelines

The chairperson of the t::.sk force may use his or her dis-

cretion in.modifying the schedules and conditions provided
herein, subject, in each instance, to the approval of the

other members of the task force and. the OSR chairperson.

*VIII. Financing of project

L. The AANC shall finance the June meeting of the task
force. The 2:.21:.:C shall also reimburse the task force members

for all reasonable empenses that they incur through their

participation in this -ojete The OSR chairperson shall
estimate, by 7ebruary 11, the total cost of this pro-
ject, and a sentence stating the estimated cost shall re-

place this sentence.

B. The OSR charpercon shall immediately begin to pursue

possible means of ascertaining that the AA.I4C will finance

this project in the manner specified in item VIII A. If, by

Y.arch I, 1974, a saisfactery result on this matter has not

been achieved, the OS?. chairperson shall make the necessary

n-e-parat'ons tre-, n'n:- these 7uidelines to the Emeeutive

Council the at its 1:.areh 22, 1974 meeting. Ifsnec-
essary, he shall recomnend that the Emecutive Council endorse
to VIII 2L and authorize the :LL:eiC to finance the task force

throtGh June 1974.

40
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• • to encr:7 CS: me:fool-ship ••

ct
at ...-- tnz; AZ.t.0 shall

send to each OSR member, on January 14, 1974, the following
ite=si

(a) a bricf diousr;ion of the report of tho Committee on
Goals and Priorities of thc, Yational Board of Nedical
Emamners, "Evaluation in the Continuum of Nedical Ed-
ucc,tion";

(b)

(c)

(01)

(a)

coy 07' the a,-t'ole, "Evaluation, Certification, and
12.,censure in Y.edicina: New Directions," by John P. Hub-
bard, N.D., which appeared in JANA, 7/23/73;

a brief outline of the nature of this project;

a recuost that OSR mombers or alternates interested in
sorvinz on the task force should so notify the regional
chairterson as soon as tossible, recognizing that the,
official task force member must be designated by Feb-
ruary L 1974;

a listing of the names, addresses, and phone numbers
of the four ri.Gional chairpersons.

:tams (a), .(c), (d), and (e) are to be provided by the vice
chairperson of the OS.

SUMYRY mil==

approval of proposed Euidalines for OSR Task Force
on Evaluation, Certification, and Licensure in
iledicine by OSR Ldministrative Board

.

,
spring

Jan. 11-12

.Feb. 1

Feb. 15

Yar. 22

: June

designation of mer,bar- of task force

selection of chairpar-on of task force

four preliminary regional position papers sent
to all OS R members

discussion at OSR regl.onal meetinf:-s;
formula:eion of region:a position papers

Task Force Conference, development of final CSR
position paper;

cons'doration by OS?. !_d.ainistrative Board;
subsion to LOE:cecutive Council.



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
 

00035

STATUS REPORT ON MCAAP PROJECTS 

Subsequent to the publication of the Final Report of the Task Force

on the Medical College Admissions Assessment Program (MCAAP), staff of

the Division of Educational Measurement and Research have been studying

the ways AAMC resources and talent may be optimally mobilized to respond

to the recommendations of that report. At this point it appears that

the recommendations might be best grouped according to the following

project areas:

I. The Cognitive Assessment Battery - The activity is expected

to focus immediately upon the development of new subtests

in reading, comprehension and analysis, quantitative

reasoning, and specific subtests with a strong achievement

orientation in chemistry, biology, and physics.

Formalized Assessment of Personal Qualities - This activity

of necessity will be research oriented at the outset and

will attempt to identify predictors/correlates of clinical

performance, practice characteristics, etc.

III. Problem Solving - This project is expected to focus on the

assessment of general problem solving behavior and its

relationship to later performance measures, e.g. diagnosis.

IV. Pre-enrollment Guidance and Advising - This effort would

involve the expansion of current acitivities as needed and

appropriate
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Page Two 0003G• .

V. Letters of Evaluation 

VI. The Interview 

(these last two efforts will attempt to improve these as

devices for data collection).

VII. Medical Student Information System - This project will

attempt to extend established programs to provide for better

feedback to the schools.

VIII. Evaluation of Clinical Performance of Students 

IX. Physician Performance 

(these last two areas are essential for purposes of short

and long term validation respectively. The latter interest

initially is expected to be contained in the proposed AAMC

Longitudinal Study Follow-Up).

Further specification and implementation of these projects will be

accomplished through the combined efforts of the MCAAP Committee and

AAMC staff.



000Z--;,?

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
 

BIOMEDICAL RESEARCH MANPOWER CONFERENCE
BATTELLE SEATTLE RESEARCH CENTER

OCTOBER 1-3, 1973

In June of 1973, the inexorable elimination of the National Institutes

of Health and National Institutes of Mental Health research training

programs for developing young biomedical investigators had so clearly

become the policy of the Federal government that a meeting of repre-

sentatives from the major universities responsible for research train-

ing was called. These institutions recognized that their role must

now extend beyond responding to requests for developing talented youth

and become one of participating actively in the planning for preserva-

tion of research capability in the sciences basic to medicine. The

two-and-one half day meeting was held in Seattle in October, 1973,

and was attended by representatives from 20 university medical schools,

several voluntary health agencies, private foundations, the Office of

the Assistant Secretary for Health, Education and Welfare and the Di-

rector of the National Institutes of Health. The Association of Amer-

ican Medical Colleges, through its Council of Academic Societies, and

the University of Washington School of Medicine arranged the meeting.

The Battelle Memorial Institute kindly provided us with excellent con-

ference facilities in Seattle.

For two-and-one half days the 62 participants met in plenary and small

workshop sessions. The principal focus was on developing ideas and plans

for the assumption of increased responsibility by non-governmental agen-

cies for planning and monitoring the development of the Nation's biomed-

ical research manpower. Three major groups were considered by the Con-
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ference participants as inseparably interdependent in carrying forward

research talent development. These are: the faculties of the Nation's

colleges and universities; the informed laity, particularly those in

the voluntary health agencies; and the legislative and administrative

branches of the Federal government. Major supporting roles are ex-

pected from private foundations and the commercial-industrial sectors

of society.

The recommendations emanating from the meeting placed great responsi-

bility on the non-governmental sector for monitoring and planning the

research training effort of the country in the future. This is not

intended to imply that the Congress, the National Institutes of Health,

the Department of Health, Education and Welfare and the National Science

Foundation do not have principal responsibility for the Nation's bio-

medical research manpower policies. However, recent experience demon-

strates that educational training policies can be radically changed by

politically motivated decisions. A more stable element in policy de-

velopment must be included if public expectations for improved health

through research are to be met. This element must come from the respon-

sible input of professional scientists and their academic institutions.

The appendix to this report contains the schedule of the Conference, a

list of attendees, the letter to the participants regarding the purposes

of the Conference, and an outline regarding the task forces that met and

the report of each task force that formed the basis for developing the

enclosed report. The individuals participating in each task force are

also listed in this appendix.
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RECOMMENDATIONS

Three principal recommendations were derived from the Biomedical Research

Manpower Conference.

1. That the Congress establish a national commission, possibly

under the auspices of the National Academy of Sciences, to

help in determining the appropriate role for the federal gov-

ernment in the support of biomedical research and research

training, with particular attention to the mission of its

principal agency, the National Institutes of Health. Such

a commission should have broad representation from business,

labor, consumers, foundations, the scientific community, and

other interested parties.

2. The Association of American Medical Colleges should take a

leadership role in the evaluation of needs for manpower de-

velopment and should call upon the assistance of the voluntary

health agencies such as the American Heart Association, the

American Cancer Society, the Muscular Dystrophy Society,

Planned Parenthood and others. This program should also in-

volve the biomedical scientific societies participating in

the Council of Academic Societies of the AAMC in order to

obtain a broad consensus of needs. The informed support of

business, labor and individual citizens should be utilized

to promote a rational, national biomedical research and re-

search training policy. The academic medical community, the
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professional biomedical scientific associations and the vol-

untary health agencies should also develop mechanisms to foster

public education regarding the implications of biomedical re-

search programs on the public and individual health of the

American citizens.

3. A systems-analysis group should be established to evaluate

biomedical research from the standpoint of optimizing contri-

butions to health care and suggesting guidelines for the al-

location of resources to basic and applied research. This

group will require input of biomedical scientists and should

include among its topics for consideration the factors which

contribute to the career choice of students who enter biomed-

ical research.

The task forces which met in Seattle to consider the issues related to bio-

medical research manpower training arrived at these recommendations based

upon their evaluations of needs, priorities, evaluation mechanisms, the

problems of finding public support and establishing new funding mechanisms.

The workshop participants also considered that a high priority item must

be the development for mechanisms for interaction between the institutions

and universities associated with biomedical research and research training

and the appropriate non-federal agencies, foundations, and voluntary health

groups as well as the various arms of the federal government interested and

involved in the support of biomedical research and research training.
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5

The improvement of health as a stated national goal has received strong

bipartisan support and major federal funding. Support for biomedical

research grew sharply between 1950 and 1968. Throughout this entire

period, approximately 15 percent of the extramural research budget of

the NIH was assigned to support training in the biomedical sciences.

During the late 1960's health care was supported through Medicare leg-

islation and development of health care workers through health manpower

legislation. The expanding cost of the latter two programs and shifts

in policy have resulted in increased competition for federal dollars,

reduced support for research and withdrawal of federal dollars for re-

search training. Termination of support for research training was based

upon two major arguments: 1) That the cost of training represents an

equity for the individual leading to increased earning capacities;

therefore, he should pay for the training himself; and 2) That the

market forces should determine the entry of biomedical research workers

into the various fields, rather than central planning.

The members of the conference take issue with both of these assumptions.

The first premise ignores the very large costs involved in training for

research, and the limited enhancement of earning power through attain-

ment of research expertise. The argument that market forces will deter-

mine the entry of biomedical scientists ignores the long pipeline be-

tween entry and attainment of independence as a biomedical scientist.
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Furthermore, in many of the more lucrative fields, such as anesthesiology,

market forces have never drawn sufficient manpower to meet community or

teaching needs.

Research and research training are national assets and not regional ones.

They receive their funding from national agencies because only they can

rise above the local constituencies and because they represent a partner-

ship between the universities and institutions pursuing research and the

sources of funding. Inasmuch as there is presently no dispassionate body

to speak for either the Congress or the Executive Office relative to bio-

medical research needs, we propose the establishment of a national corn-

mission to help to determine the role of the federal government in the

support of biomedical research and research training. This commission

would have responsibility to propose public policy relative to research

activity and manpower training. The commission should have broad repre-

sentation including representatives from labor, industry, medical schools

and other universities, and institutes pursuing biomedical research, con-

sumers, voluntary health agencies, foundations, and other appropriate

representatives of interested parties.

The necessity of bringing together the voluntary health agencies, the

professional societies, the medical and non-medical institutions pursuing

biomedical research and research training, and the National Institutes of

Health and other national organizations associated with the support for

biomedical research and research training to reach common goals in pur-

suit of support for these efforts to evaluate programs to produce biomed-
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7

ical scientists, is clearly recognized. To accomplish this, a scientific

registry of all programs to produce biomedical scientists should be de-

veloped by the commission suggested under recommendation No. 1, which

will have university, state, federal and public input. Thus, the estab-

lishment of a mechanism for continuous monitoring of the optimal levels

of biomedical support, of the entry of biomedical scientists by disci-

pline and the outcome of training programs can be established. This

mechanism should be responsive to the best advice of the scientific com-

munity as to directions of research so as to insure an adequate invest-

ment in non-categorical research as well as in special initiatives. It

should be capable of influencing the flow of manpower into biomedical

science in general, and specific disciplines in particular, based upon

its best perception of scientific opportunities and of market forces.

The latter are substantially influenced by the level of support for bio-

medical research by the federal government. Until such a mechanism can

be established, we recommend that approximately 15 percent of the extra-

mural NIH budget continue to be allocated to research training.

We recommend that the present mix of mechanisms of research training be

maintained until further evaluation can assess its relative success;

namely, the departmental training grants, direct fellowships for pre-

and post-doctoral support and inclusion of research associates in re-

search grants as well as the research career development award; and that

within this mix the training grant be accorded a high priority. We

also recommend that research training grants and fellowships which
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8

tend to strengthen institutions with established reputations for re-

search productivity be _sqpplemented by continuation of capitation sup-

port of all medical schools, and of the Health Science Advancement

Fellowship, that is offered only to trainees in departments that do

not have training grants. These latter two mechanisms, therefore,

offer an egalitarian balance between these programs. Loans should

also be made available

percentage of students

creased costs of this

as an additional modality useful to a small

or research trainees who can't afford the in-

mechanism. We suggest, however, that

this mechanism is the least satisfactory for guaranteeing an adequate

flow of biomedical research manpower in that it is unattractive to

students from disadvantaged backgrounds who most need the help. Where

the loan mechanism is employed, we recommend that payback be possible

through service such as research, teaching, or activities in the health

care system, rather than dollars.

In addition to the federal sources indicated above, every effort should

be extended to recruit non-federal sources for supporting training in

biomedical research. Generous programs are already in effect through

several voluntary health agencies and foundations, but these need to

be enlarged wherever possible. Thus, an association of the voluntary

health agencies, together with the other parties recommended previously,

should gather to review from time to time the status of research train-

ing funds, and research funds so that the most effective application of
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these funds can be made to help meet the national health needs.

Money is potentially available through industry and other interested

parties for biomedical research and research training. Therefore, we

would encourage the development of a consortium in an effort to re-

cruit increased funds from both general industry and those immediately

concerned with biomedical sciences as well as foundations and voluntary

health agencies not currently involved with funding biomedical research

training. Such funds could be more economically administered by the

central agency previously recommended, but yet could retain the advan-

tage of identifying the recipient with the donor.

Needs can be assessed by the establishment of a data base that would

include the present number of investigators as well as training oppor-

tunities funded by federal and non-federal sources. The funding of re-

search grants and training grants, the distribution of investigators,

training grants and trainees and the turnover of each of these individ-

uals will be important to monitor. Areas in which there are deficien-

cies in the current supply of investigators and in which there are

qualified, unemployed investigators need to be clearly established.

The extent to which the presence or absence of stipends affects the

access to research training for disadvantaged groups also needs to be

monitored. Thus, a systems analysis group which will continue to in-

vestigate biomedical research from the standpoint of the optimization
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of research contributions to health care and the allocation of these

resources to basic and applied research can take into account factors

derived from an adequate data-based analysis of the needs, appropriate

means for evaluating the quality of the training and research programs,

and the participation of the appropriate parties to determine priorities

as needs change.

It is hoped that these recommendations can be implemented through the

establishment of the appropriate groups with the help and support of

the AAMC as the principal catalyzing body to permit their establishment.
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES

MINUTES OF THE RESEARCH MANPOWER MEETING
AAMC CONFERENCE ROOM
WASHINGTON, D.C.

TUESDAY, FEBRUARY 12, 1974

The recent decisions by the Federal government to phase-out pre-

doctoral support for graduate students in the basic medical sciences

has prompted expressions of concern throughout the biomedical scien-

_
tific community about the implications of these decisions on the supply

of basic medical scientists in the years ahead. As a manifestation of

this concern, staff of the AAMC was requested by its Executive Council

to ascertain whether there was need to mount a new program of data

collection and coordination to evaluate patterns of supply of basic

medical scientists.

A meeting was held at the AAMC Headquarters, Tuesday afternoon,

February 12, of a selected group of individuals interested in this

problem. A listing of the participants is attached to these minutes.

It was the consensus of the participants that the basic informa-

tion necessary to evaluate the number of students being trained by

discipline, the pattern of doctorates being conferred by discipline

and the career patterns of these students is currently being gathered

by various agencies and associations. The participants strongly be-

lieve that there is no need to mount a major program of data collection.
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Minutes of Research Manpower Meeting (Continued)

However, it was felt that a coordinated effort should be made to ap-

prise each of the organizations interested in this problem of the

efforts currently under way or planned by other organizations.

As the next step in this coordination effort, each of the in-

dividuals present is asked to supply Dr. Michael F. Ball, at the AAMC,

with the following.

1. The names of individuals not present at the initial
meeting who should be advised of progress and in-
cluded in any future meetings.

2. Ten copies of survey instruments, either in use at
this time or in various stages of development.

3. A listing of current data accumulation programs re-
garding manpower assessment in the basic biomedical
sciences.

4. Ten copies of current publications pertaining to
manpower in the basic medical sciences and a listing
of publications being planned.

5. Suggestions as to positive actions this ad hoc group
might take to facilitate coordination of data being
developed in the area of basic science manpower.

MFB:ms

February 19, 1974
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RESEARCH MANPOWER MEETING PARTICIPANTS
February 12, 1974

AAMC

Michael F. Ball, M.D.

Dr. T.H. Curry

Carl D. Douglass, Ph.D.

Greg Fawcett

Eugene L. Hess, Ph.D.

Dr. Louise Marshall

J. Boyd Page, Ph.D.

Roger Robertson

Dr. Herbert H. Rosenberg

Dr. Solomon Schneyer

Allen Singer

. Richard D. Stephenson, M.D.

Association of American Medical Colleges

National Research Council

National Institutes of Health

Association of American Medical Colleges

Federation of American Societies for
Experimental Biology

National Research Council

Council of Graduate Schools

National Institutes of Mental Health

National Institutes of Health

National Institutes of Health

National Research Council

National Institutes of Health

cc: John A.D. Cooper, M.D., AAMC
Robert Caine, National Science Foundation
Robert Grant, FASEB
August G. Swanson, M.D., AAMC
D.C. Tosteson, M.D., Chairman, AAMC
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4 n rezzional RccrUnited States 41 -5of America PROCEEDINGS AND DEBATES OF THE 9, CONGRESS, FIRST SESSION

Vol. 119 WASHINGTON, TUESDAY, OCTOBER 2, 1973 No. 146

Senate

S. 2513
CATASTROPHIC HEALTH INSVRANCE AND MEDICAL

ASSISTANCE ACT OF 1973

By Mr. LONG (for himself, Mr.
RIBICOFF, Mr. TALMADGE, Mr.
NELSON, Mr. ABOUREM, Mr.
BENTSEN, Mr. HANSEN, Mr.
DOLE. Mr. ROTH, Mr. MONTOYA,
Mr. PERCY, Mr. MCGOVERN, Mr.
SAXGE, and Mr. HUGH SCOTT:

S. 2513. A bill to amend the Social
Security Act by adding a new title
thereto which will provide insurance
against the costs of catastrophic illness,
by replacing the medicaid program with
a Federal medical assistance plan for
low-income people, and by adding a new
title XV thereto which will encourage
and facilitate the availability, through
private insurance carriers, of basic
health insurance at reasonable premium
charges, and for other purposes.
Referred to the Committee on Finance.

Mr. LONG. Mr. President, on behalf
of myself and Senator RIGICOFF, as well
BS Senators TALMADGE, NELSON, BENTSEN,
HANSEN, DOLE, ROTH, AGOUREZK, MON-
TOYA, PERCY, SATRE, McGovERN, and
HUGH SCOTT, I am proud to introduce
today proposed legislation which we
believe represents a major step forward
in the provision of adequate protection
agaist the high costs of necessary health
care.
The Catastrophic Health Insurance

. and Medical Assistance Reform Act of
1973 represents many months of effort
designed to develop a means of assuring
virtually all Aniericans that they will not
be bankrupted by the devastating effects
of serious ilness. as well as a definitive
approach toward eliminating the wide-
spread inequities of the medicaid pro-
gram by replacing it with a program pro-
viding equal benefits to all Americans at
the lower end of the income scale. Addi-
tionally, the proposal contains provisions
designed to stimulate, on a voluntary
basis, the actual availability of adequate
basic private health insurance to those
'many millions of hard-working. middle-
income Americans as a floor of protec-
tion above which they would be covered
by catastrophic health insurance.
These are the people who can often

afford good private health insurance at
reasonable premium rates, but to whom
such coverage is not always available and
often, when available. incorporates vari-

ous underwriting restrictions designed to
limit the insurer's liability rather than
protect the person insured.
The thrust of these latter provisions is

to assign a vast area of responsibility to
the private health insurance industry of
this country, giving them benchmarks
against which the success of their efforts
will be measured. Obviously, to the extent
private health insurance effectively meets
the basic needs of a large segment of our
population, to that extent further ex-
pansion of governmental programs would
not be necessary.
The Long-Ribicoff health insurance

proposal has three essential parts:
The first part consists of catastrophic

Insurance coverage for virtually all
Americans. Each year hundreds of thou-
sands of Americans are stricken by cata-
strophic illnesses or accidents. In addi-
tion to suffering the terrible physical
consequences of these events, these 'in-
dividuals and their families also suffer
the often devastating financial effects of
these illnesses.
I have long thought that the Federal

Government should play a part in miti-
gating the financial effects of these ill-
nesses through the use of the established
social insurance mechanisms.
This plan, like medicare, would be fl--

nanced by social security payroll taxes
and administered by the time-tested So- •
cial Security Administration. The plan,
effective July 1. 1974, would cover nearly
all employees e,pvered tinder social secu-
rity and their dependents, and all social
security beneficiaries. It would make pay-
ment for the types of services covered by
medicare, after an individual had been
hospitalized for sixty days or a family
had incurred expenses of $2,000. The pay-
ments would cover expenses beyond those
deductibles.

Again, the catastrophic plan is not de-
signed to replace basic private health
insurance but rather to supplement that
protection.
The second part of the bill consists of

an entirely new basic health benefits
program for low-income individuals and
families. While most middle-income
families can afford and can obtain rea-
sonably adequate private health insur-
ance coverage toward the costs of their
first 60 days of hospitalization and first
$2,000 of medical expenses, many mil-
lions of low-income individuals and

1
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A Policy Statement of the Association of American Medical Colleges 
on National Health Care 

j

February 15, 1971

Position on National Health Plans 

The Association of American Medical Colleges supports the concept that
, adequate health care and maintenance is a right of all citizens. It

believes that this right can be best served by means of health
insurance and progressive change in the health care delivery system.
The system must be a national one, with adequate provision for
varying regional requirements. Financing should be based on prepayment,
both public and private. Control of the system and fixing of national
health goals and priorities requires appropriate balance between
public and provider inputs.

Any. such system must assure access to primary care and prompt referral,
in accordance with individual patients' needs, to progressively more
sophisticated facilities and personnel. It must also provide for, and
emphasize, preventive as well as curative care on an ambulatory basis.

The System should optimize quality of care and economy; and should
utilize incentivesas an aid in cost-control and in developing a more
effective and responsive national mechanism for delivery of health
services. It must include a continuing and dynamic method for evaluating
overall operation and performance of providers.

Position on the Special Role of Academic Health Centers 

The education of health manpower must take place within the system for
providing health services. In those settings where both health services

and education are provided, costs will be greater than in those settings
in which care alone is provided. This fact should be reflected in .
reimbursement policies under any health care plan.

-Because of their special and essential role in educating health
professionals, conducting research, and in developing new methods,
academic health centers must be recognized as national resources. Within
the Centers, biomedical research and those elements of educational
cost not directly related to provisions of patient services should
be. separately funded from multiple sources, including the Federal
Government.
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families cannot afford or do not have
such basic private health insurance pro-
tection available to them.
The present Federal-State program

providing health benefits to the poor—
medicaid does not generally cover low-

income workers who are not on welfare.
It is basically provided only to welfare
families and, even then, benefit and eli-

gibility levels vary all over the lot from
State to State. In most States medicaid
is limited to poor aged, blind, and dis-
abled persons or fatherless families.
Today, for example, in one State a dis-

abled person with $1,800 annual income

might not be eligible for medicaid where-
as, in another State, he would be. Fur-

ther, that same disabled person might

be covered for only 15 days of hospitali-
zation under medicaid in one State while.
in another, he would be eligible for un-

limited hospitalization. Now, tnat just

does not make sense, does it?
Aside from those obvious inequities in

treatment of the poor, there is another

Inequity developing with implementation

of the new supplemental security income

plan for aged, blind, and disabled per-

sons, where thousands of people in a

State would be eligible for medicaid and

other thousands in the same State, and

with the same income, would not. And

in no State is medicaid coverage avail-

able to a hard-working couple or small

Intact family with low income.

• These general problems with the ex-

isting medicaid program are best, illus-

trated by specific cases, such as the man

In Florida who recently had to divorce

his wife of many years in an attempt to

qualify her under medicaid and thus ob-

tain the necessary medical care for her

chronic illness.
The major new program which Sen-

ator RIBICOFF and I propose, would pro-

vide, effective July 1, 1975, basic health

benefits coverage with uniform national

eligibility standards for all low-income

individuals and families. It would be

administered, as would catastrophic

health insurance, by the Social Security

Administration.
The basic benefits provided under the

low-income plan are designed to mesh

with the deductibles under the cata-

strophic program. This new proposal is

airected primarily at providing necessary

health benefits protection to the millions

of working low-income families in the

United States who receive no coverage

at the present time. The program would

also eliminate the inequities and much of

the redtape in the present medicaid

program.
Coverage under the new, program

would be available to all individuals and

families with annual incomes at or below

the following levels: First, an individual

with income at or under $2,400; second,

a two-person family with income at or

under $3,600; and third, a family of four
with an income at or under $4.800. For
each family member above the first four,

.the eligibility limit is increased by $400.

In addition, families with incomes

slightly above the eligibility levels would

be eligible for benefits if their medical

expenses reduced their income to these

levels. For example, a family of four with

an income of $5,200 would become eli-

gible after they had expended $400 for

medical expenses, including any health

insurance premiums. Of course, no per-

son presently eligible for medicaid would

lose entitlement to benefits, because of

the new program.

The benefits covered by the plan would

include 60 days of hospital care and

all medically necessary physicians' serv-

inces, laboratory and X-ray services,

home health services and care in skilled

nursing homes and intermediate care fa-

cilities. A copayment of $3 would be re-

quired on patient-initiated services, such

as visits to a doctor's office, but copay-

ments could not exceed $30 per individ-

ual or family during a year. These copay-

ments would not apply to well-baby care

or with respect to family planning

services.
The plan would also afford catastrophic

insurance coverage to those low-in-

come families who are not covered un
der

the catastrophic plan and would also p
ay

for low-income families and coiristu-
ance

required under the catastrophic plan.

States would be free to provide addi
-

tional benefits—such as drugs and den
tal

services—with the Federal Government

assuming one-half of the cost.

For millions of older Americans with

low incomes, the Long-Ribcoff bill would

pick up their part B medicare premi-

ums—presently $6.30 per month—as well

as paying their medicare deductibles a
nd

coinsurance amounts. In addition; it

would provide them with all medica
lly

necessary hospital, skilled nursing facil-

ity, and intermediate care facility serv-

ices. Home health care would also be

available without limitation.

With respect to mental illness, the pro-

gram would cover all medically neces-

sary care in an accredited medical in-

stitution and care in qualified mental

health centers.
The plan would also cover up to five

visits to a psychiatrist for "crisis inter-

vention," as well as any additional visits

or care approved by a professional

standards review organization as med-

ically appropriate and, in the absence of

which, the patient would reasonably be

expected to be institutionalized or suffer

serious dysfunction.
Additionally, the bill also includes

coverage of appropriate routine i -̂rqu-

nization and pap smears on a scheduled

allowance basis. This provision is written

In such a way so as to also make this

coverage of immunizations and pap

smears applicable to medicare benefici-

aries generally.
The benefits under the low-income

plan are residual—that is. they are avail-

able only after whatever private health

Insurance or similar coverage which the

person may have has paid first. Under

2
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the bill, no employer insurance plan
could exclude an otherwise eligible em-
ployee solely because that employee could
be covered under the low-income plan.
Additionally, if an employed, low-income
plan eligible refuses to participate in an
employer-sponsored health insurance
program where the employer pays 75
percent or more of the cost, that indi-
vidual would have to pay the first $250
of his hospital or medical costs before
being eligible for benefits under the low-
income plan.
Mr. President, coverage under the low-

Income plan would virtually eliminate
hospital bad-debts problems. The plan
would pay physicians' services at medi-
care levels—rather than at the often sub-
standard medicaid rates. It would pro-
vide necessary long-term care for many
millions of low-income older People—
long-term care not now provided under
medicare.
Of great importance, the plan would

afford very substantial fiscal relief to
State and local governments. States
would make a fixed Contribution toward
the cost of the low-income plan based
upon each State's level of spending for
medicaid and general assistance health
care in the year prior to the effective date
of the plan, July 1, 1975. For example, if
a State spent $100 million of its own
funds under medicaid for the types of

care covered under the new low-income
plan, it would contribute that $100 mil-
lion to the low-income fund during the

first and in each succeeding year. Addi-
tionally, the State would contribute 50
percent of the estimated amount of State

and local expenditures in the year before

the low-income plan effective date for

health care services to people ineligible

for medicaid, but who would be eligible

for those types of services under the new •
low-income plan.
The estimated annual cost of the low-

income plan is $5.3 billion in general

revenues above present Federal-State

. expenditures for medicaid. The cata-

strophic illness plan, financed from social

security payroll taxes, would cost an esti-

mated $3.6 billion in the first full year

of operation.
The total new Federal cost of $8.9

billion for the catastrophic health insur-
ance and low-income plan compares
with the estimated cost of over $70 bil-
lion for the national health insurance
plan proposed by Senator KENNEDY. The
Long-Ribicoff proposal would also cost
about $6 billion less annually than legis-

lation endorsed by the American Medical
Association.
Mr. President, the third part of our bill

consists of a new and voluntary certifi-
cation program for private basic health
insurance policies. With this new pro-
gram, private insurers could, of their
own volition, submit any or all of their
basic health insurance policies to the
Secretary for certification. This certifi-
cation would be based upon certain min-
imum criteria specified in the bill relat-

ing to adequacy of coverage, ratio of ben-
efits paid to premium income and con-
ditions of eligibility.
Insurers could advertise the certifica-

tion in promoting their policies. Three
years after enactment of this bill, car-
riers and intermediaries under the med-
icare program would be expected to of-
fer-one or more certified policies to the
general public in areas where they sold
policies.
In addition, the bill contains provi-

sions designed to facilitate arrange-
ments whereby basic health insurance
policies meeting minimum standards
could be offered through private insur-
ance "pools" established by groups of
private insurers. -
The bill also directs the Secretary of

Health, Education. and Welfare to re-
port to Congress after 3 years as to the
extent to which private health insurance
meeting the criteria established in the
bill is actually and generally available
in each State.
Mr. President-, this bill does not con-

stitute a "be all—end all" approach, but
it does provide an opportunity to provide
significant assistance to many millions
by closing major gaps in the financing of
'necessary health care. We believe that
careful building and improving upon the
present system through this major ini-
tiative is the only feasible alternative to
the potentially disruptive and bankrupt-
ing effects involved in proposals which
would radically alter and almost scrap
existing structures and mechanisms. The
variables are too uncontrollable and the
chances of error too great for us to risk
the magnitude of any mistakes in the
total takeover approach. What Senator
Ramon' and I propose to do is what
we know needs to be done and can be
done.
We firmly believe that the thrust of

the catastrophic health insurance and
the Medical Assistance Reform Act is the
direction in which we should proceed.
Both Senator RIBICOFF and I expect that
our proposal will certainly benefit from
additional constructive efforts during
the course of legislative consideration.
Mr. President, I believe that those who

have joined in cosponsoring this measure
with us have made a significant and im-
pressive contribution. These are Sena-
tors who, through the years, ha-ve made
their suggestions and sponsored their
own bills, indicating ways that they be-
lieved we could solve the problem of
providing better health care for Amer-
ica. Having worked in this area, we were
proud that some of them saw fit to join
our efforts and coalesce on a bill which
we believe the Senate could pass.
We are extremely proud to have them

in this effort. We believe that by mov-
ing in this fashion, trying to take the
suggestions of each Senator on the Fi-
nance Committee as well as each Sena-
tor who has worked in this area through
the years up to this point, we can con- •
tribute to shaping a bill in the best na-

3
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00053
tional interests, and a bill that can be
passed, and one which we believe will
serve the Nation.
Mr. President. I now send the Cata-

strophic Health Insurance and Medical
Assistance Reform Act to the desk and
ask that it be appropriately referred.
The ACTING PRESIDENT pro tern-

pore. The bill will be received and appro-
priately referred.
. Mr. LONG. I also request unanimous
consent that a summary of each of the
three titles of the bill appear in the CON-
GRESSIONAL RECORD following these re-
marks, and a letter I received today from
Congressman DowNrsc, which illustrates
one of the problems with private health
insurance which will be dealt with by
title ITC of our bill.
There being no objection, the material

was ordered to be printed in the RECORD,
as follows:

4
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DESCRIPTION OF CATASTROPHIC HEALTH IN-
SURANCE PLAN-TITLE I OF THE BILL

ELIGIBILITY
' The bill would establish. effective' July 1.1974, a new Catastrophic Health InsuranceProgram (CHIP) as part of the Social Se-curity Act financed by payroll contributionsfrom employees, employers and the self-em-ployed. Under the plan all persons who arefully or currently insured under the Social
Security program; their spouses and depend-ents (and all Social Security beneficiaries)would be eligible for CHIP protection. Allpersons who are entitled to retirernent, sur-vivors, or disability benefits under SocialSecurity, as well as their spouses and depend-ent children, would thereby be eligible forCHIP. This constitutes about 95 percent ofthe population.
The largest noncovered groups are Federalemployees, employees covered by the Rail-

road Retirement Act, and State and local gov-
ernmental employees who are eligible for
Social Security but not covered due to thelack of an agreement with the State. (There
are a small number of people who are still
not covered by Social Security or other re-
tirement programs; the majority of these are
domestic or agricultural workers who have
not met the necessary Social Security cov-
erage requirements.)
Federal employees are, however, eligible for

both basic and major medical catastrophic
health insurance protection under the Fed-
eral Employees Health Benefits Act, with the
Federal Government paying 40 percent of the
costs of such coverage.
BUY-IN FOR STATE AND LOCAL EMPLOYEES
Under the plan, State and local employees

who are not covered by Social Security could
receive coverage under CHIP if the State and
local governments exercise an option to buy
Into the program to cover them on a group
basis. When purchasing this protection,
States would ordinarily be expected to in-
clude all employees and eligible annuitants
under a single agreement with the Secretary.
A determination by the State as to whether
an individual is an annuitant or member of
a retirement system or is otherwise eligible
to have such coverage purchased on his
behalf would, for purposes of the agreement
to provide CHIP protection,. be final and
binding upon the Secretary.
Each State which enters into an agree-

ment with the Secretary of Health. Educa-
tion and Welfare to purchase CHIP protec-
tion will be required to reimburse the Fed-
eral Catastrophic Health Insurance Trust
Fund for the payments made from the fund
for the services furnished to those persons
covered under CHIP through the State's
agreement with the Secretary, plus the ad-
ministrative expenses incurred by the De-
partment of Health. Education and Welfare
is carrying out the agreement.
Payments will be made from the fund to

providers of services for covered services
furnished to these persons on the same
basis as for other persons entitled to bene-
fits under CHIP. Conditions are also speci-
fied under which the Secretary or the State
could, after due notice, terminate the agree-
ment.

BENEFITS
TI.e Leven ts that would be provided under

CHIP would be the same as those currently
provided under Parts A and B of Medicare,
except that there would be no upper limita-
tions on hospital days. or home health visits.
Present Medicare coverage under Part A in-

eludes 90 days of hospital care and 100 daysof post-hospital extended care in a benefitperiod. plus an additional life-time reserveof 60 hospital days: and 100 home healthvisits during the year following discharge
from a hospital or ext.nded care facility.
Part B coverage includes physicians' serv-
ices. 100 home health visits annually, out-
patient physical therapy services. laboratory
and X-ray services and other medical and
health items and services such as durable
medical equipment.
The major benefits excluded from Medi-

care, and consequently excluded from this
proposal, are nursing home care. prescrip-
tion drugs, hearing aids, eyeglasses, false
teeth and dental care. Medicare's limitations
on extended care, on inpatient care in psy-
chiatric hospitals, which limit payment to
active treatment subject to a 190-day life-
time maximum, and the program's annual
limitation on outpatient services in connec-
tion with mental, psychoneurotic and per-
sonality disorders are also retained. An ad-
ditional exclusion would be for items or
services which the Secretary of Health. Edu-
cation and Welfare rules to be experimen-
tal in nature.

DEDUCTIBLES AND COINSURANCE
In keeping with the intent of this program

to protect against health costs so severe that
they usually have a catastrophic impact on
a family's finances, a deductible of substan-
tial size would be required. The proposed
has two entirely separate deductibles which
would parallel the inpatient hospital deduc-
tible under Part A and the $50 deductible
under Part B of Medicare.
The separate deductibles are intended to

enhance the mesh of the program with pri-
vate insurance coverage. In order to receive
both hospital and medical .benefits, both
deductibles must, be met. If a 'person were
to meet the hospital deductible alone. he
would become eligible only for the hospital
and extended care benefits.

Similarly, if a family were to meet the
$2,000 medical deductible, they would be-
come eligible only for the medical benefits.
There would be hospital and medical coin-
surance requirements (as described below)
but these would rise to a maximum of $1,000.

HOSPITAL DEDUCTIBLE AND COINSURANCE
There would be a hospital deductible of 60

days hospitalization per year per individual.
After an individual has been hospitalized

for a total of 60 days in one year, he would
become eligible for payments toward hos-
pital expenses associated with continued
hospitalization. The program would thus be-
gin payment with the 61st day of his hos-
pitalization in that year. Only those post
hospital extended care services which he
receives subsequent to having met the 60-
day deductible would be eligible for pay-
ment.

After the hospital deductible has been met.
the program would pay hospitals substanti-
ally as they are presently paid under Medi-
care. with the Individual being responsible
for a coinsurance amount equal to one-
fourth of the Medicare inpatient hospital de-
ductible applicable at that time. Extended
care services which are eligible for payment
would be subject to a daily coinsurance
amount equal to one-eighth of the Medicare
Inpatient hospital deductible. In 1973. this
coinsurance amounts to $17.50 a day for in-
patient hospital services and $8.75 a day for
extended care services. Thus, the coinsurance
could rise yearly in proportion to any in-
crease in hospital costs.

5
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MEDICAL DEDUCTIBLE AND comsuitaNcz
There would be a supplemental medical

deductible initially established at $2.000 per
year per family. The Secretary of Health.
Education. and Welfare would, between July
1 and October 1 of each year ( beginning in
1975) determine and announce the amount
of the supplemental medical deductible for
the following year.

The deductible would be the greater of
92.000 or $2.000 multiplied by the ratio of
the physicians' services component of the
Consumer Price Index for June of that year
to the level of that component for December,
1974. Thus, the deductible could rise yearly
in proportion to any increase in the price
of physicians' services.

After a family has incurred expenses of
$2.000 for physicians' bills, home health
visits, physical therapy services, laboratory
and X-ray services and other covered medical
and health services, the family would become
eligible for payment under the program to-
ward these expenses. For purposes of deter-
mining the deductible, a family would be
defined as a husband and wife and all de-
pendents.

After the medical deductible had been
met, the program would pay for 80 percent
of eligible medical expenses, with the patient
being responsible for coinsurance of 20 per-
cent.

DEDUCTIBLE CARRYOVER
As in Part B of Medicare, the plan would

have a deductible carryover feature—ap-
plicable to both the dollar deductible and the
hospital-day deductible—under which ex-
penses incurred (or hospital days used) but
not reimbursed during the last calendar
quarter of a year would also count toward
the satisfaction of the deductibles for the
ensuing year. For example, an individual ad-
mitted to the hospital with a cardiac con-
dition on December 10, 1975. and con-
tinuously hospitalized through February 19,
1978. would not, in the absence of the carry-
over provision meet the hospital-day de-
dtfctible unless he were to be hospitalized
for at least another 10 days in 1976.
With a carryover provision, however, the

Individual described above would meet the
hospital deductible on January 30, 1976.
Similarly, if a family's first eligible medical
expenses in 1975 amount to $1,200 and were
Incurred during the months of November
and December, and an additional $3,000 in
eligible medical expenses are incurred in
1978, the family would, in the absence of a
carryover provision, be eligible for payment
towards only $1,000 of their expenses in.
1976. With a carryover provision, however,
the family described above would be eligible
for payment toward $2,200 of their ex-
penses in 1976.

ADMINISTRATION

Payments made to patients, providers and
practitioners under this program would be
subject to the same reimbursement, quality,
health and safety standards, and utilization
controls as exist in the Medicare program.
Reimbursement controls would include the
payment of audited "reasonable costs" to
participating institutions and agencies. and
"reasonable charges" to practitioners, and
other suppliers.
The utilization of services would be sub-

jected to review by present utilization re-
view committees established in hospitals and
extended care facilities and by the profes-
sional standards review organizations estab-
lished under P. L. 92-603.

The proposal contemplates using the same
administratiVe mechanisms used for the ad-'
ministration of Medicare, including, where
appropriate. Medicare's carriers and inter-
mediaries. The proposal also would encom-
pass use of Medicare's statutory quality
standards. In that the same conditions of
participation which apply to institutions
participating in Medicare v..buld apply to
those institutions participating in CHIP.

The Social Security Administration, utiliz-

ing its network of district offices. would de-
termine the insured status of individuals and
relationships within families which are
necessary to establish entitlement to CHIP

benefits. The determination of whether the
deductible expenses had been met would also
be handled by the Social Security Admin-

istration in cooperating with carriers and
intermediaries. The proposed administrative

plan envisions establishing a $2,000 minimum
expense amount before individual bills would
be accepted. This would protect the admin-
istrative agencies from being innundated

with paperwork.

FINANCING -

The amendment would finance the plan
with the following contribution schedule:
1975-1977, 0.3 of one percent of taxable pay-
roll on employees and 0.3 on employers; 1978-
1981. 0.35; 1982 and after, 0.4. Rates for the
self-employed would also be 0.3, 0.35 and 0.4
respectively.
The contributions would 'be placed in a

separate, Federal Catastrophic Health Insur-
ance Trust Fund from which benefits and
administrative expenses related to this pro-
gram would be paid. The complete separation
of catastrophic health insurance financing
and benefit payments is intended to assure
that the catastrophic health insurance pro-
gram will In no way impinge upon the fi-
nancial soundness of the retirement, sur-
vivors, or disability insurance trust funds
or Medicare's hospital and supplementary
medical insurance trust funds. Such separa-
tion will also focus public and congressional
attention closely on the cost and the ade-
quacy of the financing of the program.

To provide an operating fund- at the be-
ginning of the program (in recognition of
the lag in time between the date on which
the taxes are payable and their collection),
and to establish a contingency reserve, a
Government appropriation would be avail-
able (on a repayable basis without interest)
during the first 3 calendar years of the pro-
gram. The amount which could be drawn in
any such calendar year could not exceed the
estimated amount of 6 months of benefit pay-
ments during that year.

CONCLUSION

More than one million families of the ap-
proximately 49 million families in the United
States annually incur medical expenses which
will qualify them to receive benefits under
the program. Of course, nearly all American
families will receive the benefit of insurance
protection against the costs of catastrophic
illness.

DESCRIPTION OF MEDICAL ASSISTANCE PLAN FOR
LOW-INCOME INDIVIDUALS AND FA M MIES—
TITLE II or THE BILL

GENERAL APPROACH

The bill would establish a medical assist-
ance plan. effective July 1. 1975, for low-
income individuals and families. The plan
would provide Federally-administered basic
health benefits coverage with uniform na-
tional eligibility standards..

6
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The basic benefits provided under the plan
are designed to mesh with those under the
catastrophic health insurance plan. The plan
Is aimed in large part at providing coverage to
low-income working individuals and families,
in addition to replacing the- current Medi-
caid program. It would eliminate the present
inequities in Medicaid whereby people with
the same incomes and needs are eligible for
Medicaid in one State but ineligible in an-
other, as well as the extensive variations in
benefits between States. The plan would also
result • in substantial fiscal relief to State
and local governments.

ELIGIBILITY

Coverage would be available to all individ-
uals and families having an annual income
at or below the following levels: $2.400 for an
Individual; $3,600 for a two-person family;
$4.200 for a three-person family: 84,800 for
a four-person family; and $400 additional for
each additional family member. .

Eligibility would not be linked to eligibility
for welfare payments and, consequently,
there would be no requirement that an in-
dividual fit into one of the current welfare
categories (such as aged, blind or disabled).
This Would mean that working low-income
individuals and families presently ineligible
for Medicaid (such as thousands of migrant
families) would be eligible for benefits under
this plan.
In view of the fact that the plan is not

linked to the welfare program, and to sim-
plify its administration, there would be no
assets test applied in determining eligibility.
The program would contain a "spend-

down" provision under which an individual
or family's income would be reduced by their
incurred health care expenses in determining
their eligibility for benefits under the pro-
gram. For example, a family of four with
$5,000 of income would be covered under the
program after they had -incurred expenses of
$200 for medical care.
To be eligible for benefits, persons would

have to be either resident citizens of the
United States or aliens lawfully admitted
for permanent residence, or otherwise legally
residing in the United States.

Eligible individuals would file an applica-
tion (or have an application filed in their
behalf). Upon approval of an application,
each individual would be issued a health
benefits eligibility card.
To enhance administrative simplicity, eligi-

bility would be certified on an annual basis
with a coverage year generally beginning on
April 1. and with the income determinations
generally being based upon the previous
year's income. Provisions are included to al-
low entrance into the program, where appro-
priate, at any point during the year. In such
cases, eligibility would be redetermined on
the following April 1. In addition, the plan
provides for prospective earnings estimates,
where appropriate. in determination of eligi-
bility.
Individuals' or families' eligibility would

generally continue throughout the coverage
year unless their income increased to more
than 20 percent above the eligibility level.
In determining eligibility, a family is de-
fined as two or more individuals related by
blood. marriage or adoption. and residing in
a place maintained by one or more of them
as their home. Also, in determining eligi-
bility. Income would include both earned and
unearned income. Including welfare pay-
ments, pension or Social Security payments.
support and alimony payments, gins, rents.
dividends and interest. The plan includes
lesser Income limits for Puerto Rico, the

Virgin Islands and Guam. Additionally, there:
would bc special rules established by the Sec-
retary . to deal with cases where the gross
income of an individual or family from a
trade or business (including farming) would
be considered sufficiently large to cause the
family not to be regarded as "low income".
The plan contains a "grandfather" provi-

sion to guarantee that no current Medicaid
recipient would be disadvantaged by this
program. "

BENEFITS

The plan would coyer medically-necessary
inpatient hospital services for up to 60 days
during a benefit period, as well as all inecli-
cally-neccessary skilled nursing facility care,
intermediate facility care and home health
services. Additionally, the plan would cover
all medically-necessary medical and other
health services (including physicians' serv-
ices and laboratory and X-ray services), as
well as prenatal and well-baby care, family
planning counseling services and supplies
and, for children under. 18, periodic screen-
ing, diagnosis and treatment. Additionally,
the plan would make payments for Part B
Medicare premiums for eligible individuals.
Mental health care would be covered on an

inpatient basis to the extent that it con-
sisted of active care -and treatment provided
in an accredited medical institution, and out-
patient mental health services would be cov-
ered without limitation if provided in a qual-
ified community mental health center. Ad-
ditionally, the plan would cover up to five
visits to a psychiatrist, related to "crisis in-
tervention", during any benefit period. Ad-
ditional visits would be authorized upon a
finding that the patient would require-insti-
tutionalization in the absence of such care
or that he would be severely dysfunctional.
For individuals who are also entitled to

benefits under the catastrophic health in-
surance plan, the medical assistance plan
would pay any •coinsurance required under
the catastrophic plan. For persons not
ble for benefits under the catastrophic plan,
the medical assistance plan would make pay-
ments for benefits covered under the cata-
strophic plan. The plan would also cover
routine immunizations.

DEDUCTIBLES AND COINSURANCE

In view of the fact that the medical as-
sistance plan is aimed at providing benefits
to individuals and families without adequate
resources to purchase medical care, there
would generally be no deductibles or coin-
surance payments required.
. However, 'to assist in controlling patient.
initiated utilization, there would be a $3
per visit copayment for each of the first 10
outpatient physicians' visits per family, but
no copayment would be applicable for visits
for well-baby care and family planning
services.
There would be one other circumstance in

which a copayment would be required. This
would be applicable in those situations where
a person, without dependents, is in a long-
term care facility for more than 60 days. In
such cases, the individual (usually an eld-
erly person in a nursing home) would re-
tain $50 of his monthly income and any in-
come in excess of $50 would be required as
copayment.

PAYMENTS AND ADMINISTRATION

Payments made to providers and practi-
tioners under this program would be sub-
ject to the same reimbursement, quality,
health and safety standards, and utilization
controls as are applicable under tha Medicare
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progam. Reimbursement controls would

limit payments to not more than audited

"reasonable costs' to participating institu-

tions and agencies, and "reasonable chariies"

to practitioners and other suppliers.

Payments made under this program. along

with any required copayment would have to

be accepted by pr.3viciers and praet.tioners as
payment in full fur the ,,en. ices rendered, and
no person accepting such payment could
charge amounts in excess of the payment for

the individual receiving the service.
Benefits under the prcrram would be re-

sidual and amounts payable tinder this pro-

gram would be reduced by amounts payable
tinder any other public or private 'insurance

plan under which the individual was cov-

ered. with the excepton of a State program
designed to supplement this program.
In addition, amounts otherwise payable

under this program would be reduced by not

more than $250 in a benefit period if an

eligible employed individual failed to enroll
in an employer-sponsored health insurance

plan for which the employer paid 75 percent

or more of the premium cost. No employer

could exclude an otherwise eligible employee
from participation in a health insurance plan

solely on account of the employee's

eligibility for benefits under the Medical-

Assistance Plan.
The utilization and quality of services

would be reviewed by i-tilization review com-

mittees established in hospitals and skilled

nursing facilities, and by the Professional

Standards Review Organizations established

under Public Law 92-603.
The program utilizes the same administra-

tive mechanisms used for the administration

of Medicare, including, where appropriate.

Medicare's carriers, intermediaries and public

health agencies. The program also would en-

compass use of Medicare's statutory quality

standards, in that the same conditions of

participation which apply to institutions

participating in Medicare would apply- to

those institutions participating in this
program.

Primary policy, operating and general ad-

ministrative responsibility for the program is

specifically assigned to the Social Security

Administration, basically involving personnel

and facilities employed in the Bureau of

Health Insurance.

FINANCING

The low-income plan would be financed

from general revenues. Just as the Federal

share of the current Medicaid program is

now financed, and also with State funds. A

medical assistance trust fund would be estab-

'Halted to make payments for benefits under

the program. The fund would receive ap-

propriations from general revenues and State

t 
contributions.

States would contribute a fixed amount

which would be equivalent to their total

expenditures from State funds under Medi-

caid for the types of benefits covered under

this plan during the year prior to the effec-

tive date of this program. Additionally, a

State would also pay 50 percent of the esti-

mated amount that the State and local

governments had expended in that same base

year for provision of these types of services

to people nut covered under Medicaid who

would however. be covered under the new

plan. State contributions in future years

would be limited to the initial contribution

a llllll int.
The State contribution would be reduced

by an amount equal to one-half the amount

exnended by the State from non-Federal

funds in providing types of services not

covered under this program, but which could'

have been matched under the Medicaid pro-

gram. This provision would encourage States
to offer or to continue providing optional

services, such as drugs, dental services and

eyeglasses.
The additional first full-year Federal cost

above present Medicaid expenditures. is esti-

mated at $5.3 billion.

CONCLUSION

An estimated 34 million people throughout

the United States would be eligible for bene-

fits under this program in any given year

though, of course, not all of these people will

receive services in a given year. The current

Medicaid program covers some 22 million

people. The additional people covered Under

this new program represent primarily the

working poor who, until this time, have been

Ineligible for Federally-supported medical

assistance.

DESCRIPTION OF PRIVATE BASIC HEALTH Iai-

SURANCE VOLUNTARY CERTIFICATION P?.0-

GRAM—TITLE III OF THE BILL

GENERAL APPROACH

The bill would establish a voluntary cer-

tification program for private basic health

Insurance. Under this program, a pri:ato

health insurer could. if it chose, submit one

or more of its basic health insurance policies

to the Secretary for certification. The Sec-

retary's certification would be based upon the

policies' meeting certain minimum criteria

with respect to adequacy of coverage, con-

ditions of eligibility, actual availability of

the policy and reasonableness of pay-out

ratio which are specified in the bill.

If a policy was certified by the Secretary,

the private insurer could advertise such cer-

tification in promotion of the policy.

As a condition of eligibility for contracting

as the Government's agents, beginning three

years after enactment of the bill, carriers and

intermediaries under the Medicare program

would be expected to offer one or more cer-

tified policies to the general public in each

service area where the carridr or intermediary

sold health insurance policies.

Additionally, the bill would facilitate ar-

rangements whereby basic health insurance

poicies meeting the minimum standards

could be offered through "pools" of prirate

Insurers.
The bill would direct the Secretary of

Health, Education and Welfare to report to

the Congress after three years on the ex-

tent to which private health Insurance meet-

ing the criteria established in the bill is

actually and generally available.

CRITERIA FOR BASIC PRIVATE HEALTH INSURANCE

The bill contains a set of criteria for basic

private health insurance policies. Pri•.-ate

health insurance would not be required to

meet these criteria but these yardsticks

would be applied by the Secretary in certi-

fying policies volnutarily submitted for

certifiaction.
The criteria dealing with adequacy of

coverage would basically call for benefits of

at least GO days of hospital care and cov-

erage of medical bills up to $2.000. A pol-

icy meeting these criteria would mesh with

the deductible amounts under the ca:a-

strophic health insurance program. The

standards also limit the amount of deductible

and copayments which could be charged with

respect to the covered hospital and medical

care. •
Other criteria ban exclusions, waivers of

liability and waiting periods in group policies

and, with respect to individual policies, lim-

it medical exclusion to preexelsting preg-

8
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1

nancy and waiting periods for other preexist-
ing conditions to not more than 90 days.

Additional requirements deal with oppor-
tunities for enrollment including at least
an annual "open" enrollment period.
Reasonable ratios of benefit payments to

premiums are defined in terms of average
ratios for group policies generally underwrit-
ten by insurers.'

USE OF CERTIFCATION
The Secretary would design an appropriate

emblem which could be used by the private
insurer in advertising the certified policy.

CARRIERS AND INTERMEDIARIES
Three years from the effective date no in-

surer could serve as a Medicare carrier or in-
termediary unless it offered one or more cer-
tified policies to the general public in each
geographic or service area in which it did
business.

FACILITATING INSURANCE "POOLS"
The bill contains an antitrust exemption

under which insurers could enter into con-
tracts or arrangements for the sole purpose
of establishing insurance "pool" arrange-
ments in order to offer to the general pub-
lic certified health insurance policies. Such
pools allow proportionate sharing of risks and
rewards.- •

REPORT BY THE SECRETARY
The Secretary of Health. Education and

Welfare would report to the Congress at the
end of three years on the extent to which
private health insurance meeting the cri-
teria for certification contained in the bill
was actually and generally available in
States.

Ron. THOMAS N. DOWNING.
House of Representatives,
Washington. D.C.
DEAR MR. DOWNING: I have an insurance

policy with National Preferred Dirzsion
Globe Life and Accident Insurance Company.
Box 18526, Oklahoma City, Oklahoma 73118.
It was issued in November 1960, and is a

cash payment policy of $100 to $150 per week.
payable after the third day of hospitaliza—
tion. I have collected on this insurance on
several occasions when I was hospitalized.
the last time being in June 1973.
Since I have terminal' cancer, a condition

which did not exist when the policy was Is-
sued. the Company now advises me that they
are cancelling the policy as of February 1974.
They have this option as so stated in the
policy.
My question is. since this policy was is-

sued such a long time ago, has there been
any insurance laws passed since then that
prohibits a company from cancelling a policy
at their option. It does not seem fair that a
person pays all these years on a policy, and
even though I have collected small amounts
in the past, now when they feel there may
be long term hospitalization they opt to
cancel.
I would appreciate a reply with yotir com-

ments and suggestions, if any, as to what
can be done in this case. I know that my
policy states at their option. and I will have
to abide by it. but it seems to me that this
is something that should be considered in
future legislation to protect the consumer.
and this Is my reason for bringing it to your
attention.

9
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FACT SHEET—LONG-RIBICOFF CATASTROPHIC
HEALTH INSURANCE AND MEDICAL ASSIST-
ANCE REFORM ACT OF 1973

TITLE I—CATASTROPHIC HEALTH INSURANCE
PLAN

Eligibility

All persons covered by the Social Security
System and their spouses and dependents.
This constitutes 95'; of the population. Most
of the rest of the uncovered population are
government employees. State and local gov-
ernmental employees not covered under So-
cial Security could buy into the program.
Federal employees who are eligible for basic
and catastrophic protection under the Fed-
eral Employees Health Benefits Act would
continue to be covered by that program.

Benefits

Social Security administered trust fund
pays for medical bills after a family has in-
curred $2000 of medical bills in a year.
Hospital costs would be paid for after a
person has incurred 60 days of hopsital costs.
The $2000 deductible and the 60 clay deduct-
ible are entirely separate. If a person were
to meet the hospital deductible alone it
would be eligible only for the hospital bene-
fits. Similarly, if a family were to meet only
the $2000 deductible, it would be eligible
only for medical benefits.

After the deductibles are met there would
still be copayments required similar to the
Medicare copayments ($17.50 a day for hos-
pital and 20% of medical bills). But these
copayments would stop once they reach
$1000.

Cost

$3.8 billion payable by .3% increase in
Social Securtiy tax on employee and em-
ployer.

- Effective date--

July 1. 1974.

=ILE II—MEDICAL ASSISTANCE PLAN
Replaces Medicaid with a uniform national

program of medical benefits for low-income
persons administered by Social Security
Administration.

Eligibility-34 million people
All persons now receiving Medicaid bene-

fits.
All individuals and families having an

annual income at or below the following
levels:

$2,400 for an individual;
63.600 for a two-person family;
$4,200 for a three-person family:
$4,800 for a four-person family;
And $400 additional of each additional

family member.
Families with incomes above these levels

would become eligible if they spend enough
on medical care to reduce their income to the
eligibility levels. Thus, a family of four with
$5000 would become eligible if it spent $200
for medical care.

Benefits

Provides hospital care for up to 60 days and
all skilled nursing facility care, intermediate
facility care and home health services.

Also covers physicians services. X-ray, lab-
oratory, prenatal and well-baby care, family
planning counselling services and supplies.
periodic screening, diagnosis and treatment
for children ut!der 18, inpatient mental
health care thac•consists of active care and.
treatment in a medically accredited in-
stitution and outpatient care in a qualified
community health center. Outpatient psy-
chiatric services would be limited to 5 visits
related to "crisis" intervention and addi-
tional visits could be authorized upon find-

ing that In their absence the patient would.
require institutionalization or be severely
dysfunctional.
The plan would also pay the $6.30 monthly

"Part B Medicare premium for persons elig-
ible for this Title.

Copayments and deductibles,

Only copayment is $3 for each of first 10
visits to doctor per family (but no copay-
ments for visits for well-baby care and fam-
ily planning services).

Payntents to health care providers and ad-
ministration

Same as Medicare (reasonable costs for in-
stitutions, reasonable charges for physicians.
Payments made under the program would

have to be accepted as payment in full and
there could be no additional charges to
patient.

Benefits reduced to patients by $250 if they
have failed to enroll in an employer-em-
ployee plan in which employer pays 75% or
more of the premium cost.

Cost

$5.3 billion in federal general revenues.
States would have to pay no more than they
did for Medicaid in the year prior to this
Title's effective date plus one-half of what
they paid for medical services for those not
covered by Medicaid. Thus states would be
held harmless against additional costs or
caseloads.

Effective date

July 1, 1975.
TITLE au

Establishes a voluntary certification pro-
gram for private basic health insurance to
encourage the availability of adequate private
healtlinsurance. •
Insurer could submit policy to HEW Sec-

retary for certification. Certification is based
on adequacy of coverage, conditions of elig-
ibility, actual availability. Certified policies
would be advertised as such.

Criteria for certification o/ policies

Must provide 60 days of hospital care and
coverage of medical bills up to $2000. (This
meshes with catastrophic plan.)
Limits on deductibles and copayments.
Ban on exclusions, v:aivers of liability and

waiting periods in group policies, and with
respect to individual policies, a limit on med-
ical exclusion to pre-existing pregnancy and
waiting periods for other pre-existing con-
ditions to not more than 90 days.
At least one annual open enrollment pe-

riod.
Reasonable ratios of benefit payments to

premiums defined in•terms of average ratios
for group policies generally written by in-
surers.

Incentives to provide certified policies

For three years from effective date- of act.
Secretary of HEW studies progress of insur-
ers in making certified policies actually and
generally available to population.

After that time no insurer could serve as
a Medicare carrier or intermediary unless it
offered one or more certified policies to the
general public in each geographic or service
area in which it did business.

Insurance pooling

Contains an anti-trust exemption under
which insurers could enter into contracts or
arrangements for the sole piirpoe of estab-
lishing insurance "pool" arrangements in or-
der to offer to the general public certified
health insurance policies. Such pools allow
proportionate sharing of risks and rewards.

0
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NIXON'S HEALTH INSURANCE MESSAGE CALLS FOR ACTION THIS YEAR

TO THE CONGRESS OF THE UNITED STATES:

One of the most cherished goals of our democracy is to assure every
American an equal opportunity to lead a full and productive life.

In the last quarter century, we have made remarkable progress toward
that goal, opening the doors to millions of our fellow countrymen who
were seeking equal opportunities in education, jobs and voting.

Now it L4 time that we move .6o/wand again in 4tie2 anothet
ctiticae aua: Heatth Cane.

Without adequate health care, no one can make full use of his or her
talents and opportunities. It is thus just as important that economic,
racial and social barriers not stand in the way of good health care
as it is to eliminate those barriers to a good education and a good
job.

Three years ago, I proposed a major health insurance program to the
Congress, seeking to guarantee adequate financing of health care on
a nationwide basis. That proposal generated widespread discussion
and useful debate. But no legislation reached my desk.

Today the need is even more pressing because of the higher costs of
medical care. Efforts to control medical costs under the New Economic
Policy have been met with encouraging success, sharply reducing the
rate of inflation for health care. Nevertheless, the overall cost of
health care has still risen by more than 20% in the last two and one-
half years, so that more and more Americans face staggering bills when
they receive medical help today:

Acu44 the nation, the aveAage cozt o6 a day oi hooitat
cane now exceed4 $110.

The ave/Lage cot oi detiveting a baby and pnoviding post-
natae cake appAoachez $1,000.

The avenage cost oi heatth ca/i.e 6o/L tenminat cancet now
exceeds $20,000.

For the average family, it is clear that without adequate insurance,
even normal care can be a financial burden while a catastrophic ill-
ness can mean catastrophic debt.



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
 

Beyond the question of the prices of health care, our present system
of health care insurance suffers from two major flaws:

First, even though more Americans carry health insurance than ever be-
fore, the 25 million Americans who remain uninsured often need it the
most and are most unlikely to obtain it. They include many who work
in seasonal or transient occupations, high-risk cases, and those who
are ineligible for Medicaid despite low incomes.

Second, those Americans who do carry health insurance often lack cov-
erage which is balanced, comprehensive and fully protective:

*Forty percent of those who are insured are not covered for visits to
physicians on an out-patient basis, a gap that creates powerful in-
centives toward high-cost in hospitals;

*Few people have the option of selecting care through prepaid arrange-
ments offered by Health Maintenance Organizations so the system at
large does not benefit from the free choice and creative competition
this would offer;

*Very few private policies cover preventive services;

*Most health plans do not contain built-in incentives to reduce waste
and inefficiency. The extra costs of wasteful practices are passed
on, of course, to consumers, and

*Fewer than half of our citizens under 65 - and almost none over 65 -
have major medical coverage which pays for the cost of catastrophic
illness.

These gaps in health protection can have tragic consequences. They
can cause people to delay seeking medical attention until it is too
late. Then a medical crisis ensues, followed by huge medical bills -
or worse. Delays in treatment can end in death or lifelong disability.

Comprehensive Health Insurance Plan (CHIP) 

Early last year, I directed the Secretary of HEW to prepare a new and
improved plan for comprehensive health insurance. That plan, as I in-
dicated in my State of the Union message, has been developed and I am
presenting it to the Congress today. I urge its enactment as soon as
possible.

The ptan ib omanized atound <seven pnincipte6:
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tAi062

FiA4t, it offers every American an opportunity to obtain a balanced,
comprehensive range of health insurance benefits;

Second, it will cost no American more than he can afford to pay;

Thitd, it builds on the strength and diversity of our existing public
and private systems of health financing and harmonizes them into an
overall system;

Foutth, it uses public funds only where needed and requires no new
federal taxes;

Fi6th, it would maintain freedom of choice by patients and ensure
that doctors work for their patient, not for the federal government;

Sixth, it encourages more effective use of our health care resources;

And Finatey, it is organized so that all parties would have a direct
stake in making the system work - consumer, provider, insurer, state
governments and the federal government.

Broad and Balanced Protection for All Americans 

Upon adoption of appropriate federal and state legislation, the Compre-
hensive Health Insurance Plan would offer to every American the same
broad and balanced health protection through one of three major programs:

1) Emptoyee Heatth Inzutance, covering most Americans and offered at
their place of employment, with the cost to be shared by the employer
and.- employee on a basis which would prevent excessive burdens on either;

2) Au,iated Heath InAtaance, covering low-income persons, and persons
who would be ineligible for the other two programs, with federal and
state government paying these costs beyond the means of the individual
who is insured; and,

3) An imptoved Medicate Ptan, covering those 65 and over and offered
through a Medicare system that is modified to include additional,
needed benefits.

One of these three plans would be available to every American, but for
everyone, participation in the program would be voluntary.

The benefits offered by the three plans would be identical for all
Americans, regardless of age or income. Benefits would be provided for:
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ti; 3:3

-hospital care;
-physicians' care in and out of the hospital;
-prescription and life-saving drugs;
-laboratory tests and X-rays;
-medical devices;
-ambulance services; and,
-other ancillary health care.

There would be no exclusions of coverage based on the nature of the
illness. For example, a person with heart disease would qualify for
benefits as would a person with kidney disease.

In addition, CHIP would cover treatment for mental illness, alcohol-
ism and drug addiction, whether that treatment were provided in hos-_
pitals and physicians' offices or in community-based settings.

Certain nursing home services and other convalescent services would
also be covered. For example, home health services would be covered
so that long and costly stays in nursing homes could be averted where
possible.

The health needs of children would come in for special attention,
since many conditions, if detected in childhood, can be prevented
from causing lifelong disability and learning handicaps. Included
in these services for children would be:

-preventive care up to age six;
-eye examinations;
-hearing examinations; and
-regular dental care up to age 13.

Under the Comprehensive Health Insurance Plan, a doctor's decisions
could be based on the health care needs of his patients, not on health
insurance coverage. This difference is essential for quality care.

Every American participating in the program would be insured for cat-
astrophic illnesses that can eat away savings and plunge individuals
and families into hopeless debt for years. No family would ever have
annual out-of-pocket expenses for covered health services in excess of
$1,500, and low-income families would face substantially smaller ex-
penses.

AA patt o hi.4 pnogAam, evety Ametican who patticipatcs in
the pAowtam wowed teceive a Heaethcatd when the ptan gocs
into e66ect in his tate. ThLs catd, 4s,(Imitat to a ctedit
caul, woad be hommed by hooitatz, nut6ing home4,. emetgency
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toom4, doctou, and ctinicz ac/Lo46 the countty. Thi.4 catd
coutd atzo be uzed to identitiy in6oamation on &toad type and
zensitivity to panticutat dtugz - in6oAmation which might be
impottant in an emekgency.

Bills for the services paid for with the Healthcard would be sent to

the insurance carrier who would reimburse the provider of the care for
covered services, then bill the patient for his share, if any.

The entire program would become effective in 1976, assuming that the

plan is promptly enacted by the Congress.

How Employee Health Insurance Would Work 

Every employer would be required to offer all full-time employees the
Comprehensive Health Insurance Plan. Additional benefits could then be
added by mutual agreement. The insurance plan would be jointly financed
with employers paying 65% of the premium for the first three years of
the plan, and 75% thereafter. Employees would pay the balance of the
premiums. Temporary federal subsidies would be used to ease the initial
burden on employers who face significant cost increases.

Individuals covered by the plan would pay the first $150 in annual medi-
cal expenses. A separate $50 deductible provision would apply for out-
patient drugs. There would be a maximum of three medical deductibles
per family.

After satisfying this deductible limit, an enrollee would then pay for
25% of additional bills. However, $1,500 per year would be the absolute
dollar limit on any family's medical expenses for covered services in
any one year.

How Assisted Health Insurance Would Work 

The program of Assisted Health Insurance is designed to cover everyone
not offered coverage under Employee Health Insurance or Medicare, in-
cluding the unemployed, the disabled, the self-employed, and those with
low incomes. In addition, persons with higher incomes could also ob-
tain Assisted Health Insurance if they cannot otherwise get coverage
at reasonable rates. Included in this latter group might be persons
whose health status or type of work puts them in high-risk insurance
categories.

Aim-listed Heatth Inuaance woued thws 6itt many o the gaps
in OWL ptesent heatth inuaance aotem and woued enscae that
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6ot the 6it6t time in out nation'A hi/stony, att Ametican4
would have gnanciat acce4.4 to heatth ptotection tegatd-
te64 o6 income ot citcumtance4.

A principal feature of Assisted Health Insurance is that it relates to
premiums and out-of-pocket expenses to the income of the person or

family enrolled. Working families with incomes of up to $5,000, for
instance; would pay no premiums at all. Deductibles, co-insurance,
and maximum liability would all be pegged to income levels.

Assisted Health Insurance would replace state-run Medicaid for most
services. Unlike Medicaid, where benefits vary in each state, this
plan would establish uniform benefit and eligibility standards for

all low-income persons. It would also eliminate artificial barriers
to enrollment or access to health care.

As an interim measure, the Medicaid program would be continued to meet
certain needs, primarily long-term institutional care. I do not con-
sider our current approach to long-term care desirable because it can
lead to over-emphasis on institutional care as opposed to home care.
The Secretary of HEW has undertaken a thorough study of the appropriate
institutional services which should be included in health insurance
and other programs and will report his findings to me.

Improving Medicare 

The Medicare program now provides medical protection for over 23 mil-

lion older Americans. Medicare, however, does not cover outpatient
drugs, nor does it limit total out-of-pocket costs. It is still pos-
sible for an elderly person to be financially devastated by a lengthy
illness even with Medicare coverage.

I theteiote ptopose that Medicate4 benegts be imptoved
40 that Medicate would ptovide the /same bene1 Lt4 o6lieted
to othet Ameticam undet Empeoyee Heatth Insutance and
A44i6ted Heatth Imutance.

Any person 65 or over, eligible to receive Medicare payments, would
ordinarily, under my modified Medicare plan, pay the first $100 for
care received during a year, and the first $50 toward out-patient
drugs. He or she would also pay 20% of any bills above the deduct-

ible limit. But in no case would any Medicare beneficiary have to
pay more than $750 in out-of-pocket costs. The premiums and cost
sharing for those with low incomes would be reduced, with public
funds making up the difference.



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
 

6006S

The current program of Medicare for the disabled would be replaced.
Those now. in the Medicare for the disabled plan would be eligible for
Assisted Health Insurance, which would provide better coverage for
those with high medical costs and low incomes.

Premiums for most people under the new Medicare program would be
roughly equal to that which is now payable under Part B of Medicare -
the Supplementary Medical Insurance Program.

Costs of Comprehensive Health Insurance 

When fully effective, the total new costs of CHIP to the federal and
state governments would be about $6.9 billion with an additional small
amount for transitional assistance for small and low wage employers:

*The federal government would add about $5.9 billion over the cost of
continuing existing programs to finance health care for low-income
or high risk persons.

*Sfate governments would add about $1 billion over existing Medicaid
spending for the same purpose, though these added costs would be
largely, if not wholly, offset by reduced state and local budgets
for direct provision of services.

*The federal government would provide assistance to small and low wage
employers which would initially cost about $450 million but be phased
out over five years.

Fon the avetage Amenican amay, what att. o them 6i9une4
xeduce to 4.impty

*The national average family cost for health insurance premiums each
year under Employee Health Insurance would be about $150; the employer
would pay approximately $450 for each employee who participates in
the plan.

*Additional family costs for medical care would vary according to need
and use, but in no case would a family have to pay more than $1,500
in any one year for covered services.

*No additional taxes would be needed to pay for the cost of CHIP. The
federal funds needed to pay for this plan could all be drawn from rev-
enues that would be generated by the present tax structure. I am op-
posed to any comprehensive health plan which requires new taxes.
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Making the Health Care System Work Better 

Any program to finance health care for the nation must take close ac-

count of two critical and related problems - cost and quality.

When Medicare and Medicaid went into effect, medical prices jumped

almost twice as fast as living costs in general in the next five years.

These programs increased demand without increasing supply proportionately

and higher costs resulted.

This escalation of medical prices must not recur when the Comprehen-

sive Health Insurance Plan goes into effect. One way to prevent an

escalation is to increase the supply of physicians, which is now taking

place at a rapid rate. Since 1965, the number of first-year enroll-

ments in medical schools has increased 55%. By 1980, the nation should

have over 440,000 physicians, or roughly one-third more than today. We

are also taking steps to train persons in allied health occupations,

who can extend the services of the physician.

With thee and °theft eigoAt6 atteady undetway, the nation14
heath manpowet suppty wite be abte to meet the additionat
demands that witt be ptaced on

Other measures have also been taken to contain medical prices. Under

the New Economic Policy, hospital cost increases have been cut almost

in half from their post-Medicare highs, and the rate of increase in

physician fees has slowed substantially. It is extremely important

that these successes be continued as we move toward our goal of com-

prehensive health insurance protection for all Americans. I will,

therefore, recommend to the Congress that the Cost of Living Council's

authority to control medical care costs be extended.

To contain medical costs effectively over the long haul, however,

basic reforms in the financing and delivery of care are also needed.

We need a system with built-in incentives that operates more effi-

ciently and reduces the losses from waste and duplication of effort.

Everyone pays for this inefficiency through their health premiums and

medical bills.

The measure I am recommending today therefore contains a number of pro-

posals designed to contain costs, improve the efficiency of the system

and assure quality health care. These proposals include:

1) Heatth Maintenance 0Aganizatian4 (UMW

On Dec. 29, 1973, I signed into law legislation designed to stimulate,

through federal aid, the establishment of prepaid comprehensive care
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organizations. HMO's have proved an effective means for delivering
health care and the CHIP plan requires that they be offered as an op-
tion for the individual and the family as soon as they become avail-
able. This would encourage more freedom of choice for both patients
and providers, while fostering diversity in our medical care delivery
system.

2) Pnoiezzionat Standands Review ftganizati_ono (PSR0.6)

I also contemplate in my proposal a provision that would place health
services provided under CHIP under the review of Professional Standards
Review Organizations. These PSRO's would be charged with maintaining
high standards of care and reducing needless hospitalization. Oper-
ated by groups or private physicians, professional review organizations
can do much to ensure quality care while helping to bring about sig-
nificant savings in health costs.

3) Moine Batanced Gnowth in Heatth Facititie4

Another provision of this legislation would call on the states to.re-
view building plans for hospitals, nursing homes and other health fa-
cilities. Existing health insurance has overemphasized the placement
of patients in hospitals and nursing homes. Under this artificial
stimulus, institutions have felt impelled to keep adding bed space.
This has produced a growth of almost 75% in the number of hospital
beds in the last 20 years, so that now we have a surplus of beds in
many places and a poor mix of facilities in others. Under the leg-
islation I am submitting, states can begin remedying this costly im-
balance.

4) State Rote

Another important provision of this legislation calls on the states
to review the operation of health insurance carriers within their jur-
isdiction. The states would approve specific plans, oversee rates,
ensure adequate disclosure, require an annual audit and take other
appropriate measures. For health care providers, the states would
assure fair reimbursement for physician services, drugs and institu-
tional services, including a prospective reimbursement system for
hospitals.

A number of states have shown that an effective job can be done in
containing costs. Under my proposal all states would have an incen-
tive to do the same. Only with effective cost control measures can
states ensure that the citizens receive the increased health care
they need and at rates they can afford. Failure on the part of the
states to enact the necessary authorities would prevent them from re-
ceiving any federal support of their state-administered health assist-
ance plan.
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Maintaining a Private Enterprise Approach 

My proposed plan differs sharply with several of the other health in-

surance plans which have been prominently discussed. The primary dif-

ference is that my proposal would rely extensively on private insurers.

Any insurance company which could offer those benefits would be a po-

tential supplier. Because private employers would have to provide

certain basic benefits to their employees, they would have an incentive

to seek out the best insurance company proposals and insurance com-

panies would have an incentive to offer their plans at the lowest pos-

sible prices. If, on the other hand, the government were to act as

the insurer, there would be no competition and little incentive to

hold down costs.

Thete i4 a huge AueAvoix oi tatent and zkitt in adminiz-
taing and dez.i.gning heath pean4 within the pAivate Lectoit.
That poa o.6 taeent zhoutd be put to woxfz. -

It is also important to understand that the CHIP plan preserves basic
freedoms for both the patient and doctor. The patient would continue

to have a freedom of choice between doctors. The doctors would con-

tinue to work for their patients, not the federal government. By con-

trast, some of the national health plans that have been proposed in

the Congress would place the entire health system under the heavy hand

of the federal government, would add considerably. to our tax burdens,

and would threaten to destroy the entire system of medical care that

has been so carefully built in America.

I firmly believe we should capitalize on the skills and facilities

already in place, not replace them and start from scratch with a huge

federal bureaucracy to add to the ones we already have.

Comprehensive Health Insurance Plan - A Partnership Effort 

No program will work unless people want it to work. Everyone must have

a stake in the process. This Comprehensive Health Insurance Plan has

been designed so that everyone involved would have both a stake in making

it work and a role to play in the process - consumer, provider, health

insurance carrier, the states and the federal government. It is a part-

nership program in every sense.

By sharing costs, consumers would have a direct economic stake in choos-

ing and using their community's health resources wisely and prudently.

They would be assisted by requirements that physicians and other pro-

viders of care make available to patients full information on fees, hours

of operation and other matters affecting the qualifications of providers.
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But they would not have to go it alone either: doctors, hospitals and
other providers of care would also have a direct stake in making the
Comprehensive Health Insurance Plan work. This program has been de-
signed to relieve them of much of the red tape, confusion and delays
in reimbursement that plague them under the bewildering assortment
of public and private financing systems that now exist. Healthcards
would relieve them of troublesome bookkeeping. Hospitals could be
hospitals, not bill collecting agencies.

Conclusion

Comprehensive health insurance is an idea whose time has came in America.
There has long been a need to assure every American financial access to
high quality health care. As medical costs go up, that need grows more
pressing.

Now, OA the 6itst time, we have not jut the need but the
witt to get th,bs job done. Theke A wide4pnead 4uppott in

- the Congte44 and in the nation-iot 4ome ionm o compuhen-
4ive heath -Wu/Lance.

Surely if we have the will, 1974 should also be the year that we find
the way. The plan that I am proposing today is, I believe, the very
best way. Improvements can be made in it, of course, and the Adminis-
tration stands ready to work with the Congress, the medical profession,
and others in making those changes.

But let us not be led to an extreme program that would place the entire
health care system under the dominion of social planners in Washington.
Let us continue to have doctors who work for their patients, not for
the federal government. Let us build upon the strengths of the medical
system we have now, not destroy it.

Indeed, let us act sensibly. And let us act now - in 1974 - to assure
all Americans financial access to high quality medical care.
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February 22, 1974

The NIRMP Program 

The 1974 NIRMP matching process was completed on February 20; results

are to be mailed to hospitals and students about the first of March thus

advancing the notification date six weeks ahead of the 1973 program. This

improvement in operation was achieved by the NIRMP Board and Staff with the

assistance of a private consulting group and is significant in maintaining

the credibility of an essential mechanism in the continuum of medical

education. Operational improvements, however, are only one side of the

present concerns for the NIRMP.

The occurence of violations involving some students and some program

directors, especially in certain first-year residency programs, have resulted

in the establishment of an NIRMP Monitoring Program within the AAMC. The

Group on Student Affairs and the Organization of Student Representatives of

the AAMC were responsible for developing this program announced by Dr. John

A.D. Cooper on February 22. The program is essentially a means for committees

in the medical schools to report incidents of non-compliance to the AAMC

President for communication to the program director and the school involved.

It is hoped that this program will serve as a potential deterrent to many

violations. The occurence of some violations may be also traced to problems

resulting from basic changes in the process of medical education, this is part-

icularly so in psychiatry.

The AAMC has responded to a request from the members of a Task Force on

the Internship and Residency of the American Association of Chairmen of Depart-

ments of Psychiatry to assist them in assessing the concerns of members of this

specialty group about problems relating to the NIRMP. The AAMC has identified
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two projects in which staff can give direct assistance. The first is to

gather information about the numbers and characteristics of the applicant

pool for residency programs in psychiatry. The second is a review of the

NIRMP to determine whether this program or one similar to it can function

satisfactorily as a logical entry point for medical school graduates into

the second phase of the continuum of medical education.

The AAMC suggests that information of this nature would be useful to

other specialty groups whose applicants and program directors are finding the

NIRMP to be less than satisfactory.

Robert Thompson, Ed.D.
Director of Student Programs and Services
Department of Academic Affairs
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES

INSTITUTE ON PRIMARY CARE

Proposed October/November, 1974

Tentative Agenda
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First Plenary Session

Issues in Primary Care Education

Presiding: Thomas E. Piemme, M.D., Institute Chairman

Welcome John A. D. Cooper, M.D.

Issues in Primary Care: Paul B. Beeson, M.D.
The Academic Perspective

Issues in Primary Care: Rashi Fein, Ph.D.
The Policy Perspective
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Second Plenary Session

Organization of Model Systems for Primary Care Practice

Presiding: Henry M. Seidel, M.D.

Introduction: Problems and Issues

Use of Existing Institutional Resources

Henry Seidel, M.D.

Thomas DelBanco, M.D.

delineation of examples of conversion of traditional "out-patient"
departments to viable instruments and models for primary care
practice - issues to be discussed include organization, staffing,
recruitment of physician role models, involvement of specialty
services, role of the student and graduate trainee, relationship
to the medical school and/or hospital, and financing

Respondent Gerald Perkoff, M.D.

to describe specific example of conversion of OPD to prepaid
group practice model

Respondent Roblieri, M.D.

to describe specific example of university affiliated hospital
---OPD to primary care practice model complementary to University

Clinic

Use of Community/Private Sector Resources Robert Evans, M.D.

discussion of the spectrum of solutions throughout the U.S.
wherein community resources are used - examples to include use
of public facility (Montefiore Hospital), use of family practitioner
offices (Maryland), use of constellation of community hospitals
(Rochester, Medical College of Virginia, Indiana), use of regional
divisions (Michigan State), use of regional campuses (Illinois)

Respondent Edward Kowalewski, M.D.

to describe specific example of use of network of practicing
physicians and community hospital ambulatory facilities

Respondent Harold Wise, M.D.

to describe specific example of use of urban low-income ambulatory
facility (Martin Luther King Center
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Third Plenary Session

Graduate Physician Training in Primary Care

Presiding: Joel Alpert, M.D.

Introduction: Problems and Issues Joel Alpert, M.D.

Training of Generalists in Medicine Evan Charney, M.D.

and Pediatrics

discussion of the development of primary care versus speci
alty

tracks within medicine and pediatrics - description of spe
cific

programs developed for this purpose (Rochester) - discussi
on of

implications for specialty boards - discussion of componen
ts of

such training programs and degree of cross-training in 
sister

specialties - discussion of expectation of behavior of tr
ainee

in practice setting

Respondent Joseph Dorsey, M.D.

to describe specific example of such a training program in

the context of prepaid group practice

Respondent Robert Petersdorf, M.D.

to describe specific example for internal medicine and vi
ew of

the American Board of Internal Medicine

Training of Family Practitioners Robert Rakel, M.D.

discussion of the philosophy behind training for family

practice - to include history of development since publ
ication

of Willard Report - to discuss essentials for train
ing, and

mechanisms for residency approval - to discuss componen
t of

training, settings in which training may take place, an
d

expected practice behavior of products of such training
 programs

Respondent Eugene Farley, M.D.

to describe specific example of training program in affil
iated

University Hospital

Respondent Thomas Piemme, M.D.

to describe difficulties in governance and compromise mod
el

applicable to medical schools in urban locations
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Fourth Plenary Session

Education of New Health Practitioners

Presiding: Alfred M. Sadler, M.D.

Introduction: Problems and Issues Alfred M. Sadler, M.D.

Training the New Health Practitioner Charles Lewis, M.D.

discussion of the development of the concept and outline of history

of programs training physicians assistants, nurse practitioners, •
and MEDEX - discussion of issues of certification, accrediation,
and legal status - discussion of 'objectives and components of
training programs - discussion of resources necessary for program
development - what institutions should/should not be engaged
in such efforts - discussion of governance locus within academic
health centers - discussion of fiscal implications

Respondent David Lawrence, M.D.

to describe philosophy and structure of MEDEX model

Respondent Robert Jewett, M.D.

to describe philosophy and structure of Physician Assistant

Training for Team Practice David Kindig, M.D.

discussion of congruent training for the health professions -
experience with the development of teams in the practice
environment - definition of "core" curricula for health practitioners

fiscal implications for academic health centers - experience with

teaching medical students and physician assistant students in the

same classroom - who heads the team? - institutional governance

of training

Respondent Malcolm Peterson, M.D.

to describe a model (Hopkins) in which multiple resources have
been placed in a new school

Respondent John Ott, M.D.

to discuss development of performance objectives and methods by
which skills and performance may be evaluated



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
 

00078

Fifth Plenary Session

New Directions in Health Science Education

Presiding: Thomas E. Piemme, M.D., Institute Chairman

Priorities for Health Science Education
in the Next Decade

discussion of current experiments in health science education -
results of significant innovations - fiscal incentives and
limitations to innovation

Respondent Hilliard Jason, M.D.

to discuss evaluation of training methodology - methods and
preliminary conclusions

Respondent August Swanson, M.D.

to discuss activities of the AAMC and the commitment of
American Medical Colleges to training for primary care
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COUNCIL OF TEACHING HOSPITALS • ASSOCIATION OF AMERICAN MEDICAL COLLEGES

ONE DUPONT CIRCLE. N. W. WASHINGTON. D. C. 20036 •

(202) 466-5127

Administrative Board
Memorandum No. 74-4AB
January 16, 1974

Officers and Administrative Board:
Robert A. Derzon, Chairman*
Sidney Lewine, Chairman-Elect*
Leonard W. Cronkhite, Jr., M.D., Immediate Past Chairman*
David L. Everhart, Secretary
Daniel W. Capps
David A. Gee
David H. Hitt
Arthur J. Klippen, M.D.
J. W. Pinkstdn, Jr.
S. David Pomrinse, M.D.
John M. Stagl
David. D. Thompson, M.D.
Charles B. Womer
Madison B. Brawn, M.D., AHA Representative

Subject: National Health Policy and Development Act of 1974 

The attached legislation was introduced by Representative Rogers for himself,
• Representative Roy and Representative Hastings on December 20, 1973. The

bill is intended to replace the CHP, RMP and Hill-Burton legislation. I believe
this bill will be taken very seriously; its contents are most important, and
I think warrants your attention. I would be interested in your views on any
or all of the sections of the bill. A brief summary of the bill is as follows.

The proposed Act has four principal parts. Part A would establish a National
Council for Health Policy. Part B would create a system of Health Service
Agencies (HSAs) responsible for areawide health planning and development
throughout the country. Part C would assist State governments in the creation
of State Health Commissions (SHCs) responsible for State-level health planning
and regulatory activities. Part D would create a new Federal program of con-
struction assistance for health facilities based on loans, loan guarantees,
and interest subsidies. The new programs would commence during the present
fiscal year, thus overlapping with the authorities for CHP, RMP, and Hill-
Burton. . The Secretary would be responsible for assisting the existing agencies

under the latter programs in their transition into the new programs, and then

at the end of the present fiscal year the legislative authorities for CHP,

RMP, and Hill-Burton would be terminated. The provisions of the new programs

• are based on the extensive experience now available with the existing programs

and combine the most effective and successful features of each of them.
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- Memorandum No. 74-4AB

Page Two
SOW-A

The National Council for Health Policy would be established in the Executive
Office of the President. It would have five members appointed by the Presi-
dent with the advice and consent of the Senate, and suitable staff and support
for performing its functions. It would be responsible for assessment of the
nation's health; assessment of Federal and other health programs; assessment
of the need for health resources, services, and financing; developing recom-
mendations for a national health policy; issuing guidelines on the appropriate
supply, distribution, and organization of health resources and services; and -
conducting studies and analyses concerning its recommendations for a national
health policy. The Council would be required to submit an annual report to
the public on the work it has done. In developing policy the Council would V

be required to give priority consideration to national health priorities
specified in the legislation.

In creating a system of Health Service Agencies (HSAs) the Secretary would
first be responsible for dividing the nation into health areas for planning •
and development purposes. He would then designate in each health area a
private nonprofit corporation as the NSA responsible for planning and de-
velopment in that area. The legislative proposal specifies minimum criteria
for the legalt structure, staff, governing body, and functioning of the HSAs.
They would be broadly responsible for preparing and implementing plans de-
signed to improve the health of the residents of their health areas; increas-
ing the accessibility, acceptability, continuity, and quality of the health
care provided the residents; and restraining increases in costs of such care.
In performing these functions HSAs would be required to gather suitable data;
prepare long-range goal plans and short-term priority plans; provide assistance
of either a technical or financial nature to people seeking to implement pro-
visions of the plans; coordinate activities with PSR0s, SHCs, and other ap-
propriate planning and regulatory entities; review and approve or disapprove
proposed uses of Federal health funds within the area; assist States in the
performance of capital expenditure reviews under the Social Security Act;
and assist the SHCs in certifying as needed health services offered in the
area. Procedures and criteria for use by HSAs and SHCs in their performing
of reviews required by the legislation are detailed.

Authority is given to the Secretary for providing assistance to organizations
seeking to be designated as HSAs during their development, for providing tech-
nical assistance of various kinds to HSAs and SHCs, for making planning grants
to designated HSAs to fund part of the cost of their planning programs, and
for making development grants for HSA use in implementation of their plans.
The Secretary is required to perform annual and triannual reviews of the
activities and quality of HSAs to assure that they perform their functions in
a satisfactory fashion.

The Secretary would also be required to designate in each State a State Health
Commission (SHC) meeting criteria for its composition, staffing, and functions
which are specified in the legislation. In order to receive designation, a
SHC would need to submit to the Secretary an approvable administrative program

^
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Administrative Board
Memorandum No. 74-4AB
Page Three iief13-1

for carrying out its functions. The SHCs would be responsible for annual
review and approval or disapproval of the plans of the HSAs, annual review
and comment on the budgets of the HSAs, review of applications submitted by
HSAs for assistance from the Federal government, commenting on disapproved
applications for Federal funds, performance of capital expenditure review
functions under the Social Security Act, certification as needed of health
services offered within the state, regulation of health care costs within
the state, and (if they so desire) licensure and quality activities. Pro-
vision is made for the Secretary to provide financial assistance in the de-
velopment and operating costs of SHCs. In addition the Secretary would be
required after the expiration of the fourth fiscal year after enactment of
the lesiglation to perform the functions of SHCs in any State in which one
was not designated.

Attachment:
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H.R. 11333

(Signed into law January 3, 1974)

PAYMENT FOR SERVICES OF PI ITSICSANS RENDERED
IN A TEACHING HOSPITAL

' Sec. 16. (a) (1) Notwithstanding any other
provision of law, the provisions of section
1801(b) of the Social Security Act. shall •
subject to subsection (b) of this section, for
the period with respect to which this para-
graph is applicable, be administered as IC
paragraph (7) of such section read as fol..lows: •
"(7) a physician where the hospital has a

teaching program approved as specified In
- paragraph (6). If (A) the hospital elects to.
receive any payment due under this title for
reasonable costa of such services, and (B) all
physicians In such hospital agree not to bill
charges for professional services rendered In
such hospital to individuals covered under
the insurance program established by this
title.".

(2) Notwithstanding any other provision
of law, the provisions of section 1832(u) (2)
(B) (1) of the Social Security Act, shall, sub-
ject to subsection (b) of this section, for the
period with respect to which this paragraph'
Is applicable, be administered as If sub.

• clause n of such section read as follows: •
"(II) a physician to a patient in a hos-.

pltal which has a teaching program approved
as specified in paragraph (6) of section 1801

• (b) (including services In conjunction with
the teaching programs .of such hospital
whether or not such patient is an inpatient
of such hospital), where the conditions spec-
ified in paragraph (7) of such section are
met, and".

(b) The provisions of subsection (a) shall
not be deemed to render improper any de-
termination of payment under title xvni,
Of the Social Security Act for any service
provided prior to the enactment of this Act.
(c) (1) The Secretary of Health, Education,

and Welfare shall arrange for the conduct of
a study or. studies concerning (A) arm o-
prlate and equitable methods of rd l urse-

'intfit for physicians', services under Titles •
XVIII and XIKof the Social Security Act in !

hospitals which have a teaching program !
• approved as specified In Section 1861(b) (6) •
of such Act, (B) the extent to which funds
expended under such titles are supporting
the training of medical specialties which are
in excess supply. (C) how such funds could
be expended in ways which support more
rational distribution of physician manpower

•! both geographically and by Specialty. (D) the
extent to which such funds support or en-
courage teaching programs which tend to
disproportionately attract foreign medical
graduates. and (E) the existing and appro-
priate role that part of such funds which are
expended to meet In whole or In part the
cost of salaries of Interns and residents In
teaching programs approved as specified in
section 1861(b) (6) of such Act. _

••••773"-Tho studies required by paragraph (1)
shall be the subject of an Interim report
thereon submitted not later than December
I, 1974, and a final report not later than
July 1, 1976. Such reports shall be submitted
to the Secretary. the Committee on Finance
of the Senate. and the Committee on Ways
and Means of the House of Representatives.
simultaneously.

(3) The Secretary shajl request the Na-
tional Academy of Sciences to conduct such
studies under an arrangement under which
the actual expenses Incurred by such Aca-
demy in conducting such studies will be paid
by the Secretary. If the,National Academy of
Sciences is willing to do so. the Secretary
shall enter into such an arrangement with
such Academy for: the conduct of such
studies.

(4) If the National Academy of Sciences
is unwilling to conduct the studies required
Under this section. under such an arrange-
ment with the Secretary, then the Secretary
shall enter into a similar arrangement with.
other appropriate non-profit private groups
Or associations under which such groups or
associations shall conduct such studies and
prepare and submit the reports thereon as
provided in paragraph (2).
(5) The Social Security Administration

shall study the interim report called for In
paragraph (2) and shall submit its analysts
of such 1111-erim report to the Committee on

• Finance of the Senate and the Committee on
Ways and Means of the House of Represen-
tatives not later than March I. 1975. The
Social Security Administration shall study
and submit its analysis of the tInal report to
the Committee on Finance of the Senate and
the Committee on Ways and Means of the
Rouse of Representatives by October 1, 1975.
(d) The provisions of subsection (a) shaU

apply with respect to cost accounting periods
beginning after June 30. 1973, and prior to
January 1, 1975 except that if the Secretary
of Health, Education. and Welfare determines
that additional time Is required to prepare
the report required by subsection (c), he may
by regulation, extend the applicability of
the provisions of subsection (a) to cost ac-
counting periods beginning alter June 30.
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February 8, 1974

James B. Cardwell

Commissioner of Social Security

Department of Health, Education 
and Welfare

Fourth and Independence Avenue

Washington, D.C. 20201

Dear Commissioner Cardwell:

WASHINGTON: 202: 466-5173

The purpose of this communicati
on is to forward comments of 

the

Association of American Medical 
Colleges regarding proposed fede

ral

regulations altering utilizatio
n review standards under the 

Medicare

program. Specifically the material pre
sented here pertains to Federa

l

Health Insurance for the Aged a
nd Disabled: Condition of Parti

cipation

Hospitals and Skilled Nursing 
Facilities, as proposed in the 

Federal 

Register, Vol. 39, No. 6 (Janua
ry 9, 1974) amending 45 CFR 40

5.

The only advantage that would
 result from the regulations 

noted

above and those proposing to am
end 45 CFR 405 (utilization r

eview

standards under the Medicaid pr
ogram) is elimination of the 

situation

where hospitals are required t
o operate under differing ut

ilization

review standards for both the 
Medicare and Medicaid programs

. The

employment of two different sets
 of standards and procedures

 causes un-

necessary duplication of effo
rt and results in confusion. 

While co-

ordination of utilization rev
iew requirements under Medica

re and Medicaid

is beneficial, the Association 
feels that the substance of t

he proposed

regulations and mechanisms th
ey seek to implement, pose se

vere operational

difficulties in the light of 
rather marginal expected bene

fits. This is

particularly true with regard to
 the nation's teaching-te

rtiary care

hospitals.

fta,

Section 405.1035(f) seeks to 
establish an admission pre-c

ertification

mechanism for the purpose of 
reducing the unnecessary uti

lization of in-

patient services. The Association shares the 
objective of the Social

Security Administration to ma
ke optimal use of scarce heal

th resources but

questions whether pre-admissi
on certification is the most 

cost-effective

and cost-efficient manner in 
which to do so. The cost of implementing

such a'procedure is extraord
inary. Under the proposed regulatio

ns the

assumption of this cost would b
e dictated in the absence of

 any evidence
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indicating that there would be any substantial reduction in
 expenditures.

A similar criticism could be made of the length of sta
y recertification

requirements also contained in the proposed regulations. The Association

suggests that research be undertaken (one such investigat
ion is already

being conducted by the American Hospital Association) to 
determine the

cost-effectiveness and cost-efficiency of pre-admission cer
tification

and length of stay recertification before such procedures a
re implemented

on a broad scale.

In addition to potentially high ratio of costs to benefi
ts, the pre-

--certification mechanism, as proposed, would create seriou
s problems in

teaching hospitals. Teaching-tertiary care hospitals are characterized

by the fact that they function as referral facilities, prov
iding services

to a geographically disperse catchment area. Patients are referred by

a local practitioner to a physician faculty member for trea
tment or

further diagnostic workup; often the teaching hospital's 
outpatient de-

partment serves as the inpatient entry point and inter-hosp
ital transfers

are commonplace. Pre-admission certification of patients transferred

from other hospitals would be of marginal value. Patients referred to

the teaching hospital for more sophisticated diagnostic w
orkups would,

by definition, not enter the facility with a diagnosis refi
ned enough

to serve as a basis for pre-certifying a specific length of st
ay. The

supporting material (medical records, test results, etc.) o
f referred

patients distant from the teaching hospital are generally f
orwarded

immediately prior to admission or are brought by the patient t
o the

hospital. Under such circumstances the pre-certification procedure

specified in the proposed regulations is difficult, if not imp
ossible,

to execute properly. A time delay caused by the interaction of pre-

certification requirements and distance would be particularly 
trouble-

some where the admission is medically expedient (much diagn
ostic work

performed by teaching hospitals would fall into this category) 
although

not necessarily emergency in character.

Section 405.1035(e) of the proposed regulations provides th
at re-

quired reviews cannot be conducted by persons who are emplo
yed by the

hospital (among other stipulations). This provision is contrary to

1122(e) of P.L. 92-603 (establishing PSRO's) as amended by 
§ 18(v)

P.L. 93-233 for hospitals. Many hospitals (especially teaching insti-

tutions) pay physicians to conduct utilization review und
er the Medicare

and Medicaid program (or alternatively the review is conduc
ted by salaried

physicians on the hospital staff). The regulations, as currently written,

would essentially prohibit payment for utilization review
 activity. If.

these regulations are finally adopted, the work load asso
ciated with util-

ization review will increase astronomically -- it is u
nreasonable to assume

that physicians would be willing (or should) engage in such
 activity without

compensation. Given the anticipated volume of such work in teaching hospi
tals,

the review function may have to be assumed by several 
physicians and associated
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support personnel on a full-time basis. For example, assuming 35 percent

Eedicare/Medicaid admissions and 35,000 admissio
ns per year would require

approximately 30 pre-certifications per day -- thi
s excludes effort that

would have to be expended in re-certifying lengt
h of stay. Based upon

the aforementioned reasoning, the Association 
strongly urges that the

clause prohibiting employee participation in 
utilization review be de-

leted from the regulations.

. The Association is particularly concerned a
bout language contained

in 5 405.1137(b) that grants authority to t
he Secretary of Health, Edu-

cation and Welfare to waive published utili
zation review procedures and

substitute a program external to the utiliz
ation committee of the individual

hospital. At a minimum, the regulations should detail
 the criteria upon

which such authority could be exercised by 
the Secretary. The Association

believes that utilization review is most effe
ctive when conducted by the

staff of an institution itself. Local staff are most familiar with fact
ors

affecting the patient, feedback is facilitated,
 and acceptance and under-

standing are greater when corrective action i
s required.

As currently proposed the regulations would b
e implemented within

_four months of final publication. Inadequate lead time is provided to

design and install the data management system
s and organizational struc-

tures necessary to comply with the regulation
s. Congress has recognized

the difficulty in implementing such complex s
ystems under PSRO provision

of P.L. 92-603 -- a 24-month lead time was 
provided in this instance.

The Association strongly urges a re-evaluatio
n of the time frame in which

such requirements should be implemented.

While commenting upon certain operational dif
ficulties inherent in

the proposed regulations, the Association str
ongly urges that such regu-

lations be withdrawn. There is every reason to believe that the 
objectives

sought in the proposed regulations can be ach
ieved through the development

and activation of Professional Standards Re
view Organizations.

here.
I stand ready to clarify and/or elaborate u

pon the comments presented

. Sincerely,

John A. D. Cooper, M.D.
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES -

SUITE 200, ONE DUPONT CIRCLE, N.W., WASHINGTON. D.C. 20036

JOHN A. D. COOPER. M.O.. PH.D.

PRESIDENT

000

February 8, 1974

Jars S. Dwight, Jr.
Administrator
Social and Rehabilitation Services
Department of Health, Education, and Welfare
P.O. Box 2372
Washington, D.C. 20013

Dear Mr. Dwight:

WASHINGTON: 202: 466-517S

The purpose of this communication is to forward comments of the
Association of American Medical Colleges regarding proposed federal
regulations altering utilization review standards under the Medicaid
program. Specifically, the material presented here pertains to Medi-

cal Assistance Programs; Utilization Review, as proposed in the Federal 

Register, Vol. 39, No. 6 (January 9, 1974) amending 45 CFR 250.

The only advantage that would result from the regulations noted

above and those proposing to amend 45 CFR 405 (utilization review

standards under the Medicare program) is eliminiation of the situation

where hospitals are required to operate under differing utilization

review standards for both the Medicare and Medicaid programs. The em-

ployment of two different sets of standards and procedures causes un-

necessary duplication of effort and results in confusion. While co-

ordination of utilization review requirement under Medicare and Medicaid

is beneficial the Association feels that the substance of the proposed

regulations and mechanisms they seek to implement, pose severe opera-

tional difficulties in the light of rather marginal expected benefits.

This is particularly true with regard to the nation's teaching-tertiary

care hospitals.

Section 250.20(a)(4) seeks to establish an admission pre-certification

mechanism for the purpose of reducing the unnecessary utilization of in-

patient services. The Association shares the objectives of the Social

and Rehabilitation Service to make optimal use of scarce health resources

but questions whether pre-admission certification is the most cost-effective

and cost-efficient manner in which to do so. The cost of implementing

such a procedure is extraordinary. Under the proposed regulations the
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assumption of this cost would be dictated in the absence of a
ny evidence

indicating that there would be any substantial reduction
 in expenditures.

A similar criticism could be made of the length of stay recer
tification

requirements also contained in the proposed regulations. The Association

suggests that research be undertaken (one such investiga
tion is already

being conducted by the American Hospital Association) to
 determine the

cost-effectiveness and cost-efficiency of pre-admissio
n certification

and length of stay recertification before such procedure
s are implemented

on a broad scale.

In addition to potentially high ratio of costs to benefits,
 the pre-

certification mechanism, as proposed, would create serio
us problems in

teaching hospitals. Teaching-tertiary care hospitals are characterized

by the fact that they function as referral facilities, p
roviding services

to a geographically disperse catchment area. Patients are referred by

a local practitioner to a physician faculty member for
 treatment or

further diagnostic workup; often the teaching hospital
's outpatient de-

partment serves as the inpatient entry point and inter-h
ospital transfers

are commonplace. Pre-admission certification of patients transferred

from other hospitals would be of marginal value. Patients referred to

the teaching hospital for more sophisticated diagnosti
c workups would,

by definition, not enter the facility with a diagnosis r
efined enough

to serve as a basis for pre-certifying a specific length
 of stay. The

supporting material (medical records, test results, etc.
) of referred

patients distant from the teaching hospital are generall
y forwarded

immediately prior to admission or are brought by the p
atient to the

hospital. Under such circumstances the pre-certification procedu
re

specified in the proposed regulations is difficult, if
 not impossible,

to execute properly. A time delay caused by the interaction of pre-

certification requirements and distance would be parti
cularly trouble-

some where the admission is medically expedient (mu
ch diagnostic work

performed by teaching hospitals would fall into this c
ategory) although

not necessarily emergency in character.

Section 250.20(a)(1) of the proposed regulations,pr
ovides that re-

quired reviews cannot be conducted by persons who a
re employed by the

hospital (among other stipulations). This provision is contrary to

§ 1122(e) of P.L. 92-603 (establishing PSRO's) as
 amended by § 18(v)

P.L. 92-233 for hospitals. Many hospitals (especially teaching insti-

tutions) pay physicians to conduct utilization revi
ew under the Medicare

and Medicaid program (or alternatively the review
 is conducted by salaried

physicians on the hospital staff). The regulations, as currently written,

would essentially prohibit payment for utilization 
review activity. If

the regulations are finally adopted the work load 
associated with util-

ization review will increase astronomically -- it
 is unreasonable to

assume that physicians would be willing (or shoul
d) engage in such activity
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without compensation. Given the anticipated volume of such work in teaching

hospitals, the review function may have to be assumed by several phys
icians

and support personnel on a full-time basis. For example, assuming 35 per-

cent Medicare/Medicaid admissions and 35,000 admissions per year
 would re-

quire approximately 30 pre-certifications per day -- this exclud
es effort

that would have to be expended in re-certifying length of stay
. Based

upon the aforementioned reasoning, the Association strong
ly urges that the

clause prohibiting employee participation in utilization review 
be deleted

—from the regulations.

The Association is particularly concerned about language contain
ed in

250.20(a)(1) that grants authority to the Secretary of Health,
 Education

and Welfare to waive published utilization review procedu
res and substitute

a program external to the utilization committee of the
 individual hospital.

At a minimum, the regulations should detail the criteria up
on which such

authority could be exercised by the Secretary. The Association believes

that utilization review is most effective when conducted 
by the staff of

an institution itself. Local staff are most familiar with factors af-

fecting the patient, feedback is facilitated, and accepta
nce and under-

standing are greater when corrective action is required.

As currently proposed the regulations would be impleme
nted within

four months of final publication. Inadequate lead time is provided to

design and install the data management systems and org
anizational struc-

tures necessary to comply with the regulations. Congress has recognized

the difficulty in implementing such complex systems un
der PSRO provisions

of P.L. 92-603 -- a 24-month lead time was provided 
in this instance. The

Association strongly urges a re-evaluation of the time 
frame in which such

requirements should be implemented.

While commenting upon certain operational difficulties
 inherent in

the proposed regulations, the Association strongly u
rges that such regu-

lations be withdrawn. There is every reason to believe that the objectives

sought in the proposed regulations can be achieved 
through the development

and activation of Professional Standards Review Org
anizations.

•

I stand ready to clarify and/or elaborate upon th
e comments presented

here.

Sincerely,

John A. D. Cooper, M.D.
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CHARLOTTESVILLE, VIRGINIA 22901

17 January 1974

Ronald W. Estabrook, Ph.D., Chairman
Department of Biochemistry
University of Texas
Health Science Center at Dallas
Dallas, Texas 71235

Dear Ron:

This letter is in reply to your letter of December 19,
1973. It certainly is not going to be possible to answer
all of your questions in any great detail, however your letter
does initiate thinking about the subjects which you wish to
consider during the next year. My preliminary thoughts can
be sent out now and hopefully can be expanded subsequently.

We probably need more accurate data concerning the numberof specialists in the country and the number of specialists
required per capita before your question can be answered. I
am enclosing a statistic which just came to my attention the
day before your letter arrived. If one looks at this clipping,
one notes that there are 172 physicians per 100,000 population
in the United States in contrast to 135 in Sweden. If one di-
vides 100,000 by 172, one comes out with a rough figure that there
is one physician per 650 people. In the past, we have stated
that one physician per 1,000 population is a reasonable and
adequate number to care for this population. I do not know
whether in arriving at this presumed figure of one to 1,000
this included specialists plus primary care physicians. This
sort of information we should be able to obtain. If, in fact,
we have one primary care physician - general practitioner,
family practice or internists functioning as primary care
physician, the pediatrician functioning as primary care phy-
sician - then, I would suspect that we have to seek means
other than increasing the physician population in order to
deliver health care. My suggestion is that we obtain data -
if not already available - concering the number of physicians
in each specialty and the number theoretically needed per 1,000
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00080
population. I also suggest that we call upon the AMA toassist in finding out the geographical distribution of suchphysicians, if these data are not already available.

I do not believe that capitation should be tied to in-creased enrollment but that Federal support should be grantedon a capitation basis. This statement answers some of yourquestions in both paragraphs A and B of your letter. Instudying the statement further in respect to the arguments thatthe Federal government must support medical education (para-graph b), there are only three ways that medical education canbe supported: 1. Federal support, 2. State support, and3. Individual support. In the past, much of the support hascome from the individual. It is not going to be possible inthe future to supply medical education in a democratic societyby expecting the individual to support a majority of the costof his medical education. The cost for such medical educationis prohibitive except to those who are nearly independentlywealthy or financially secure. This does not give opportunityfor the individual of high intelligence but low income todevelop his intelligence in the field of medicine. Suchindividuals are those who are most apt to serve in under-developed areas and areas of lower socio-economic means.Consequently, we defeat our purpose unless we rely on Stateand/or Federal support for medical education. The statesshould be expected to supply a significant proportion of thecost, however, as is true for construction of highways, thedevelopment of urban areas, etc. The Federal government mustassume a responsible position and supply such support, also.This is particularly essential since states such as Louisiana,Mississippi, Alabama, etc. can in no way supply the dollars tosupport medical education for those individuals who are to attendmedical schools in those states and, hopefully, practice medi-cine in those states. One of the purposes of the Federalgovernment is to make equitable dispensation of funds through-out the country for various projects that come under the pointof national interest. Health care certainly is of nationalinterest as evidenced by the fact that we talk of nationalhealth plans. Therefore, the Federal government must be in-volved in supporting medical education, and the way this canbest be done is on a per capitation basis.

I am opposed to the concept of financial support to buildcenters such as the oncology centers. I do not know how
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realistic it is at this time to try to divert funds back frombrick and mortar into general research programs. If suchmechanism could be found, I would strongly support that.Otherwise, I plead ignorance on this issue.

Conflict between teaching hospitals and medical facultyarises because in most instances the medical faculty is re-sponsible to administrators instead of administrators re-sponsible to medical faculty. The concept that physiciansshould work for administrators is dangerous if one expectsharmony to exist between the two. When the director of ahospital is a physician who is physician-oriented, but withadministrative ability, and he in turn delegates the physi-cians as the directors of sub-units of the hospital, andadministrators are responsible to the physician in each in-stance, the conflict between medical faculty and hospitalcan be diminished markedly. The situation at Hopkins veryadequately demonstrates this statement. Such reorganizationhas done wonders to eliminate the conflict between the medicalfaculty and the hospital administration, by making the medicalfaculty administratively responsible and by having them in-volved (by establishing decentralization with the physicians incharge of the decentralized units). Alternatively, if admini-strators are to be primarily responsible for the hospital, thenthey must consider themselves as members of the team and carryout the decisions made by an administrative board made up ofphysicians.

Research manpower and biomedical research does need to bemonitored for information and advisory purposes. The type ofinformation that will be needed is difficult to obtain. Oneimmediate thought is that we need individuals who work in re-search solely for the purpose of performing the reserach and notnecessarily for teaching others in reserach techniques andphilosophy. We also need a certain amount of biomedical re-search and manpower whose goal is to spend at least part ofthe time in teaching research techniques and philosophy. Suchindividuals are more apt to be in medical schools, and theirtime would be divided between doing research itself and teach-ing research methodology and concepts to medical students andhouse staff (the component of research discussed by the SpragueCommittee). People doing primarily research for the sake ofaccumulating knowledge do not need to be in medical schools andcan serve in Foundations. There are many branching aspects
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related to these very over-simplified statements which need
to be discussed and considered in determining the type of
data to be collected.

I hope the time it took to read this letter was worth-
while. In a letter, it is most difficult to be explicit on
general topics. Hopefully, the thoughts presented have
stimulated other thoughts and approaches.

Best wishes for the New Year.

Sincerely,

Ro ert M. Blizzard, M.D.Professor & ChairmanRMB:mc
Enclosure
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THE UNIVERSITY OF PITTSBURGH

SCHOOL OF MEDICINE

PITTSBURGH, PENNSYLVANIA 15213

DEPARTMENT OF PHYSIOLOGY

/

Dr. Ronald W. Estabrook
Department of Biochemistry
Southwestern Medical School
5323 Harry Hines Boulevard
Dallas, Texas 75235

Dear Ron:
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January 8, 1974

I have your year-end request for comments regarding the several ques-
tions which you raise relevant to the affairs of the CAS and the AAMC.

a) As long as a significant proportion of the population does not have relatively
easy access to the services of a physician, there is a physician shortage. It
is equally true that simply increasing medical school enrollment will not ease
this shortage. The problem is one of maldistribution of available medical man-
power and its suboptimal utilization.

Since medical schools are not political instruments of the state, and
hopefully will not become such, there is little they can (or should) do about the
geographical, social and even specialty distribution of their graduates. For
medical schools to accept funds intended to remedy the problem of physician
maldistribution implies that they do indeed have substantive control over these
matters. Such an action can only lead to a loss in our credibility and the further
disappointment and frustration of the public and its representatives.

I believe that the most sensible solution to the maldistribution dilemma
is a reward system to the physician which will "pull" him into underserved areas
rather than a reward system to the schools intended to "push" him there. The
latter scheme, although it may be favored by the AAMC because it promises
additional funds, will not be dramatically effective in our presently constituted
society and may ultimately do medical schools more harm than good.

b) What then is the argument, if any, for federal support of medical education?
In the case of private schools it is a relatively simple and direct one: without
such support they will have to close their doors at a time when we cannot
afford a reduction in the production of physicians. Publicly supported schools
pause somewhat more of a problem, and, frankly, I can't come up with
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anything better than the traditional argument which, incidentally, is eminently

valid and should be compelling. While it could be argued that if, in the light

of revenue sharing and other programs favored by the current administration, a

state wishes to spend its resources on things other than its university medical

school(s), this is its own affair and its people must suffer the consequences

since they elected their state government. Clearly, however, the public health

is not solely a local problem which, like starvation, polio, cholera or cancer,

cannot be moralized away.

c) I strongly endorse the recent position of the Senate-House Conference

Committee that investigator initiated research must again become the principal

funding device of the NIH with a reduced emphasis on the contract instrument.

The members of the Committee singled out the cancer program as a case in point

calling attention to the fact that the omniscient wisdom of NCI administrators

in waging their war on cancer may not be infallible.

d) I have no comments or suggestions regarding topics for discussion of

Faculty - Hospital interactions. This simply reflects my ignorance of the

problem.

e) The matter of manpower surveys is a complex one if only because there are

-so many of them. I believe that the initial effort of the AAMC, if one is to be

made at all, should be a feasibility study designed to determine whether existing

data banks can be merged or coordinated, what new instruments, if any, need to

be established and to formulate recommendations or a plan for a suitable, national,

long range information gathering service. I would be very hesitant to request

funds and make initial commitments for anything more than that.

With all good wishes for the New Year,

EK/pk
v6c: Dr. Swanson

Yours most sincerely,

Ernst Knobil
The Richard Beatty Mellon
Professor of Physiology and

Chairman of the Department



University of Cincinnati Medical Center

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
 

DEPARTMENT OF INTERNAL MEDICINE
TELEPHONE (513) 872-4231

Dr. Ronald W. Estabrook
Chairman, Biochemistry Department
Southwestern Medical School
5323 Harry Hines Boulevard
Dallas, Texas 75235

Dear Dr. Estabrook:

234 Goodman Street

Cincinnati, Ohio 45229

January 7, 1974

Thank you for your letter of December 24 related to the activities of
the Administrative Board of the Council of Academic Societies of the AAMC.

Of greatest concern to me and to all other clinical faculty in "teaching
hospitals" is what will be done in the coming six months concerning Section 227
of Public Law 92-603, the Social Security Amendments. The patients are given
equivalent supervision of their care by an attending physician in a so-called
teaching hospital to that which they would get if they were under the care of
a private physician in a community hospital (this is where most of us also
teach medical students and house staff). The same fee-for-service compensation
should be available.. Any other posture is clearly discriminatory and will be
retrogressive in that it will force us to set up two classes of care. On the
other hand, if the Social Security administration refuses to accept this
position and hews to the line of cost reimbursement instead of fee for service,
then in these costs there should be included not only the salaries of the
attending physicians but the costs of departmental secretaries, business
managers, and accountants and their secretaries: rent on office space and all
the other costs that a physician in practice would have as well as the overhead
that the University provides and which is recognized in the overhead allowances
of NIH grants. If all of these costs are included, it is likely that, at least
for Internal Medicine, the return to the Department would be the same as an a
fee-for-service basis. However, I still think that whether a doctor is prac-
ticing in a teaching setting or in a community hospital his services should be
recompensed in the same way as long as it is the same type of service and that
this is the only fair way to go.

You asked about my opinion concerning categorical research programs such
as diabetes, liver disease, gastrointestinal research, etc. My position is
as follows: I do not believe that it should be in the purview of Congress to
set these priorities. It is justified for one of the NIH councils to designate
an area where more research is needed and more research should be stimulated
and the Council might approach Congress for such support; but Congress cannotpossibly have the scientific background to make these judgements accurately and
intelligently. It is an invitation for pressure groups to ride their particular
hobbies. I am against further fragmentation of the NIH to support these types
of special efforts unless a council of the NIH, after due deliberation, indi-
cates that there is a need.
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Concerning the Cancer Act, unfortunately I do not know it in sufficientdetail to comment very intelligently. I do feel that basic research in growth,reproduction, cell division, immunologic mechanisms, etc., must be supportedadequately or the clinical programs will fail. e don't know enough about thebasic mechanisms of cancer yet to warrant running a tremendous campaign at theclinical level. There should be a union of basic and clinical research pro-grams. I am not at all sure that the centers as they are presently conceivedwill have the desired effect.

I feel that we should support the research training program. that haspassed Congress since I don't think it is likely that a better bill will beapproved at present. I do not know enough about the companion Ethics Bill,particularly in regard to research in Pediatrics, to make any intelligentcomment.2

I think that the director of the NIH should have authority over all thesD, institutes, including cancer, but that the budget for each of the institutes0 should be line items as submitted to, and finally passed by, Congress and thatthese line item amounts should be results of careful planning by the directors.;
of the various institutes in consultation with the NIH director. I strongly

-c7s
favor continuing the present peer review system of study sections and councils.-c7s It has been by far the best system ever devised for the purpose of reviewing

0
sD, and approving all varieties of grants. The NIH executives and scientistscould not possibly give as broad and unbiased review. The councils of the,0
0 institutes should be the place where priorities are set and where long rangeplanning for various programs is made. I am distressed by the substitution ofcontracts which are not subject to peer review for research projects which aresubject to peer review. I haven't noticed that the contracts and the controlof them which the NIH exercises have stamped out any specific disease yet.Obviously there are some areas where this kind of program is. applicable. It isonly through the mechanism of the lipoprotein research centers that the epi-0 demiologic data on prevention of atherosclerosis by dietary and drug intervention0 can be obtained. So I cannot state dogmatic opposition to all such contractmechanisms. However, I think the NIH has gone too deeply into this field atthe expense of the categorical research project.

With all good wishes for a very successful New Year.

Very sincerely yours,

ef,je-j: (zt8

Richard W. Vilter, M.D.
Director
Department of Internal Medicine

RWV:ahb
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UNIVERSITY OF WASHINGTON
SEATTLE, WASHINGTON 98195

• School of Medicine
Department of Orthopaedics, RK-10

January 3, 1974

Ronald W. Estabrook, Ph.D.
Virginia Lazenby O'Hara Professor
Chairman of Biochemistry
Southwestern Medical School
University of Texas
Dallas, Texas 75235

Dear Ron:

Thank you for the report on the retreat of the AAMC officers.It would appear that we have our work cut out for us if we only tacklea few of the many pressing issues. I will attempt to reply to thequestions you posed in your December 19 letter where I may have some-thing to contribute.

a) Is there really a physician shortage? If we use physicianto population base and look at the rest of the developedworld, we can only conclude that the ratio of physicianto population in the United States currently is aboutaverage. I am enclosing part of a report from a committeeI chaired at the University of Washington which givesfigures but would ask you to keep the material in strictconfidence and not quote from the report itself but thereference given. With the physicians already in the pipe-line, we will rise quickly to the upper level of ratios,not counting the tremendous influx of the foreign medicalgraduate. Hence, my position and that of the Associationof Orthopaedic Chairmen, and I believe most of the ortho-paedic world, would be that there is not, in fact, adoctor shortage. An argument to legislators and socialplanners, who seem to think all the problems can be answeredby an increased number of doctors, is to remind them thatthe more doctors the more health care delivered and thegreater the expense. If health care, indeed, comes under acomprehensive health care program, the old checks and balanceswill not be there, and new ones will have to be instituted.For this reason, your second question on capitation isanswered, for capitation should not be tied to increasedenrollment. This was useful in the past but not necessarytoday.

Telehhono• (7(74)
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Solving both the geographic and speciality distributionproblems is complex. It is unlikely that an individualcan obtain a satisfying career in deprived areas whichinclude the inner city, the rural areas, and the geographicallyundesirable places to live, particularly if we select studentswho either are or have become urbanized and who are highlyscientifically oriented. Such individuals are going to wantto congregate where they have intellectual stimulation andall the technology that science can provide. The onlysolution I can see to this problem is to bring individualsfrom the more undesirable social and geographic areas intoour medical schools and make a positive effort to see thatthey are not dislocated for any periods of time from theircultural or geographic areas. A more positive step, I believe,must come through making it financially attractive to practicein the undesirable areas and specialties. I believe a loanforgiveness program to be an excellent step in this direction.Second, I believe that all students graduating from medicalschool should become a part of a medical corps and serve fora specified period of time in a type of public health service.Doctors are now used to the draft concept where all servedfor two years, and an extension of this would be to providecare for the underprivileged and would be relatively wellreceived. While only a small percentage of individuals goingto the underprivileged areas would remain there, a smallpercentage is better than none; and I believe the state ofAlaska's experience with the public health doctors wouldindicate that a high percentage of the practicing physiciansin the state did, in fact, get their first introduction tothe area while assigned there by the public health service.Another method of encouraging doctors to voluntarily go tothe more undesirable areas is through a sliding fee schedule.If, in the overpopulated areas, the government carriers paid80% on the relative value scale, 100% in a standard area,120% in a deprived area, I believe a number of people couldbe encouraged to enter the more deprived areas. Finally, Ibelieve there is little question that government sponsoredprograms to provide fellowships for trainees have proven tobe effective in increasing the number of individuals beingtrained in any hospital or medical school. Some form ofcontrol must be instigated so that hospitals do not plan aresidency education around their service requirements butaround a larger, national need. I think the LCGME is goingto have to take the leadership in advising on this point.
b) The arguments that support the need for a federal role inmedical education are only that it is extremely expensiveand in one way or another this expense will be passed on tothe consumer as higher costs of medical care unless it isabsorbed from the general tax. It might also be pointed outthat despite high costs already, the doctors of this country
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subsidize medical education to a tremendous degree by their
voluntary efforts as clinical teachers; and if this support
were ever withdrawn, the cost of medical education would be
even higher. Quite frankly, I personally am not satisfied
with just turning tax revenue, whether it is state or federal,
over to medical schools because of rising costs and would
prefer to see some type of program instituted that would allow
the student to buy a quality education without the subterfuges
that have been used in the past of obtaining money through
research activities, capitation, etc.

c) I do not feel qualified to comment on the Cancer Bill at this
time.

d) The COTH may wish to discuss a topic such as "the responsibility
of the medical school faculty (or basic science faculty) in the
continuum of the education of the M.D." Another topic could be
"the clinical faculty's responsibility in the basic science teach-
ing program." Third, "the reorganization of the medical school
along categorical lines" should be very provocative. 

i/After seeing the problems presented by our current organizational
structure for medical schools, I am Quite convinced that anything
that can be done to abolish the schism between the private
practioner in the teaching hospital and the full-time faculty,
and between the full-time faculty in the clinical and the basic
science departments, is in the best interest of the entire
educational process. The best thing that I have seen happen
is a forced marriage as was done in our new curriculum where
basic scientists, full-time faculty, and the part-time faculty
were forced together to organize and teach the musculoskeletal
core. The spinoff has been clinicians teaching more in the
basic science areas and the basic scientists taking more
responsibility in the clinical areas, particularly the resident
teaching. This has had a salutary effect in that I believe
now each group can see the advantages of their own situation
and the disadvantages of the other. At present, the only major
problem is an economic one with the basic science faculty getting
paid less than the full-time faculty and the full-time faculty
considerably less than the clinical faculty, which as long as
it exists will create problems in working together.

I hope these ramblings will be of some assistance to you. I shall
continue to think of the questions posed and discuss them with others,
and if different viewpoints or new ideas come forth will send them on to
you.

Most sincerely,

D. Ka Clawson, M.D.
Professor and ChairmanDKC:klm
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NATIONAL ACADEMY OF SCIENCES
2101 CONSTITUTION AVENUE

WASHINGTON, D. C. 20418

INSTITUTE OF MEDICINE January 14, 1974

Dr. Ronald W. Estabrook
Professor and Chairman of Biochemistry
The University of Texas Health Science

Center at Dallas
5323 Harry Hines Boulevard
Dallas, Texas 75235

Dear Ron:

I am replying to your letter of December 19, somewhat belatedlyI'm afraid because I was away for the holidays. The following are myfeelings about some of your questions from a mind in many cases unclutteredwith facts.

a) 1. Probably not within 5 years if F.M.G.'s are considered.I think they should be limited, however.

2. Enrollment can be increased in further response to
capitation only if F.M.G.'s are limited. Mk. Rogersshould be pressed on this.

3. Loan forgiveness (if large amounts accumulated) forservice.

b) There are no better arguments. Personally, I think the federalrole can be reduced and the student's responsibility increased--see my article to be published in NEJM, January 17.

c) Bring it back under NIH control and tone down the "moonshot"rhetoric.

d) 1. Quality of care--i.e. PSRO, etc.--the faculties willresist.

2. Should some of house staff salaries come from facultypatient care incomes.

3. Limitation of specialty and subspecialty training programsto national need or local need projections versus what theacademic care system requires and political power of thedepartments can capture.
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e) My feelings coincide with the Seattle report.

I'll see you again soon.
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Kindest personal regards,

C.‘PC:rYtt2f.u.,
David R. Challoner, M.D.
Visiting Scholar

CA".
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THE UNIVERSITY OF PITTSBURGH

SCHOOL OF MEDICINE

PITTSBURGH. PENNSYLVANIA 13219

DEPARTMENT OF PHYSIOLOGY

Dr. Ronald W. Estabrook
, Department of Biochemistry
Southwestern Medical School
5323 Harry Hines Boulevard
Dallas, Texas 75235

Dear Ron:

January 8, 1974

I have your year-end request for comments regarding the several ques-
tions which you raise relevant to the affairs of the CAS and the AAMC.

a) As long as a significant proportion of the population does not have relatively
easy access to the services of a physician, there is a physician shortage. It
is equally true that simply increasing medical school enrollment will not ease
this shortage. The problem is one of maldistribution of available medical man-
power and its suboptimal utilization.

Since medical schools are not political instruments of the state, and
hopefully will not become such, there is little they can (or should) do about the
geographical, social and even specialty distribution of their graduates. For
medical schools to accept funds intended to remedy the problem of physician
maldistribution implies that they do indeed have substantive control over these
matters. Such an action can only lead to a loss in our credibility and the further
disappointment and frustration of the public and its representatives.

I believe that the most sensible solution to the maldistribution dilemma
is a reward system to the physician which will "pull" him into underserved areas
rather than a reward system to the schools intended to "push" him there. The
latter scheme, although it may be favored by the AAMC because it promises
additional funds, will not be dramatically effective in our presently constituted
society and may ultimately do medical schools more harm than good.

b) What then is the argument, if any, for federal support of medical education?
In the case of private schools it is a relatively simple and direct one: without
such support they will have to close their doors at a time when we cannot
afford a reduction in the production of physicians. Publicly supported schools
pause somewhat more of a problem, and, frankly, I can't come up with
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anything better than the traditional argument which, incidentally, is eminently
valid and should be ccmpelling. While it could be argued that if, in the light
of revenue sharing and other programs favored by the current administration, a
state wishes to spend its resources on things other than its university medical
school(s), this is its own affair and its people must suffer the consequences
since they elected their state government. Clearly, however, the public health
is not solely a local problem which, like starvation, polio, cholera or cancer,
cannot be moralized away.

c) I strongly endorse the recent position of the Senate-House Conference
Committee that investigator initiated research must again become the principal
funding device of the NIH with a reduced emphasis on the contract Instrument.
The members of the Committee singled out the cancer program as a case in point
calling attention to the fact that the omniscient wisdom of NCI administrators

in waging their war on cancer may not be infallible.

d) I have no comments or suggestions regarding topics for discussion of
Faculty - Hospital interactions. This simply reflects my ignorance of the
problem.

e) The matter of manpower surveys is a complex one if only because there are
so many of them. I believe that the initial effort of the AAMC, if one is to be
made at all, should be a feasibility study designed to determine whether existing
data banks can be merged or coordinated, what new instruments, if any, need to
be established and to formulate recommendations or a plan for a suitable, national,
long range information gathering service. I would be very hesitant to request
funds and make initial commitments for anything more than that.

With all good wishes for the New Year,

EK/pk
cc: Dr. Swanson

Yours most sincerely,

Ernst Knobil
The Richard Beatty Mellon
Professor of Physiology and
Chairman of the Department
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gale University New Haven, Connecticut 06 5 o
SCHOOL OF MEDICINE

333 Cedar Street

J. W. COLE, M.D.

Ensign Professor and Chairman

Department of Surgery

January 10, 1974

R. W. Estabrook, Ph.D.
Professor and Chairman
Biochemistry Department
University of Texas Health Science Center
5323 Harry Hines Boulevard
Dallas, Texas 75235

Dear Ron:

I have given considerable thought to your letter of December 19th
wherein you have asked me to respond to some of the major issues
confronting medical schools in this country.

Obviously I cannot support some of my opinions with hard data but
will react in a visceral way to some of your inquiries and you can
take them for what they are worth..

The question as to whether or not there is a physician shortage is,
of course, controversial. However, I feel quite strongly that we are
pursuing a course which is going to overcorrect and that there will be
a surfeit of physicians in the years ahead.

The growing number of schools, the increased enrollment, the abbreviated
courses, the burgeoning of allied health professionals, the influx
of foreign medical graduates, the development of nurse-practitioners
and the large number of students enrolled in pre-medical education
at the undergraduate level lead me to conclude that the market will be
glutted within the next decade. Furthermore, unless we are able to
develop a strong regulatory mechanism (which would be viewed by some
as very un-American), this plethora will not correct the distribution
problem but invite pernicious practices among the professionals.

I am increasingly supportive of the concept of a quasi-governmental agency
being needed, such as the Interstate Commerce Commission, the Federal
Communications Commission, etc. to cope with problems presented by the
health care delivery system and the likelihood of the profession being
able to deal effectively with the issue is extremely remote. Furthermore,
any therapeutic efforts must, in my view, be linked to some plan for
putting a lid on the "fee for service" approach to physician reimbursement.
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The question of a federal role in the support of medical educationis one on which I am really quite ambivalent. On the one hand, Ifeel strongly that students should go it alone, that they are bettermen and women for having made the effort and the old idea that theworld owes me a living should be abandoned. However, this does notseem to be very significant particularly at a time when the country isanxious to have various minority groups enrolled in greater numbersand whom we know are financially disadvantaged. Hopefully, we canstrike a middle of the road position where medical school support isderived from several different sources which would tend to insure thenecessary freedom with respect to choice of student, curriculum content,and research goals. Perhaps in the months ahead as I have the opportunityto think about this a bit more intently, my ideas will be clarified.One thing I am sure is certain and that is the medical schools can't haveit both ways - that is to say, they can't expect complete federal supporton the one hand and do business as usual on the other. If there ever was aplace for the old addage, "he who pays the piper calls the tune", it isin this particular question.

In regard to the Cancer Bill, which is up for renewal on June 30th,I don't have any substantive recommendations about changing the legislation.I am aware of the objections the biomedical community has concerningthe implementation of current legislation. However, I feel certain thatthese criticisms are being answered at the present time. The initialimbalance between contracts and grants is being corrected and I, for one,think that a certain proportion of contract work is not only necessarybut desirable.

The most fundamental problem is whether or not the "moonshot" approachto solving the cancer problem is feasible or not can be debated adinfinitum. In my view, if it was not cancer it would be something elseand I do believe that in the course of time there will be sufficient spin-offand support of the most basic aspects of cell biology to put to rest theanxieties of the most basic scientific investigator. Whether this iscreating meaningful inequities at NIH or not, depends on one's point ofview. For my part, I take the position there will be no lasting harm doneto the shifting emphasis since this kind of modus operandi has been inforce at the NIH for the past many years.
Concerning topics dealing with a medical school faculty and teachinghospital relationship, I might make the following comments:
One of the considerations that I have never heard thoroughly discussedis the advantages and/or disadvantages of medical school ownership ofteaching hospitals. This may have been thoroughly aired some time in thepast, but I am not aware of it and have the idea that where medical schoolsdo not own the hospital, greater problems may be expected to exist.
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R. W. Estabrook, Ph.D. - 3 - January 10, 1974

For years hospitals were viewed by universities as financial liabilitiesbut this does not seem to be the case now. As a matter of fact, thesituation as I know it, is quite the reverse. Many hospitals are doingvery well financially and medical schools are in a sorry state.

Another area that might be appropriate for discussion calls for a certainamount of prognostication with respect to the relationship between these
two entities. For instance, do the medical school faculties and the
teaching hospitals intend to work in harmony when it comes to "regionalization"of health resources. It is my contention that tomorrow's universityhospital should be highly specialized, tertiary care, perhaps organ oriented,
with a dissolution of departmental barriers and that much of the secondary
and primary care should be provided in the peripheral portion of the
regional network. The implications of this for the medical school areprofound and it is likely that a greater amount of undergraduate education,
as well as graduate education, would be relegated to areas outside of the
traditional medical school - hospital complex. Of course, some of this isalready taking place but it might be of interest to hear from both sides ofthe issue, thoroughly and openly discussed by zealots from both camps.

Along this same line, I might strike a philosophical note and say that I
don't think the inefficiencies and increased costs in most of the teaching
hospitals can be excused by the presence of educational programs.
Undoubtedly, educational and research endeavors carried out by medical
school faculties in teaching hospital settings contribute somewhat to
inefficient and costly operation, but I am more inclined to think that
they are no longer the scapegoat for the pragmatist. I am of the opinion
that both medical school faculties and teaching hospitals are going to have
to put a stop to the "amateur hour" aura that has prevailed over the pastmany years and begin to instill a certain professionalism into this joint
undertaking.

Lastly, I don't have any good thoughts about funding a major effort in
monitoring biomedical research manpower. I suppose part of my problem is
that I find it very difficult to quantify any kind of research activity
but I am very comfortable in qualifying research activity. With further
thought, I may have more ideas at a later date.

My apologies for the delay in replying to your letter. Hopefully, the
above comments can be of help to you in your job as Chairman of the Council
of Academic Societies.

My very best wishes for the new year and I really look forward to our
association in the months ahead.

JWC:H
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UNIVERSITY OF WASHINGTON
SEATTLE, WASHINGTON 98195

January 7, 1974

Department of illediciuc
0.flice of the Chairmmi

Ronald W. Estabrook, Ph.D..
Chairman, Department of Biochemistry
Southwestern Medical School Graduate School-1_7
of Biomedical Sciences

School of Allied Health Sciences
The University of Texas Health Science

Center at Dallas
5323 Harry Hines Blvd.
Dallas, Texas 75235

Dear Ron:

LIA P.)

D;FLI-OTOR•

Of bei
i

The questions you raise in your letter of December 19 unfortunately
have no easy answers. Moreover, many of the answers to these questions
must be based on opinions because facts are not available. However, let
me give your questions an abbreviated try.

Ouestion a: I don't believe there is any physician shortage but
there is clearly maldistribution both geographically and in terms of
specialties. For this reason, it makes little sense to tie capitation
to increased enrollment. If anything, schools should receive bonuses
if they turn out primary care physicians and have such physicians settle
in areas of need. Unfortunately, I know of no way in which this can be
enforced except by greater Government regulation. In the United Kingdom,
for example, many fewer individuals opt for a specialty because the
Government which allocates all consultants' jobs simply does not create
any new positions unless there are shortage areas. By the same device,
they control the site where individuals will settle. They have not yet
controlled the location of G.P.'s and for this reason there is still
a maldistribution of general practitioners in the United Kingdom. In-
centives such as money, etc., have not worked. In summary, I don't think
we will be able to solve this problem in a free society under the present
guidelines.

Question b: While the argument that physicians are a national resource
is probably still the best argument, I think the best way to approach this
Administration is to point out simply that medical education is too expen-
sive for either the universities or the individuals to assume the fiscal
responsibility. In the very near future, the ION study on the cost of
educating health professionals, including medical students, will be available.
The AANC's own cost study has been published recently. If the country wants
doctors and wants them to be well trained and competent, they are simply
going to have to pay for it. And there is no agency other than the Federal
Government which is rich enough to assume the burden. In a sense it is
somewhat like the SST. Although the plane was likely to benefit private

•



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
 

Dr. Ronald Estabrook
January 7, 1974
Page Two

enterprise, there was simply not enough money for private enterprise to
finance it. Moreover, there is ample precedent that in many societies
the State assumes the responsibility for medical education. If the Ad-
ministration can look at the cost studies and come up with an alternative
solution, we should certainly listen.

Question c: Put simply, I should like to see the NCI put back into
the NIH. It should not enjoy the extraordinary status it does nor is
there, in my view, reason for the Cancer Board. The separate status of
the NCI has resulted in many abuses and in much wasted money. Moreover,
despite protestations to the contrary, the growth of the cancer research
effort has clearly been at the expense of research in other equally im-
portant areas. Finally, the NCI has abused the directed research mechanism
more than any other granting agency. This does not mean that we should
take the tack that the money for cancer research should be cut. I would
simply suggest that there is nothing unique about cancer research and
that some balance should be restored to the entire research enterprise.

Question d: There are many areas that plague the teaching hospital.
Many suffer from a decreasing census; what can be done to improve this?
How can the productivity of the faculty be increased? What subsidy should
the teaching hospital receive from the medical school in order to fulfill
its mission? What proportion of housestaff costs should be passed on to
patients? Should the role of nursing services and other allied health
professions be different in teaching hospitals as opposed to community hos-
pitals? How much support should the hospital provide to the faculty as
opposed to the medical school in areas in which the faculty renders im-
portant clinical service? Conversely, should the faculty. who often derives
a significant segment of its income from practicing in a hospital, pay
a certain part of its income to the hospital? As you can see, these are
only questions which need to be addressed. I wish I knew the answers.

Question e: Before we can monitor research manpower, we have to es-
tablish certain norms. In the case of medical schools, this means de-
termining how much research is appropriate both in basic science and in
clinical departments. We also need to determine the needs of industry and
of other agencies that use the products of our training programs. The
IOM cost study attempted to establish such norms with respect to health
professional schools. In other words, they did make some arbitrary de-
cisions as to how much research was necessary for the teaching process.
On the basis of budget estimates, one could make a guess as to what the
needs are to maintain the research enterprise oer se. Certainly, the
monitoring of research manpower is a mammoth enterprise which will require
much manpower and support in addition to a good deal of thought. Before
embarking on this enterprise, it seemsimportant to find out whether the
Government feels that there is the need for a body to monitor research man-
power. In other words, we must be sure that whatever we create has
credibility.
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Dr. Ronald Estabrook
January 7, 1974
Page Three

I know these answers will only scratch the surface of your questions,

but I hope they will be of some use. I know you will find your year as

as Chairman of the CAS challenging and enjoyable.

RGP:tg

Best wishes for a Happy New Year,

Robert G. Petersdorf, M.D.
Professor and Chairman
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BERKELEY • DAVIS • IRVINE • LOS ANGELES • RIVERSIDE • SAN DIEGO • SAN FRANCISCO

SCHOOL OF MEDICINE
DEPARTMENT OF BIOCHEMISTRY AND BIOPHYSICS

Dr. Ronald W. Estabrook
Chairman of Biochemistry
Southwestern Medical School
The University of Texas
Health Science Center
5323 Harry Hines Boulevard
Dallas, Texas 75235

-Dear Ron:

D . • N

II!'
\

SANTA BARBARA • SANTA CRUZ

AN FRANCISCO, CALIFORNIA 94143
(415) 666-4324

February 6, 1974

I am responding to your letter concerning substantive issues faced by theCouncil of Academic Societies of the AAMC as discussed in your letter ofDecember 24.

1. Further fragmentation of the NIH support structure to include categorical researchprograms in various disease areas will be unfortunate for the following reasons:

a. Such categorical programs will probably come at the expense of existing programs
, ,

as you point out.

b. This continues the erosion of the study section system. The experience ofthose who have gone on site visits for such categorical programs is that thespecial study sections are too broad to give a good specific review of a particularproposal. Moreover, it is alleged that the programs in a number of areas areunder the control of scientists in a particular area who then disperse the fundsaccording to their own personal predilection.

I firmly believe that the study section system should be retained as the basicmechanism for dispersal of grant monies and that we should work for an improvementin that system rather than replacing it haphazardly with others. I believe that thereare a number of study sections which could take care of research programs incategorical areas such as diabetes, liver disease, gastrointestinal research, etc.

2. The present Cancer Act was a political compromise as well as a compromise betweenhonestly different views. Attention should now be given to making it a workabledocument. In particular, the administrative chain of responsibility should be clarifiedAs I understand it, communication with the Office of the President is haphazard andnonrealistic.
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Who is going to deal knowledgably with this program?
It is time to develop a coherent long-term program. It should include:

a. A strong reliance on research grants. I believe that every effort should be made
to contain attempts to "administer" or dictate research programs from Washington.Along these lines I believe that strong efforts to restrict awarding of contracts
would be highly desirable. The subjective views held by individuals administerirothc.. programs are I think a danger to the independent tradition of science of the
United States.

3. The present research training programs have problems but none of the alternatives
solve those difficulties. Most of the argument centers around whether the governmentshould pay for training. This is a legitimate issue especially when clinical trainingis involved. However in Basic Science areas, where the salaries commanded by therecipients of training programs are very low, that issue is not a strong one. Whatis more important is the orderly development of quality science. I would like to supportthe thesis that the research training programs have not always been administeredunder this principle in many departments that have weak training programs
all too frequently have large training programs and just as serious, areas of
Basic Science where there is little current vigorous research activity get trainingprograms in the same way as areas which are highly competitive. For these reasonsI support a national fellowship system administered by fellowship panels. Thefellows can then select the best institution and laboratory for their training. Eventhough this mechanism is somewhat cumbersome in my opinion it is the best meansfor dealing with this problem. I would attempt to modify the applications and reviewprocedures so as to eliminate categorization into narrow research areas.

I think the current effort to pass an ethics bill will have a strong pejorativeinfluence on medical research not only just in pediatrics but in the developing fieldof human biology. Perhaps the best entree to the study of various human geneticsdiseases is through the embryo and the fetus. Elimination'of this source of experimentalmaterial will greatly impede the research. This is perhaps the most serious threat onthe limitation of new horizons in clinical research. In my opinion there is little of amoralistic nature to support these arbitrary views. There are already extensive controlon the use of human material. Protocols are seriously reviewed in all first rateinstitutions.

L. NIH hearings

A. I believe that the attempt to categorize basic science research under the categoricalinstitutes is not successful. There are too many instances where the basic researchis relevant to all or many of the institutes. This has led to unnecessary fragmentatio
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and competition between programs. There should be a pool of funds which is notrestricted to categorical research under the auspices of any categorical program.Alternatively, the various institutes should pool resources for such research.

Of course, I support the peer review system but I do believe that the currentgroup set up for peer review according to the established disciplines do not reflectthe current of future research interests. Thus, priorities among the various peerreview groups do not necessarily reflect a scientific quality based on a constantstandard. Thus, attempts to mod ifiy the peer review system could fruitfully basedon establishing appropriate research areas. Long range planning of programsshould in my opinion also employ distinguished and most original investigators.Means of establishing priorities should utilize specifically designated planning0 panels and also the constituted peer review groups. I believe that one of the faultsof the current NIH structure is that the evaluation of programs is rarely performedseriously and furthermore, that the bureaucratic system makes it very difficultfor changes to be made. In order for the former to be successful, this problem0 must be dealt with.

.0
0

0
'a)0

8

I hope that the above comments have been of some value. I look forward to seeingyou at the CAS meetings in the spring. I wish you a happy 1974.

WJR/def
encl.

Si 4cerely,
4

f
. illiam J. Rutter
rofessor and Chairman
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The abuses have not gone unnoted. Hearines, held first by SenatorWalter Mondale, and more recently by Senator Edward Kennedy. havefocused the attent.on f Com:I-cis; the Departmz.nt of Health, Educa-tion, and Welfare, the media, and the public on these problems. TheWorld Health Organization and HEW have formulated a varety ofregulations, including creation of ethical review boards that could with-hold prior approval of research involving human experimentation andcould sanction violators. A tough regulatory bill drafted by Kennedy'sstaff and approved by the Senate, but not yet by the House, hangs overus (Science, 19 October, p. 265).
The scientific community should not delay setting up its own ethicalstandards and regulatory mechanisms for dealing with possible abuse ofhuman subjects. The reasons are compelling. First, subjects do need pro-tection, and if scientists can agree together to provide; it, it can be donein ways that will not unduly bureaucratize or hobble science. Second,government regulations are aimed chiefly at "federally funded pro-grams"; persons serving as subjects in other research--especially thatfunded by drug manufacturers—need protection at least as badly. Third,concern with the humanitarian aspect of scientific work should not haveto be imposed on researchers. Researchers should express their commit-ment to solving this problem by voluntarily providing effective mech-anisms for dealing with it.

- The first rung of such a voluntary review ladder should be localhuman-subject review committees composed of scientists; persons fromother academic disciplines, such as humanities, law, theology; and somerepresentatives of the subjects themselves. The next rung should be con-stituted of regional appeal boards. The highest should be a nationwideboard, with the same composition as the local ones but involving personsof national stature, to evolve review standards and ,clarify generic ques-tions.
A project passed upon would be issued a certificate of approval. Onewould expect that the various government agencies, a& well as founda-tions, would be quick to agree not to support unapproved studies. Pris-ons, schools, mental hospitals, and other institutions that have captive orunderage populations would not allow unapproved researchers accessto their populations. Authorities o; such institutions would thus backup standards formulated by the scientific community, rather than setstandards themselves. The few investigators who would continue to con-duct unapproved research would soon find themselves cut off from thescientific community and from sources of reputation and legitimationand their work branded as unethical. If the scientific community does notact, government regulations will and should follow.—ANtrrAt ETZIONI.Professor ol-Sociology, Columbia Univer.vity. and Director, Center forPolicy Research, Inc., 475 Riverside Drive, New York 10027

For additional material. we B. Barber. J. Laity. J. L. Ntakarushka. D. Sullivan. Reiearchon Unman Snh,ects ittiissell Sage Foundati,•n. New York. 1973); J. Kau, Ed.. E.Irc.rimen-ration .ilh 111,nan (Rusw.:11 Sage Foundation, Ncw York. 1972); A. Euioni. T•eneticFix (Macmillan. New Yorl.. 1973)•
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INDIANA UNIVERSITY SCHOOL OF MEDICINE
1100 WEST MICHIGAN STREET • INDIANAPOLIS, INDIANA 46202

DEPARTMENT OF PHYSIOLOGY

Dr. Ronald W. Estabrook
Department of Biothemistry
Southwestern Medical School
University of Texas
Dallas, Texas 75235

Dear Ron:

February 6, 1974

I am writing to explain the apparent lapse in answering your
letter with questions concerning the CAS and AAMC posture on current
problems.

As one of the CAS representatives of the ACDP, I have been
polling the membership via a questionnaire, concerning the questions
you have raised; when a reasonable number of replies are in hand,
I will summarize the opinions of the membership of ACDP, and forward
the results to you. Some good opinions are coming in. I will try
to have the summary in your hands by March 1.

Yours sincerely,

Ewald E. Selkurt
Professor and Chairman

EES:ah

Medicine • Dentistry • Nursing • University Hospitals • Law • Social Service • Liberal Arts
Engineering and Technology • Fine Arts • Business • Education • Science • Physical Education



COLLEGE OF MEDICINE

THE J. HILLIS MILLER HEALTH CENTER

UNIVERSITY OF FLORIDA

GAINESVILLE, 32610

February 8, 1974
AREA CODE 904DEPARTMENT OF PHYSIOLOGY 

392-3791

Dr. Ronald W. Estabrook
Chairman, Administrative Board
Council of Academic Societies
Department of Biochemistry
Southwestern Medical School
Dallas, Texas 75235

Dear Dr. Estabrook:

This is in response to your request for opinions on several questionswhich you listed in your letter. I have in turn distributed these questionsto 23 local members of the American Physiological Society and have received8 responses. The opinions set forth below represent an attempt to synthesizethe replies which I received, perhaps slanted somewhat by my own bias.

A. The general opinion is that special programs should be limited.
They should not be set up to fund projects that legislators think 
to be important, and that they be developed only after consultationwith scientists.

B. Most physiologists seem surprisingly poorly informed about the CancerAct. Perhaps this is because very few physiologists participate incancer research. However, those who are informed feel that the
Cancer Institute should not be in a special category, but should be
on an equal basis with other institutes. Certainly no one is opposed
to cancer research, but it is a question of how large an amount of
funds can be efficiently and effectively directed towards cancer
research at the present time.

C. Roger's bill appears to be basically sounder than the Kennedy's.National Research Service Awards are basically sound, but probablynot ideal. Institutional support is preferable. Perhaps the casefor such training grant support could be made stronger if it werelimited to basic science departments rather than including clinicaldepartments from which the trainees will tend to enter into lucrativeprivate practices. It is felt that clinical departments have
perhaps been responsible for giving the training grant program ablack eye.

D. It seems that everyone with any opinion at all strongly supportspeer review. There should be less political and more peer input inthe planning of programs and in establishing priorities. The balanceof programs should not be determined by panic related to specialdiseases. Perhaps Senator Ribicoff's committee could direct its
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Dr. Ronald W. Estabrook

February 8, 1974
Page two

attention to long range planning policies, and to the possibility
that health research by agencies such as the AEC, EPA, NIOSH,
Food and Drug Administration, etc., should come under the NIH
purview or at least that the programs of these various agencies
be suitably coordinated.

I think the above is a fair summary of how at least some physiologists

feel about the questions which you have raised. I could discuss each question

in greater detail, but I really do not think it would be sufficiently helpful

to you in synthesizing your own opinion.

ABO:j1

Sincerely,

ul.4)

A. B. Otis
Professor and Chairman
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AAMC/AADS/NLM EDUCATIONAL MATERIALS PROJECT 

This project was developed during 1973 under a con-

tract with the National Library of Medicine which permitted

the establishment of a Division of Educational Resources with-

in the Department of Academic Affairs of the AAMC. It is

directed by William G. Cooper, Ph.D. and a staff based in both

Washington, D.C. and Atlanta, Georgia.

The Advisory Committee for this Project is comprised of

representatives of the academic communities of medicine and

dentistry along with staff members of the National Library of

Medicine, Health Resources Administration, Veterans Administra-

tion and the Armed Services. This group meets on a quarterly
•

basis and provides guidance to staff directed toward the

achievement of the project objectives.

The five basic programs to which this effort is dedicated

includes: the development of a system for the appraisal of

educational materials in non-traditional formats (audiovisual,

computer-based instruction, simulations, etc.); the development

and implementation of a clearinghouse system for these materials

(AVLINE); the establishment of a needs assessment plan and

prioritization for the production of new materials; a review of

the problems and potential solutions related to the distribution

and retrieval of these materials by students and faculties; and
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other areas of mutual concern regarding the use of educational

technology in health science education.

One of the initial tasks undertaken was that of survey-

ing the medical and dental school faculties in an attempt to

ascertain what these individuals have identified as effective

educational materials (either self-instructional or lecture

support in format), whether they could be made available for

peer review and whether they might be available for use by

other institutions. The survey instrument was distributed by

three pathways the latest one being as an insert for the

February, 1974 issue of AAMC Education News which is currently

mailed directly to 34,000 full-time members of medical school

faculties.

The responses to these queries plus those obtained by

the American Association of Dental Schools (AADS) and those

already identified by professional groups and the National Medical

Audiovisual Center (NMAC) provided a list of items that could be

subjected to national peer review panels. The guidelines and

check lists used to appraise these materials with regard to their

information or content quality, instructional design and techni-

cal quality will be published separately in the near future.

Up to the present time six interdisciplinary panels have

convened to review and assess educational materials (predominately

audiovisuals) in anatomy, ophthalmology, neurosciences,
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cardiovascular system, oral pathology and operative/restorative

dentistry. The results of these reviews will be reported at

a later date.

The items that are judged to be effective will be included

in the National Medical Library's data base designated as

"AVLINE" which will be available in a format similar to the

MEDLINE system. It is anticipated that this data base will be

available on a restricted test-mode basis by the summer of 1974

and on a wider systems basis by January, 1975.

It is important to note that members of the constituency

(user population) have been involved in the development of the

format for this clearinghouse system. The process of adding

to and up-dating the AVLINE data base will be an ongoing process

as we continue to seek to identify, evaluate and make avail-

able for use those educational materials that have been proven

to be effective in medical and dental education.

The design, funding and production of new materials, the

problems of distribution and retrieval of existing and new

materials, the unique or similar characteristics of managing

other formats of educational materials (test items, CAI, simu-

lations, etc.) plus the important issues of need for faculty

development in, and institutional support for, the utilization

of these new forms of educational technology will continue to

be major issues of concern for all of us.
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THE SETTING OF AAMC PRIORITIES 

At the December Executive Council and
 COD Administrative Board meetings,

the process of setting priorities for 
Association activities was questioned.

It was agreed that this would be an ag
enda item at the March meetings. Of

particular concern was the fact that 
the Report of the Retreat was handed

out at the December meetings, and th
at the Councils were asked to vote on

the recommended priorities without an
y advance consideration.

In recent years, the setting of priori
ties, or more accurately, the estab-

lishment of objectives, has been ac
complished by a two-day Officers'

Retreat. This conference is attended by the Ch
airman and Chairman-Elect of

the AAMC and each of its constituent 
Councils, the OSR Chairperson, and the

Executive Staff. The agenda is developed by the AAMC
 Chairman, President

and staff in the 2 - 3 weeks immediat
ely following the Annual Meeting.

Because the first meeting of the Execu
tive Council is usually held within

4 - 6 weeks after the Annual Meeting
, the Executive Council agenda is

printed and mailed prior to the Retre
at. In 1973, the Retreat was actually

held only one week prior to the Execu
tive Council meeting.

The AAMC Bylaws require that "the ann
ual meeting of the Executive Council

shall be held within eight (8) weeks 
after the annual meeting of the

Assembly..." Since the Annual Meeting usually falls
 during the first two

weeks of November, and since the Ch
ristmas holidays prevent meetings towa

rd

the end of December, this eight week 
time frame is condensed to 4 - 6 we

eks.

The Retreat Mechanism 

Meeting in a retreat setting for a tw
o-day conference seen to foster clo

ser

communications among the participan
ts, particularly during informal dis-

cussions. The retreats have generally been succe
ssful in providing a total

orientation to the Association's acti
vities and, more specifically, to the

types of issues which the AAMC must f
ace in meeting the demands of its

membership.

RECOMMENDATION: That the AAMC continue the procedure 
of holding a

retreat for the purpose of establis
hing goals and

priorities.

Developing the Retreat Agenda

Historically, the agenda for the retr
eat has been developed by the staff i

n

conjunction with the Chairman. This has been due, in part, to the 
severe

time constraint of writing, printi
ng and mailing the agenda within 2 - 3

weeks after the Annual Meeting. On one occasion (1971), the Executi
ve

Council directed the retreat to consi
der a specific issue and present 

a

recommendation to the Council.



Increased Executive Council input into developing the retreat agenda is

both possible and desirable. Executive Council members should be asked to

recommend issues which retreat participants might consider during the dis-

cussion of goals and priorities. However, it remains vital to the mission

of the retreat that the agenda be coordinated centrally, taking into account

the time available for discussion and focusing the agenda to facilitate

the efficient consideration of issues.

v'RECOMMENDATION: That the AAMC Executive Council and Administrative

Boards, as part of their September meetings, dis-

cuss the agenda of the retreat and suggest items

which they feel to be pressing concerns which the
Association needs to address in the coming year.
The full Councils will also be asked to contribute

suggestions at their November meetings. The staff

in conjunction with the AAMC Chairman should con-

tinue to organize and coordinate the agenda items.

Timing of the Retreat 

It is advantageous to continue holding the retreat soon after the Annual

Meeting, although the present timetable might be relaxed. This is important

since the "governing" year begins at the Annual Meeting with the change of

officers and Executive Council members. Since a major function of the re-

treat is to acquaint these new officers with the staff members, with each

other, and with the ongoing programs of the Association, this retreat is

most valuable if held before the first meeting of the new Executive Council.

/COMMENDATION: That the retreat continue to be scheduled between

the Annual Meeting and the first Executive Council

meeting. The timing between these functions

should be relaxed to allow more time for circula-

tion of the retreat agenda and to allow more time

for circulation to the Executive Council of the
retreat recommendations.

Executive Council Consideration of Priorities 

The Executive Council will continue to review and approve the priorities

recommended by the Retreat. For this purpose, additional time should be

provided between the Retreat and the first Executive Council meeting (3 - 4

weeks). The Executive Council might also be allowed more time to discuss

the Retreat recommendations and Association priorities prior to its regular



business meeting.

10AECOMMENDATION: That the first meeting of the Executive Council be

held in January and be expanded to two days (Thurs-

day and Friday). Administrative Board meetings

would then be shifted back to Wednesday. Title VI,

Section 4 of the AAMC Bylaws should be amended to

read, "The annual meeting of the Executive Council

shall be held within 120 days after the annual

meeting of the Assembly. . ."
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R. W. ESTABROOK. Ph D
VIRGINIA LAZENBY O'HARA PROFESSOR
CHAIRMAN. BIOCHEMISTRY DEPARTMENT
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January 23, 1974

Dr. Gus Swanson
Association of American Medical Colleges
Suite 200 One Dupont Circle
N. W. Washington, D. C.

Dear Gus:

SOUTHWESTERN MEDICAL SCHOOL

GRADUATE SCHOOL OF BIOMEDICAL SCIENCES
SCHOOL OF ALLIED HEALTH SCIENCES

Enclosed you will find correspondence I have received from Dr. David Hawkins
concerning difficulties of the matching program in Psychiatry. This should be
included on the agenda for the CAS Administrative Board for discussion.

RWE/mjt
encl.

Sincerely yours,

RONALD W. ESTABitOK, Ph.D.
Virginia Lazenby O'Hara Professor
Chairman of Biochemistry

5323 HARRY HINES BLVD. DALLAS, TEXAS 75235 (214) 631-3220
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R. W. ESTABROOK. Ph D.
VIRGINIA LAZENBY O'HARA PROFESSOR

. CHAIRMAN. BIOCHEMISTRY DEPARTMENT

Dr. David R. Hawkins
Professor and Chairman
Department of Psychiatry.
University of Virginia

- School of Medicine
Charlottesville, Virginia 22901

Dear Dr. Hawkins:

F TEXAS
LLAS

0h4 4:047

r.-7:7117,7-' GRADUATE SCHOOL OF BIOMEDICAL SCIENCES

January 23, 1974

SOUTHWESTERN MEDICAL SCHOOL

SCHOOL OF ALLIED HEALTH SCIENCES

Thank you very much for forwarding to me the statement by the American
Association of Chairmen of Departments of Psychiatry concerning the matching
program for graduating medical students wishlitto obtain residency in Psychiatry.
I will bring the resolution of your Association to the attention of the Ad-
ministrative Board of the Council of Academic Society of the AAMC for their
discussion and consideration. I will write you in the future indicating whether
further action is required to resolve the inequities associated with the se-
lection of residency positions in Psychiatry.

RWE/mjt

Sincerely yours,

RONALD W. ESTABROOK, Ph.D.
Virginia Lazenby O'Hara Professor
Chairman of Biochemistry

5323 HARRY HINES BLVD. DALLAS. TEXAS 75235 (214) 631-3220



1. HAWKINS, M.D.

M. AND CHAIRMAN

.dent-Elect, AACDP

UNIVERSITY OF VIRGINIA SCHO
OL OF MEDICINE

DEPARTMENT OF PSYCHIATRY

CHARLOTTESVILLE, VIRGINIA 2290
1

January 15, 1974

PSYCHIATRIST-IN-CHIEF

UNIVERSITY OF VIRGINIA HOS
PITAL

0

0
s==,

Ronald W. Estabrook, Ph
.D.

=
0 Chairman, Council of 

Academic Societies

Association of America
n Medical Colleges

0 Department of Biochemi
stry

University of Texas

5 Southwestern Medical S
chool

sa,0 5323 Harry Hines Boule
vard

0 Dallas, Texas 75235

0

5 Dear Dr. Estabrook:

I am sending for you
r information a sta

tement adopted by th
e American Asso-

ciation of Chairmen o
f Departments of Ps

ychiatry at our Novem
ber 1973 meeting.

0 I thought you would b
e interested in this

 statement and apolo
gize for not having

provided it for you b
efore now.

0

0
Sincerely,

0
0

Tp'
0 David R. Hawkins, M.

D.

Professor and Chairm
an

DRH/jt

P.S. This should have been 
sent on to you several 

weeks ago, but was 
overlooked

in the secretarial wor
k.
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STATEMENT ADOPTED BY THE AMERICAN ASSOCIATION OF CHAIRMEN OF DEPARTMENTS OF PSYCHIATRY

November 8, 1973, Washington, D.C.

The American Association of Chairmen of Departments of Psychiatry reaffirms the

principle of matching for graduating medical students in obtaining internships and

residencies.

At the present time it is not working effectively in psychiatry and a number of

other specialties. Hence we are in the process of working with other specialty organi-

zations, the AMC and NIRMI) to gather data in order to clarify difficult problems in

implementing effective matching. Among the most serious problems are the fact that

approximately 307 of residency positions in psychiatry are in free-standing specialty

facilities which are not in the matching plan; the fact that the pool is a mixture of

applicants coming directly from medical school and those with prior post-M.D. training;

and the fact that there are continuing major uncertainties of funding.

Our goal is the prompt resolution of these problems in order to develop a realistic

and workable plan to meet the needs of both trainees and programs.

We consider these problems serious and urgent because the present situation cannot

continue indefinitely.
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES

Memorandum #74-6

TO: The Assembly

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

SUBJECT: President Nixon's fiscal 1975 budget

February 21, 1974

This Memorandum reviews President Nixon's fiscal 1975 budget and
analyzes the budgets of those federal health programs which particularly
affect the interests of the Association. An index to the Memorandum is on
page 5.

On February 4, President Nixon sent to Congress his fiscal 1975 budget
which covers the 12 months beginning July 1, 1974. The budget proposes total
federal spending of $304.4 billion against total federal revenue of $295 billion,
resulting in a projected deficit of $9.4 billion. Comparable projections
for fiscal 1974 in the President's fiscal 1974 budget were $268.7 billion in
total federal spending, $256 billion in total federal revenue, and a $12.7-
billion deficit. Revised fiscal 1974 projections (presented in the fiscal
1975 budget) show $274.4 billion in spending, $270 billion in revenue, and a
$4.7-billion deficit.

In political terms, the fiscal 1975 budget is generally conciliatory. This
is in sharp contrast with the harsh attacks in the fiscal 1974 budget directed
at a Democrat-controlled Congress by a Republican President, fresh from a
record-setting, landslide re-election victory. The difference is attributed
to the rapid decline in Presidential popularity during a year of court and
Congressional investigations into his re-election campaign practices and other
matters. The budget proposes no major new initiatives. About 90 percent of the
projected spending increase is the result of mandatory increases that are
unavoidable under current laws.

Of the projected $304.4 billion in fiscal 1975 spending, $35.5 billion is
for federal health programs, the vast majority of which ($26.6 billion) are
accounted for by the Department of Health, Education and Welfare. Health-related
programs of the Veterans' Administration account for an additional $3.4 billion;
health-related programs •in the Defense Department account for another $3 billion;
and health-related programs in all other federal agencies account for the final
$2.4 billion. Within the $26.6 billion of DHEW health spending, $20.9 billion
is for Medicare and Medicaid, $2 billion is for the National Institutes of Health,
$1.2 billion is for the Health Services Administration, $1.1 billion for the
Health Resources Administration, and $823 million for the Alcoholism, Drug Abuse,
and Mental Health Administration.

In highlight, the health budget proposes little new money for most programs,
cutbacks in some continuing programs, and abandonment of other programs. Impounded
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AAMC Memorandum 74-6

fiscal 1973 funds, which the President ordered released in December, are
generally to be obligated in fiscal 1974, and to be spent in fiscal 1974 and
1975. The availability of fiscal 1973 funds is being used to maintain program
levels while holding down requests for new funds. Some forward funding is
likely to be used to reduce the impact of released fiscal 1973 funds. In most
cases, the President has taken full advantage of the Congressionally provided
authority to impound up to five percent of fiscal 1974 appropriations. NIH
research activities are relatively unchanged; general research support grants
are again proposed for elimination, and research training is to be supported
largely through the fellowship program proposed by HEW Secretary Weinberger.
Health manpower support is to be reduced and revised, stressing geographic
distribution and equal access to the health professions for women and minorities.
Separate support for allied health and public health personnel education is
to be dropped. The Hill-Burton hospital construction program is again proposed
for elimination. Community mental health center support is proposed again for
phasing out. Regional medical programs and comprehensive health planning are to
be consolidated in a new health resources planning program. Funding is
proposed for the new health maintenance orgranization support program and for
VA assistance to health manpower schools. No funds are included in the budget
for the President's national health insurance program, sent to Congress on
February 6.

Following are summary tables of the DHEW and VA health budgets:

DHEW HEALTH PROGRAMS

(Budget authority in millions)

1973 1974 1975

Food and Drug Administration $ 149 $ 165 $ 200
Health Services Administrationl 1,082 1,176 1,177
Center for Disease Control' 160 136 138
National Institutes of Health2 1,758 1,781 1,835
Alcohol Drug Abuse and Mental
Health Administration" 881 833 735

Health Resources Administration' 1,249 1,137 574
Assistant Secretary Health 76 74 97

Total $5,355 $5,302 $4,756

1. Includes agencies formerly in the Health Services and Mental Health Administration
2. Health manpower shifted to Health Resources Administration.



- 3 -

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
 

AAMC Memorandum 74-6

VA HEALTH PROGRAMS 

(Budget authority in millions)

1973 1974 1975

Medical care $2,606.1 $2,859.1 $3,175.0
Medical and prosthetic research 78.0 75.5 89.0
Assistance to health manpower
training institutions 20.0 25.0

Medical administration and
miscellaneous operating expenses 28.7 33.9 37.5

Total $2,732.8 $2,993.5 $3,303.6

Assessing the fiscal 1975 budget for DHEW health programs is complicated
by two factors: the injection into the budget process of the released fiscal
1973 funds and the July 1, 1974, expiration of most federal health authorities.
None of the expiring authorities has been extended yet, and as a result there
are no fiscal 1975 authorization levels against which to measure the President's
budget request. Furthermore, some expiring programs are likely to be extended
virtually without change while others are to be revised substantially. Thus
straight-line extrapolation from fiscal 1974 authorization levels is not always
possible. Nevertheless, some legislation is pending to extend and modify some
of the expiring programs, and that legislation includes proposed authorization
levels for fiscal 1975. These levels are almost certain to change as the
legislative process continues, but at the moment they offer the only insight
into possible fiscal 1975 levels of authorization. A table listing the
expiring health programs, the status of pending legislation, and pending authori-
zation levels compared to the President's budget requests is on pages 32-33.

The complex effect on the budget process of the released fiscal 1973 funds
is demonstrated in the NIH research totals for budget authority, obligations and
outlays. The effect is similar for other DHEW programs. The NIH data follow:

NIH Research Totals

(Amounts in thousands)

1973 1974 1975
PL 93-192 OMB

Budget authority $1,713,715 $1,813,900 $1,734,150 $1,785,922
Obligations 1,484,043 1,964,612 1,786,814
Outlays 1,446,587 1,837,451 1,980,641

Approximately $230 million in fiscal 1973 NIH budget authority for research,
appropriated by Congress, was impounded by the Office of Management and Budget
and was not released for obligation until the President's announcement in December.
The funds are to be obligated in fiscal 1974. In the fiscal 1975 budget's totals
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for NIH research, the released funds appear as budget authority in the 1973
column, as obligations in the 1974 OMB column, and as outlays in both the
1974 and 1975 columns. The result is a set of conflicting pictures of NIH
research activity for fiscal 1975. Comparisons of budget authority show a
decrease of $28 million between funds appropriated by Congress for fiscal 1974
in the Labor-HEW bill (PL 93-192) and the President's fiscal 1975 request, at
the same time there is a $51.7-million increase from the fiscal 1974 OMB
apportionment of funds (under Congressionally approved authority to impound up
to 5 percent of the appropriation) to the President's fiscal 1975 request.
Comparison of obligations shows a $178-million drop from fiscal 1974 to fiscal
1975. Comparison of outlays shows a $143-million increase from fiscal 1974
to fiscal 1975. Each comparison is important, and none is "right" or "wrong,"
for they indicate different things. Budget authority represents new funds,
sets a cdiling on obligations that may be incurred and thus is viewed as the
best measure of federal commitment to a program. Obligations are the best
indication of levels at which programs are to be operated. Outlays (the writing
of checks to pay off an obligation) also closely measure program level but are
more important in fiscal affairs as a measure of government impact on the
economy. The Congressional appropriation process deals in budget authority,
and on that basis the fiscal 1975 DHEW health budget is cut 10 percent below
the fiscal 1974 level, which in turn was cut by the OMB 5 percent below the
level of Congressional appropriations.

The following material presents information on DHEW and VA health-related
programs of special interest to the Association. The information is compiled
from the President's budget, from agency briefings and from personal contacts
with agency officials. The information is believed to be currently accurate,
but the situation is fluid in many agencies, and changes may occur. Updated
supplemental information will be provided as necessary through appropriate
Association publications.
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DEPARTMENT OF HEALTH, EDUCATION AND WELFARE

Alcohol, Drug Abuse and Mental Health Administration

General mental health:
Research and training
Community programs

(Budget authority in millions)

1973 1974 1975

$200
205

$190
189

$150
199

Total $405 $379 $349

Drug abuse:
Research and training $ 48 $ 52 $ 44
Community programs 167 176 157

Total $215 $228 $191

Alcoholism:
Research and training $ 20 $ 15 $ 12
Community programs 140 113 78

Total $160 $128 $ 90

The legislation under which the programs of the ADAMHA are authorized will
expire on June 30. Permanent provisions of this legislation contain authority
for forward funding of these programs through fiscal year 1981.

Research and training: Most research and training programs of ADAMHA
will be reduced in fiscal 1975. All categories of training programs are
scheduled for phasing out, with some funding available for continuations in
fiscal 1975, but not for new starts.

New awards for mental health research will be decreased across the board. The
ADAMHA estimates that in fiscal 1974, $71.3 million will be available for
obligation to support approximately 1,179 research projects. This amount would
include approximately 300 new awards; $10.1 million of the total funding represents
impounded fiscal 1973 funds. For fiscal 1975, $56.8 million are estimated to
be obligated for approximately 866 projects, including continuations and com-
peting renewals; no new starts are expected in fiscal 1975. For mental health
training, $119.4 million are estimated to be available for obligation in
fiscal 1974. Approximately $25.2 million of this total represents impounded fiscal
1973 funds. The obligations would support 1,763 training projects, approximately
112 of which would represent new starts. Approximately $3.2 million will be
available for research training initiatives under the Weinberger training plan
in fiscal 1974; details are not yet available on the distribution of these
funds. With the exception of $1.3 million to be made available under the
Weinberger plan, no new training awards would be made in fiscal 1975; however,
approximately $59.5 million would be available to continue 1,045 projects.
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For drug abuse programs, final figures are not yet complete. The total
budget authority requested for fiscal 1975 drug research is $34 million,
a decrease of $3 million from fiscal 1974. Estimated obligations of $10.6 million
would be available in fiscal 1974 to fund approximately 117 competing projects,
with approximately $6.6 million available in fiscal 1975 to fund 76 projects.
An estimated $721,000 would be available to fund seven training projects in
fiscal 1974. Training funds of $10 million for fiscal 1975 are requested to
provide continuing support for short term training centers and other related
projects. ADAMHA officials indicated that there will be no new training starts
in fiscal 1975.

The Administration's budget request of $12 million for alcohol research and
training programs is a $3 million decrease from fiscal 1974. Detailed figures
on alcoholism programs are not yet available, but all indications are that
alcohol programs will follow the general trend of the mental health and drug
abuse programs. Continuation funds for training programs will be available in
fiscal 1975, but no new awards will be made.

Community programs: The Administration proposes that the expiring legislative
authorities for community mental health center programs not be extended. In line
with this proposal, the Administration intends to terminate new staffing programs
for community mental health centers. According to ADAMHA, over $155.5 million
will be available for obligation in fiscal 1974 to fund continuation require-
ments plus approximately 55 new staffing awards. In fiscal 1975, this level
would be increased to almost $172.1 million, for continuations only. The
agency indicated that, although no new staffing grants would be made after
fiscal 1974, the fiscal 1975 continuation funds would be sufficient to honor all
previous commitments. Funding requests for children's mental health programs
follow the same pattern as staffing grants. Approximately $19 million will be
available for obligation in fiscal 1974 to continue previous commitments and to
fund 37 new awards. In fiscal 1975, this level will be raised to $26.8 million
for continuations only, with no new grants. Obligations for fiscal 1974
community mental health center construction grants will be $34.2 million. This
figure, which includes $20 million of impounded fiscal 1973 funds, is intended
to bring the total number of centers to 626. For fiscal 1975, the Administration
intends for the centers program to be absorbed by the regular health service
delivery system, with greater reliance on operational funding from third-party
reimbursements or state governments, and therefore no funding is requested for
construction in fiscal 1975.

For community programs in drug abuse, the Administration intends to reach
a treatment capacity of 95,000 individuals throughout the country and to
shift operational responsibility for treatment services to the states. The
fiscal 1975 budget request of $157 million represents a drop of $19 million
from the estimated fiscal 1974 level of $176 million. Treatment project grants
and contracts will be funded at $122 million, a decrease of $38.8 million from
the 1974 appropriation level, while the request for formula grants to states
for fiscal 1975 is $35 million, an increase of $20 million over the fiscal
1974 level.
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Data on alcoholism community programs indicate that current alcoholism
staffing grants will be continued in fiscal 1975, with no new awards. The
Administration has requested funds for project grants and contracts at a level
of $32 million for fiscal 1975, a decrease of $39 million from fiscal 1974.
It has also requested $45.6 million for formula grants to states for alcoholism
programs in fiscal 1975, an amount equal to the fiscal 1974 appropriations.
The Administration also plans to initiate incentive contracts with business
organizations to deal with problems of alcoholic employees, and intends to
assist states in implementing the Uniform Alcoholism and Intoxication Treatment
Act.

On Febsruary 7, 1974 a U.S. District Court ordered the DHEW to award
approximately $95 million in impounded fiscal 1973 funds plus $28 million in
fiscal 1974 funds for mental health training grants and alcoholism training,
project, and state formula grants. Approximately five weeks before this
decision was handed down, HEW Secretary Weinberger had decided to release these
funds voluntarily. The conditions under which these funds were to be released
by DHEW were almost identical to those set by the District Court. Since the
Department correctly anticipated the outcome of this litigation, spending
plans for the current fiscal year will not be affected.
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Center for Disease Control

(Budget authority in millions)

1973 1974 1975

Disease control:
Research grants $ 2
Project grants

Venereal disease 25 25 25
Immunization 14 6 6
Lead-based paint poisoning 11 7 7
Rat control 15 13 13

Disease investigations,
surveillance and control 43 39 40
Laboratory improvement 9 8 8
Health education 6 2 3

Occupational health 28 29 26

These activities were formerly budgeted under- Preventive Health Services.
The presentation has been changed in the fiscal 1975 budget. The Administration's
budget request for fiscal 1975 for these activities is $138 million, an increase
of $2 million over the budget authority for fiscal 1974.

Funding of project grants for venereal disease, immunization, rat control,
and lead-based paint poisoning will remain at fiscal 1974 levels, with no major
new initiatives in these areas. Although no new funds are requested, increased
emphasis will be placed on: strengthening syphillis screening programs;
coordinating immunization services with those provided through Medicare; and
reducing rat infestations and developing local capabilities to maintain rat
control. According to the CDC, few, if any, new project grants will be funded
in fiscal 1975. The budget request represents continuing awards, most of which
go to state and local health departments.

For health education programs, the Administration has requested $3 million
for fiscal 1975, an increase of $1 million over the fiscal 1974 level. Of the
fiscal 1975 funds, $2 million have been targeted towards a new program to
improve public awareness of individual health and utilization of the health
care system.

Funding for occupational safety and health programs will be cut back by
approximately $3 million in fiscal 1975, due to the withdrawal of federal support
to clinical facilities, which the Administration expects to become self-
sufficient through third-party reimbursements. In fiscal 1974, approximately
$600,000 is available for 18 training projects. No funds are expected to be
available for this purpose in fiscal 1975.
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Health Resources Administration

Health services research and evaluation

Some uncertainty still surrounds the budget activity for health services
research and evaluation, centering largely on the disposition of some $26
million in released fiscal 1973 funds. The budget data follow:

(Amounts in millions)

1973 1974 1975

Budget authority $ 67 $ 78 $ 69
Obligations 57.5 111.0 68.9

This budget item includes funding for the Bureau of Health Services Research
and for the newly enacted program of federal assistance in the development of
emergency medical services systems, which is operated through the Health
Services Administration. Program levels for both activities are to remain
essentially unchanged in fiscal 1974 and 1975. The research budget is $45
million in fiscal 1974 and $42 million in fiscal 1975; the EMS budget is $27
million in each year. The Bureau's research activities are to stress such
areas as physician productivity, continued analysis of the effects of national
health insurance on consumer demands for health services, and reimbursement
methods for services provided by paraprofessionals. In research grants,
present ratios of new and competing awards to continuations (45 percent new
and competing; 55 percent continuations) are to be maintained. Training grants
are still being phased out, and are not eligible at this time for modified support
under the Weinberger fellowship program available for research training to the
NIH. Of the EMS funds available, approximately $17 million will be used in the
development of EMS systems, $6.7 million to support training, and $3.3 million
to support research activities in the area of emergency medical services.
Uncertainty surrounds allocation of the released fiscal 1973 funds because
programs for which they were originally provided are being phased out. No
decision has been made yet on reallocation of the funds.

Regional medical programs; comprehensive health planning: The legislative
authorities for Comprehensive Health Planning and Regional Medical Programs
expire June 30, 1974, and both Congress and the Administration are preparing
proposals to integrate these programs into a single health planning system.
Only the Congressional proposals have been introduced so far. The Administration
is to propose legislation for a new program, Health Resources Planning, which
will replace a number of existing federally supported approaches to health
planning, including RMP and CHP. The Administration requests $75 million in
budget authority in fiscal 1975 for its new Health Resources Planning program.
The budget data follow:
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(Amounts in millions)

1973 1974 1975

Regional medical programs
Budget authority $144 $ 75
Obligations 102.1 150.7

Comprehensive health planning
Budget authority $ 38 $ 42
Obligations 33.1 40.2

Health resources planning
Budget authority $ 75
Obligations 65

The Administration plans to use $55 million of the $75 million to establish
approximately 200 Regional Health Systems Boards to replace the existing
CHP area-wide agencies. The Regional Boards, which will be developed along
the lines of the existing CHP area-wide agencies, will be responsible for
developing and stimulating the implementation of a comprehensive health plan
for health care systems, including facilities, services, and manpower. The
Administration anticipates that some of the existing CHP agencies, which will
be supported through the first half of fiscal 1975, will form the nucleus of the
new Regional Boards.

Approximately $10 million of the $75 million in budget authority requested
for Health Resources Planning in fiscal 1975 will be provided to states to
assist them in their regulatory efforts at cost control stimulated by the
Economic Stabilization Program. The remaining $10 million of the $75-million
total will be provided to states to support their capital expenditure review
activities as encouraged by Section 1122 of the Social Security Act. The funds
for both cost control and capital expenditure review activities will be allotted
to the states on the basis of population and the costs of performing those
functions necessary to carry out the requirements of federal law.

Included in the obligation levels for fiscal 1974 are $6.4 million for
Comprehensive Health Planning and $89.9 million for Regional Medical Programs
of released fiscal 1973 funds. On February 7, 1974, a U.S. District Court ordered
the DHEW to obligate and permit expenditure of all available RMP funds. DHEW plans
for complying are not completed.

Health manpower 

The Administration's budget for health personnel education assistance is
down nearly 35 percent from the fiscal 1974 level. The cut of $198 million
is accounted for largely by the elimination of health professions and nursing
construction grants, of separate assistance for allied health and public
health education institutions, and of nursing capitation. Reduced health
professions capitation and modification of the student assistance programs to
include loan guarantees and service-commitment scholarships account for other
large segments of the cutback. The budget data follow:
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Health Manpower
(Budget authority in millions)

1973 1974 1975
Health professions:

Institutional assistance $256 $257 $197
Student assistance 54 61 60

Nursing:
Institutional assistance $ 72 $ 58 $ 20
Student assistance 61 57 25

Public health 21 21
Allied health 36 35
Special educational programs 88 73 63
Sales insufficiencies 4 4 4

Total $592 $567 $369

The budget reflects the Administration's health manpower legislative proposal
which is to modify and extend expiring legislative authorities for federal
assistance in the education of health professionals and nursing, allied health
and public health personnel. The legislation, which is to cover the three-
year period from fiscal 1975 through fiscal 1977, has yet to be introduced.
The thrust of the Administration's proposal, according to descriptive material
accompanying the budget, is toward maintaining the country's present training
capacity while placing increasing emphasis of areas where there is a need for
health personnel. Special attention is to be paid to problems of specialty and
geographic maldistribution, utilization of paraprofessionals and the under-
representation of women and minorities among the health professions.

Compiling budget data for health professions education assistance programs
is complicated by the fiscal 1975 budget's redistribution of some HPEA budget
information. Construction assistance for health professions teaching
facilities, for example, has been shifted to a general line item for health
facilities construction assistance, which also includes the Hill-Burton
hospital construction program. Because of these changes, detail in the health
professions budget below (displayed in the traditional format) will not add
to the totals in the preceding table.
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Health Professions

Institutional support

Support

(Budget authority in millions)

1973 1974 1975

Capitation
MOD $ 138.5 $ 152.5 $ 132.5
VOPP 27.4 33.0 17.5

$ 165.9 $ 185.5 $ 150.0

Start-up and conversion 11.7 6.0 4.7

Financial distress 15.0 10.0 5.0

Special projects 63.0 50.8 37.5

Subtotal $ 255.6 $ 252.3 $ 197.3

Student assistance

Loans $ 36.0 $ 36.0 $ 30.0
Scholarships 15.5 14.6 6.9
Loan repayments 0.4 0.6
Physician shortage 2.0 2.0
National health service
scholarships

3.0 22.5

Subtotal $ 53.5 $ 56.0 60.0

Construction

Grants $ 100 $ 95.0
Interest 1.0 1.0 1.0

Education assistance 20.0 9.5 10.0
Dental health 15.0 14.2 7.8
Direct operations 3.3 3.3

Total, health professions - $ 448.4 $ 431.3 $ 276.1

Capitation: Under the Administration's legislative proposal, capitation
is to drop 40 percent by fiscal 1977. Specific capitation rates for fiscal
1974 have not yet been set, and the fiscal 1975 level authorized in the
Administration's proposal has not yet been announced. Under the proposal,
capitation no longer would be conditioned on enrollment increases; new conditions
of changes in the present training process are to be required. Fiscal 1974
capitation applications are still coming into DHEW regional offices and must
be processed there before aggregate national data can be compiled and a payment
rate established. The average fiscal 1973 capitation rate for basic enrollment,
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enrollment bonus students and physician assistants was approximately $2,000.
The fiscal 1974 rate is expected to drop somewhat below the fiscal 1973 level.
The exact fiscal 1974 rate will depend on the number of students graduating
in three-year programs, on the number of enrollment bonus students and on
the number of physicians assistants qualifying for support.

Start-up, conversion: Fiscal 1974 funds and the fiscal 1975 request are
considered adequate by the DHEW to meet current commitments under the start-
up assistance program. No funds are included in either year for new commit-
ments of start-up assistance. The fiscal 1974 funds include amounts estimated
by the DHEW as adequate to provide one-time-only conversion assistance to
two basic-science schools developing degree-granting programs. Funds available
for obligation in fiscal 1974 include $5.4 million in released fiscal 1973
funds. Thus the fiscal 1974 obligation level is $11.4 million.

Financial distress: Fiscal 1974 funds represent the full amount currently
authorized under the Comprehensive Health Manpower Training Act. Based on
fiscal 1973 financial distress awards totaling $9.2 million, the $10 million
available in fiscal 1974 would appear to be adequate. An additional $5 million
in fiscal 1974 financial distress funds was appropriated in the omnibus,
end-of-session supplemental (PL 93-245), contingent on enactment of legislation
raising the fiscal 1974 authorization level. No such legislation is pending
at this time. The fiscal 1975 request appears almost certain to be inadequate
since significantly lower capitation rates (as planned by the Administration)
would exert increased financial pressure on many institutions.

Special projects: A combination of factors will make available in fiscal
1974 and 1975 some funds for new special project support. Released fiscal
1973 funds will add about $28.6 million to the funds available for obligation
in fiscal 1974, bringing the fiscal 1974 special projects obligation level to
approximately $79.5 million. Fiscal 1974 continuations will require about
$50 million. Thus nearly $30 million will be available for new starts. Some
forward funding is to be used to reduce the impact on future budgets of released
fiscal 1973 funds. Despite the drop in budget authority from fiscal 1974
to fiscal 1975, it is estimated now that some $17.6 million may be available
for new starts in fiscal 1975. In part, this is a result of concluding DHEW
commitments of support under the physician augmentation programs. Present
fiscal 1975 continuations account for about $20 million in support, leaving
about $17.6 million available for new projects. The fiscal 1975 figures are
the best information available now; but they are likely to change as new
multi-year projects are undertaken in fiscal 1974 and as Congressional action
proceeds on the Administration's legislative proposal and subequent appropriations.

Student assistance: Fiscal 1975 funds for direct student loans and for
health professions scholarships are only for continuations. Direct loans are
to be replaced with loan guarantees and health professions scholarships are to
be replaced with national health service scholarships, which require year-for-
year service in the National Health Service Corps, the Indian Health Service
or the Federal Health programs Service. Both moves require legislation. The
Administration proposes to recommend changes in the loan guarantee program
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to increase the total loan ceiling from $10,000 to $25,000, to raise the
annual ceiling, and to modify other provisions to make the program more suitable
for health professions students. The Administration already has submitted
legislation (on which no action has occurred)to make permanent the national
health service scholarship program (which expires June 30,1974) and to provide
an open-ended authorization level. It is estimated by the Administration
that the requested $22.5 million in national health service scholarships could
support an additional 2,000 students in fiscal 1975.

Construction: Program levels for fiscal 1974 grants-in-aid for construction
of health professions teaching facilities remain unclear. Approximately
$189 million is available for obligation, and construction grant applications
have been mailed from the DHEW to the regional offices. Awards are planned
during the summer, and it is expected now that the awards will total at least
$94 million, the amount of released fiscal 1973 funds. It is not yet clear
whether $95 million in fiscal 1974 funds will be released for obligation in
fiscal 1974 by the DHEW Comptroller.

Educational assistance: Continuation of prior-year family medicine grants
to hospitals will require about $5 million in fiscal 1974. The availability
of $10 million in released fiscal 1973 funds means that approximately $14.5
million is available for obligation in fiscal 1974 for new family medicine
grants. The full effect of these funds is to be reduced through forward
funding of some fiscal 1974 awards. The availability of fiscal 1975 funds for
new starts depends on the number of multi-year awards in fiscal 1974 and on
Congressional action on the Administration's legislative proposal and subsequent
appropriations. Family medicine grants are to be funded, beginning in fiscal
1975, through the Health Manpower Education Initiative Awards program.

Health Manpower Education Initiative Awards, another program in which the
Association is interested, are included in the health manpower budget under special
educational programs. HMEIAs are used to support area health education centers,
recruitment of disadvantaged students, and new forms of education, training and
health services delivery. They are available to any public or private nonprofit
entity, not only to health professions schools. The budget data follow:

Health Manpower Education Initiative Awards

(Budget authority in milliOnS)

1973 1974 1975
Area health education centers $28.7 TIftb Trftb
Physician assistants 7.0 8.0 8.0
Manpower initiatives 19.5 12.3
Disadvantaged recruitment 6.3 7.0 6.7
0E0 grants 0.6
Primary care residencies 5.0
Family medicine 10.0
Computer technology 6.0 2.9

Total $48.0 $49.4 $54.6
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Little expansion, if any, is planned for ongoing programs funded through
HMEIAs. No new starts are provided for area health education centers or
for physician-assistant programs, for example. The Administration is
proposing a new program of support for primary care residencies, to be included
in its health manpower legislative proposal. The fiscal 1974 funding level
for AHECs still is uncertain, because of the availability of $28.7 million in
released fiscal 1973 funds. Some forward funding of AHEC support may occur
in order to reduce the impact on future year's budgets of the released funds.
Two new programs are to be funded through the HMEIA program, beginning in
fiscal 1975, that previously were funded elsewhere. Family medicine grants
to hospitals previously were funded through the health professions portion
of the health manpower budget. The line item for 0E0 grants reflects
Administration phasing-out of the Office of Economic Opportunity and future
funding of some 0E0 health activities under the broad authorities of the
HMEIA program.

Health facilities construction

This line item is a new presentation in the fiscal 1975 budget, combining
health manpower construction assistance and medical facilities construction
(Hill-Burton) assistance. Details of the health manpower construction program,
as it relates to health professions teaching facilities, are included in the
discussion of Health Manpower (above).

In fiscal 1975, the only request for new budget authority is for the health
manpower interest subsidy program. No new funds are requested for the Hill-
Burton program, whose legislative authority expires June 30 and for which the
Administration is not requesting an extension. The budget data follow:

(Amounts in millions)

1973 1974 1975
Medical facilities construction

Budget authority $214.0 $197.0
Obligations 158.9 250.8 $188.6

Health teaching facilities
Budget authority $120 $114
Obligations 143.1 221.7 114.0

Interest subsidies
Budget authority $ 2.0 $ 2.0 $ 2.0
Obligations 0.5 2.2 4.8

_

In explaining its decision not to seek extension of the Hill-Burton program,
the Administration made two assertions: (1) on a national basis, there is a
general oversupply of hospital beds; and (2) institutional providers, as a resillt
of federal and private third-party reimbursements, now have access to a
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reasonably predictable cash flow in order to obtain loans for capital
expenditures. In the grant program, $197.2 million in released fiscal
1973 funds have been distributed to DHEW regional offices for allocation
to state agencies. Fiscal 1974 appropriations also are to be distributed
for obligation. Activities to be supported by the Medical Facilities
Guarantee and Loan Fund are still uncertain. The fund is used as a protection
against defaulted guarantees, for interest payments on guaranteed loans to
nonprofit sponsors, for direct loans to public agencies, for interest
payments on direct loans which have been sold and guaranteed, and to repurchase
direct loans that have been sold and guaranteed. The fund currently is
capitalized at $107.3 million, including $50 million which is restricted
against defaulted guarantees; a revolving fund of $30 million for direct
loans to public agencies, and $27.3 million for interest payments. The
limit on the outstanding principal of direct loans and loan guarantees is
based on allocations to states, and based on 1971 and 1972 allocations the
current limit is $999 million. It is expected by the Administration that the
limit will be totally committed by June 30, 1974. The principal amount of
guaranteed loans in fiscal 1973 was $145 million. In reaching the projected
level, the DHEW is to decide how to treat fiscal 1973 allocations of some
$500 million affected by impoundments, and that decision has yet to be made.
The delayed effect of phasing out the program is the result of three-year
availability of Hill-Burton funds. Thus fiscal 1974 dollars are available
through June 30, 1976.
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Health Services Administration

Community health centers 

The Administration is requesting $200 million in budget authority for
fiscal 1975 for community health centers. Although this amount is $5
million less than the fiscal 1974 authority for community health center
projects, the DHEW believes that the lower funding level will not have a
negative effect on the number of persons served, because improved management
techniques and increased third-party reimbursement will be emphasized.
The budget data follow:

(Amounts in millions)

1973 1974 1975

Community health centers

Budget authority $209 $205 $200
Obligations 111 217 200

The fiscal 1973 budget authority figure includes $97 million for the transfer
of the Office of Economic Opportunity neighborhood health centers project. This
transfer did not occur until fiscal 1974. The fiscal 1974 obligations level
includes $6 million in recently released fiscal 1973 funds impounded from the
family health centers program. DHEW does not want to use these funds to finance
new starts, but plans instead to enrich the family health center benefit pack-
age which does not now include hospitalization, dental services, or prescription
drugs. The Administration plans to seek an extension of the program's
legislative authority which expires June 30, 1974.

Health maintenance organizations 

The Administration has requested a supplemental appropriation of $65 million
for fiscal 1974 and budget authority of $60 million for fiscal 1975 for the
development of health maintenance organizations (HMOs). The budget data follow:

(Budget authority in millions)

Number of
projects

1974 1975

AmountAmount
Number of
projects

Activity
Feasibility studies 60 $ 3.0 60 $ 3.0
Planning 48 6.0 48 6.0
Initial development 20 16.0 39 31.0
Loans and loan guarantees 20 35.0 38 15.0
Program support 5.0 5.0

Total 148 $65.0 185 $60.0
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Funds will be provided for grant support for an estimated 60 feasibility
studies each year and 48 planning projects each year. In addition, HMOs
in the initial development stage (20 in 1974 and 39 in 1975) will receive
grant support. DHEW anticipates that activities for each of these stages
of HMO development will take no longer than one year. In fiscal 1974
$35 million will be used to capitalize a fund for loans and loan guarantees
for HMOs in the initial operational stage. The fiscal 1975 budget provides
another $15 million to be added to this revolving fund. Loan funds would be
available to an HMO during its first 36 months of operation or in the first
36 months following a significant expansion either in its membership or
in the target area.it serves. DHEW estimates that 20 operational HMOs will
receive loans or loan guarantees in fiscal 1974, and that an additional
18 operational HMOs will receive loan assistance from the revolving fund
in fiscal 1975. These 38 HMOs expected to be operational by the end of fiscal
1975 will eventually serve an enrolled membership of about one million
people, according to DHEW estimates.

DHEW does not plan to award any HMO grants until regulations to implement
the HMO program become final around June 1, 1974. The Department is not
planning to operate the program under temporary regulations. In its request for
a supplemental appropriation for 1974, the Administration will also request
that the funds remain available until expended. In awarding the grants,
DHEW plans to give some priority to eligible HMO projects currently receiving
federal assistance, especially those in the operational stage now eligible
for loans and loan guarantees.

National health service corps 

For fiscal 1975, the Administration intends to enlarge the activities of
the National Health Service Corps despite a drop in the budget request. The
budget request of $9 million is $1 million below the fiscal 1974 budget authority.
This apparent drop in fiscal 1975 funding is due to the termination of several
one-time contracts which were supported by fiscal 1974 funds and which will
not recur in fiscal 1975. Approximately 156 new positions and 45 new communities
will be added to the NHSC program in fiscal 1975. The Administration estimates
that the program will support over 530 health professionals in 245 communities
designated as health manpower shortage areas.

Patient care and special health services 

For fiscal 1975, the Administration has requested budget authority of
$109 million for patient care and special health services, to operate eight
general hospitals and 26 outpatient clinics for legal beneficiaries of the
Public Health Service. The Administration's request also includes funds to
provide health care and burial expenses for the untreated participants in the
1932 PHS study of syphillis in Tuskegee, Alabama.

The fiscal 1975 request is approximately $4 million over the fiscal
1974 budget authority. The HSA has indicated that almost all of this increase
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will be absorbed by mandatory pay increases and increased costs of drugs
and supplies.

In response to the Administration's attempts to close down PHS
hospitals last year, the Congress passed legislation (PL 93-155) mandating
that PHS hospitals remain open, but allowing DHEW to propose changes in
PHS hospital operations and services. The Department is in the process of
establishing a task force to consider possible options for the future use
of these facilities, such as transferring them to local communities. The
HRA indicated that no changes are planned in the current residency training
programs at PHS hospitals.
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National Institutes of Health

Research institutes

The Administration has requested approximately $1.8 billion for NIH
research institutes and divisions, an increase of $52 million over budget
authority for fiscal 1974. This increase is composed of a $73-million increase
for the National Cancer Institute, a $23-million increase for the National Heart
and Lung Institute, a $44-million decrease for the Division of Research Resources,
and an increase of $1 million for all other research institutes combined. Obliga-
tions for fiscal 1974 will exceed budget authority because of the influx of
previously impounded but now released fiscal 1973 funds. The following table
provides the budget authority, obligation, and outlay figures for: fiscal 1973;
the fiscal 1974 Labor-HEW appropriations bill (PL 93-192); the fiscal 1974 budget
after discretionary withholding of 5 percent of funds, which was authorized in
PL 93-192; and the President's fiscal 1975 budget:

National Institutes of Health
(amounts in thousands)

Fiscal year 1973 1974 1975
PL 93-192 OMB

Cancer (budget authority) $ 492,250 $551,191 $527,306 $600,000
(obligations) 431,271 589,186 600,031
(outlays) 384,310 530,998 559,411

Heart (budget authority) 300,042 302,915 286,465 309,299
(obligations) 255,728 329,511 309,309
(outlays) 232,921 305,801 333,779

Dental (budget authority) 46,998 45,565 43,949 43,959
(obligations) 40,865 50,089 43,965
(outlays) 39,413 47,381 50.047

Arthritis (budget authority) 167,348 159,447 152,941 152,961
(obligations) 142,838 177,471 152,961
(outlays) 149,528 171,514 188,857

Neurology(budget authority) 130,694 125,000 119,903 119,958
(obligations) 107,478 143,372 120,158
(outlays) 110,755 133,500 153,236

Allergy (budget authority) 113,434 114,000 110,369 110,404
(obligations) 103,347 121,237 110,804
(outlays) 106,394 119,566 121,850

NIGMS (budget authority) 183,212 176,778 166,329 168,329
(obligations) 154,035 197,506 163,329
(outlays) 170,841 197.515 208,505

Child Hlth(budget authority) 130,450 130,254 124,867 124,897
(obligations) 111,208 144,155 124,942
(outlays) 114,718 134,125 145,099

Eye (budget authority) 38,570 41,631 39,938 39,947
(obligations) 34,391 44,103 39,947
(outlays) 34,325 36,187 38,585

Envir. Hlth(budget authority) 30,960 28,879 28,386 28,684
(obligations) 26,137 33,122 28,684
(outlays) 25,849 31,370 33.609

Research Resources
(budget authority) 75,091 133,472 126,935 82,700
(obligations) 72,846 129,131 82,700
(outlays) 73,280 124,275 141,417

Fogarty (budget authority) 666 4.767 4,762 4,784
(obligations) 3,899 5,729 4,984
(outlays) 4,253 5,219 6,246

TOTAL - Research
(budget authority) $1,713,715 $1,813,900 $1,734,150 $1,785,922
(obligations) 1,484,043 1,964,612 1,786,814
(outlays) 1,446,587 1,837,451 1,980,641
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Research activities

(Obligations in millions)

Activity: 1973 1974 1975

regular research grants-
noncompeting $ 435 $ 452 $ 514
competing 176 291 195

T-6-11 $ 743 $ 709

research contracts

research training-
training grants

$ 261

$ 105

$ 335

$ 128

$ 362

$ 57
fellowships 11 46 61

Weinberger plan (27.5) (55.5)
T—TIT $ 174 $ 118

general research support $ 21.1 $ 45.3 $

minority biomedical support $ 5.0 $ 7.0 $ 7.3

other research activities $ 469.4 $ 661.0 $ 562.6

Total $1,483.5 $1,963.3 $1,785.9

Research grants: For fiscal 1974, the NIH estimates that $743 million willbe available to fund over 10,000 research projects. The fiscal 1974 obligationsfor research grants will dnclude fiscal 1973 funds which were impounded by theAdministration and released in December 1973. For fiscal 1975, $709 million willbe available to fund approximately the same number of research projects as
in 1974. For both years, the number and funding of noncompeting research
grants will increase, while the number and funding of competing grants will
decrease. In terms of dollars obligated, research grants account for 37 percentof the fiscal 1974 research budget, and 39 percent of the fiscal 1975 research
budget. Research contracts represent 17 percent of the NIH research budget in
fiscal 1974, and 20 percent in fiscal 1975. (An itemized breakdown of competing
and noncompeting research grants, distributed by NIH institutes, is on page 25.)There remains some uncertainty as to whether the fiscal 1974 and 1975 obligationswill be sufficient to fund noncompeting continuations. Information available
to the Association indicates that the NIH intends to fully fund all moral
commitments. Officials at the NIH were unable to specify at this time whether
all years of multi-year grants would be obligated in the first year or over a
period of years. There are indications that new projects funded out of fiscal 73money are to be at least partially forward-funded. This is designed to reduce
the impact on future years' budgets of released fiscal 1973 funds.

Research contracts: Obligations for NIH research contracts will increasein fiscal 1974 and 1975. Virtually all of the $27 million increase in 1975
will be obligated for cancer- and heart-related research contracts.
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Research training: Traditional research training grant and fellowship
programs will continue to be phased out as the "Weinberger plan" of post-
doctoral fellowships for priority research areas is phased in. The NIH may
use part of the fiscal 1974 funds (which include the released fiscal 1973 funds),
to support continuing training grant and fellowship obligations incurred in fiscal
1973 and previous years, and to support applications for these programs which
had been submitted and were awaiting action by the January 29, 1973, cut-off
date. After that date, no new starts under the traditional training or fellow-
ship programs are to be made except for training grants in fields not attracting
adequate numbers of Weinberger plan fellows. New obligations for fiscal 1974
and 1975 will be used to fund the Weinberger plan and to honor previous commit-
ments. For fiscal 1974, approximately $27.5 million is available for new
fellowship obligations under the Weinberger plan, while $55.5 million will be
available for this purpose in fiscal 1975. The remaining funds will be used
to phase out previous training commitments. DHEW estimates that the new fiscal
1974 fellowship awards will be made in late May or June 1974, and will support
at least 1,825 researchers. The fiscal 1975 funding is estimated to support
the continuation of earlier awards as well as approximately 1,825 new fellows.
Legislation (HR 7724) proposing different versions of NIH research training
authority is still pending in Congress. It is therefore not clear what type
of training program or levels of funding would result if HR 7724 were enacted.

General research support grants: The Administration has proposed total
termination of the general research support program in fiscal 1975. Support
will continue for the Minority Biomedical Support Program and for the other
programs sponsored by the Division of Research Resources. Released fiscal
1973 GRS funds will be obligated in fiscal 1974. Following is a summary
of GRS grant obligations:

GRS Grants:

(Allocations in millions)

1973 1974 1975

Medical schools $ 23.5 $ 24.3 $ 17.8
Other institutions 29.4 30.6 22.0

Total $ 52.9 $ 54.9 $ 39.8

The NIH is in the process of completing its grant review, and hopes to send all
notices out by April. For medical schools, approximately $9 million of fiscal
1973 GRS funds already have been distributed. The release of an additional
$15.3 million in fiscal 1973 funds will bring the total fiscal 1973 obligations
for GRS formula grants to 104 medical schools to $24.3 million. Initially
in fiscal 1974, $17.8 million will be obligated to 104 medical schools. A later
award cycle is to distribute an additional $5 million in fiscal 1974 funds
among medical schools and other institutions after the formula grants have
been recalculated.

Minority biomedical support: The Administration will continue this program
in fiscal 1975, as part of the regular program of the Division of Research
Resources. The minority program will not be affected by the decision to
terminate GRS support.
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Other research activities 

Approximately $661 million are to be obligated in fiscal 1974, and
$562.6 million in fiscal 1975 for other NIH research activities. Included
in these totals are $34 million and $45.1 million for cancer control programs
in fiscal 1974 and 1975, respectively; $51 million and $22 million are to
be obligated for cancer construction programs in those same fiscal years.
Additional components supported by these research funds are multidisciplinary
research centers and other special programs.

National Library of Medicine 

(Amounts in thousands)

1973 1974 1975

Budget authority $28,568 $26,309 $27,738
Obligations $25,933 $31,030 $29,238

For fiscal 1975,. the Administration estimates total obligations for the
NLM to be $29.2 million, which is approximately $2 million less than estimated
fiscal 1974 obligations. Included in this decrease is a proposed $1.4 million
cutback in extramural assistance to medical libraries, from $7.7 million in
fiscal 1974 to $6.3 million in fiscal 1975. Legislation currently pending
in Congress (HR 11385) would authorize $17.5 million for fiscal 1975 for medical
library assistance programs, whose authorizations will expire on June 30. No
funding has been requested to construct facilities for the Lister Hill Bio-
medical Communications Center. NLM research grant obligations are estimated
at $900,000 to fund 28 grants in fiscal 1974, and a similar amount to fund
32 grants in fiscal 1975.

The Administration's fiscal 1975 budget presented funding information
in a new format, listing obligations by program activity, rather than by
funding mechanism (see page 26). The NIH is in the process of developing
a "cross-walk" to translate the new budget request into functional areas.
When this information is developed, it will provide figures on the distribution
of research grants, contracts, training, and other funds through the NIH
institutes and divisions.
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OBLIGATIONS FOR REGULAR RESEARCH GRANTS

Institute:
(includes impounded FY 1973 funds)

FY 1974 FY 1975
Funds

(millions)
number of
projects

Funds
(millions)

number of
projects

NCI total: $116 1,740 $116 1,773
noncompeting
competing

$ 65
$ 51

1,030
710

$ 75
$ 41

1,240
533

NHLI total: $178 1,910. $173 1,687
noncompeting
competing

$ 112
$ 66

996
914

$ 127
$ 46

1,156
531

NIDR total: $ 16 243 $ 13 227
noncompeting
competing

$ 10
$ 6

170
73

$ 11
$ 2

192
35

NIAMDD total: $113 1,204 $103 1,642
noncompeting_ 
competing

$ 68
$ 45

1,135
69

$ 69
$ 34

1,153
489

NINDS total: $ 68 1,231 $ 70 1,241
noncompeting
competing

$ 36
$ 32

622
609

$ 48
$ 22

721
520

NIAID total: $ 63 1,135 $ 56 926
noncompeting
competing

$ 43
$ 20

791
344

$ 44
$ 12

727i
199

NIGMS total: $ 83 1,301 $ 82 1,363
noncompeting
competing

$ 55
$ 28

918
383

$ 67
$ 15

1,151
211

NICHD total: $ 66 878 $ 61 940
noncompeting
competing

$ 40
$ 26

608
270

$ 48
$ 13

745
195

NEI total: $ 27 433 $ 26 410
noncompeting
competing

17
$ 10

276
157

$ 19
$ 7

303
107

NIEHS total: $ 13 190 $ 9 152
noncompeting
competing

$ 6

$ 7

92
98

$ 7
$ 2

121
31

NIH TOTAL: $743 10,265 $709 10,361
noncompeting
competing

$ 452
; 291

6,638
3,627

$ 515
$ 194

7,510
2,851
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Career
Cateer cause Sri prevention research 
LcCcetine, God dla..nosis research 
Treatment research  
Other cancer biolopy 
Pesourres developmcrt
'Cancer control - demonstration 

Subtotal 
Heart
Eenrt and vascular diseases 
Lcnc diseases 
Blood diseases and resources 
Intramural laboratory and clinical research
Research management and program Servicec 

Subtotal
Dental.

Carle& 
Feriodantal and soft tissue diseases 
CranJofacial ahooslics 
Restorative materials 
Pain control and behavioral studies 
Dental research institutes 
Intramural laboratory and clinical research
Research management and program services 

Subtotal
Arthritis
Artr-itis, orthopedics & skin disease research 
oi.tctcs, endocrinology and metabolism research 
Digestive diseases and nutrition research 
Kidney disease 
Blood discazes 
Intramural laboratory and clinical research 
Research management and program services 

Subtotal 
Veurolo..v

Communicative disorders 
Neurological disorders 
Stroke, nervous system trauma 
Fundmental neurtsciences 
Intramural laboratory and Clinical research 
Research management and program services 

Subtotal 

1973 Oblirations 1/ 1974 Oblirations 1975 Budeet Authority
(Oblicutions)

115.3 145.0 151.7
21.0 40.3 43.2
144.9 193.9 205.1
63.8 84.8 0.8
69.1 89.8 64.3
5.5 14.6 45.1

42.0 5,4.2 600.0

146.5 199.2 174.2
23.3 44.6 45.3
41.7 51.0 50.3
19.3 21.7 22.4
12.1 15.3 17.0

24/.9 330.1 30).3

Allem,
Allergic and immunologic diseases 
Pacterial and .fungal diseases 
Viral diseases 
Parasitic diseases 
Intramural laboratory and clinical research
Research management and program services 

Subtotal 
General medical saiences 
Pharracalotv-toxicolocy 
Biemedlcal engineering 
Clinical and physicological sciences 
Genetics 
Cellular and molecular basis of disease 
Research management and program services
General research support 

Subtotal
Child Penith
Population research 
Child health 
Acing 
Intramural laboratory and clinical research
Research management and program service- 

Subtotal 
Eve
' Retinal and choroidal diseaces 

Corneal diseases 
Cataract 
Glaucoma  '
Sensory-motor disorders and rehabilitation 
Intramural; laboratory and clinical research
Research Management and program services 

Subtotal 

Ehvirnnrental health 
Lnvironmental health science centers 

Envir. mutrirenes1s and reproductive toxicology 
Etiolocy or envir. diseases and disorders 
Environmental phnrmasolor,y and toxicolorY 
Environmental pathorenesis 
Intramural laboratory and clinical research 

Research management and program services 
Subtotal 

Rereftreh resn,rces 
Clinical research
Diotechnolovy research 
Laboratory antral sciences and primate recearch 

General research support 
Einority biomedical suppo-• 
Chenical/biolonical inrommtion handliol research

Research management and program services 
Subtotal 

Fo-artv Jr...arr./ale-al center 
Corgas te:Loriul laboratory 
Scholars 
Research management and program services 

Subtotal 

8.5 10.1 9.0
7.2 10.0 7.3
5.1 8.3 6.1
3.5 3.4 2.8
.7 1.1 1.0
6.2 6.9 7.2
6.4 7.3 7.6
2.8 3.0 1.1
40.4 50.1 44.0

21.7
43.3
21.4
17.4
10.3
20.8
5.2

25.7
57.1
33.8
20.2
11.7
22.6
5.8

22.3
46.5
27.1
17.3
10.6
23.3
5.9

140.1 171.0 153.0

13.4 18.8 14.4
53.0 64.8 55.4
13.0 23.1 19.0
10.8 14.0 12.2
6.5 7.7 8.3
8.9 14.2 10.7

105.6 142.0 - 120.0

25.2 30.8 27.2
22.6 28.6 24.0
20.8 24.1 21.9
9.3 10.8 9.8
18.7 20.5 21.6
4.7 6.0 6.0

101.3 120.0 110.4

23.4, 27.8 26.2
10.0 24.6 21.4
20.3 26.0 23.3
40.2 50.0 46.1
42.5 57.0 44.9
5.5 6.6 6.5
--- 5.3 . ---

149.9 191.3 luS.3

34.8 46.7 40.2
46.6 61.9 52.4
9.4 12.0 9.1
13.0 14.2 14.7
7.2 8.3 8.5

110.0 143.9 124.9

11.6
4.8
2.4

3.5
6.3

3.7
1.6

14.0
6.9
3.5
5.1
8.3
4.3
1.9

12.5
6.0
3.0
4.5
7.5
4.5
2.0

33.9 44.0 39.9

3.7 4.0 5.1
1.7 3.0 2.8
4.5 5.6 4.1

5.1 7.9 4.3
1.7 2.9 1.8

7.9 8.3 9.2
1.4 1.4 1.4

26.0 33.1 20.7

41.3 42.5 42.5

10.7 11.9 11.9
17.6 18.9 17.5
21.1 45.3 ---...

5.0 7.0 7.3
1.0 1.0 1.0
2.2 2.5 2.5

90.9 129.1 112.1

.5 .5 .5
1.0 2.4 1.2
2.4 2.7 3.1

3.9 5.5 4.11

1,483.5 1,963.3 1,785.9
TOTAL, Institutes and

Research Divisions..

1/ Comparable for 0250 and Scientific Evaluation

NOTEi May not add due to rounding
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Social and Rehabilitation Service

The key activities of the Social and Rehabilitation Service that affect
the medical schools, other than the SRS role in the Medicaid program which
this Memorandum is not including, are certain rehabilitation research and
training programs and university affiliated centers for the developmentally
disabled. No major changes in these programs from previously announced
policies are expected in either fiscal 1974 or fiscal 1975. The budget data
follow.

Rehabilitation services and
facilities

(Obligations in thousands)

1973 1974 1975

Research $21,810 $20,096 $20,000
Training 32,016 15,572 11,500

Grants for the developmentally
disabled

University affiliated
facilities 4,464 4,335 4,250

In research, a major area for emphasis in fiscal 1975 is the rehabilitation
of the spinal cord injured and the severely disabled. The training program
continues in the process of being phased out. The developmental disabilities
centers program is to support 33 centers, providing specialized services to
more than 50,000 trainees from more than 60 disciplines.
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VETERANS' ADMINISTRATION

The health-related budget of the Veterans' Administration is to increase
about 10 percent in fiscal 1975 over the fiscal 1974 level. Some increase is
spread among nearly all programs. Of special interest to the Association, the
VA's new program of assistance to health personnel education institution is
to operate at a $10-million level in fiscal 1974 and a $20-million level in
fiscal 1975. More detailed comments are provided under the budget headings of
medical care, medical and prosthetic research, assistance to health manpower
training institutions, medical administration and miscellaneous operating
expenses, and construction.

Medical care

The $3.2 billion in budget authority requested for the VA's medical
care activities is $315.9 million
items follow:

over fiscal 1974. Budget data on selected

(Obligations in thousands)

1973 1974 1975

Hospital care $1,743,618 $1,954,360 $2,091,312

Outpatient services 437,134 494,215 587,135

Education and
training 138,130 154,159 180,861

The average daily patient census in VA hospitals is to increase from
81,500 in fiscal 1974 to 82,000 in fiscal 1975, and average employment is to
grow from 124,695 in fiscal 1974 to 129,766 in fiscal 1975. The result is that
staffing ratios are to improve from 1.5 in fiscal 1974 to 1.6 in fiscal 1975. —
Fiscal 1975 staffing ratios are to be 1.70 in medical bed sections, 2.07
in surgical bed sections, and 1.10 in psychiatric bed sections. The number of
outpatient visits is to increase from 11.9 million in fiscal 1974 to 13.8
million in fiscal 1975. Based on new VA-medical school affiliations, the number
of physicians and dentists in the VA medical education and training program
is to increase from 29,800 in fiscal 1974 to 30,900 in fiscal 1975. Included
in the budget are funds for the initiation or expansion of emergency care programs
at eight hospitals, geriatric research and clinical centers at six hospitals,
sickle cell screening and counselling at 12 hospitals, hypertension screening
and treatment, and patient health education. The budget also provides funds for
activation expenses of relocation and replacement general hospitals and new
hospital bed buildings at Columbia, Mo.; San Antonio, Texas; San Francisco;
Tampa, Fla.; and White River Junction, Vt.
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AAMC Memorandum 74-6

Medical and prosthetic research 

The VA research budget is to increase about 8.5 percent in fiscal 1975
over fiscal 1974. The budget data follow:

(Obligations in thousands) 

1973 1974 1975

Medical research $75,399 $81,756 $88,675

Prosthetic research 3,186 3,344 3,675

The additional funds are for initiation and growth of research programs in new
and replacement hospitals and expanded laboratory facilities; initiation of
research programs in hospitals newly affiliated with medical schools; and
development and expansion of special VA research programs in aging, sickle
cell disease, hypertension, and alcohol and drug dependence.

Assistance to health manpower 
training institutions 

This program was authorized in the Veterans' Administration Medical School
Assistance and Health Manpower Training Act of 1972. Because of difficulties
encountered establishing the program, initial implementation has been delayed
until fiscal 1974. The budget data follow:

(Obligations in thousands)

1973 1974 1975

Grants for new state
medical schools $5,000 $8,500

Grants to affiliated
medical schools 3,000 6,500

Grants to other health
manpower institutions 1,500 3,500

Expansion of VA hospital
education and training
capacity 500 1,500

Total $10,000 $20,000

Congress has appropriated budget authority of $45 million for this VA-supported,
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AAMC Memorandum 74-6

OMB-opposed program. Funds appropriated for the program are available for
obligation and expenditure up to six years after the fiscal year in which
they were appropriated. This fact is cited by the Administration in explaining
why there is no request for new funds in fiscal 1975. The program provides
grants to assist in the establishment of up to eight new state medical schools
to be operated in conjunction with VA hospitals; for grants to existing medical
schools affiliated with the VA to expand and improve their training capacities;
for grants to other health manpower institutions affiliated with the VA to
coordinate, improve and expand the training of professionals, allied health and
paramedical personnel; and for expansion of the VA hospital education and training
capacity, including the development or initiation of improved methods of educating
and training health personnel. The first deadline for receipt of grant applications
is March 1; a later grant application cycle is expected about mid-summer. Only
about two or three applications for new-school assistance are expected to qualify
in fiscal 1974. Another one or two additional schools may qualify in fiscal
1975. About 15-20 applications for assistance to existing affiliated schools
are expected, with academic medical centers accounting for an additional 10-12
applications.

Medical administration and miscellaneous 
operating expenses 

Activities in this budget which interest the Association are VA postgraduate
and inservice training, research and development in health services, and
exchange of medical information. The budget data follow:

(Obligations in thousands)

Postgraduate and inservice

1973 1974 1975

training $5,166 $8,000 $10,130

Research and development
in health services 963 3,006 4,828

Exchange of medical
information 2,033 3,000 3,000

—

The VA research and education associates program is to expand and new
applications are being accepted. The clinical associate and medical investigator
programs are being phased out; no new applications are being accepted, but
persons holding appointments are to serve out the term of the appointment. No
new applications are being accepted for senior medical investigator, the senior
position in the VA career development program. A portion of the budget increase
for research and development in health services reflects the higher costs of a
VA staff reorganization, but the bulk of the increase is to fund ongoing projects
and new projects aimed at improvement in the delivery of health care.
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Construction

The VA's construction budget is up sharply in fiscal 1975 compared to
fiscal 1974. Comparable budget authority figures are $181 million in fiscal
1973; $110.6 million in fiscal 1974; and $276 million in fiscal 1975. Budget
data follow on segments of the construction program of most interest to the
Association:

(Amounts in thousands)

1973 1974 1975

Hospital replacement and
modernization (budget authority) $75.1 $37.0 $201.9

(obligations) 5.9 26.6 65.9

Research and education
(budget authority) 12.4 5.7
(obligations) 0.5 7.4 7.6

Major fiscal 1975 projects include replacement hospitals at Loma Linda, Calif.;
Los Angeles; and Bronx; and a new bed building at Columbia, S.C. The major
research and education project continues to be in connection with the Louisiana
State University School of Medicine in Shreveport.
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Budget Action on Expiring Health Programs

A large number of legislative authorities for federal health programs
are to expire June 30, 1974. As a result there are no fiscal 1975 authorization
levels for such programs, and thus it is difficult to measure the President's
fiscal 1975 budget request against a Congressionally determined level of need.
The following chart lists health programs whose authority is to expire,
legislation (if any) to modify and extend the programs, the fiscal 1975
authorization level in the pending legislation, and the President's fiscal
1975 request. Because of differences in proposals supported by the Congress and
the Administration, some pending authorization and budget request figures are not
precisely comparable. Nevertheless, they provide the best basis for comparison
at the present time. Also, some bills are to extend more than one program.

Expiring program and pending Pending fiscal
legislation to extend and modify 1975 authorization

level
(in millions)

Fiscal 1975
budget
request
(in millions)

Research

National Cancer Act $800 $600
S 2893 (hearings concluded 1/30)
HR 12314 (hearings concluded 2/6)

Health Services

Health services research $65 .2 $69
Health statistics 30.0 24
Medical library assistance 17.5 6.3

HR 11385 (passed 1/21)
S 2996 (introduced 2/8)

Regional medical programs
Comprehensive health planning

a
a

Medical facilities construction (Hill-Burton) 2
HR 12053 (introduced 12/20) $232
S 2994 (introduced 2/8) 198b

Community mental health centers
Mental health of children ) 116.5 630c
Alcohol, drug abuse control
Family planning 15.5 101c
Developmental disabilities 77 53
Migrant health 50 24
Comprehensive health services 100 90

HR 11511 (hearings underway)
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Expiring program and pending
legislation to extend and modify

Health services (cont'd)

National Health Service Corps
(no bill introduced to date)

Health manpower 

Health professions
Nursing
Allied health
Public health

(no bill introduced to date)

National health service scholarships

Pending fiscal
1975 authorization
level
(in millions)

Fiscal 1975
budget
request
(in millions) 

$9

$257
45

Such sums as $22.5
HR 11539 (introduced 11/15) may be necessary

a. The Administration proposes a $75-million health resources planning program
to combine the present RMP and CHP programs.

b. The Senate bill does not include the Hill-Burton program, which the Senate will
consider in separate legislation not yet introduced.

c. Program appropriations are authorized by more than one legislative authority.
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The figures below were released at a
Press Conference by HEW on Saturday,
February 2, 1974.

National Cancer Institute
National Heart and Lung Institute

0 National Institute of Dental Research..
National Institute of Arthritis, Metabolism, and.. 

E Digestive Diseases
National Institute of Neurological Diseases and
Stroke

'5 National Institute of Allergy and Infectious Diseases0
National Institute of General Medical Sciences

.; National Institute of Child Health and Human
-0 Development .u National Eye Institute(.)

National Institute of Environmental Health-0
0 Sciences;..

Research Resourcesu;.. John E. Fogarty International Center for Advanced
(1)
-0 Study in Health Sciences
0,-)
,-) Total. Research

Q.)
National Library of Medicine
Buildings and Facilities
Office of the Director

u
Total, National Institutes of Health

0

0..,-)(.)u
75(.)
u

O
4:1

Food and Drug Administration
Health Services Administration
Center for Disease Control

(.) National Institutes of Health
8 Alcohol , Drug Abuse and Mental Health Administration

III 

Health Resources Administration
Assistant Secretary for Health
(PSRO'S)

Subtotal, Health Agencies (Budget authority)
Outlays

Medicare and Medicaid Benefits

Total,' lth Outlays

DEPARTMENT OF HEALTH, EDUCATION AND WELFARE
NATIONAL INSTITUTES OF HEALTH

1975 President's Budget
(Budget authority in thousands)

1973 1974 1975 Change

$ 492,250 $ 527,306 $ 600,000 $ 72,694
300,042 286,465 309,299 22,834
46,998 43,949 43,959 10

167,348 152,941 152,961 20

130,694 119,903 119,958 55
113,434 110,369 110,404 35
183,212 168,329 168,329

130,450 124,867 124,897 30
38,570 39,938 39,947 9

30,960 28,386 28,684 298
75,091 126,935 82,700 -44,235

4,666 4,762 4,784 22

$1,713,715 $1,734,150 $1,785,922 $ 51,772

28,568 26,309 27,738 1,429
8,500
11,755

8,000
12,875

3,000
18,124

-5,000
5,249

$1,762,538 $1,781,334 $1,834,784 $ 53,450

HEALTH PROGRAMS
(Dollars In Millions)

1975 Change
1973 1974 1975 Over 1974

$ 149
1,082

$ 165
1 ,176 $ M1,

$ +35
+ 1

160 136 + 2
1,758 1,781 1A +54
881 833 735 -98

1,249 1,137 574 -563
76 74 97 +23

(34) (58) (+24)_L51
5,355 5,302 4,756 -547

(4,341) (5,270) (5,592) (+322)

1 (14,079) (18,007) (20,699) (+2,692)

(18,420) (23.277) (26,291) (+3,014)



HEALTH SERVICES AnMINISTRATION
ro
du
ce
d 
wi
th
ou
t 
p
 

he
 c
ol
le
ct
io
ns
 o
f
 th

e 
A
A
M
C
 N
o
t
 t
o 
be
 r
 

Comprehensive Health Services
Health Maintenance Organizations
Maternal and Child Health
Family Planning
Migrant Health
Indian Health
National Health Service Corps
PHS Hospitals
Program Administration and Other

Total, Health Services Administration

(Budget Author. in Millions)

$ 299 $ 295 I $ 290
65 60

267 266 266
131 101 101
24 24 24
220 250 281
8 10 9
96 105 109
37 60 37

$1,082 $1.176 $1,177

ALCOHOLISM, DRUG ABUSE, AND MENTAL HEALTH ADMINISTRATION
(Budget Aothority in Millions)

$

General Mental Health:
Research and Training $ 200 $ 190 $ 150 $ -40
Gommunity Mental Health 205 189 199 +10

Drug Abuse:
Research and Training 48 52 44 -8
Community Programs 167 176 157 -19

Alcoholism:
Research and Training 20 15 12 -3
Community Programs 140 113 78 -35

Saint Elizabeths Hospital 36 40 42 +2
Administration and Information 64 58 53 -5

Total $ 881 $ 833 $ 735 $ -98

HEALTH RESOURCES ADMINISTRATION 1
(Budget Authority in Millions)

Health Resources Planning $  $  $ 75 $ +75
Comprehensive Health Planning 38 42 -42
Regional Medical Programs 144 75-75
Research and Evaluation 67 78 ' 69 -9
Health Manpower:
Institutional Assistance 265 267 159 -108
Student Assistance 132 134 90 -44

E Special Projects 196 166 120 -46

Subtotal, Health Manpower $ 592 $ 567 $ 369 $ -198

Construction:

u Medical Facilities 
$ 112(1 

$ 197 $  $ -197
Teaching Facilities 114 -114

8 Interest Subsidies 2 2 2

I 

Subtotal, Construction $ 336 $ 313 $ 2 $ -311

Administration and Other
National Health Statistics

Total !!$1,2

* * * * * * * * * *

$1,137

42 -7
21

$ 574

24 +3
35

$ -563

4:1.•
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Founding President
Layton McCurdy, M.D.
Medical College of South Carolina

President
Larry B. Silver, M.D. \>'
Rutgers Medical School

August G. Swanson, M. D.

Director of Academic Affairs

Association of American Medical Colleges

Suite 200, One DuPont Circle, N. W.

Washington, D. C. 20036

Dear Doctor Swanson:

Vice President
IL Paul Gabriel, M.D.
New York University Medical Center

Secretary-Treasurer
Harvey R. Langee, M.D.
University of Florida, Gainesville

January 31, 1974

You wrote in October that the Board of the Council of Academic Societ
ies

would be meeting on March 21, 1974 to review the application of the A
ssociation

for Academic Psychiatry for membership.

I would like to briefly review the status of our Association. I enclose a

copy of the revised By-Laws and the minutes from our last meeting.

1. We are incorporated. Papers have been filed with IRS for

non-profit status.

2. Our current membership is 225 full-time faculty of Departments

of Psychiatry of Medical Schools. We project a membership of

500 by the end of this year.

3. We have established an "Institutional" membership, allowing

Departments of Psychiatry in Medical Schools to join. This

membership allows the Department to send faculty to our

workshops.

4. We are working closely with other organizations toward the

• goal of coordinating efforts in academic psychiatry.

(Chairmens of Psychiatry group, Society of Professors of

Child Psychiatry, ...)

We feel that we are actively involved in work relating to our 
established

goals. We have become the largest, most representative organization 
identified

with academic psychiatry.

Members of our

meeting if it would be

for our Association if

reacts favorably.

Executive Council Council would be happy to be p4ent'at the March 21

helpful. We feel that membership i?Ahe‘C4A.S. iS_critical

it is to accomplish its goals and hope at,the-Dbard. \

' )I (i)
Sincete_y,

/
f f

k i

Larry B. Silver, M. D.

President

• ij
•'; ,.)/

DIRECTOR
0 A 4 \94,e•

lcg
encl. "Dedicated to Teaching in Psychiatry"
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ARTICLr I: MEMBERSHIP

BY

Section 1. Individual Memberships.

a) National Institute of Mental Health Career Teachers

completing the program during the years 1968-1973
and the first president of the Association, Layton

McCurdy, are charter members.

* b) Al] National Institute of Mental Health Career Teachers

completing the program from its inception in 1955 to

1967 and all participants in the 1972 or 1973 National

Institute of Mental Health Psychiatrists as a Teacher

Conference may become members through application alone.

Other teachers who are recommended by two or more

members of the Association on the basis of their making

a major commitment to psychiatric education may be

elected to membership by a simple majority.

* Section 2. Institutional Memberships.

Departments of Psychiatry of Medical Schools shall be

eligible for Institutional Membership.,

Section 3.

Any member who is two years delinquent in dues shall

be dropped from membership. He or she must then reanply

for membership and will be assessed for past unpaid dues.

ARTICLE II: OFFICERS

* Section 1.

The officers of the Association .shall be a President,

President-Elect, Secretary and Treasurer.

Section 2.

Election of officers shall be by a simple majority of

members voting in a formal meeting. A formal meeting

requires a minimum of 25 members and must be chaired

by the president or by someone designated by him from

the Executive Council.
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Section 3.

The term of office shall be two years. No officer

can succeed himself or herself. The President-Elect

shall succeed to the presidency at the e
xpiration of

the President's term.

* Section 4.

The President-Elect, Secretary and Treasur
er shall be

elected in November of odd-numbered years.

ARTICLE III: EXECUTIVE COUNCIL

Section 1.

There shall be an Executive Council compos
ed of the

officers of the Association, the immedia
te Past

President, and. the chairpersons of the fol
lowing

committees:

Section 2.

Membership

Program

Communication

Parliamentary

These chairpersons shall be elected in Nov
ember of

even-numbered years by a simple majority
 of members

voting in a formal meeting. A formal meeting requires

a minimum of 25 members and must be chai
red by the

President or by someone designated by him 
from the

Executive Council.

Section 3.

•
The Executive Council may establish any 

ad hoc

committees deemed necessary.

ARTICLE IV: STANDING COMMITTEES

Section 1. Nominating Committee.

The nominating committee shall consist o
f two members

elected by a simple majority of members 
voting in a

formal meeting (a formal meeting requires a minimum

of 25 members and must be chaired by t
he President or

by someone designated by him from the 
Executive Council)

and two members appointed by the Executive
 Council; the

President shall vote in the case of a tie.
 This

committee is charged with presenting a 
slate to the

membership for consideration prior to ea
ch election.
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Section 2. Membership Committee.

The chairperson shall he elected by a simple majority
of members voting, in a formal meeting. A formal
meeting requires a. minimum of 25 members and must be
chaired by the President or by someone designated by
him from the Executive.Council. This chairperson
shall appoint his or her committee. This committee
shall be charged with regulating the admission and
the status of members in the Organization.

Section 3. Proaram Committee.

The Chairperson shall be elected by a simple majority
of members voting in a formal meeting. A formal
meeting requires a minimum of 25 members and must be
chaired by the President or by someone designated by
him from the Executive Council. This chairperson
shall appoint his or her committee. This committee
shall be charged with developing and carrying out any
and all meetings of the Organization.

Section 4. .Communications Committee.

The Chairperson shall be elected by a simple majority
of members voting in a formal meeting. A formal
meeting requires a minimum of 25 members and must be
chaired by the President or by someone designated by
him from the Executive Council. This chairperson
shall appoint his or her committee. This committee
shall be charged with facilitating communication
amongst members.

ARTICLE V: DUES 

Section 1.

The membership shall be assessed such dues as is
necessary for conducting the affairs of the Association.

Section 2.

Recommendations for annual dues shall be submitted by
the Executive Council for approval by a simple majority
of members voting in a formal meeting. A formal meeting
requires a minimum of 25 members and must be chaired by
the President or by someone designated by him from the
Executive Council.

Ratified: February 22, 1973

* Ratified: November 20, 1973
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AMENDMENT TO BY-LAWS

The By-Laws shall be amended to include the following:

ARTICLE VI: AnENDMENTS TO TEE BY-LAWS 

Section 1.

Amendments may be proposed in writing by any five

members of the Association.

Section 2.

- These By-Laws may be amended by a simple majority of

members voting in a formal meeting. A formal meeting

requires a minimum of 25 members and must be chaired

by the President or by someone designated by him from

the Executive Council.

• Ratified: November 21, 1973

•
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MINUTES 

Meetings of November 20-21, 1973

The Association met in General Session and in Executive Council Session on
several occasions during the Airlie-II workshop. Following are the minutes,
presented chronologically.

General Meeting

Present: 65 members

November 20, 1973

Dr. Larry Silver called the meeting to order at 1:00 p.m. He reviewed the
history of the Association and discussed the recent dialog with the Chairman's
of Psychiatry Organization. He then listed the items of agenda: (1) future
relationship of AAP with the Chairman's group and other organizations; (2) the
status of AAP's membership in RAMC; (3) financial status; (4) membership expansion;
and (5) the need to restructure the administrative organization.

After a long discussion a motion was moved, seconded and passed stating that
AAP should remain an autonomous organization while continuing toward a communication
system with other organizations. A motion was made, seconded and passed to have
the President contact the Chairman's organization, the Society of Professors of
Child Psychiatry, and other appropriate organizations toward establishing an
Assembly with representatives from each organization..

A motion was made, seconded and passed to continue the process of applying for
membership in the Council of Academic Societies of AAMC.

A motion to hold elections in November every other year, beginning in November
of 1974 was made, seconded and passed. A motion to meet once a year, preferably in
conjunction with the AAMC meeting and in the same location was made, seconded and
passed.

A discussion of membership followed. A motion to elect as members all partici-
pants in Airlie-II who were not yet members was made, seconded, and carried. A motion
was presented and approved which would limit individual membership to 200 and would
establish an institutional membership for Departments of Psychiatry of medical schools.
For an annual dues, each Department:would be able to send two Junior Faculty members
to the workshops And/or meetings.

A discussion followed reflecting on the need to reorganize the officers 'and
Council structure to reflect the increase in membership and scope. To facilitate
this reorganization Drs. Gabriel and Langee offered their resignation as Vice-
President and Treasurer respectively. A meeting of the then existing Executive
Committee was scheduled for that evening to explore the reorganization and to report
back to the membership on the next day. This meeting was announced as an open
meeting and all interested members were encouraged to participate.

Dr. Silver adjourned the meeting at 3:30 p.m.
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Executive Committee Meeting 

November 20, 1973
9:30 p.m.

Present: Executive Committee plus 20 others
members

Dr. Silver called the meeting to order. He and Dr. Brownie Hoffman had worked
on the By-Laws during the break and they presented the changes necessary to expand
the existing Executive Committee into an Executive Council. These recommendations
were approved and scheduled for presentation at the next meeting.

A recommendation was approved to set the dues for Institutional membership at
$150; this would entitle Departments to send two faculty members to the annual
workshop with free registration.

The following recommendations were approved: (1) to change the title of
Vice-President to President-Elect; (2) to move the next election to November of
1-975; (3) to establish a separate Secretary and Treasurer; (4) to establish a
Communications -Secretary; and (5) to establish a Parliamentarian Secretary.
Each of the above would be a member of the Executive Council.

The decision was made to meet in November of 1974.

Dr. Rittelmeyer agreed to redo the membership forms. The procedure will be
to deposit the check, place the individual on a mailing list, and vote on his or
or approval at the next meeting.

The meeting was adjourned at 11 p.m.

General Meeting 

November 21, 1973
Present: 28 members 9:00 a.m.

Dr. Silver called the meeting to order. It was agreed that enough members
were present to conduct business.

The By-Laws revisions were individually presented and approved (copy of revised)
By-Laws attached).

The Institutional membership of $150 with two faculty members coming to the
Annual meeting was approved. A motion was made, seconded,and passed to recind the
limit to individual membership passed the previous day. There will be no limit.

A motion to change the office of Vice-President to President-Elect was made,
seconded, and passed. A motion to change the decision of the previous day and
establish the next election as November 1975 was made, seconded, and passed.

Individual motions to establish new offices, thus enlarging the existing
Executive Committee to an Executive Council was made, seconded and passed.
Drs. Gabriel and Langee's resignations were accepted. The results of the
elections were:
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.President-Elect: Dr. Tom Webster
Secretary : Dr. Jim Eaton
Treasurer : Dr. Paul Gabriel
Membership Secretary: Dr. Louis Rittelmeyer
Program Secretary : Dr. Harvey Langee
Communication Secretary: Dr. Martin Harris
Parliamentary Secretary: Dr. Browning Hoffman

The above seven plus the immediate past President, Dr. Layton McCurdy, and
the current President, Dr. Larry Silver will be the Executive Council. This
Council was given the power to make necessary decisions when a general meeting
was not possible.

A motion was made, seconded, and passed to change the By-Laws to show that
all voting would require a majority of those voting. A minimum for a vote would
be 25 members. The meeting would have to be chaired by the President or his
designate from the Executive Council.

A motion to have elections for President-Elect, Secretary, and Treasurer in
November of odd number years, starting in November of 1975, and of other Executive
Council members in November of even numbered years, starting in November of 1974
was made, seconded and passed.

Dr. Silver offered the Association's thanks to the Program Committee for this
workshop and to Ms. JoAnn Hoffman for her major contributions. The membership
unanimously approved.

The meeting was adjourned at 11:30 a.m.

H. Paul Gabriel, M.D.
Larry B. Silver, M.D.

Addendum 

The Executive Council, based on volunteers from the membership selected the
following Committee Structure:

Membership Committee -- Chairman: Lou Rittelmeyer

Midwest: Coordinator: Duane Hagen
Daniel Creson
James Hancock
Philip Woolcott

Washington, D.C.: Coordinator: Marty Harris
Alan Arnson
Carolyn Robinowitz
Belinda Straight
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New York:

Far West:

Southeast:

Coordinator: David Preven
• Marshall Swartzburg

Coordinator: Ira Glick

Coordinator: Layton McCurdy, John Griffin
Charles Ham
Patrick Linton
Bill Powell
Miles Crowder
James Larson

Northeast: Coordinator: Andy Morrison
Carol Nadelson

Program Committee -- Chairman: Harvey Langee
Brian Doyle
John Gerber
Jim Hancock
Chase Kimberly
R.E. Froelich
Paul Fink

Financial Planning Committee -- Chairmen: Larry Silver, Paul Gabriel

Newsletter Committee -- Chairman: Marty Harris
Dan Cowell
Domeena Renshaw

•
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a c7Ro esychslafrist as a jaada
r - TI

PURPOSE:.

To improve the capabi
lities of the psychiatr

ist as

a teacher.

OBJECTIVES:

•** Participants will be provided opportuni
ties

to improve their specific
 instructional skills

in one or more of the fol
lowing areas:

* • •

• • •

SMALL GROUP INST
RUCTION

LECTURE

CLINICAL TEACHIN
G

DESIGN and USE nf
 SIMULATION TECHN

IQUES

A "free university" f
ormat will enable parti

-

cipants to share vario
us teaching strategies

and materials they hav
e developed or to dia-

logue with colleagues 
on issues of common

interest.

Various mechanisms wi
ll be developed for

ongoing post-workshop
 communications a-

mong colleagues with 
mutual interests in

improving psychiatric t
eaching.

PROGRAM:

The program emphasis 
is on participant involv

e-

ment. Consultants will 
i:ittitle individuals 

analyz-

ing their strengths and wea
knesses in particular

types of instruction thr
ough simulated teachin

g

encounters, vitkotalitt icelf and colleague
 feed-

back. Workshop staff will be 
prepared to facil-

itate through scheduling
 communication, and pro-

vision of audio-visual equipment, participants'

"free university" offerings.

Saila

Sunday, November 18, 197
3

3:00-4:00 pm Registration

4:00 pm Regional Meetings

An opportunity to m
eet with

colleagues.

5:00 pm Social Hour

6:00 pm Dinner

7:30 pm General Session

Overview of w,prkshop

activities.

Monday, November 19, 1973

8:00-9:00 am Breakfast

9:00-12:00 Small Group Activities

1. Lecture
2. Small Groups

3. Clinical Teaching

4. Design and Use of

Simulation

12:00 Lunch

1:30-4:00 pm Small Group Activities 
continued

5:00 pm Social Hour

6:00 pm Dinner

7:30 pm General Session

Open discussion and p
lanning

of Free University

8:30-9:30 pm Regional Group Meeting
s

Tuesday, November 20, 1973

8:00-9:00 am Breakfast

9:00-12:00 Small Group Activities

12:00 Lunch

1:00-2:30 pm General Session

Directions for the Associ
ation

for Academic Psychiat
ry

3:00-5:00 pm Free University

5:00 pm Social Hour

6:00 pm Dinner

7:30-9:30 pm Free University

Wednesday, November 21, 19
73

8:00-9:00 am

9:00-9:45 am

10:00-12:00

Breakfast

Regional Meetings

Planning for Future

General Session

"The Psychiatrist as a 
Teacher"

Ronald Richards, P
h.D., Vaforkhop ut

recicir

Director, Office of
 Medical Education

 Re

and Development,
 Michigan State Univ

ersik, .

Hilliard Jason, M.D., &LG.

Professor, Office o
f Medical Education

 Research

and Development and De
partment of Psyc

hiatry,

Michigan: State University; Educat
ional Con-

sultant, National 
Library of Medicin

e, Lister

Hill Center

Norman Kagan, Ph.D.

Professor, Office of Medi
cal Education Res

earch

and Development 
and Depaitinent of

 Psychiatry,

Michigan State Un
iversity

Jack Maatsch, Ph.D.
Pror,ssor, Of lice of Merlicid

 Education fieLe:ii
ch

and Development
, Michigan State Uni

versity

John Schneider, Ph.D.

Associate Professo
r, Oliice of 'Va.-t

hud Educa-

tion Research ancl Development a
nd Depart-

ment of Psychiat
ry, Michigan State 

University.

JOINT STEERING COMMI
TTEE:

Alan N. Arnz.on, M.D.

Y/az;hingion, D.C.

Ayres D'Costa, Ph.D.

Chairman, Conferenc
e

Planning Committee

Association of Ameri
can

Medical Colleges

dairies Eaton, M.D.

National Imtituie o
f

Mental Health

Jolson Hoffmann

George Washington U
niv.

Medical Center

Harvey Langee,

University of Florlda

S. Patrick. Mciiegney,

Univei si i y of Ve:nion
t

Ronald Ricliaids, Ph.
D.

Michigan Statr. Unive
rity

Larry /3. Saver. M.D.

Pre..ident, Associ:,tio
n of

Rutgers Medical Scho
ol

Thomas G. WelosN.,r, 
M.D.

George Washington U
r.iv.

Medical Center

It. let Galn lel. M.D.

New York University

Medical Critter

PARTICIPANTS:.

This year's confe
rence will he open

 to all members

of the Associatio
n of Acariemic 

Psychiatry. A re-

gistration form ma
y he sent in by a

ny member, ou

by those who sic
 joining the A-e.o

cialion.

EXPENSES:

All personal expenses 
must be borne by

 the indivi

dual or their support
ing institutions. Re....ervation

for all participants will b
e mach, Itti, ft nit'''.

meals and lodging are aP
pioximiikiv 52ff 

,f,v

Program costs are
 suppoi hit i f..! I 1.1 14


