ASSOCIATION OF AMERICAN MEDICAL COLLEGES

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

‘AGENDA

COUNCIL OF ACADEMIC SOCIETIES
ADMINISTRATIVE BOARD

Thursday, June 20, 1974

9:00 a.m. - 4:00 p.m.

g 1 Dupont Circle, Rm. 827 (8th Floor)
2 Washington, D.C.
:
Q .
E I. Action Items:
< -
E B 1. All action items in the accompanying Executive Council
3 ‘Agenda
= _
% 2. Approval of Minutes of CAS Administrative Board Meeting
= of March 6, 1974 1
O :
g 3. Approval of the Society for Critical Care Medicine’
Z . ' h
&) 4. Reconsideration of inviting, on a rotating basis, Cas
é Representatives to meet with Administrative Board.
2 II. Discussion Items:
o . .
g 1. Annual Meeting plans for CAS, COD, COTH Joint Program
é 2. LCME site visit involvement of Administrative Board
3 members and others from CAS
Q
=
g III. Information Items: '
b -f
b= 1. NAS-IOM Ethics Seminar Proposal B
g . .
§ 2. Proposed Seminar for Medical Writers ' . 10
A : .

3. Primary Care Institute Plans . 12

4. State of development of Research Manpower Monitoring
System

5. LCGME ad hoc Committee on NIRMP
6. Legislative Report

7. NLM Clearing House Project Report
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.10.

- 11.

12.

ii

Association of Chairmen of Departments of Psychiatry
Resolution on the first graduate year le6

Early Decision Plan Outcomes : 17
Biomedical Research Committee Report
AAMC Task Force on GAP Report

Membership withdrawal of American College of Obstetricians
and Gynecologists 20
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MINUTES
ADMINISTRATIVE BOARD :
COUNCIL OF ACADEMIC SOCIETIES

March 6, 1974

Mayflower Hotel
Washington, D.C.

PRESENT: Board Members Staff

Ronald W. Estabrook, - Michael F. Ball
Chairman (Presiding) Connie Choate

Robert M. Blizzard **John A. D. Cooper

A. Jay Bollet **James B. Erdmann

David R. Challoner **Charles Fentress

D. Kay Clawson _ Mary H. Littlemeyer

Jack W. Cole August G. Swanson

Rolla B. Hill, Jr. 'H. Paul Jolly

Leslie T. Webster ' **Emanuel Suter

ABSENT: Board Members

Carmine D. Clemente
*Ernst Knobil
*Robert G. Petersdorf

I. Adoption of Minutes

‘The minutes of the CAS Administrative Board meeting held Decem-
ber 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 the last meeting. These include meetings with
the A.M.A. Board of Trustees, NIH Staff, FASEB, and AAMC Biomedical
Research and Research Training Committee and a number of other activ-
ities through the AAMC Executive Committee.

In an attempt to facilitate communication with CAS constituents,
particularly to promote active participation of the constituents in

*Ex Officio
**For a part of the meeting

-1-
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charting the course for CAS, Dr. Estabrook wrote 62 personal letters
to selected Societies, from which he received seven responses. He
.also sent 260 personal invitations to the CAS March meetings. From
this effort he estimated around a 10% response.

III.

Action Items

A. Fall Meetings

ACTION:

The CAS Administrative Board voted unanimously to
meet with the COD and the COTH in a joint session
on Wednesday afternoon, November 13, in a program
on (in order of preference): Graduate Medical Edu-
cation, including the FMG; Allied Health; or Con-
tinuing Education. .

The CAS business meeting will be held Tuesday
morning, November 12, and Tuesday afternoon will be
devoted to discussions on national issues with such
guests as Henry Simmons to discuss development of
PSRO's, Don Frederickson to discuss the IOM Study
on the cost of medical education, or an interim
report on HR1l, with the possibility of Frank Rauscher,
NCI, and Ted Cooper, NHLI, on a panel with 20-min-
ute presentations each, followed by a 25-minute

reactor panel.

The format for the fall meetings at this time
is shown below:

AAMC FALL MEETINGS

Conrad Hilton Hotel, Chicago, Illinois

- November 12-16, 1974

W TH F S -

CAS Business Plenary Plenary
Meeting Session Session

12 13 14 15 16

Miscellaneous

Individual Sdcieties
Invited to Hgld

Meetings

CAS National CAS- Assembly

Session

Miscellaneous
COD~
COTH
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B. New Applications

ACTION:

ACTION:

The application for membership of the Society of
Critical Care Medicine was deferred, and the So-
ciety will be invited to send representatives to
the next meeting of the Administrative Board.

The application for membership of the Association
for Academic Psychiatry was unanimously approved
for recommendation to the full Council.

C. Recommendatiens of the FMG Task Force

ACTION:

The CAS Administrative Board voted unanimously to
adopt the recommendations of the FMG Task Force as
set forth in the Agenda on pages 18-20 with the
following amendment: -
7. Special categories - The Task Force recognizes
two categories of FMG's, which require special
. consideration. The first category includes
- FMGs who are seeking limited educational ob-
jectives in this country with the full intent
© of returning to their home country. They may
‘be accepted into special programs without the
qualifications contained in the third recom-
mendation of this report, provided these train-
ees are not permitted to assume any patlent
care obligations usually required of the members
of the housestaff and provided the training
thus obtained is not credited toward specialty
board qualification in this country.

D. Biomedical Research Manpower Conference

ACTION:

The CAS Administrative Board voted unanimously to
approve the three recommendations derived from the
Biomedical Research Manpower Conference (Seattle/
Battelle) held last fall as principles that should

be endorsed by AAMC:

1. That the Congress establish a national commis-

~sion, possibly under the auspices of the National

Academy of Sciences, to help in determining the

appropriate role for the federal government in the

support of biomedical research and research train-
ing, with particular attention to the mission of
its principal agency, the National Institutes of
Health. Such a commission should have broad rep-
resentation from business, labor, consumers, found-
ations, the scientific community, and other inter-
ested parties.
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2. The Association of American Medical Colleges
should take a leadership role in the evaluation of
needs for manpower development and should call upon
the assistance of voluntary health agencies. This

program should also involve the biomedical scien-

tific 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 bio-

medicdl research and research training policy. The

academic medical community, the professional bio-

medical scientific associations and the voluntary

health agencies should also develop mechanisms to

foster public education regarding the implications
of biomedical research programs on the public and

individual health of the American citizens.

3. A study group should be established to evaluate
biomedical research from the standpoint of optimiz-
ing contributions to health care and suggesting

'guidelines for the allocation of resources to basic

and applied research. This group will require in-
put of biomedical scientists and should include
among its topics for consideration the factors which
contribute to the career choice of students who

" enter biomedical research.

Resolution
ACTION: The CAS Administrative Board authorized the Chair-

man to write a letter on behalf of the Board to
the family of the late Dr. Louis Welt in apprecia-
tion of his many and significant contributions to
the AAMC.

OSR Plans

ACTION:

After reviewing the OSR plans for the coming year
as presented in the agenda on pages 27-34, the CAS

~ Administrative Board took the following actions:

1. To request of the Executive Council that two
members of the OSR be on the "GAP" Task Force.

2. To endorse the concept that the OSR Administra-
tive Board meet in conjunction with the Executive
Council; and

3. To invite OSR to submit articles by students
for publication in such ongoing AAMC publications
as the STudent Affairs Report (STAR) as opposed to
the initiation of a separate OSR newsletter.
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G. NIRMP Progress Report

ACTION:

H. Setting

ACTION:

The CAS Administrative Board voted unanimously to
recommend to the Executive Council that it estab-
lish a Task Force to evaluate in detail the NIRMP
and to produce recommendations to make NIRMP a
viable service in this era when the interface be-
tween undergraduate and graduate education has

become quite complex.
of AAMC Priorities

‘The CAS Administrative Board voted unanimously to

approve the following proposal for settlng of AAMC
priorities:

1. That the AAMC continue the procedure of holding
a retreat for the purpose of establishing goals and

. priorities;

2. That the AAMC Executive Council and Administra-
tive Boards, as part of their September meetings,
discuss 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 Chairmen should con-

tinue to organize and coordinate the agenda items.”

3. That the retreat continue to be scheduled be-
tween the Annual Meeting and the first Executive
Council meeting. The timing between these func-
tions should be relaxed to allow more time for cir-
culation of the retreat agenda and to allow more time
for circulation to the Executive Council of the ’
retreat recommendations.

‘4., That the first meeting of the Executive Council
-be held in January and be expanded to two days -

(Thursday and Friday). Administrative Board meet-
ings 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 Exe-
cutive Council shall be held within 120 days after
the annual meeting of the Assembly. . ."

I. Future Meetings

ACTION:

The CAS Administrative Board voted unanimously to
invite the COTH Administrative Board to a dinner
meeting prior to the June meetings of the Board

to discuss mutual interests. It was specified that
the agenda should be developed with the COTH Ad-
ministrative Board.
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ACTION: The CAS Administrative Board voted unanlmously to

invite on a rotating basis representatives from the
societies to meet with the Board.

Iv. ' Information Items

The following.items of information were presented:

1.
Diseases
2.
3.
4.,
5.
6.

7-

B
9.
10.
11,

12...

13?-

144. -

£ sre,

V. : Federal'Legielation

_Responses to Dr. Estabrook's letter re plans for CAS
~$-AAMC/AADS/NLM Educatlonal Materlals Project

Letter from the American Association for the Study of Liver

MCAAP Program

Anonymous letter regarding Hahnemann Medical College
Minutes of Research Manpower Meeting

AAMC Education News .

National Health Insurance Task Force

Institute on Prlmary Care

President Nixon's fiscal 1975 budget:

National Health Policy Development Act of 1974
Legislation Deferring Implementation of Section 227-PL92-603
AAMC Response to Preadmission Certification Regulation
.Ethical Aspects of Biomedical Research .

Report of Biomedical Research and Research Training Committee
CCME, LCGME Reports

"

AAMC President, Dr. John A. D. Cooper, and Charles Fentress,
AAMC Director of Publlc Information, joined the Administrative Board
for this discussion.

VI. Adjournment

The business meeting was adjourned at 5: 00 p.m. and was followed
by a dinner meeting with Lionel Bernstein, M.D., Deputy Assistant
Secretary for Planning and Evaluation - Health, Department of Health,
Education, and Welfare.

MHL:cc
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‘were to hold this, conference sometime early June for the
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NATIONAL ACADEMY OF SCIENCES .

. 2101 CONSTITUTION AVENUE
WASHINGTON, D. C. 20418

INSTITUTE OF MEDICINE May 6, 1974

Michael F. Ball, M.D.
Association of Amerlcan
Medical Colleges
1 Dupont Circle
Washington, D.C. 20036
2 .

Deérfgg,—8a11° | -

Larry Tancredl has filled me in on the discussions that
he has, been hav1ng with you and Marjorle W1lson concerning ” ‘"
the p0581b111t1es of a one-day workshop on the teaching of‘ LO:
medical ethics. He indicated to me that the initial plansAfﬂ;:
medical. students, hospltal administrators and deans 1nvolved
with the various councils of the AAMC when ‘they meet at tha
time. As you know; Larry felt on reflection that it would be’ f
difficult to organlze a meanlngful one-day conference in such
a short perlod of time. He recommended instead that we hold '~

328

this workshop at the September meeting of the AAMC counc1ls.h :

Higle

e
WYCIT

ot

The 1ntentlon of the workshop as I understand it is to
examine some of the broad medical socioeconomic issues of
an ethical nature from the standp01nt of how these issues’
can be imparted to students in the teaching situation.
Larry felt that as a starting point for preliminary discus-
sions with your staff, we might consider haV1ng the following
papers .presented with adequate time for questions from those =
attending the conference.

The introductory paper should present an overview of 0o
the educational objectlves that are to be achieved in the .
teaching of ethical issues involving medical care. No doubt, ’
the presenter of this topic would look at the areas of
traditional medical ethics, that is, those value problems
that emerge in the individualized physician- patient relation-’
ship, be it in therapy or in experimentation, and demonstrate
how these issues are related to the broader social ]ustlce- "
issues concerning the distribution of med1cal serv1ces.
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Michael F. Ball, M.D.
May 6, 1974 _
Page Two .

The presentations following the introductory remarks
would deal with specific topic areas:

1. The justice issues of how money and resources
should be allocated in health care. This topic would deal
with the concept of the preciousness of life from the stand-
point of government decision making. For example, it might
include an analy51s of the implications of the recent passage
of the provision in the social security amendments which
cover treatment of end-stage renal disease. In selecting
one category of disease, what happens to those who are
sufferlng from other conditions which may also be very
expensive and require life-saving technology? How are-
decisions made regarding government allocation programs
and what are the value questions that should be elucidated
when such decisions are being made?

2.. The ethical responsibility .of those part1c1pat1ng
in, accountablllty and accreditation processes. Hospltal
commpttees such as tissue review and utilization committees
as well as accreditation bodies as the JCAH and the Liaison
Committee on Medical Education are empowered to assess and
mgnitor various functlons in the medical system. These
cdmmlttees receive their authority from society and therefore
are ‘invested with an ordering of responsibilities not only
to the providers of medical care but also to the consumers
and the society in general. With the emergence of large-
scdle peer review through PSRO's, the issues surrounding the
ethical responsibility of such monitoring groups becomes
particularly important. The medical students of today are
more .and more llkely to become participants in one way or
another on such review committees.

3. The value assumptions of various settings for
providing care to patients. This area is receiving particular
attention at the present time with the possible development
of a national health insurance system. The care settings

"which range from the individual proprietorship or fee-for-

service medicine to highly organized prepaid settings such
as health maintenance organizations affect considerably the
way in which care is provided to consumers. Each of these
settings creates its own incentives for the provider of care
and thereby influences the benefits which are received by
the patient. Inevitably some of the ethical considerations
surrounding medical settings are related closely to those
involved in decisions regarding resource allocation.
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Michael F. Ball, M.D.
May 6, 1974

.Page Three

In addition to presentations of specific ethical concerns
in the broader socioeconomic features of medical care, there
should also be a general presentation at the conclusion of
the workshop which presents an overview of some of the exist-
ing programs in the teaching of medical ethics.. This overview
should discuss not only the advantages but also the pitfalls
and limitations of various teaching programs.

If the AAMC is interested in our proposal for a workshop,
we would strongly recommend that it be a joint effort. The
Institute of Medicine would be willing to pay the travel and
living expenses of the speakers as well as the remuneration
for commissioned papers. We would intend that these papers
be submitted in a publishable form so that in addition to a
conference, we might be able to more widely distribute the
results of the workshop.

The above outline for the one-day workshop is tentative,
and we would very much like your reaction to ‘it and sugges-
tions for appropriate speakers. We could hold the conference
in one of the lecture rooms of the National Academy of Sciences
if it would be acceptable to you. Please let us know as soon
as possible your response to this proposal and your willing-
ness to enter into a joint effort with the Institute of
Medicine. Perhaps we can plan on scheduling the one-day
workshop for September 19th which I understand would be free
according to your schedule for the various councils.:

Looking forward to hearing from you as soon as possible.

Sincerely yours,

R ;ij?J.-Bulger, M.D.

Executive Officer

287 - (6 S
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B2 ‘e-' ASSOCIATION OF AMERICAN MEDICAL COLLEGES
5 ,n);‘ . ““c.n-n. - .
G-

INTER-OFFICE MEMO

DATE May ]0, 1974

RS S

e

(£33

TO:A,_WA— Drs. J.A.D. Cooper, J. F. Shefﬁan,\A:G. Sy&nSdn M. Ball

wr

g e T F Tene o o
FROM{&'L P Charll ES E_en tres._s C il T AL T s A e e

AV

SUBJECT: Proposed Seminan%of'MeAicéﬁ Writers

Retain -6 mos.
1yr
5 yrs.

Permanently
Follow-up Date

r
M
B

=
|

r

" The American Cancer Society for years has held an annual seminar for
writers for the lay press. It is held at some pleasant resort at a
desirable time of year and medical writers for newspapers, wire services

. and magazines attend at their own expense. Leaders in cancer research

and treatment are brought in to meet the writers in a series of.
~structured programs and there is a free flow of questions’ and answers
. after the initial presentation. The ACS meeting lasts five days. The
: most recent one drew 75 writers and produced five successive stories’
~.in The New York Times. . I don't know how many stories were filed by

: »the °th§!‘;. 74_ !l.ri._teri’;i';;;;‘; LA LXle QTUL U TEL LUl
BT S S A N LN s Ve e @b e g s L
agng The American Heart Association recently decided to initiate the
T ma.  Procedure. Its four-day meeting in Florida, the first, drew 50 writers.

I would like for the AAMC to imitate the procedure on behalf of

medical education and biomedical research. I would envision a two or
two-and-a-half day affair devoted to curriculum innovations, the
pressures exerted on the schools due to increased demands from Federal

and state legislation coupled with decreasing financial support, and

advances in biomedical research. Since the ACS and the Heart Associa-
tion hold their own writers meeting, I would suggest we avoid covering

research in these areas.

The advantages of holding a seminar are several:

1. The cost is low. The writers pay their own expenses, except
for a reception and dinner. Major costs to us would be
exprenses of the distinguished experts we bring in, plus the
reception and dinner. Preliminary estimates for a two-day
meeting, with ten experts present, would run around $8,000.

2. There would be immediate stories. (The writers have to
justify to their editors the expense of their trips.)

3. Much would be accomplished in increasing their long-range
understanding of medical school problems, which would continue

to pay off long after they had gone home.
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'

I have taken the idea to Jay Tuck of The National Fund for Medical
Education. He liked it and took the request for support to the
Fund's Executive Committee when they met on May 8. The Committee
liked the proposal, but decided to defer action until their next
meeting, June 11. They request a program outline, a list of
possible program participants and a detailed budget for the June
meeting. :
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'TENTATIVE PROGRAM

Association of American Medical Colleges

S -—INSTITUTE ON PRIMARY CARE

Hyatt Regency O’Hare, Chicago, lllinois

October 6-8, 1974
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SUNDAY, OCTOBER 6

9:00 a.m. - 6:30 p.m.

12:30-5:00 p.m.
6:30-6:30 p.m.
6:30 - 8:00 p.m.
8:00 - 9:00 p.m.
Welcome
Address
. . - Address

MONDAY MORNING, OCTOBER 7
7:30 a.m. - Noon

9:00 a.fn. -12:30 p.m.

9:00 . Introduction

9:15 | Address

9:45 Responses

10:15' Discussion

10:30 COFFEE BREAK
11:00 : E Address

11:30 | Responses

12:00 ' Discussion

12:30 Adjourn for Lunch

MONDAY AFTERNOON, OCTOBER 7
2:00 - 5:30 p.m.

2:00 . Introduction

. Presiding: Henry M. Selde/ M.D. e

Registration

Lunch & Orientation Session for Program Participants
Informal Recaptién

Dinner

FIRSTPLENARY SESSION/ISSUES IN PRIMARY CARE
Presiding: Thomas E. Piemme, M.D.

John A. D. Cooper, M.D. | Sy

“Issues in Primary Care: The Academic Perspective’”
by Robert G. Petersdorf, M.D.

“Issues in Primary Care: The Policy Pefspective" ’
by Rashi Fein, Ph.D.

Registration

o~

SECOND PLENARY SESSION/ORGANIZATION OF
MODEL SYSTEMS FOR PRIMARY CARE PRACTICE
& EDUCATION '

“Problems and Issues’’ CUUE
by Henry M, Seidel, M.D.

“Use of Existing Institutional Resources’
by Thomas L. Delban_co, M.D.

Thomas P. Aimy, M.D. & John L. Rogtieri, MD

Institute Participants

Plleu

“Use of Community/Private Sector Resources’’
by Robert L. Evans, M.D.

Edward J. Kowalewski, M.D. & Harold B. Wise, M.{D.

Institute Participants

THIRD PLENARY SESSION/EDUCATION OF NEW
HEALTH PRACTITIONERS
Presiding: Alfred M. Sadler, Jr., M.D.

“Problems and Issues’’
by Alfred M. Sadler, Jr., M.D.




a
Q
7
172}
E
3]
jo3
=
Q
=
B
=]
D
2
=]
Q
=
joy
D
=
)
o
Q
S
-
o
Z
s
W
g
L
(@]
[72]
=}
Q
=
5]
D
=
o
151
W
=
g
o]
&
=
3
g
=]
5]
o]
@)

-14-

. 2:15 A , Address
2:45 ' ~ Responses
3:15 Discussion
$30 ,_COFFEEBREAK
400 | - Address.
4:30 ~ Responses
i 500 LSS R, T Dlscussmn .
5:30  ADJOURNMENT -

MONDAY EVENING OCTOBER 7"1' S

TUESDAY MORNING: OCTOBEFR8I o

900am 1230pm i

TUESDAY AFTERNOON, OCTOBER 8
2:00 - 3:45 p.m.

“Training the New Health Practitioner”
by Charles E. Lewis, M.D."

David McK. Lawrence, M.D., M.P.H. & Robert E. Jewett, M.D.

Institute Participants

_“Tr'aining for Team Practice"

by David A. Kindig, M.D.
Maicolm L. Peterson,_ M.D. & Walter O. Spitzer, M.D.

4I~nstitut'e Participants

" FREE

FOURTH PLENARY SESSION/GRADUATE PHYSI-

T T TP o AN TRAINING IN PRIMARY CARE
- Presiding: Joel J. Alpert, M.D,
9:00 Introduction “Problems and Issugs’ = 77 v
A : by Joel! J. Alpert, M.D. L
: T RS s
9:15 Address “Tramlng of Generalists in Medlcme and Pedlatrlcs
B AT ASHAADS SUATUERTE YRR Y (DT by Evan Charney, M.D. N s
e o BV SO0 - -
9 45’ Rl Responses - ;;; Joseph L. Dorsey, M.D. & Arnold S Relman M. D
' 1015 : o DISCUSSIOn TaE T stitute Pamclpants
10:30 _COFFEE BREAK _
11:00 Address _ ‘ "Traiﬁing of Family Practitioners”
e by Robert E. Rakel, M.D.
11:30 - Respohses Eugene S. Farley, Jr., M.D. & Thomas E. Piemme, M.D.
12:.00 " Discussion Institute Participants |
12:30 ~ Adjourn for Lunch’ O

FIFTH PLENARY SESSION/NEW DIRECTIONS IN

" HEALTH SCIENCE EDUCATION

2:00 o v Address
2:30 Responses
3:00 Discussion

3:45 ADJOURNMENT

Presiding: Steven A. Schroeder, M.D.
“Priorities for Héalth Science Education in the Next
Decade”

by David E. Rogers M.D.

Hiliiard Jason, M.D. & Jack D. Myers, M.D.

institute Participants:
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A SN

PROGRAM PARTICIPANTS

THOMAS E. PIEMME, M.D., /nstitute Chairman,
Director, Division of General Medicine, George
Washington University School of Medicine

STEVEN A. SCHROEDER, M.D., /nstitute Co-
Chairman, Associate Professor, Division of
General Medicine, George Washmgton University
School of Medicine

THOMAS P. ALMY, M.D., Third Century Professor
of Medicine, Department of Medicine, Dart
mouth Medical School

JOEL J. ALPERT, M.D., Chairman, Department of
Pediatrics, Boston University School of Medicine
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American Association

Lhairuen of vepartwents of Feychiatry

DATED: May S, 1974
vetroit, Michigan

R s QLU T I O W
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w'rhc Ana:ican Association of Chairuen of Departments of Psychiatry

r.connend that:

I
e
3
N
I
g -
EREY s
g N o e .
R, eSS
PR e
2.
FnerTge
apedle, oo
3.
4.

The requirewent should be restored for at least one year of

post-doctoral education primarily devoted to clinieal care

of physfcally 111 patients (i.e. comparable to a year of in-

ternship) either prior to three years of psychiatric residency

or coabined with it into a four year program, as preroquilite

. to examination in Psychiatry by the Americam Board of Paych1a~

try and heurology; :

Such restoration ahould be accomplished as swiftly as poesibdle,

~pr¢£axab1y by July 1, 1976, but in any event no later thaq

July 1, 1477,

Prior to such restoration all applicants for psychiatric resi-

dencies should be advised of the desirability of obtaining an

internship or its equivalent, and of the Loard's intention to B

reinstate this requirement, and

Neauvhile every effort must be made to meet the following pre-

requiaite needs: ‘ '

A. To identify sufficient msmbers of first vear post-doectoral
programa in internal medicine, padiatrics, family wedicine
and the like, to accommodate subsequent residents in psy-
chiatry,

3. To enasure that such programs will not discriwinate against

| applicants who plan careers in psychiatry,; and

C. To provide a sufficient number of stipende for these posi-
tions, in appropriate teaching hospitals, so that a2ll pros-
pective residents in psychiatry can obtain this required

vyear of education.
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SUlTE 301. 1776 MASSACHUSETTS AVENUE. N.W.. WASHINGTON, D.C. 20036

May 7, 1974
MEMORANDUM
EEE R EEEEREE’
TO: ‘1' Admissions Officers of U.S. Medical Schools
Chief Premedical Advisors of U.S. Undergraduate Colleges
FROM: Davis G. Johnson, Ph.D., Director, Division of Student Studies

SUBJECT: Encouraging Findings of New Study of Early Decision Plan

*****_***********'**********

A new study of experience with the Early Decision Plan (EDP) for the
1974-75 entering class offers considerable encouragement to both admis-
sions officers and preprofessional advisors. ,Significant findings of
this study include the following
S AP I 15 B SO
--1).. almost twice as many EDP applicants (52%) as non-EDP P
pplicants (28%) had been admitted ‘to Medical School B
.88 of April, 1974; -

2) of those EDP applicaﬁté ateeﬁt5d"t5-daie,’69% were
admitted to their EDP choice schools under Early Deci-
sion (i.e., by October, 1973), 18% were admitted to
their EDP choice schools as regular candidates (i.e.,
after October, 1973) and 137 were admitted to schools
not participating in EDP. Thus it would appear that
candidates not admitted under EDP still have a reason-
able chance for admission at a later date;

3) although applicants accepted early by EDP schools
have slightly stronger credentials (e.g., grade point
averages of 3.6 and Science MCAT of 637) than those
accepted by all Medical Schools (GPA of 3.5 and Science
MCAT of 610), those admitted later to EDP schools have
slightly weaker credentials (3.4 and 604) than those of
acceptees, in general;

Document from the collections of the AAMC Not to be reproduced without permission

4) since EDP applicants accepted by their EDP choice schools
as regular candidates have slightly lower credentials
(3.4 and 604) than those accepted to non-EDP schools
(3.5 and 624), it appears that admissions committees may
be giving some preference to applicants who indicate by
participating in EDP that their school is definitely
their first choice;

5) over 5,000 needless applications were prevented by the
use of EDP. Since the applicants accepted early under

(over)
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Early Decision Plan ‘
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EDP were a particularly well-qualified group, they would
have required even more travelling, advising, interview-
ing, committee discussion, etc., than the ordinary appli-
cants. Thus the saving in time and money on the part of
applicants, advisors and admissions officers was even
greater than that represented by 5,000 typical applications.

It is hoped that the above information and the additional details provided
in the attached table will be of immediate help in advising applicants
about applying to the 3’ schools using EDP in the selection of their
1975-76 entering classes. S o

ga‘%u\ L ’ St
The growing popularity of EDP is ev1denced by 59 schools us1ng EDP in
selecting their 1975-76 entering class as compared with 51 schools usin;
it last year. Of the 59 schools using EDP for 1975-76, all but 8 are
also participating in AMCAS and are identified in the AMCAS Information
Booklet and on the blue AMCAS Designation Form (which also provides for
a signed declaration regarding the provisions of EDP). The 8 EDP schools
not participating in AMCAS are Baylor, Boston University, Brown, Dart-
mouth, Johns Hopkins, Kansas, Meharry and New York Medical College. All
schools using EDP are identified .in their two-page entries in the 1975— -
76 editxon of Medical. School Admission Requirements. Sie @%an NE :

. TRl wtir R Poew
Questions and/or comments concerning this study should be directed to
the Division of Student Studies. General information about the actual
administration of EDP for 1975-76 may be found on page 26 of Medical
School Admission Requirements, 1975-76, and on page 2 of the AMCAS

" Instruction Booklet for 1975+76 Entering Class.

e X

DGJ/bkg 5/7]74
Attachment -

CC: Selected AAMC Staff

W#8363
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AAMC DIVISION OF STUDENT STUDIES
: |

Comparison of EDP & Total Applicants for 1974-75 Entering Class

/74 JOTAL APPLICANT POOL

EDP APPLICANTS TO 43 AMCAS:S :
Accepted by EDP Schools - Acc. by non- ' Total Not Total (as of 4/26/74) |
VARIABLE Early Later EDP Schoolsﬁ;#'Accepggd Accepted Applicants Applied Accepted
(1) . (2) 3) . . (4) b (5) (6) ) (8) 9
a) Applicants 550 %2 | - 205 15 g 797 747 1,544 39,986 11,245 |
b) % accepted to date # e CL0 - # o B 28%
c) 7% EDP accepted 69% 182 ' ;i3ifi§é{::}; .i00Z L # # # #
d) Mean GPA 3.6 3.4 0 3.5 “ 3.5 3.2 3.4 3.2 3.5
e) MCAT ‘ | S AT '
Verbal 566 551 ' 558 :: -~ o+ =555 525 554 533 567
Quantitative 630 615 : 620 . .. 626 585 606 576 616
General Info. 567 553 . '556::fiﬁ,“5§ 563 527 546 535 564
Science 637 604 < 624 . 1629 561 596 558 610
£) Applications per . A A_f. N . o
Applicant 1 6 B 3 6 5 8 @ '

' B i
3o e

*Since the 1,544 EDP applicants in this study filed an avérhge;ofl3 fewer applications than did applicants in general,
there was a saving of 3x 1,544 or 4,632 applications for this group alone. Assuming the same experience for the
249 EDP applicants to non-AMCAS schools, there would be an additional saving of 3x 249 or 747 applications for a

total estimated saving of 5,379.

#No figures are entered because they would not be appliciblefto Ehé given variable.

@rhe average number of applications per accepted applicant is not known as of this date.

W#8363-T
DGJ/bkg 5/7/74
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THE AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS

May 17, 1974

Ronald Estabrook, Ph.D., Chairman
Council of Academic Societies

1 DuPont Circle, N.W.

Washington, D. C. 20036

Dear Doctor Estabrook:

I am returning herewith the bill sent to the Treasurer of The
American College of Obstetricians and Gynecologists for the College's
dues to the Council of Academic Societies for the period July 1, 1974
through June 30, 1975.

. At its recent meeting, the Executive Board of the College
considered the proposed increase in the College's dues to the Council
from $100 to $3000 per annum and voted to withdraw from participation
in the Council. This withdrawal will be effective June 30, 1974. 1In
taking this action, members of the Board felt that there had been
limited explanation and justification of the new programs that required
such an increase in dues. Moreover, the involvement and participation
of the College in the Council did not warrant such expenditure.

Sincerely yours,
Michael Newton, M.D., FACOG
Director

MN/ja.
cc/Henry A. Thiede, M.D., FACOG
~ Allan B. Weingold, M.D., FACOG

enc.

One East Wacker Drive * Chicago, Illinois 60601 * Telephone (312) 222-1600




ASSOCIATION OF AMERICAN MEDICAL COLLEGES

For the Executive Council's
Consideration

June 21, 1974

A Statement of Policy Relating to
FINANCING

UNDERGRADUATE MEDICAL EDUCATION

REPORT OF THE COMMITTEE ON THE
FINANCING OF MEDICAL EDUCATION

Charles C. Sprague, M.D., Chairman
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FOREWORD

The Committee on the Financing of Medical Iducation was
formed by the Association of American ledical Colleges "to
conduct and sponsor studies designed to provide the data base for
recommendations on matters of policy relating to medical
education and its financing."

This report presents the Committee's views and
recommendations for financing the educational program leading to
the !1.D. degree. The proposals are presented for the evaluation
by all who are concerned with furthering the Nation's
achievements in health, with the hope that this statement will
lead to further discussions among the medical education
community, Congressional and government officials, and the
public.

The statement complements and carries forward the Committee's
report on the cost of the undergraduate medical education
process, The cost study, published in the January 1974 issue of
the Journal of Medical Education is, therefore, an integral part
of this presentation.

Further areas relating to medical education, such as the
requirements for physical facility renewal and expansion, will be
the subjects of subsequent reports. ~

The Association wishes to express its appreciation for the
financial assistance it has received from the National Fund for
Medical Education in supporting the work of this Committee.

Charles C. Sprague, M.D.
Committee Chairman,
University of Texas,
Health Sciences Center at Dallas

‘giiliam.G. Anlyan, M.D, William D, Mayer, M.D.
uke University University of Missouri-
Columbia

anes ‘W, Bartlett, M.D.

University of Rochester Craig Moffat

Medical Student
Howard L. Bost, Ph.D. : . .
University of Kentucky University of Utah Medical School

Russell A, Nelson, M.D.

Robert A, Chase, M.D. The Johns Hopkins Hospital

Stanford University

Bert Seidman

John A. Gronvall, M.D. AFL-CIO

University of Michigan William H. Stewart, M.D

Louisiana State University,
New Orleans
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Background

In the foreword to its first report, Undergraduate
t'edical Education =-- Elements - Objectives - Costs, 1l the
Association's Committee on the Financing of iledical Educa-
tion indicated its intention to present its views of the
mechanism through which the costs of undergraduate medical
education should be financed. The Committee stated that
"An equitable distribution of these costs among the
immediate beneficiaries of the process and society, and
the maintenance of the institutions in which the ed-
ucational process necessarily takes place must be
assured if the benefits which have flowed from the medical
school are to continue to play their important role in
advancing the health of the Nation."

‘See Journal of Medical Education, vol., 49, No. 1,
January 1974, pp. 97-128. ’

Before the Committee's views on undergraduate medical
education financing are presented, it is necessary, for
perspective, to summarize the findings from the Committee's first
report, which showed that - - =

(1) . The estimated annual cost per medical student of
the education program leading to the M.D. degree
ranges from $16,000 to $26,000 (in 1972 dollars).
These estimates are based on an intensive review of
data relating to the undergraduate medical
education program provided by the cost allocation
studies completed by a selected group of twelve
medical schools, and of supplementary information
developed by these institutions, and by the
Committee. In order to reflect comparable and
conceptually consistent cost data, the estimates
include imputations for services essential to the
undergraduate medical education program, but which
are provided at no direct cost to the medical
school. An example is the service of voluntary
faculty in the education of undergraduate medical
students.

(2). The educational program leading to the M.D. degree
- - - a complex inter~-weaving of elements of
instruction, research, and exposure to clinical
practices and procedures - - - can only be provided
in the institutional setting of the contemporary
medical school. This institution is responsible
not only for undergraduate medical education, but
also for directing and conducting the necessary
additional formal training at the graduate level in
particular areas of medicine requisite for the
individual or group practice of medicine; for
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programs in continuing education for practicing
clinicians, so that they can keep abreast of the
advances in technology and medical practice; and
for the training of students in other health
professions and ancillary health occupations.
These responsibilities in education, together with
the medical schools' essential activities in
biomedical research and clinical services to the
community, constitute the complex set of inter-

related programs of the contemporary medical
school.

(3) . Some portion of these inter~-related activities are
accomplished jointly, that is, the instruction of
undergraduate medical students may take place
together with instruction of graduate medical
students. And faculty involvement in research and
clinical services is also essential for the full-
development of the student. The determination of
the proper allocation of the costs of these jointly
produced activities (and therefore, the equitable
allocation of their individual financing) must rest
on a series of assumptions, since there is no
fundamental basis for the allocation of joint costs
to the individual purposes served.

" (4) . The continuation of the medical school's capability

' to meet all of these National objectives in health
= = = to educate, to advance biomedical knowledge
through research, and to care for the health needs
of the community - = - is dependent upon the
continuing productivity, viability, and fiscal
stability of the institution as a whole.

Relation of Costs
To Financing

The cost estimates by the Committee, reflect the full cost of
all the resources that must bes available to the medical school
for the undergraduate medical education program. But it is
necessary to draw a distinction between these measures of the
full cost of the program, and the amount that must be financed by
medical schools from general funds or from sources directed
specifically to the undergraduate medical education programn.

The full resource cost estimates include imputations for the
cost of resources, necessary for the educational process, but
walch are either contributed freely, or not accounted for
fiscally. These imputed costs, which do not have to be financed
5o long as the contributed services continue to be available,

represent about 15 percent of the estimated full resource cost of
tiae program.

In addition, the Committee's full resource cost estimates
properly reflect the levels of research and clinical activity
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necessary for the training of the undergraduate medical student
by a faculty abreast of the advances in biomedical knowledge ana
the modern practice of medicine. It is not necessary, however,
for the medical school to finance the full costs of these joint
activities as a cost of the undergraduate medical education
program. In the case of research, a large portion of this
activity is already financed by Federal agencies sponsoring
biomedical research. The Committee, therefore, recognizes that
the net cost of the research component necessary for
undergraduate medical education is the difference between the

. full cost of that component and the amount made available to the
‘medical school from the sponsoring source and that a portion of
this net educational cost is allocable to the undergraduate
medical education program. In the case of the clinical activity,
the Committee recognizes that in some instances the income to the
medical school from a medical service plan provides support for a
portion of the clinical activity essential for the education
program. Therefore, the net cost of the clinical activity

- necessary for the M.D. program is the difference between the full
cost of this component and the medical service income allocable
to the undergraduate medical education program.

For the twelve medical schools studied by the Committee, the
net costs of the medical education program that remain to be
financed as educational costs are shown in table 1 where they are
compared with the full resource cost of the program. The annual
cost for all the resources required for the education program
range from $16 to $26 thousand per student. When account is
taken of contributed services and the funds for education derived
from the joint activities of research and clinical activity, the
estimates of the annual educational cost of the M.D. program not
financed by contributed services, or income from research and
clinical activity range from $9 to $19 thousand per medical
student, or an average of $12,500 per student. (See Technical
Note, p. 22 for:the methodology used in determining these costs).

2The Institute of Medicine, applying a somewhat
different methodology to a different set of medical
schools, found the average net educational expenditure
for undergraduate medical education to be $9,700 per
student per year. See "Costs of Education in the Health
Professions," Parts 1 and 2, January 1974,

It must be emphasized, however, that all of the education
costs must continue to be financed. Any reduction in the
contribution of voluntary faculty, or in sponsorship of research
activities, will have to be made up by income from other sources
if the institution is to carry forward the educational program
leading to the M.D. degree.



Table 1

Annual Cost per Student - Undergraduate Medical Education
Twelve Medical Schools
(In Thousands of 1972 Dollars)

Education not financed by contributed
services or income from

Full Resource Cost research and clinical activity

Instruct., Instruct.,

Admin., & Admin,, &
g - Other Prof, Clinical Other Prof, Clinical
2 School Total Activities Resch. Activity Total Activities Resch. Activity
o A $24.1  $11.7 $9.5 $2.9 $14.8  $10.4 $1.5 $2.9
~‘§ B 26.4 12.6 10.0 3.8 18.1 10.8 4.0 3.3
o]
g c 16.3 7.4 1.3 1.6 12.1 6.8 3.9 1.4
& D 167 - 11.2 2.7 2.8 9.5 7.9 4 1.2
o E 16.5 9.1 4.3 3.1 10.3 7.7 .4 2.2
g F 16.9 8.8 6.4 1.7 9.4 7.5 1.9 -
é G 19.9 12.2 5.4 2.3 13.9 9.6 2.2 2.1
£ H 22.3  12.1 7.1 3.1 12.8  10.4 .4 2.0
g I 21.0 1.2 5.1 4.7 13.3. 9.5 2.0 1.8
éé J 23.8 12.8 6.4 4.6 19.3 1.1 4.1 4.1
é;’ K 2.1 1.9 9.5 2.7 1.3 8.9 2.4 -z
'§ L 16.4 9.2 3.7 3.5 10.8 7.6 .7 2.5
&
g
o
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3The Committee is concerned that the research prograr of
some of the Nation's medical schools may not be adequate
to provide the faculty with sufficient opportunity for
the scholarly activities necessary to maintain their
competence as educators. For these schools either a
greater proportion of the necessary research activities
will have to be funded as educational costs, or
increased sponsored research support will have to Dbe
optained.

Obviously, fiscal stability may be assured where the total
costs of the instituion are covered by its total income. But
this may be accomplished where the revenue from an individual
program is greater than the cost of that activity, thus making up
the deficit, if any exists, in income over cost for some other
activity. It is not the contention of the Committee that such a
situation is necessarily undesirable, but an institution's fiscal
stability, and an equitable distribution of program costs is more
assured where, to the maximum feasible extent the revenues
associated with individual programs and services are
substantially in balance with the institution's cost of providing
them,

Thus, consideration of the cost-income balance for each and
all programs is essential for a full understanding of medical
school finances. Comprehensive and conceptually consistent cost
information is presently available, however, only for the
undergraduate medical education program. The Committee's primary
focus at this time on this one aspect of the medical school
should not be construed, therefore, as a lack of awareness of the
importance and significance of other activities in their impact
on the over=-all fiscal strength of the institution.

Current Funding Patterns -
Medical School Programs

The Committee's effort to determine the current patterns of
income for financing undergraduate medical education has
necessarily been conditioned by - = - ‘

(1) the accounting conventions and fiscal reporting
practices followed by the medical schools. These
institutions provide data to show income by source,
but the end-purpose supparted by the funds is
clearly delineated only where funds are made
available for a specific purpose, such as the
sponsorship by an agency of the Federal Government
of research performed by a member of the medical
school faculty, or where the medical school enters
into a contractual arrangement with a State or
local government agency to provide health services
to a neighborhood community, or where, as in recent
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years, the Federal Government has provided funds
for strengthening and maintaining undergraduate
medical education programs, in recognition of the
medical schools' need for such specific support.
Medical schools' revenues are reported in two broad
categories - - - only by income source for support
of the regular operating programs of the schools,
and by source and purpose where the funds are to be
used only for specific activities as directed by
the income source. For the 1971-72 academic year,
medical schools awarding the M.D. degree reported
receiving $870 million for the support of their
(undifferentiated) operating programs, and $1,053
million for the conduct of specific sponsored
activities.

(2) the complex nature of the undergraduate medical
education process itself, composed of elements of
instruction, research, and-clinical practices.
These elements are conducted, to some degree,
jointly with other programs, and may therefore, be
(partially or wholly) financed by funds obtained
for these other end=-purpose activities; and

(3) the differing financial characteristics and sources
of income of publicly-owned medical schools as
compared with private institutions. The privately
operated medical schools have no single source of
income for their regular operating programs
comparable to the funds provided by State
governments to publicly owned schools; for both
categories of schools however, the funds received
from all sources for the support of operating
programs are not differentiated by program.

Since the conventional reporting of fiscal information is
inadequate for determing the -income flows to support particular
operating programs of the medical school, the Committee has also
made use of whatever additional insights are provided by the cost
allocation studies completed by the twelve medical schools
selected for the Committee's study of the cost of undergraduate
medical education. Cost allocation studies, however, are
conducted primarily to provide the institution with a better
understanding of the distribution of costs within the
institution, and only incidentally and therefore not consistently
or completely to allocate income flows to specific programs.
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n over-view of medical school expenditures for all operating and
sponsored programs, and the sources of funds supporting tiaese
programs is presented in Tables 2 and 3.4

he pattern that emerges is one of both considerable
similarity in the sources of income utilized by private mecdical
schools (as a group) and public medical schools (as a group) but
considerable variation in the degree of reliance by these groups
upon a particular income source.

analysis of income sources and expenditures for the private
and public medical schools first appeared as a Datagram, in
Journal of Medical Education, vol 47, No. 7, July, 1972,
pPp.579-584; i1nformation for the academic year 1971-72, the
latest available, has been added to the previously published
data.

The data are derived from the annual financial questionnaire
administered jointly by the American iMedical Association and the
Association of American Medical Colleges, and cover the fully
operational medical schools awarding the M.D. degree. Since
1961, the number of private schools included in this group nas
remained constant at 44; the number of publicly owned medical
schools, however, has increased from 37 in 1961 to 50 in 1972.
In 1961, the total number of all students including medical
students ® trained by medical school faculty was about equally
divided between the private schools (32,000) and the public
schools (31,000). By 1972, the teaching load at the private
schools increased by 16,000 students to a total of 48,000; in tae
public group, however, the increase was about 26,000 students to
a total of 58,000.

lMedical school éxpenditures in the academic year 1971-72
totaled $1.9 billion with 55 percent of the total accounted for
by private medical schools.§

Ten years before, total expenditures amounted to $440
million, with the expenditures of private schools also amounting
to 56 percent of this total.

Data are presented in Table 2 for each of these two groups of
schools showing the sources of funds to defray regular operating
costs and to support specific activities (research, training, and
rulti-purpose service) sponsored by the funding agency.

include undergraduate medical students, interns, residents, pre-
and post-doctoral
students in the basic sciences, clinical post-doctoral
fellows, and the full-time equivalents of students in other
health professions (dental, pharmacy, nursing, and other
allied nealth).

6 The data on income sources and expenditures include.only
those of the medical school as an organizational unit;
revenues and expenditures for the general operation of
hospitals and clinics are excluded.

. -
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Income for All Operating Expenditures

Currently, the regular operating functions of the public
schools account for more than half of the total expenditures; for
the privately owned group, this proportion is less than two-
fifths. There is also considerable variation between these two
groups in the sources of income to defray those costs

traditionally associated with the reqular operating functions of
the medical school.

‘For ‘the publicly owned schools, funds appropriated by the
-state .legislatures provide more than half of the dollars for
maintaining the regular teaching and service functions of the
‘medical .school, a proportion that has remained constant for the
1961=-1972 period (Table 3). For the most recent year,
professional fee income from medical service plans and the
recovery of indirect costs to defray overhead costs incidental to
the grants and contracts for sponsored programs were the next
largest sources of income. Ten Years before, income from
professional service fees was a relatively insignificant item;
however, by 1965 income from this source had exceeded tuition
payments.

. For the private medical schools, indirect cost recovery and
income from professional service fees constitute the most
significant income items for the recent period; together they
provide one-third of the funds utilized for operating activities,
Tuition payments are also an important source of income in

‘private schools, exceeding the amounts provided through gifts and

unrestricted endowment income. Both these sources, however, have
declined relatively in the period since 1961

Income for All Sponsored Programs

The sponsored activities of the publicly owned medical schools in
1971-72 comprised less than half their total outlay; but for the
private group, these activities account for more than three-
fifths of total expenditures.

In absolute terms, funds for sponsored research at the
private medical schools have exceeded the dollar totals provided
to the publicly owned schools. Since 1961, for both groups of
schools, research has declined in relative terms from three-

‘fourths of all sponsored activities to about one-half.

While the levels of support for sponsored teaching and
training have increased since 1961, these funds continue to
support about one-fourth of all sponsored activities. 1In
absolute terms, the private medical schools have received
somewhat larger dollar amounts, but these funds have accounted

for a smaller proportion of the total sponsored activities of the
private group.
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Federal expenditures shown in Table 2 for sponsored teaching
and training programs relate principally to the graduate research
training programs administered by the National Institutes of
Health, and the more modest levels of support (basic support
grants and special project grants) provided specifically for
undergraduate medical education under legislation enacted in
1966. These expenditures do not reflect the increased levels of
Federal support for undergraduate medical education authorized by
the Comprehensive Health Manpower Training Act of 1971. Awards
to medical schools were first made under that legislative
authority in fiscal 1972, but these awards are forward financing,
that is, the funds are to support the programs in the ensuing
academic year, and, therefore, these awards are reflected in the
expenditure data for the 1972-73 academic year.

In recent years, support for funding the projects that pridge
teaching, research, and service activities has grown
exponentially. These multi-purpose projects include the federal
regional medical program, health services provided under
contract, and the operation of community health centers and
clinics. The private medical schools were more heavily involved
financially in these programs than were the public schools.
Almost three-fourtns of the $165 million received by the private
schools for these programs was provided by non-federal sponsors,
primarily for the provision of health services under contract
programs. For the publicly owned group, multi-purpose activities
in fiscal year 1972 totaled $85 million, with the major portion
of these funds the result of the involvement of these schools
with federally sponsored regional medical programs. The source
of funds for similar programs for years prior to fiscal year
1970-71 were not identified in the data collection process; trend
analyses are, therefore, not possible,

The discussion has necessarily focussed upon the over-all
pattern of medical school financing. The specific pattern for
the funding of the undergraduate medical education program is not
so readily discernible. The art of program-planning-budgeting
has not been applied widely to medical schools, accounting for
the financing of activities produced jointly requires judgemental
decisions, and medical school financial reports available now do
not reflect the full impact of the expanded Federal support
enacted in 1971 for the educational program leading to the M.D.

degree.

It is clear from the preceding review, that the National
involvement - - - through the activities of Federal Government
agencies and the importance of state support = - = is crucial to
the financing of undergraduate medical education. It is
necessary to describe how this development evolved since a
continuation of this National involvement is a fundamental part
of the Committee's recommendations .
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The Evolving Federal Role
In Undergraduate Medical
Education

While Federal Government utilization of the unique capability
of medical schools for the conduct of biomedical research and for
the training, at the graduate and post doctoral levels of
research investigators, has been of long-standing, only in the
past few years has there been direct Federal assistance
specifically for undergraduate medical education. (Table 4)

Funds to assist in the construction of teaching facilities
and for the establishment of a federally funded student loan
program were authorized by legislation enacted in 1963; direct
federal funds for the expansion and improvement of undergraduate
medical education were allocated for the first time in 1966.
These basic support grants were awarded on a formula basis which
provided incentives to increase the numbers of enrolled students
and graduates. Beginning in 1968, in recognition of the need for
further federal assistance, medical schools have been awarded
additional funds to help carry forward special projects for
curricula improvements or modification; for training specifically
for areas of national concern, such as family practice; and to
relieve medical schools in financial distress. These forms of
assistance were extended and elaborated by the Comprehensive
Health lanpower Training Act of 1971. The legislation authorized
the continuation of the support for the construction of teaching
facilities, for providing financial assistance to students, for
special projects for the expansion, shortening and improvement of
educational programs, and for the relief of medical schools in
financial distress. The principal feature of this legislation,
however, is the "capitation grant" based on an amount for each
undergraduate student enrolled in each medical school agreeing to
expand its entering class in fiscal year 1973 by a specified
increment, with an additional bonus for greater first year
enrollment increments, and added differential payments for
graduates of three-year programs. Financial assistance in the
form of conversion grants is also provided to schools moving to
M.D. degree granting programs from a two-year basic science
curriculum; and new schools are eligible for start-up assistance.

The thrust of this historic piece of legislation, as revealed
in the Congressional Committee reports issued at the time the
legislation was to be considered by Congress, is two-fold: to
provide financial assistance to medical schools to assure their
continuance as viable institutions, and at the same time, to
increase the number of medical students.

The House of Representatives Committee on Interstate and
F'oreign Commerce in reporting its version of this legislation
noted that




Table 4

. . . . l
FEDERAL OBLIGATIONS TO MEDICAL SCHOOLS, 1950-1973
(in millions of dollars)

£ |Fiscal Years Total . Undergraduate Medical Education Graduate Research Construction Other

‘7 . (Research) Conduct Programs

~§ Total Institutional Support Student Assistance Training 1/

2, Capitation Basic Support Special Project Teaching &

= Grants Grants Grants Scholarships Loans Related Fac. Res.Fac.

)

=

E; 1973 $1,017.7 $163.3 $102.2 - $34.8 $6.8 $19.5 $125.5 $620.8 $28.2 $18.3 $ 61.6

Bl 1972 969.7 161.7 94.9 - 45.5 7.4 13.9 162.2 531.6 9.2 13.6 95.1

Q

=]

Bl 1971 874.3 97.3 - 21.8 55.2 7.1 13.2 160.5 440.6 97.5 .. 78.4

=

o

2| 1990 813.6 71.9 - 21.3 3.9 - 7.3 8.4  165.8 392.1 108.7 . e 75.1

Q N .

o ¥ . .

ol 1969 814.6 60.4 - 21.1 19.8 5.3 14.2 168.2 414.3 93.4 5.8 72.5

- : .

;2 1968 741.8 43.7 - 20.2 5.5 3.3 14.7 166.6 376.2 91.9 21.5 41.0

éﬁ 1967 688.2 34.8 - 18.8 oo 1.8 14,2 162.9 373.4 75.3 18.3 23.5

:E 1966 ' 557.6 16.4 - 6.6 .. . 9.8 126.1 335.2 48.8 31.1

Q

= 1965 500.5 6.6 - .. . . 6.6 107.2  298.7  55.7 32.3 |

S}

Z| 1960 165.1 . - .. . .. .. 41.5 106.4 3.4 2/ 13.8 N.A,

S) .

3| 1955 3%.1 .. - .. .. A .. 6.0 26.9 1.2 2/ ..

S| 1950 " 199 .. - .. .. .. .. 4.0 8.2 5.3 2/ 2.4

Q

g

g

ff 1/ Data for 1972 and 1973 only include grants and contracts for research; data for previous years do not include research contracts.

g Research contracts amounted to $60 million in fy 1972, and $79 million in fy 1973.

= .

S 2/ Assistance for construction of hospitals owned by medical schools

Eg Note: Program coverage for agencies of the Department of Health, Education, and Welfare may be considered to be complete except for payments for services
provided to beneficiaries under the Medicare and Medicaid programs; for other federal agencies the data include only the obligations for conduct

of research.

Source: Department of Health Education and Welfare, National Institutes of Health (Office of Resources Analysis Program Planning and Evaluatiovb and Bureau
of Health Resources Development. ’
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"if the serious shortages of
health personnel are to be
alleviated, it is imperative
that the essential viability of
the health professions schools
be maintained"” 7/

7/ House Report No. 92-258, 92. Congress, Ist
Session,

(1971) p. 27

The Committee emphasized that it -

"endeavored to find a
meaningful mechanism of
assistance to these schools
which would serve to alleviate
financial distress and provide
a stabilizing basis for their
educational program,., The
capitation levels proposed in
this bill are designed to
significantly alleviate the
financial distress of those
schools which are in serious
financial straits. 8/Grants
should enhance the ability of
schools more fortunately
situated to increase
enrollments and make their
curricula increasingly relevant
to the health care needs of the
Nation. The capitation grants
are designed to provide a
dependable support base for the
educational programs of the
health professional schools
without having to go through
the 'back door' of research to
support education. Special
project assistance authorized
elsewhere in the bill would
provide additional assistance
to those institutions which
wi.1ll respond further to the
Nation's complex health
manpower needs." 9/
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8/ The effectiveness of the capitation grant awards

— provided in the 1971 legislation to over-
come the financial distress situation of
redical schools is evident from the fact
taat prior to the new legislation, about
60 medical schools received awards to
alleviate their financial condition in
each of the fiscal years 1969,1970, and
1971; the number of such awards dropped
to six for each of tie fiscal years 1972
and 1973,

9/ House Report, p. 28

Significantly, however, the House
Cormittee added tnat it had

"weighed carefully the proposal
of the Administration, the
Association of American !Medical
Colleges, and others testifying
before the Subcommittee, not to
include an expansion of
enrollment requirement as a
condition for receipt of
capitation grants. Although
the proposal might have merit
if only small amounts of
Federal assistance were
involved, the Committee feels
strongly that if schools are to
receive assistance of the
magnitude proposed in this bill
there should be results- =~there
should be increased manpower.
The capitation grants will give
the schools hundreds of
thousands of dollars--and in
some cases millions of flexible
funds to be used at their own
discretion to meet their
educational needs., .10/

10/ House Report, p.29
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The Senate Committee on Labor and Public Welfare, in
reporting the Senate version of this manpower legislation made
statements similar to those made by the House of Representatives
Committee in respect to the basic financial problems to be
overcome -

"It is the Committee's
conviction that the current
financial crisis among health
professions educational
institutions precludes
effective action on their part
in response to these national
needs. These institutions can
and will respond to these needs
only if they are assured of a
predictable amount of Federal
funds sufficient to stabilize
their finances--and assure taat
education remains within
financial reach of the student
without forcing the school to
the point of financial
disaster. "

" = = =The bill therefore
entitles each educational
institution to an award
intended to cover approximately
one-third of the average per
student educational costs
incurred nationally by such
institutions - = = To the
extent essential for the
education of the students - - -
the costs of research and the
costs of patient care are
integral to per student costs
of tne institution. And that
they shall be included in the
calculation of costs for the
purpose of applying for the
entitlement grant." 11/

Document from the collections of the AAMC Not to be reproduced without permission

11/ Senate Report No. 92-251, 92nd Congress,
Ist Session, (1971) p.16

Tae Senate also reflected concern over the cost of
professional education and the appropriate Federal share -

“"The Committee fully recognizes
that the schools derive their
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resources to carry out their
responsibilities from a variety
of sources including State and
local funds, private sources,
philanthropy, tuition and fees
for services, as well as
Federal grants. Expenditures
of the schools and the costs
attributable to the education
of students vary among the
different schools within a
discipline and among the
disciplines, = - -

- = = While it is undeniably
the case that the health
professional schools of the
Nation are in varying degrees
of distress, it is also true
that the vast majority of them
are in great financial
difficulty. The bill,
therefore, provides a mechanism
of institutional support for
schools of the health
professions that recognizes a
Federal responsibility for the
support of these institutions
that is shared with other
public and private agencies and
individuals in assuring
continuing support of
sufficient magnitude to enable
the schools to carry out their
educational responsibilities
effectively and on the basis of

sound planning and operation. 12/

12/ ~Senate Report, p. 17

Thus it appears that the current legislation reflects this
national objective, and that the Nation, as a whole, through the
Federal Government, accepts a share of the burden of supporting
the necessary educational process, and thereby a role in
maintaining the viability and stability of the institutions

involved.

The Role of State Governments
In Undergraduate Medical Education

Publicly-owned medical schools receive a substantial portion
of the funds they require for their over-all activities in
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‘education and community services through the general
appropriation process of the states. These state appropriations
have increased from $60 million in 1960-61 to $255 million in
1971-72. For the past decade, however, the proportion of state
funds to total operating expenditures (excluding sponsored
activities) has remained constant at 55 percent.

Generally, the appropriation process does not provide an
activity distribution of the funds appropriated. From the
available information in the cost allocation studies, the
Committee estimates that roughly 25-30 percent of state
appropriations, in the aggregate, may help fund the undergraduate
medical éducation program in public medical schools.

For the 1971-72 school year several states provided in the
aggregate, an additional $29 million as subsidies to private
medical schools, with the payment calculated on a per student

basis. The usual requirement governing the receipt of the grant

is that enrollment be increased, but not .every state awarding
these ‘funds requires that the increase be limited to the
residents of the state.

While the states have made available substantial funds to
medical schools, when compared with the population of these

.states, and the personal income of the state residents, the

support appears to be nominal. State funds for all activities of
the medical schools amount to less than $2 per capita for 28
states; ten states provide amounts greater than $2 per capita,

but less than $3; one state provides more than $3 per capita.

In relation to the personal income of the states' population,
the amounts made available by 29 states is less than $5 per
$10,000 of personal incomé; for 7 states, more than $5 but less
than $6; 3 states provide more than $6 per $10,000 personal
income.

Committee Recommendations for Financing
Undergraduate Medical Education

It has now become an accepted national objective that access
to health care is a right. To sustain that right, the training
of the required health personnel must also be a national
objective. 2And in this perspective, the institutions providing
for health professions education must be deemed as vital national
assets to be cultivated and sustained by virtue of their innate
and critical value to the attainment of the national purposes in
health.

It is against this background of national policy that the
following recommendations are offered on the financing of
undergraduate medical education.

The Committee believes that -

(1). The costs of undergraduate medical education should be
shared by all who benefit from the education and
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training of physicians -- the Federal and state

governments acting for society, the students, and tae
private sector.

(2) . Multiple sources of support for academic medical centers
are preferable to a single source of support to help
assure continuing diversity among the educational
institutions and to assure their greater responsiveness
to changing national needs and priorities.

(3) . The current differential in sources of support for
public and private schools will have to be continued.
This is due in part to political realities related to
difficulties in providing different levels of Federal
support or in providing the same levels of state support
for the two types of institutions. Both types of
institutions provide differing sources of strength to
undergraduate medical education, contributing in
different ways to a high level of innovation in
education, research and service.

(4) . Adequate support must be provided for the biomedical
research and service programs of all medical schools.
These activities are not only critical to the
advancement of the Nation's health but are necessary
ingredients of all educational programs in the health
professions. The interrelationships and interdependence
of all the activities of modern medical schools require
that the institutions be maintained as entities;
adequate support for educational programs alone does not
assure their continued viability.

(5). Qualified students of both sexes from all racial groups
and socioeconomic levels should have equal opportunities
for careers in medicine. Support through nonrepayable
grants and loans from multiple sources should be
adequate to remove financial considerations from the
student's choice of the institution for his medical
education.

(6) . The student who receives financial assistance to enable

: him or her to pursue a medical career should not be
unconditionally obligated to repay that assistance by a
period of service in a designated area or designated
professional specialty; the option to do so should
remain with the student.

The Committee recommends the following sources of support for
the undergraduate medical education program, excluding that
portion of the full resource cost now met through contributed
services, or from sponsored research or other income.

(1) . Federal
A. The Federal government should provide
one-third of the net cost of the undergraduate
medical education program through grants to
medical schools related to enrollment to provide
a stable source of support for their basic operating
programs. Special assistance should also be provided to
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attain specific national health manpower goals such as-
curriculum innovations, better distribution of
physicians geographically, or better distribution among
specialties. There should be no differentiation between
public and private schools with regard to this form of
Federal support; both types of institutions are National
resources, providing important contributions to the
improvement of health with no regard to state
boundaries. Loan and scholarship levels high enough to
reflect the full cost of medical education would require
the student to bear the full costs of all benefits and
would be counter to the established philosophy of public
support' of higher education.

The Federal government should continue the present
system of nonrepayable grants and loans for support of
students, but the present ceiling on loans and
scholarships should be increased to $4,500 per student,
per year, to reflect the rising costs to the students of
pursuing a career in medicine. The student assistance
program should be administered by the medical school's
financial aid officers. Their more complete knowledge
of the financial status of the students and their
ability to make optimal use of various forms of support,
including employment to provide some income assure the
most effective use of the Federal support provided. The
scholarship and loan programs should, therefore, remain
separate from the Federal support provided for
mmebaccalaureate programs. The Office of Education is
not knowledgeable about the special situations involved
in supporting medical students. In addition, many
students have exhausted their entitlement to Office of
Education loans and scholarships during their
baccalaureate education.

The total amount of support and the limits of support
for a student should reflect the established needs and
changing costs of the educational program. Furthermore,
the amount of the assistance made available and its
distribution between nonrepayable grants and loans
should take into account the individual student's other
fiscal resources,

There is adequate evidence that guaranteed loans, even
with interest subsidy, .are not available in adequate
amounts to support medical students, particularly those
from low income families. The present loan program is
expected to become more nearly self-supporting as
repayments are made and require smaller annual additions
from Federal funds.
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(2) . State Sﬁpport

A. State governments should continue to provide a
sustantial portion of the funds necessary to meet the
operating costs of the publicly controlled medical
schools not funded by other sources - such as the
Federal contribution, payments by students, or service
income. State governments have the responsibility to
provide the additional essential support to enable the
public medical schools to meet their total objectives in
education, research, and health care, and to maintain
their financial stability,

While the state governments have a greater
responsibility for the suppart of the public medical
schools, they also have a responsibility for the support
of private institutions. Private medical schools not
only offer opportunities for the education of state

_ residents, but provide many of the other benefits to the
state made by the public schools. The available
evidence indicates that two out of five graduates of
private medical schools practice in the state where they
receive their undergraduate medical education. This is
less than the three out of five graduates of public
medical schools who remain in the state but these
private school graduates still constitute a substantial
contribution to the physician supply in the state.
Private schools are finding it increasingly difficult to
remain financially viable and present state support has
been critical to the survival of many of them. For a
state to take over a private school or to replace the
contributions of the private school to the state would
exceed the cost of the level of state support proposed.
To maintain the special contributions that private
medical schools can make, the support should not
establish such requirements on the schools that would,
in essence, convert them to public schools.

B. States should continue to provide support through
scholarships and loans for students to meet the

Document from the collections of the AAMC Not to be reproduced without permission

particular needs of the students enrolled in the medical
schools in the state.

3. Institutional Share

Both public and private medical schools should be able to
cover some of the costs of medical education not covered from
other sources by gifts and by allocating a share of the
income produced by services provided by the institution. But
this latter source of income should not be relied upon to the
extent that it distorts the proper balance of medical school
operations and their financing.




Technical Note

Methodology used in determining costs of the undergraduate medical
education program not financed by contributed services, or by
income from research or clinical activity

Contributed Services

The imputed value for goods and services included in the estimates
of the full resource cost of the undergraduate medical education program
were eliminated, as the first step, from the costs for all components of
the educational process.

Research

The cost of the research essential for the undergraduate medical
education program that must be financed as education was derived as
follows:

The cost of the total research necessary for all education
(undergraduate medical, house officers, MA and Ph.D. students) as
determined by the model for the derivation of the full resource
cost (see "Undergraduate Medical Education - Elements - Objectives -
Costs", JME vol 49, No. 1, January 1974, pp 120-126), was sub-
tracted from the cost of the total research program for each of the
twelve medical schools studied by the committee. The remainder is
the research activity not considered essential for educational
programs. The income from federally sponsored research was first
applied against the costs of this research effort. Any remaining
federally sponsored research income was applied to the costs of
the total research necessary for all education.

The costs of any unfunded research required for all educational
programs was distributed in proportion to the costs of the research
required for the education of undergraduate medical students, house
officers, and MA, Ph.D. students.

Document from the collections of the AAMC Not to be reproduced without permission

The unfunded research necessary for the undergraduate medical
education program for each of the 12 medical schools was then
divided by the number of undergraduate medical students.

For those schools where the total research necessary for educaticn
as derived from the model exceeded the total research program all
federally sponsored research income was assigned to the research
costs riecessary for all education.



Clinical Activity
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The cost of the clinical activity essential for the undergreduate

medical education program that must be financed as education was derived
as follows:

The cost of the total clinical activity necessary for all educa-
tion (undergraduate medical, house officers, MA and Ph.D. stduents)
as determined by the model for the derivation of the full resource
cost (see "Undergraduate Medical Education - Elements - Cbjectives -
Costs", JME vol 49, No. 1, January 1974, pp 120-126), was subtracted

from the total medical service expenses for each of the twelve medical
schools studied by the committee.

The income to the medical school from the medical service provided
by the faculty was first applied to the cost of the clinical
activity in excess of the amount required for education. Any
remaining medical service income was considered as income to
fund the clinical activity necessary for education. This was
distributed in proportion to the costs of the clinical activity
essential for the education of undergraduate medical students, house
ofticers, and MA, Ph.D. students.

The unfunded clinical activity necessary for the undergraduate
medical education program for each of the twelve medical schools was
then divided by the number of undergraduate medical students.

For those schools where the total clinical activity necessary
for education, as derived from the model exceeded the total
clinical activity program of the medical school, all of the clinical
activity was considered to be necessary for education.




a
o
7
%]
E
Q
jo3
=
=
o]
=
=
B
=]
Q
Q
=
=]
o
=
joy
[0
-
Q
O
@]
=
-
o
Z
s
Q
=
=
[
o
%]
=}
o
=
Q
Q
=
(o]
Q
Q
=
=
g
o
&
=
=}
Q
g
=
Q
o
@)

g . N PO e R
\\_)4222:74‘_) Consideration
a /
ﬂc ;/)K oo e

AAMC POLICY STATEMENT ON NEW RESEARCH INSTITUTES
AND TARGETED RESEARCH PROGRAIS

The Association of American Medical Colleges reaffirms its strong belief that

a key element in the past and future success of our national effort to con-
quer disease is a strong, diverse, balanced program of high quality biomedical
research. The present organizational structure of the Mational Institutes of
Health, which encompasses disease categories, organ systems, basic science

and the particular needs of the various age groups in our population, is satis-
factory for all the perceived goals of the NIH. Therefore, the Association
strongly believes that reorganization of the National Institutes of Health

will not facilitate the conquest of the diseases of man. The Association re-
cognizes the possible need to add new .responsibilities to the existing programs
of the various Institutes of the Matiomal Institutes of Health and the

National Institute of Mental Health to accomplish new objectives which are not
presently identified. However, the Association cannot endorse the further
fragmentation of our national biomedical research effort by the establishment
of additional institutes at the National Institutes of Health and the National

Institute of Mental Health.

Legislative proposals which authorize the increased expenditure of funds for
biomedical research programs directed toward specific disease entities do not
necessarily increase the total funds available for our national biomedical
research effort. In addition, these programs skew the balance of the entire
NIH program and in certain instances may divert money from biomedical research

to patient care.

The Association believes that an essential prerequisite for national programs
targeted toward the conquest of specific diseases is the development of the
basic knowledge upon which a targeted program can be built. Thus, it is
essential that support for fundamental scientific research programs, such as
those supported by the National Institute of General Medical Sciences, must be
maintained. Targeted programs which divert funds away from basic research
will ultimately compromise our ability to achieve our long term national bio-

medical research goals.

The Association believes that the enactment of any new Jegislative proposals
targeted toward the conquest of specific diseases should be predicated upon

the following principles:

1. The basic scientific information must be avail-
able to provide a knowledge base upon which a
targeted program directed toward the conquest of a
specific disease can be built.

2. There should be a clear indication in the development
and implementation of a specific legislative program
that such a program shall not occur at the expense of
other programs in our national biomedical research
effort.

3. It must be clearly evident that existing programs and
legislative authorities cannot be adapted to accomplish
the goals of the proposed program. -
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‘}\ : ASSOCIATION OF AMERICAN MEDICAL COLLEGES

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

WASHINGTON: 202: 466-3175

JOHN A. D. COOPER, M.D., PH.D.
PRESIDENT O.. Fn.0 June ]3, 1974

MEMORANDUM

TO: AAMC Executive Council & Administrative Boards

FROM: John A. D. Cooper, M.D.
SUBJECT: Proposed AMA Guidelines for Housestaff Contracts

Enclosed for discussion at the June meetings of the Administrative Boards
and Executive Council are proposed AMA Guidelines for Housestaff Contracts.
These guidelines have been approved by the AMA Board of Trustees and will
be considered by the House of Delegates at their June meeting. The
attached correspondence between Henry McIntosh and Jim Sammons provides

some background on the subject.

Attachment

Document from the collections of the AAMC Not to be reproduced without permission
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REPORT OF TIIIE BOARD OF TRUSTEES e

Report: P
(A-74)

" Subject: Cuidelines for lousestaff Contracts
Presented by: Richard E. Palwer, M. D., Chairman

Referred to: Reference Committee C
(James D. Murphy, M. D., Chairman)

A}

— - ——— -

At the 1973 Clinical Convention the House of Delegates referred
Resolution 8 to the Board of Trustces and its Committee on Housestaff
Affairs, the Intern and Resident Business Session, the Council on Medi-
cal Service and the Council on Medical Fducation. Resolution 8 called
. for development of principles and guidelines for agrecments between
lousestaff and the institutions in which they serve, and exploration
of the development of a model contract.

Attacled are guidelines which catalogue options which are appro=~
priate for discussion between housestaff and the respective institu-
tion‘and are submitted for the information of the House of Delegates.

Past llouse Action: C-73:228
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GUIDELTINES YOR UQUSESTAFF CONFRACTS

"I. Tntroduction

This is an outlinc of basic principles to be applied to contracts be-
_tween lousestaff and the institution at which they serve. There are so
many variables present from training institution to training institution
that no single form of contract would be helpful. The AMA.has thercfore
devcloped a set of guidelines for the more important substantive provi- '
sions of a lousestaff contract. . . -

The subjects here included are not intended as the only subjects of
importance for a countract or appropriate for every contract. Moreover,

" .the definition of- the regpective responsibilities, rights and obligations

of the parties involved can assume various forms: a collective bargaining
contract (which is recommended); uniform individual contracts; or as part
of the rules of povernment of the institution. In cach instance, it will
be nccessary for the Housestaff Association to evaluate’ its nccdb and the
ability of the institution to fulfill them and then establish llousestaff
priorities and bargain accordingly with the institution.

1. Proposed Terms and Conditions

A. Parties to the Aprecment

The representative statls of the llousestaff Association should be ex-
pressly accepted and recognized in the contract.

The contract may be between a Housestaff Association with members in
several institutions, and a group of rclated institutions (such as all
city hospitals in a certain city), or it may be between a llousestaff Asso-
ciation and a single iInstitution.

. Position, salary and all other benefits should remain in effect with-
out regard to rotational aqugnmcnts, even if they are away f{rom the parent
institution.

The agreement should provide coverage for all those performing the du-
ties of interns, residents and fellows. Particular care should be taken
to protect against the practice of unpaid '"voluntecrs" performing such du-
ties.

Individual Housestaff Officer contracts should be required to be con-
sistent with the principal contract. :

Adequate prior notification of the institution's intention not to renew
an individual's contract should be required so that the llousestaff Officer
will have sufflcient time to obtain another appointment.
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B. Obliyation of the Institution N

The institution should agreec to:

provide a training program which mcets the standards of the
Fssentials of Anproved Residencics of the AMA;

continuously maintain its staff and its facilitices in compli-
ance with all of the standards of the Lsscutials of Approved
‘Residencies; : C ’

proscribe increasing the pyramidal nature of the trainlng pro-
gram during the tenure of persons already in or accepted to
that program. . ' : :

s

~C. Obligation of lousestaff

_ llousestaff members should agree to fulfill the educational require-
ments of the residency program, and to use their cfforts to provide safe
and cffective patient care as assigned or required under the circum-
stances. . : -

Housestaff Members should comply with the laws, regulations and poli-
cieg to which the institution is subject.

D.A,Salary of lNlousestaff

The salary to be paid to each level of Housestaff, and the day of the
payment should be specified. If there are to be progressive increcases,
the basis for the increasc should be specified, together with the time when
such increases are to take effect. :

L4

In determining the salary level of a Housestaff Officer, credit should
be provided for prior training experience where allouse Officer has shifted
from one program or institution to another.

A specific salary differential shiould be provided for chief residents

or their equivalent.

Specific salary differentials may be provided where appropriate in
particular scrvices.

E. Hours of Work

There should be a recognition of the fact that long duty hours extend-
ing.over an unceasonably long perlod of tiwe or vnerous on-call schedul-
ing arc not consistent wlth the primary objective of education or the ct-
ficicent delivery of optimum patient care. The instltution should commit
itself to fair scheduling duty time for all Housestaff members, as well
.as the provision of adequate and defined off duty hours. '
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F. Off Duty Activitics . .

' This is an appropriate topic for collective bargaining between the
llousestaff Association and the institution; and the results of the bar-
gaining on this subject should be clearly sct forth in the agreement.,
The contract could provide that a llousestaff Officer is free to use his
off-duty hours as he sees fit, including engaping in outside employment
so long as such activity does not interfere with oblipations of the
Mousestaff member to the institution or to the cffectiveness of the edu-
cational prograa he is pursuing. A\ ©o

G. Vacations and Leave

A]

.

The amount of vacation, .sick-leave and educational leave to which
cach Houscstaflf member is entitled should be specified.

Vacation should be expressed in terms of customary working days as

defined by the Institution. .

1f vacations may be taken only at certain times of the year, this
should be expressed. Any requirements for scheduling vacation time also
should be stated. :

Leave provision may also cover maternity, paternity, berecavement,
military duty examinations, preparations therefor, and educational con-
férence purposes. Reimbursements for tuition and expenses incurred at
cducational counferences should be cénsidcred. ‘

The agrecment should set forth any progressive increases in the anount
of time allowed for vacations, sick leave and educational lecave.

) «
Fducational lecave should not be deducted from.vacation time.

H. Insurance Benefits

The insurance benefits which were negotiated should be set forthwith
particularity and should be tailored to the specific needs of lousestaff
Officers. '

Some of the more common insurance beneflt ‘provisions are (a) hospital-
ization and basic medical coverape for the llousestalf member and spousc
and minor children; (L) Major Medical coverage for lousestafl wmewbers and
family; and (¢) group life insurance, and dismemberment and disability in-
surance for the llousestaff member only.

It should also be spccifi&d whether the institutlon will pay the ull
amount of premiums or only a portion of the premifums, the balance to be

‘paid by the lousestaff member. Co-paid benefits should be established,

scparately from other hospital employce benefits, as a means of maximiz-
ing benefits. :

In some instances, frec care for Housestaff Officers and their fami-
lles at the tralning institutions may be provided.




=)
(@]
7
1%}
£
L
=7
=
o]
=
B
©
[
2
©
o
=
Q
15
=
L
O
(@]
=
-
o
Z
=
Q
k=
[
o
%)
=)
(@]
=
Q
(5]
=
(@]
o
[}
k=
g
o
fi=)
=
o
g
=]
5
o
@)

VoOoONOTWBnDLN M-

L0

41

42

43

44

45
46
47
48
49
50
51
52
53
54
55
56

’ : : B. of 1. Rep. P*= page 5

~

In licu of insurance benefits, the contract may provide for fixed
annual payments to the llousestaff Associdtion for cach llousestaf{f Of-
ficer so that the Housestaff Association may determine and provide for
insurance or other benefits for Housestaff Officers.

I. Professional Il.iability Insurance

The contract should specifly the amount of Professional Liability
Insurance which the institutionwill provide for cachllousestaff wmember,
together with the limits of- liability applicable to such coverage.

It might also be appropriate to provide in the contract that the,
Housestaff mewbers and the institution will fully cooperate with the

insurance company in the handling of any professional liability claim.

J. Committee Participation

-~ In so far as possible, the institution should apreec to provide for
appropriate participation by lousestaff members on the various Conunit-—
tees within the institution. This participation should be on Committees

- concerning institutional professional and administrative 'matters. Mem—

bers should have full voting rights. lousestaff members should be se-
lected by the llousestaff Association members themselves.

-

T4
K. .'Crievance Procedures

The contract should provide a grievance procedure. That procedurc
typically involves the following: )

1 - a definition of the term "griecvance' (e.g., any dispute or
controversy about the imterpretation or application of the
contract, any rule or regulation, orany policy or practice);

2 - timing and scquence of the gricvance steps (initial steps
referred to the chief of service, then to the medical
board or administrator as a review hody); )

3 - a right to legal and other representation at cach step for
. the Housestaff Officer;

4 - the right of the liousestaff Association independently to
initiate and process a grievance;

5 - a final step - binding arbitration to be initiated only by
the llousestaff Associlation; and

6 - sharing of arbltration costs. .

L. Disciplinary llearings and Procedure - .

The contract should provide a disciplinary procedure which guaranteces
"due process' before any disciplinary action 1s taken agalnst a Mousestaflf
member.  Attachment A provides a procedure whilch may be appropriate or
modificd for use in a given institution. The procedure adopted should be
sec forth in full in the contract between the inscitution and lHousestafi
Associatlon.
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M. Vorking Conditions and Paticnt Care Tssues * .

The apgreement should provide for adequate, comfortable, safe and
sanitary [acilities such as on-call rooms, secure storage arcas, secu-
rity personncl, facilities for books, storage of clothing, comfortable
sleeping quarters, and limitation of the number of beds per room.

There should be proscription against regular and rLcurrcnt pexform-
ance of duties by llousestaif Offlccrs unrelated to llousestaff Officer
training. :

Patient care issues, educational training, and salary are compensa-~-
tions for work and are negotiable. ’

In so far as patient care issues are described in terms of reference
to the physician's job dcscrlptlon, these frequently fall under contract
worklng conditions. \

The quality of patient care services and facilities may be a speci-
fied fecature of the training program coatract, and can include such mat-
ters as adequate equipment, bedspace, clinical ‘staffing, and clinical
staff structuring.

N. Other Provisions

As indicated, the foregoing provisions are not all-inclusive. Depend-
ing upon the institution's size, location and affiliations, if any, and
also depending upon the relatlonship between the institution and the House-—
staff Association, other provisions may be included. For example:

payroll deduction of llousestaff- dues;

agency dues in those jurisdiétiohs where authorized;

maintenance of existing benefits and practices not otherwise
expressly covered;

housing, meals, laundry, uniforms, 11v1ng out and telephone al—
" lowances;

adequate llousestaflf Association office space, bulletin boards,
sceretariul asslstance;

Housestaff Association seminars or mectings; and

Housestaff renewal or anotiaclon of the contract at the end of
the term. . .

ITI. Lepal Assistance -

The process of collective bargaining and(Jrafting a contract which will
effectively reflect the result of such bargaluing will involve wmany lepal
consideratlons. The Houscestvalf sliould conslder rctqinlnb legal counsel Lo
advisce and represent them on those matters.
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e : . ' ATTACHHENT A

DISCIPLINARY HEARTNG AND I'ROCEDURE

1 - Before any llouscstaff mewber may be reprimanded, suspended, cxpelled,
or suffer a denial of any right or privilege due by virtue of his ap-
pointment as a3 Housestal f member or under any provision of this agree=
ment, said llousestaff member shall be entitled to the benefits of the
procedurcs and appeals provided in this article.

2 - Action sceking to reprimand, suspend, expel, or to deny to any llouse-
staff member a right or privilege shall be commenced by the prepara-
tion of a complaint in writlng sectting forth the conduct complained of
and the requested penalty. This complaint shall be filed with cthe
Disciplinary Cowmittee and a true copy shall be delivered personally
to the lousestatf member complained of.

3 - The Disciplinary Committee shall appoint a Hearing Committee consist-
ing of physicians - 407 o f whom are Houscstaff Officers to be sclected
by the lousestaff Association or the lousestaff Officers if there is no
Housestaff Association. No member of the llearing Committee shall be
personally involved in the controversy described by the complaint. It
shall be the duty of the Heariny Committee to conduct a fair and impar-
tial hearing, pursuant to the provisions of this article and such fur-=
ther rules of. procedure as the Committee may adopt for cach hearing,
which shall not be inconsistent with the provisions of this article.

ﬁ ~ The llearing Committee shall sct a time and place for a hearing on the
complaint, which shall allow the accused llousestaff Officer a reason-=
able period of time to prepare his defense. The Hearing Committee may
extend the time for the hearing by agreement of the parties or as the
llearing Committee may determine. : :

5 = The accused lousestaff member shall not be required to file a formal
written defense to the complaint. The accused llousestarf member may
ask the learing Committee to order the Complainant to make the com-
plaint more specific by pointing out, in a written request filed with
the licaring Coummittee and served on the complalnant, wherein the coi-
plaint is vague or ambiguous. 1f the llearinyg Committee so orders, a
more specific complalint must be prouwptly filed and scrved on the ac-
cused lousestaflf wewber.

6 - Formal rules of evidence shall not prevail at the hearing conducted by
the llcaring Committee; however, all evidence offered and considered
at the hearlng must be reasonably related to the facts and statements
contalned In the complalnt. Both partics may be represented by attor-
neys or by physicians of their choice at all stages of the procedure.
No evidence shall be offcered or considered by the llearing Committee at
any time except at a duly convened mectiug of the learing Committee and
while the accused lHousestaff member is present.

7 = The accuscd Housestaff member shall not be obligated to present any evi-
dence by way of defense until the complainant has presented all of the
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evidence in support of the complaint. The accused Housestaff member shall

not be compelled to be a witness against himself, but shall be given a rea=-
sonable opportunity and a sulficient period of time in which to present

evidence in support of the defense. Inmediately thercafter, the complain-

ant shall be piven an opportunity to rebut the lousestaff wmember's evi-

dence but not to offer new evidence which could have been presented pre- .
viously.

After hearing all of the evidence, .the llearing Committee shall meet and
decide if- the evidence offered supports the complaint. If 75% or wmore of

the llearing Comnittee shall join in a decision they shall preparea formal

written document entitled "Findings of Fact" in which they state that the

allepations of the complaint have or havenot been proven aud suumarize the

ev idence in support of that finding. Tihis document shall be £filed with the

Disciplinary Committee and a copy shall be delivered to both parties. 1t

the Hearing Committee finds that the complaint has not been proven, no fur-

ther action shall be taken on the same facts or occurrence. If the llearing

Committec finds that the complaint has been proven, the llousestaff wmember
"shall have the right to appcal as provided below. If the learing Cowmittee

is unable to reach a decision as aforesaid, they shall so report and no

further action shall be taken, but such decision shall not preclude a sub-

sequent complaint on the same charge provided that additional evidence not i
previously available shall be offéred in support of the complaint.

. a . .
9 - If the llearing Comnittee has found the complaint to be proven, the accused
llousestaff member shall be entitled to appeal the decision to the full Dis-
ciplinary Committee. The accused Housestaff member shall request an appel-
late hearing in writing and shall serve a copy of the request on the com-
plainant.
. .
10 - A verbatim transcript of the proceedings before the Hearing Committee shall
be prepared and filed with the Disciplinary Committee before the appellate
hearing shall be convened. Lach party also shall have the right to file a
written argument with the Disciplinary Committee before the hearing date.
A copy of any written argument shall be served on the other party. At the
appellate hearing, both parties shall have an cqual amount of time for oral
argunent. No additional evidence shall be offered ai the appellate hear-
ing. The Disciplinory Committee shall confine its considerations of the
appcal to the rccords before the Hearing Comaittee and the appellate argu-
ment.

Document from the collections of the AAMC Not to be reproduced without permission

11 - The concurrence of 75% of the members of the Disciplinary Committee shall-

" be required to affirm the decision of the learing Committee. Upon such
concurrence, the Disciplinary Comaittee shall report fts findings in writ-
ing to the Dirvvetors of the Instlitution, together with a recommendation for
punishment or penalty to be finposed. A copy of such report shall be de-
‘livered to both parties. If the Disciplinary Committee shall not have the
_concurrence of 75% of its members in any decision; the matter shall be dls=-
posad” of without further action upon filing the report of the Disciplinary

Conmittece,
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12 - Upon recciving the report of affirmance by the Disciplinary Committece
and the reconmendation of the Committce as to penalty or punishment,
the Direcctors or their delegate(s) wmay lmpose punishment or penalty on

the Mousestaff member, but not in excess of that recommended Ly the Dis—-

_ciplinary Committcee.

13 - No llousestaff member shall be subjected to any disciplinary action or
any cowmpensation until completion of these proced-

that a llousestaff member may be suspended, but
and appeal where such suspension shall be re-
iderations of paticnt carc.

pcnalty or loss of
ures; provided, however,

with pay, pending hearing
quired by substantial and jwminent cons

Id

sciplinary proceed;

»14 - The contract could provide as a final step in the di
mutually selected.

ings binding arbitration by a neutral medical expert,

.o
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ANMEIUCAN MitDICAL ASSOCIATION
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535 NORTH DEARBORN STREET e CHICAGO, ILLINOIS 6()61_0'.0. PHONE (312) 751-6000 = TwWX 910-221-0300

¥
L d

ALINONS, M D
ce Prevident Designate

May 23, 1974

Henry D. McIntosh, M. D.
Chairman, Department of Medicine L.

. Baylor College of Medicine _ .

f

Texas Medical Center
Houston, Texas 77025

AM]

Dear Henry:

deliberately not responded to yéur letter of April 18 until now

I have
in order to be able to give you some positive answers to the questions that

you raised.

Let me tell you what the present status of the Guidelines for House-
staff Relationships to Teaching Institutions is. First of all, the Board
of Trustees, at its meeting in April, approved these Guidelines for trans-
mission to the House of Delegates, at which time, in June, they will be re-
ferred to‘the appropriate reference committee of the House where general
discussion and debate, both pro and con, will occur. Following said debate,
the reference committee will then make a recommendation to the House to either
approve, disapprove, amend or table this document. Frankly, I understand the,
problems that you present in terms of Baylor's particular situation; hcwever,
in all candor, I must also acknowledge that therc are teaching institutions
in the country in wnhich some form of due process must be instituted if the
training programs are to continue to survive because of activities that have
occurred over the past several years. _Happily, this does not refer to Baylor.

I am aware that all Housestaff situations are different, and particular-
ly in terms of Baylor's relationship with the hospital district, the VA, the
Methodist, and St. Luke's, and 1 also am aware that certainly this conmittce

can “create many prcblems' but at the same time, I think we must all acknowl-

edge that at the moment, since they are in excess of 50,000 in training pro-
grams acCross ‘the country, that some sort-of guidelines for at least recasona-

ble stability is indicated.

£ the AMA louse will be; however, 1
he reference committee here in Chicago

during the course of the Annual Convention to present the point of view which
you have enunciated in your letter, and also to review the Guidelines that

the Board is referring for study. In order to help you with that evaluation,
1 am enclosing a copy of the Board report which includes a "due process'' pro-

I do not know what the responsc ©
would encourage you to appear before t

cedure.




Insofar as your commcnts relative to the National Socicty for Mecdical
Rescarch are concerned, I am just. now getting into the problem of; NSMR and
will be in a better position to respond the next time I see you. At the
moment, I must confess that I am not very familiar with this organization.

Sorry that I missed you during the course of the Texas Medical Asso-
ciation meeting; however, I am glad that Russ and I had brecakfast with Joe

Merrill, and felt it was very productive.

Best personal regards,

e

Jaﬂés H. Sammons, M. D.

RN

Enclosure ) ' v
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- Your letter of

BavyLor CorLict oF MEDICINE
TExAs Muntcan CeNTinr
Houstox, TExas 77025

tarsT o INTERNAL MEbteiNe

LD RZU4unt

May 30, 1973 ' S

James H. Sammons, M.D.

Executive Vice President Dcsignate

Armerican Medical Association .

535 Dearborn Strecet ' ) T : -7
Chicago, Illinois 60610

A TN

Dear Jim: -

May 23 with the present status of the Guidelines {or House-
staff Relationships to Teaching Institutions was reccived. To say the least-
I cannot understand how a resolution of this type, if that be
could have been formulated and approved by the House

of Delegates to be referrcd to the Board of Trustees and its Committee on
Housc Staff Affairs and then get back to the House of Delegates. This
resolution for all intents and purposes makes a hospital which offers an
educational experience and pays salary for it enter into collective bargaining
with an oi'ganization that cannot police its own ranks, cannot be responsible
for recruiting and contributing to the long-term solvency and strength of

. the institution.

I am amazed.
what it is called,

sociation has in the past elected its officers with
We have 540 or more house officers.
(see enclosure),

Our House Officers As
but a handful of members present.
Even after the House Staff Organization sent out notices

posted notices on bulletin boards, etc., urging wives as well as house
officers to come and bring their children to discuss salaries and vacations,
d by name as being opposed to the house

with George Jordan and myself mentione
staff, only about 100 attended the meeting. Yet, this document states on
page 2, line 24 and 25, "The representative status of the Housestaff Association

_should be expressly accepted and recognized.in the contract. "

cads like some of the PSRO and Medicare legislations that
lently because they interfere with the internal

n and his hospital staff. It seems that the AMA
such similar restrictive and unneces-

The document r
you have opposed so vio
workings of the physicia
is encouraging and in fact propagating

sary, in many se€ctors, legislation.

leadership by this action is

The AMA House of Delegates as well as the
be unionized ten year s from now.

deciding that they want Ame rican medicine to
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James H. Sammons, M. D.

Moy 30, 117 4

ring their formative period of life, so-will
It is inconceivable that the AMA could expect

.

As one trains young people du

they function in later years.
2 house officer to participate actively in collective bargaining on 2
c. may vary from institution to insti-
and not expect that these same doctors ten years

tution (but not for long),
other agencies through

from now will be negotiating with their hospitals and
collective bargaining. Maybe this is a part of the grand plan. lurge that
serious thought be given to what effcct this type of activity will have on
the futurc doctors. It would seem to me that this will deprofessionalize

the profession as much as anything I have scen.

Maybe it is thought that the profession should become a union, if so, I

think the leadership should speak out to this point. I have no objection to
But I do think that it is wrong to indicate that these

ho is constantly changing and by the
ential members attracts only a rela-

setting up guidelines.
guidelines relate to an organization w

mere nature of the activities of the pot
tively small vocal few.

I have been intimately associated with house officers for twenty odd years .
.and have personally visited many programs. I interview countless house
officer candidates each year. I do not believe that the "picture'' that has
y been given by the leaders of the Housestaff Association is

apparentl
My concerns are not based only on the experience with

representative.
programs here at Baylor,

I would like to know when this matter will be brought to the reference
committee and how I can arrange to testify.

i
©

Sincerely,

X |

Henry D. Mc]ntosh, M.D.

The Bob and Vivian Smith Professor,

and Chief of the Medical Service, I .
The Methodist Hospital, and '
Chairman, Department of Medicine,

Baylor College of Medicine

HDM:sd




¢ INTOSH, M.D.

.
5 1ISCH, M.D.

Post DPresident
SWAN, M.D., Ph.D. .

‘ent

. MASON, M.D.
CLOWEINSERG, M.D.
. CROCKETT, M.D.

Jecretary

2] HALL, M.D.

. CURRY, M.D.
Treasurer

, Board of Gevernors
.DS. ORCAIN, M.D.

Dircctor
M D NELLICAN

Executive Dircctor
(T C. MONNIER
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CT.SALISTON, R, M.D.

. country in a unified fashion. My first concerns were aroused

D W. HAWTHORNE, M.D.

" membership" in the AMA with the agrcement to support the

Ié.‘_sk you to read carefully the guidelines that have been

RN

197¢-23 (Continved) 1974-76 . 102¢-77 1974-78 197¢-79 a

}(1 s, M.D. Roster J. Hatt, M.D, Atsc1o Rancninor, M.D. Arxtrux C. Deatt, Jr., M.D.  Ricvaro Coxtin, M.D. Dovatt A. Durtra, M DL

g 10, M.D. Ebwazo W, Hawrtnorwe, M.D. Cart. ] Wittian Cor, MCUSN Txrosonr Coorex, M.D. Do~awo C. Hasetson, 8.0, NMagy Aty fsct(. MO

‘_C&t)(l vy, MDD, Cowar0 S, Ozcav, M.D, . Sasurtt ML Fox, JHL MO Samuit Kactan, M.D, Hanvav D. Mclntosn, NM.D. Caantes Frsenw, N D :

‘l:llv, M.D. Josten K, Pincars, M D, Ltonano Scnerets, M. D, Deax T, Mason, M D, " Wittiax C. Roetnrs, M.D. Mugsavy S Horruaw, N.D.
5. Daeres, M.D. Svevan L. Wu~atre, M.D, Borvs Svrawicz, M.D, H. J. C. Swan, M.D,Th.D. Davio C. Sasisron, Jx., M.D. Jouw L. Ccrsnan, M.D.

Haunx F, Zinssis, M.D,

May 31,

.such a move. If one questions why, itis not difficult to
“.imagine that .dues of say $50.00 a year as a house officer

" ‘that this will be discussed in committee at the AMA meeting
“'in Chicago on Junc 24th. '

I hay'e two concerns a'.bou't. this matter:

~..« - in which one can train house officers to become

1974 | s " - OPPICE OF THE PRESIDENT

SN ’ . Plcase Reply To:

° - The Mecthodist Hospital

- . 6510 Bertner Boulevard

Houston, Texas 77025 .

Exccutive Committee AN
American College of Cardiology . v

.

. . -

You will find enclosed a letter from James Sammons of the
AMA to me in reply to my letter to him regarding clarification
of the rumor that we had heard that the AMA was supporting
the collective bargaining of house officers throughout the

by the article in the AMA News.indicating that this was under
study and that the AMA was interested in tying in '"'compulsory

unionization. (I guess the better term would be collective
bargaining). Jim Sammons, surprisingly, seems tc favor

'member of the AMA for 50, 000 people would be $2, 500, 000
-per year, and a large part of the 50,000 mxght continue '
‘their membership for life.

prepared for house staff contracts by.the AMA and realize

) '. -

1. As the chairman of the depai'tment of medicine, I am
' not certain this is the way to create an environment

. compassionate and competent physicians. This may
~. -, ~or may not be of concern to the membershlp of the
College. o R ) ST

2. Of even more importance is the fact that as one trains
. a young person and creatss a life style, one can be
: cerxtain that this will be prepetuated through life. It
* °  would seem to me that if it was agreed that the medical
) profession should be unionized ten years from now,
there would 'be no better way to do this. I believe that




the' AMA is being very short sighted in not apparently showing
concern over what is the long term implication of collective
bargaining on a’nationwide basis for physicians in training.
Having grown accustomed to this way of living, it hardly
geems likely that a doctor, once he completes his training,
will give up such a "life style. "
~I believe that we are looking at a situation which can have a profound cffect
on the medical profession over the next decade and from then on, and will
""de\t*er'mine the attitudes of the public to physicians. It is possible that this
= "13 what the vast majority of physicians want. If so, I think that we should
el gwe careful thought to the mattcr before instituting it. e

P N e R T
® SrerlNnl T

\

- belicve that the College should take a stand that we are aware of the plans.
_~ Ve are aware that some house officers may not have had an idecal type of
..'v.environment in which to learn and might have had to work extra hours, and
- soon., V¢, however, feel that anything with such profound long range
‘implications should be entered into cautiously! I belicve that the College
- should urge a period of thoughtful reflection over a year or so. I would
think that the membership of the College would sﬁpport such a decision.

.. -.please reflect on this matter and give me a call within the next week?

- - S S

.' Sincerely, e

. President Dom .
Amerlca.n College of Cardxolo gy

: HDM:he ~ RN s )
Encls. L teatli -,

Document from the collections of the AAMC Not to be reproduced without permission

e -t e

et s

Thercforc, ‘I think that the College should be concerned about this action.'I

"I havé discussed this with Charles Fisch and with Bill Nelligan. W:ould you

lém&clntos}i, M.D. - - o ) " '
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PATIFICATICN OF LCHME DECISICHS (centinued)

Page Three

DEVELOPIRG SCHOOLS (Schocols progressing from Provisional status to fTully
developed schools)

Maye Medical School

College of liadicine &
Dantistry of llew Jerscy
Rutgers liedical School

DATE OF SURVEY
10/10-12/73

11/26-30/73

YEARS APPROVED

Continued provisional
approval pending sur-
vey visit in Fall, 1975.

LCME voted to delay
action until its June
meeting at which time
a progress report wiil
have been received.

CORVERSIOK FROM TWO-YEAR TO FOUR-YEAR MEDICAL SCHOOL ’

University of Korth
Dakota School of
Medicine

REQUEST FOR LETTER OF REASGRABLE ASSURANCE

Texas A & M University/
Baylor Colleys of Medicine

* years from cate of survey

10/23-26/73

2/4-6/74

Continued full accred-
itation for the School

of Basic lMedical Sciences
until 1977. Provisional
accreditation as an 11.D.-
degree-granting institution.

The LCHE voted against
issuing a Letter of
Reasonable Assurance

and against granting
provicional accreditation.
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The following nedical cchoels have reccived full

Liaison

and are

\ _‘)./ € :’—')’n/ / \j) —

CLECTICH GF TIRSTITUTIONAL MEND

Cormittes on Medical Education, hisve greduated

[PR e

¢ligivle for full Institutional Mombership in the A

ity of Massachusetts

er

tate University of Mlew York at
Stony Brook tedical School

Toxas Tech Univereity
Sci.nol of Medicine

University of Texas liedical School
at Housten

S

<
Pl

; e —
( {:—(/(A"/’://L,A'/{jl’{
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ROVIZIBLER 13, 197

SANMC ANTTUAL MEETING
WOVEMDER 12-16, 1974
CHICAGO, 1LLTNOLS

NSTITUTTORAL RESTONSTGILITY I'OR CRADUATE 'MEDTCAL LDUCATION:
1SSUES AND ANSWERS?

2:00 - 3:30 p.m. Policies for the allocation of medical conter resources and
facilities for graduate imedical educaticen: What is at stak°7

]

oyl
[ev RN @]

The Hospital Administrator's Perspective

The Dean's Perspective

The TFaculty's Point of View

Discussion (Moderatoy and the three speakers
lead discussion which is open to the floor.)

2:00
2:20
2:40
3:05

| !
LW W o N
w O
[V

This secticn of the programn &8 designed te Lay ouf the crgandzational, cduca-
tienol and /Lnawc<1 {ssues jrom the vamying perspectives of these within the med-
{eal cenien who play key xoles n qaaaua*e'mcH101F cducaticn and upon whem the
success of any move teward (nstitutional respens{ OLLLty wlll depend.  Questricns

to be addzessed AlL(HuC How will prderities be set and ftosoisces allocated?

5
a
U
w

"By whem?  Through what crgandzational §aamewcik?  Ghete will the wescuices be

desived? And at what cost?

3:30 - 3:45 p.m. COFFLE BREAK

3:45 - 4:30 p.m. Qualitative and quantitative assessment: Who calls the shots?
3:45 - 4:05 How should the number of residents in each

specialty be controlled and by whom?
4:05 - 4:25 How can genuine educational quality be ensured?

4:45 Student Sclection - The issues of quality and
centinuity in the transition to the graduvate rhase.

4:25

4:45 - 5:05 llow should responsibility for financing graduate
medical education be assigned?
5:05 Discussion
This section of the pregrum will deal with supra-insidutienal L5sucs,
these which may invelue the evewation of nationl boedies cr natienad Level coep-
oG ameing Ihe.(uatéfuiécns. Questicns Lo be add&c&‘cd'ii ’zdc: Shoewld tnene
aticy 75 sustom ot allecating specialty txainjmg pes LT '
50564“Mbuf&£ choa ncn~g¢'“"um0wf“( Supction? What £
ST §0h such a bcdu? Cit Wil basds 5hcu«d such decisie
the nele cLeos et e ﬁccn'u/fJf<\n
anidaads o A s Thona d oSl
pactloralan (TPLIHCHL) sedec eI fod?
gualdgu g fotuted al the

The {inancing 455uC ,-gacncd fiom Lhe sl

nange pollcy.
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES
SULITIE 200, ONIZ DUVONT CIRCLE, WN.aw. VIASHIEIGTTON, DG 25038
June 20, 1974
MEMORANWDU
TO: COD. CAS and COTI Administrative Boards
b

FROM: John A.D. Cooper, M.D.

SUBJECT: Proposed Vorkshop on the LEthical Aspects of Medical Care

Enclosed pleese find & preliminary agenda for a propos sed worlkshop

jointly sponsored by the AAMC and the Mational Academy of Sciences
which is planned for September 18, 1674, It is proposed to invite
the administrative boards of our three Councils, individuals from

the Liaison Committce on Mediczl Education and selected AAMC staff
to participate in this one day workshop which will be held at the

NAS.

The proposed program is presented to yocu for comment and an expres-
sion of your intcrest in participating in this program on Wednesday,
September 18, the day before the September, 1974 administrative
board m=zetings.

One problem which should be considered before endorsing the program
is that Tu.s:ay, September 17 is Rosh liashana. Certain of our Jew-
ish colleagues may sot be able to participate because of this con-
flict. Th next possible dute for the proposed program would be
rch, 1975 administrative board meetings.

prior to the dMa




TLHTATIVE AGIHDA

WORKGHS?
Jational Academy o

September 18, 1974

, Ch.B.
rics and Anatomy
rnia, Los Angeles

HModerater: Bernard ers; .
Professor of Pedia
Universi of 1

o 33
O
p

I.  Overview of Educational Objectives - 89:30 a.m.

Bernard Towers, .B., Ch.B.
Professor of Pediatrics and Anatomy
University of California, Los Angeles

This presentation will focus on the educational 4
objectives that are to be achieved in the teaching
of ethical issues involving medical care. To
accomplish this, the areas of traditicnal medical
ethics -- the value problems that emerge in the
individualized physician-patient relationship --
will be discussed with the idea of snhowing how
these issues are related to the broader social
justice issues concerning the distribution of
medical serwvices.

e

Mot O

II. Justice Issu

s of Rescurce Allocation
are - 10:50 a&a.m.

Document from the collections of the AAMC Not to be reproduced without permission

Roger J. Dulger, M.D.
Executive Officer
Institute of Medicine

" The justice issus
ve allocated in he
now with the poter 1T
insurance systen. ShINN 11
of the praciousnats om ti i 01
government decision making. It might include an analysis
of the implications of the recent passage of Thc provision
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processes. es such as t ue review
and utilizat wvell as accreditation
bodies at tn aison Committee on
Medical Education red To a@ssess and monitor
various IruncTicns ical system. These _
committeaes regeive oricy from society and
e inve an ordering of responsi-
cnly viders of medical care
ne cons the society in general.
gence o scale pesr yeview through
ssues s ng the ethical respeongibility
of such »ing g comes particulearly imgp?tant.
The med uasgents y are more and more likely
to becom icigan e way or ancther on such
review ecs.
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ethics. This overview Wi
advantages but &lso the »
various programs.
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Workshop - 5:20 p.m.

We will pru! ike Dr.

to chair t present
at the end grate t
statements a conce
foundation yalcelodtabisl
a continuing = titute o
and the Associ cal Ccl

Bernard Towers
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A'nﬂW‘tﬁg : i
Vo g EOVCATION.
D, ASSOCIATION OF AMERICAN MEDICAL COLLEGES

L

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

June 20, 1974

MEMORANDUM

TO: CAS Administrative Board
. y
FROM: Michael F. Ball, M.D., Director, Division of Biomedical //y
Research Ar

SUBJECT: Scholarly Activities and Medical School Faculty: A Historic
Perspective

The attached document entitled "Scholarly Activities and Medical
School Faculty: A Historic Perspective' has been prepared by the Bio-
medical Research Committee for presentation to Executive Council at
its fall meeting. We would appreciate receiving your comments and
criticisms.

Attachment

MFB:ms
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SCHOLARLY ACTIVITIES AND MEDICAL SCHOOL FACULTY

A HISTORIC PERSPECTIVE

At the turn of this century physicians graduating from German
universities were publicly acknowledged to be superior to those edu-
cated in any other country}’zThis excellence of German education re-
flected a unique characteristic of the German system of medical
education which developed during the second half of the 19th century.
In Germany a student studied medicine in a university medical school
where teaching and investigation were regarded as equal factors in
the formulation of medical education. The German university gave

comparable emphasis to scientific investigation and to teaching, and

.eminence in research, as well as ability to teach, became the accepted

basis for promotion at the university.

In reviewing the history of the evolution of German medical edu-
cation, Abraham Flexner noted "How rapidly, once the fundamental im-
portance of successful research to the ambitiopus teacher was estab-
lished, the requisite facilities, clinical and laboratory, were ob-
tained, and how rapidly differentiation and sPecialization took
place."2 Both basic scientists and clinicians aspiring to academic
medicine were deliberately trained to be competent investigators.

By 1910, German university medical schools had well-equipped and
supported laboratories in each of the primary medical disciplines.

In contrast, during the same period in the United States, poorly




Document from the collections of the AAMC Not to be reproduced without permission

train;d doctors were being produced by proprietary schools unaffili-
ated with universities. Biomedical research and scholarly pursuit
by the faculty were unknown. In his classical monograph on American
medical education published in 1910, Abraham Flexner noted "Investi-
gation and practice are thus method and object ... an exacting dis-
cipline cannot be imparted except in a keen atmosphere by men who
are themselves in training. Of course the business of the medical
school is the making of doctors; nine~tenths of its graduates will,
as Dr. Osler holds, never be anything else. But practitioners of
modern medicine must be alert, systematic, thorough, critically open-
minded; they will get no such training from perfunctory teachers.
Educatidnally, then, research is required of the medical facglty be-
cause only research will keep the teachers in condition. A non-pro-
ductive school, conceivably up—-to-date today, would be out-of-date
tomorrow; its dead atmosphere‘wouldnsoon be careless and unenlight-
ened dogmatism."1 Flexner viewed medicine as é science in which no
distinction can be made between research and practice, rather than
as a classical art. In elaborating on this point, Flexner stated,

“"If medicine is classified as an art, in contradistinction to a sci-

ence, the practitioner is encouraged to proceed with a clear conscience

on superficial or empirical lines; if, on the other hand, he is acutely

conscious of the responsibility to the scientific spirit and scien-
tific method, he will almost inevitably endeavor to clarify his con-

ceptions and to proceed more systematically in the accumulation of
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data, the framing of hypothesis and the checking-up of results."l

It is impossible to over-emphasize the impact of Abraham Flex—
ner on the evolution of the twentieth-century American medical school.
At the time of completion of Mr. Flexner's studies, there were 23,927

(Table 1)
students enrolled in 148 American medical schools. Over the next 15
years, 68 schools closed and the number of students enrolled decreased
by more than 5,000. Medical education became a university discipline
with finite educational standards. Teaching in the laboratory and
the hospital became a central part of the process of medical educa-
tion. The costs of these revolution§ were high but many voluntary
health organizations, philanthropic agencies and industrial firms
contributed to help. Schools financed these additional responsibil-
ities from large private gifts. In addition, state revenues began
to be used to support medicalbeducation. Many schools made increasing
efforts to support research and to aﬁpoint to their faculties pro-
ductive scientists. The medical school faculty became our nation's
biomedical research scientists and their salaries, equipment and
supplies were paid for from the budget of the medical school. In
1932, for the first time, attention was called to the increasing re-
search emphasis in the schools of medical education.3 Particular
concern was expressed about isolating medical research from the edu-
cation of medical students. By 1941, 17 medical schools had research
budgets in excess of $100,000 a year and research expenditures con-

stituted 11% of the budgets of the schools, with 98% of the funds
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for sbonsored research derived from non;federal grants. Coincident
with the increase in university affiliation of the medical schools,
there was a progressive trend to employ more medical school faculty
on a full-time or a geographic full-time basis, particularly in the
clinical departments. Teaching and research had become inseparably
intertwined. In many schools the chief consideration in the selec-
tion of full-time faculty became proven research ability. By 1950,
research expenditures constituted 32% of the expenditures of four-
year medical schools.4 Complaints about the over-emphasis on research
became louder. As was indicated by one dean of a privately supported
school, "There is over-emphasis on research. It is trite to say this
because it has been reiterated ad nauseam, but the fact still remains

that we do not place enough emphasis on teaching, nor do we compen-

sate adequately for the capacity to teach. We give lip service con-

stantly to the importance of teachi?g, but when the chips are down,

research always tips the balance."4 Medical school faculty seemed

to have forgotten Abraham Flexmer's balanced emphasis; '"The truth

is that an instructor, devoting part of his day inder adequate pfo—

tection to investigation, can teach even the elements of his subject
along rigorously scientific lines. On the other hand, it will never
happen that every professor in either the medical school or the uni-
versity faculty is a generally productive scientist. There is room

for men of another type -- the non-productive, assimilative teacher

of wide learning, continuous receptivity, critical sense and responsive
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interést. Not infrequently, these men, catholic in their sympathies,
scholarly in spirit and method, prove the purveyors and distributors
through whom new ideas are harmonized and made current. They pre-
serve balance and make connections."1 Between 1950 and 1965 biomedical
research activities of the schools of medical education continued to
increase and the federal government assumed a progressively larger
responsibility for the support of biomedical research activities of
medical schools. 1In 1961, 737 of the medical school expenditures

for sponsored biomedical research derived from federal grants. By
1965, medical research conducted in schools of medical education

cost $375 million and constituted 42% of the entire expenditures of

-the academic medical center.

By early 1960, public outcry against the disappearance of gen-
eral practitioners, the increasing specialization of physicians, the
demand for increased accessibility to health care, caused some med-
ical educators to begin to rethink the university affiliated, re-

search oriented mudical school and suggest the development of a new

type of medical school, the community-based medical school.

It is appropriate to review German medical education between
1910 and 1925 if we are to place the evolution of the new 'community
based medical school” in perspective. As noted earlier, by 1910 the
university based medical schools in Germany were superior to those

in any other country. However, as Germany began to prepare for the
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first world war, distinct murmurs began to be heard that biomedical
research was not only becoming more and more costly, but the medical
research laboratories were less important than the development of a
new warship. Money became short; apparatus, supplies, animals and
books became unobtainable. The empire attached its own political
fortunes to the brains of the universities and the universities be-
came crowded with students. Emphasis in medical education was on
training students té practice medicine and to minimize the time de-
voted to research on the part of the faculty. Research was removed
from the universities and scientific institutes isolated from the

education of medical students were developed. Between 1910 and 1925

'German medical education deteriorated to the point where the educa-

tion provided to medical students was comparable or even less satis-
factory than that accomplished in other countries of the world.

It is interesting to observe tﬁat this deterioration in German
medical education coincided with the shift from the scientific based
medical school to a clinically oriented school designed to turn out
large numbers of physicians. This historical precedent is comparable
to that in the United States at the turn of the century when the just-
ification for the existence of low quality, high volume, proprietary
medical schools was the acute need for more doctors. In commenting
on the public cry for more doctors, Flexner indicated "The problem
is, of course, practical and not academic. Pending the homogenous

filling-up of the whole country, inequalities must be tolerated.
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Man h;s not been inaptly differentiated as the animai with 'the de-
sire to take medicine'. When sick he craves the comfort of a doctor,
any doctor rather than none at all, and this he will not be denied.
The question is, then, not merely to define the idea of training of

a physician; it is just as much, at this particular junction, to
strike the solution, that economic and social factors being what they
are, will distribute as widely as possible the best type of physicians
so distributable." ... "It would appear, then, that over-production
on a low basis does not effectively overcome the social or economic
obstacles to spontaneous dispersion." In commenting on the shortage
of physicians in some localities, Flexner indicated "It would appear,
then, that perhaps the salvation of these districts might, under ex-
isting circumstances, be better worked out by a different model. A
large area would support one good man, whereas separate fragments

are unable to support even one poor man. A physician's range, ac-
tual and virtual, increases with his‘competenéy. A well-qualified
doctor may perhaps at a central point set up a small hospital, where
the seriously ill of the entire district may receive good care. -The.
region is thus better served by one well-trained man than it could
possibly be even if over-production on a low basis ultimately suc-

ceeded in forcing an incompetent into every hamlet of 5 and 20 souls."

During the mid-1960s, the increasing American public demand for
more readily accessible medical care produced a public out-cry against
the scarcity of doctors, the increasing specialization of physicians,

the high cost of medical care, the high cost of medical education and




the research oriented medical school. Some medical educators re-

sponded to this pressure by developing the concept of a community-

based medical school. 1In these programs,. the student receives his
basic science education at an academic medical center, or, in other

models, at a university science center unaffiliated with a medical

school. Physical diagnosis, clinical clerkship and electives are
deveioped at affiliated community héspitals staffed by a small core
of full-time faculty. The major portion of clinical teaching is
provided by volunteer or part-time practicing physicians. The full-
time faculty at these community hospitals are full-time teachers

who spend a small portion of their time in the delivery of health
care and a negligible portion devoted to scﬂolarly activities, such

as biomedical research.

Development of the community—ﬁgsed, 'modern' medical school
was not the only response of medical education to the public demand
for greater accessibility to high-quality medical care. Many insti-
tutions began to increase their involvement in programs directed to-
ward the delivery of health care. As noted earlier, in 1965 medical

research conducted in schools of medicine cost $375 million and con-
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stituted 427 of the entire expenditures of the academic medical cen-
ter. By 1971, expenditures for biomedical research were $481 million
but this constituted only 287 of the expenditures of the entire aca-

demic medical center, which rose from $882 million in 1965-66 to

5
$1.713 billion in 1970-71. Biomedical research had become a
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relatively less dominant part of the activities of the academic medi-
cal center. Indeed, certain medical educators and state legislators
suggested that the United States duplicate the German experience,
where biomedical research would be conducted in research institutes
and medical schools woﬁld devote their entire effort to the education
of physicians who would be trained to deliver health care. Some have
suggested that physician faculty should put down their test tubes,
get out of the ivory towers and participate in the delivéry of health
care in order to improve our nation's health. This commentary should
not be interpreted as a cynical response to the demand of the American
public for increased accessibility to health care and a clear cut need
to reform our system of health care delivery. Nevertheless, it is
clear that the concept of a medical school devoted solely to the in-
struction of candidates for the M.D. degree would create a non-viable
institution. Medical schools must .also provide opportunity for ad-
vanced study in the various fields éf medicine, must develop the
specialists and teachers of the next generation and must investigate
the problems of health and disease. Thus, scholarly pursuits such

as biomedical research are a critically important part of the activi-
ties of medical school faculty. Our own history and the German ex-
perience tell us that the development of medical schools which place
insufficient emphasis on the need for scholarly activity by faculty
will Qltimately result in a system of medical education which pro-

duces poorly trained physicians.
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- 10 -

Although participation by the faculty in scholarly pursuits
such as biomedical research should be on a voluntary basis, it is
important that the medical school encourage among its faculty a
zest for the discovery of new knowledge, an eagerness to communicage
this knowledge and provide an atmosphere conducive to the develop-
ment of scholarship. fhe institutiopal comnitment of ;he modern
American medical school to the academic growth and development of
its faculty should include a guarantee that the faculty will have
sufficient time to participate in scholarly pursuits as part of its
regular academic program. Biomedical research programs are expen-
sive and the faculty should be encouraged to_solicit research sup-
port through gifts, grants and contracts to provide support for their
research programs. Although it is imperative that the investigator's
freedom in research, including the direction of the program and com-—
munication of results, be preserved, institutional biomedical re-
search policy should eﬁsure that these activities conform to the

purposes of the institution and provide an appropriate balance be-

tween research, instruction and patient care.

SUMMARY

Modern medicine is concerned with the application of a changing
body of knowledge and technology to the problems of health and di-
sease; It is essential that the student of medicine have a direct

encounter with the scientific processes involved in the current state
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of knowledge in the biomedical sciences. The exponential rate at
which medical knowledge has grown in the recent past, and the like-

lihood that it will continue to expand at the same rate in the fu-

ture, make it imperative that the physician be able to evaluate for

himself the results of scientific investigation and have the ability
to discern their usefulness and application. To develop these char-
acteristics in a physician, medical education must encompass the
opportunity for the medical student to engage with exemplary fac-
ulty in the use of the scientific method for investigative processes
directed toward the discovery of new knowledge. This can only be

accomplished by a faculty that is involved in adequate measure with

" the development of knowledge at the frontiers of the health sciences

through their own research activities.

6/11/74
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. TN T AT T W TLTE AL A PR ETAY s N
DRAST CULSTICNISIRL — THIURLES SUSTAIGED BURLKG RUSEARCH

P

TO: Deang .

the increasing national concern about the cthical

As & result of

srch, legislators are begianing to raise

caa i

aspects of biom
questions about tho number of subjocts of biomedical research who have
been injured or harmed as a consequence of participation in biocwmedical
research programs. In order to develop information to serve as a data
base ffom which inquirics can be answércd, the following bricf ques-

tionnaire has been developed. We shall treat your response in a con-

fidential manner and, follewing collation of the data, will not iden—
3 O b

tify responscs provided from an individual schoal.

During the past five years:

1. What is the opproximate number of all rescarch projects involving

human subjects conducted over the past five years?

2. Vhat is the approximate average number of persons participating
as subjects of biomedical research projects at your institution

i

cach year?

3. What is the approximate age distributiecn of your research subjects?

(Check primary, secondary, tertiary Children
or not
Ldults
Older Adulis ]
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llow mony paticnis/subicots have been seriously injured au i civect
Yo . >
4 ey

result of participation in resecavch projocts conducted by your
institution?

5. How many of these injuries have resulted in claims against your
institution or its staif?

6. Mow many of these claiwms have boen settled at a cost to your insti-
tution or its insurance carricr? '

What is your best estimate of these costs?

7. How many possible claims have been 'deferred" by institutional
delivery of services, care or other considerations?

-
8. What insurance option does your institution utilize?

i

Self-insured

) Insured through
Insured through State Government
Insurance Carrier _

9, Does your current insurance program cover the innocent victim of
biomedical research?

What is your maximuz liability under this program?
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10.

11.

N
the ivnocent victiie of rescavci, could you
the

1.
1§

your current insuranco pregram docs not include coverage for

ricfly indicatc

School

6/11/74
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[CONFERENCE CONMMITTEE PRINT]
Juxe 10, 1974

93p Coxcress HOUSE OF REPRESENTATIVES { Rerort
2d Session

NATIONAL RESEARCH TRAINING AND PROTECTION OF
HUMAN RESEARCH SUBJECTS ACT OF 1974

......... —Ordered to be printed

My, e y from the committee of conference,
submitted the following

CONFERENCE REPORT

[To accompany H.R. 7724]

The committee of conference on the disagreeing votes of the two
Houses on the amendments of the Senate to the bill (H.R. 7724) to
amend the Public Health Service Act to establish a national program
of biomedical research fellowships, traineeships, and training to assuro
the continued excellence of biomedical research in the United States,
and for other purposes, having met, after full and free conference,
have agreed to recommend and do recommend to their respective
Houses as follows:

That the House recede from its disagreement to the amendment of
the Scnate to the text of the bill and agree to the same with an amend-
ment as follows:

In lieu of the matter proposed to be inserted by the Senate amend-
ment to the text of the bill insert the followine:

, Section 1. This Act may be cited as the “National Research Train-
wng and Protection of ITuman Research Sud jects dct of 19747,

" TITLE I—BIOMEDICAL AND BEHAVIORAL RESEARCH
. TRAINING

Document from the collections of the AAMC Not to be reproduced without permission

Saorr Tirre

Scc. 101. This title 'may be cited as the “National Rescarch Scrvice
Award Act of 1974,

FINDINGS AND DECLARATION OF PURPOSE

Sec. 102. (a) Congress finds and declares that— -
(1) the success and continued viability of the Federal biomedi-
cal and behavioral research ejjort depends on the availability of

»




"OTR of institutions of excellence
capalble of producing superior research personnel
(2) direct g A

suppo ning of scientists for carcers in
biomedical and ‘behnp; search 1
sary role for the Federay Gove

(3) graduate rescoreh assistance progroms should be the Zey

elements in the troin ing programs of the nstitutes of the National
Institutes of Ileali, and the A}

cohol, Drug Abuse, and Mental
Health Admin istration. ’ '
(0) 7¢ is the purpose of thy,

institutes of the National [nstitutes of Iealth ond the
Abuse, and Mentaql Health ddministrotion to carry out their respon-
sibility of maintaining q superior nationgl program of research into.
the physical and menigl discases and impairments of man.
BIOMEDICAL AND BERAVIORAL RESEARCH TRAIN
Sre. 103. Part 7 of title IV of the Pudlic Iealtp Service Act s
amended by adding ajter section 461 the following new scetions

“NATIONAZ,

“See. 462, (a) (1) The Sccretary shall provide National Research
Service Arcards for—
“(A4) biomedical ang behavioral reseqreh at the National In.-
8titutes of Health, and the Al
Health Admin: on 7

stration in matters relats

ING

RESEARCH SERTVICE AWARDS

e vitics of the Institutes and Ad-
ministration are d irected,
“(B) training at the Institut

©als to undertake sue), research,
“(C) biomedical and bekavioral researep, at non-Federal pub.
e institutions ang at nonprofit private mnstitutions. and
“(D) pre- and postdoctoral training at such public and private
institutions of mdividualsto undertale such research,
4 reference in this subsection to the National Institutes of Health
or the Alcohol, Drug Abuse, and Mentar Health Administration shall
be considered to include the institutes, divisions, and bureaus included
tn the Institutes or under the A(/m.z'm's!ratz'on, as the casc may be.
“(2) National Lesearch Service Awards may not pe used to support
resider ies,

“(8) Efective July 1, 1975, National Research, Service Awards may
be made for research or vesearch, training in only those subject areas
for which, qs determined under section 463, there is q need for

s and Administration of individ-

personnel,

“(O)(1) No National LRescarch Service Award may be made by the .
Sccrez‘ary to any individual unless—

“(A) the individual hqg submitted to the Secretary an appli-
cation thercfor and the Secretary has approved the application;
“(B) the individual provides, in such Jorm and manner qg the
Secretary shall by regulation prescribe, assurances satisfactory to
the Sceretary that the individual will meet the service requirement

= of subsection (e)(1); and
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“(C) in the case of a National Research Service Award for a
purpose described in subsection (a)(1)(C) or (a) (1) (D), the
individual has been sponsored (in such manner as the Secretary
may by regulationrequire) by the institution at which the research
or training under the dward will be conducted.

An application for an Award shall be in such form, submitted in such
manncr, arnd conlain such information, as the Sccretary may by regula-
tion prescribe.

“(2) The award of National Rescarch Service Awards by the Sec-
relary under subsection (a) shall be subject to review and approval by
the appropriate advisory councils to the entities of the National Insti-
tutes of Health and the Alcohol, Drug Abuse, and Mental Health
Administration (A) whosc activities relate to the research or training
under the Awards, or (B) at whick such rcsearch or training will be
conducted.

“(3) The period of any National Rescarch Service Award made to
any individval under subsection (a) may not exceed. three years in the
aggregate unless the Secrctary for good cause shown waives the appli-
cation of the three-year limit to such individual,

“(4) National Llesearch Scrvice Awards shall provide for such

stipends and allowances (including travel and subsistence erpenses
and dependency allowances) for the recipients of the Awards as the
Secretary may dcem necessary. A National Research Service Award
made to an individual for rcsearch or rescarch training at a non-
Federal public or nonprofit private institution shall also provide for
paymenis to be made to the institution for the cost of support services
(including the cost of faculty salaries, supplies, equipment, general
research support, and related items) provided such individual by such
institution. The amount of any such payments to any institution shall
be determined by the Secretary and shall bear a direct relationship
to the reasonabdle costs of the institution for cstablishing and maintain-
ing the quality of its biomedical and behavioral research and training
programs.

“(c) (1Y (A) Each individual who reccives a Nutional Research
Service Award shall, in azcordance with parcgraph (3), engage in—

“(1) health research or teaching, '

“(2) 7f authorized under subparagraph (B), scrve as a mem-
ber of the National Health Service Corps or serve in his specialty,

“(iit) if authorized under subparagraph (C), serve in a health
relatcd activity approved under that subparagraph,
fora period computed in accordance with paragraph (2).

“(B) Any individual who rececived a National Rescarch Service
Aacard and who is a physician, dentist, nurse, or other individual
trained to provide lealth care directly to individval paticnts may,
upon a[)p?{cation to the Secrctary, be authorized by the Sceretary to—

‘(1) serve as a member of the National Health Service C’orf.s‘,

“(31) serve in kis gpecialty in private practice in a geographic
area designated by the Sceretary as requiring that specialty, or

“(itt) serve in his epecialty as a member of a nonprofit prepaid
group practice which may be reimbursed under title XVIII of
the Social Sccurity Act, S

3
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in licw of engnning in health rescarch or teaching if the Sccretary de-
termines that there are no suitable health research or tcaching posi-
tions availabie to suck ind/vidval. . ‘

“(C) Where appropriate the Secretary may, upon application, qu-
thorize a recipient of @ National Resenréh Serpice Award. who i3 not
trained to provide health care directly (o individual patients, to en-
gage in a kealth-related activity in licw of engaging in health recearch

‘oricaching if the Secrctnry determines that there are no suitable health
rescarch or teaching positions available to such individunl,

“(2) For cach vear for awhich an individual reccives @ National Re-
scarch Service Award he shall—

“(A) for twelve months engage in health rescarcl or teaching
ory if so authorized, serve as a member of the National Healtl,
Service Corps. or

“(B) if authorized under paragroph (1)(B) or (1)(C), for
twenl iy months serve in his specialty or engage in a health-related
activity.

“(3) T'he requirement of paragraph (1) shall be complied with by
any individual to whom it applics within such reasonable period of
time, after the completion of such individual’s Award. as the Scere-
tary shall Ly rcoulation prescribe. The Secretary shall (A) by regu-
lation prescribe (2) the tupe of rescarch and teachin g which an individ-
ual may cngage in to comply with such requirement, and (77) such
other requircinents respecting such rescarch and teachin g ond alterna-
tive service authorized under paragraphs (1) (B) and (1)(C) as he
deems necessary: and (1) to the extent feasible, provide that the mem-
bers of the National Health Service Corpswho are serving in the Corps
to meet the requirement of paragrash (1) shall be assioned to pa-
tient care and 1o positions which utilize the clinical training and ca-
perience of the members. '

“U)(A4) If ony individinl to whom the requirement of paragraph
(1) is applicable fails, within the period preseribed by paragraph
(3), to comply with such requirement. the United States shall be en-

titled to recover from such individual an amount determined in ac-
cordance 1¢ith the formula—

Aee (: —tI/:?s)

in which ‘A’ is the amount the United States 1s entitled to recover;
‘¢ s the sum of the total amount paid under one or more National Re-
search Scrvice Awards to such individuol and the interest on such
amount which would be payable it at the time it was paid it was aloan
bearing interest at a rate fired by the Secretary of the T'reasury after
taking into considcration private consumer ratos of interest prevailing
at the time each Award to such indiridual was made: ‘t’ is the total
number of months in such indiridual’s serrice oblination; and ‘s’ s
the numbder of months of such obligation served by him in accordance
with paragraphs (1) and (2) of this subsection.

“(B) Any amount which the United States is entitled to recover
undcr subparagraph (A) shall, within the three-year period beginning
on the date the United States becomes entitled to recover such amount,
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be paid to the United States. Until any amount due the United States
under subparagraph () on account of any National Research Scrv-
ice Award is paid, there shall acerue to the United Statcs interest on
such amount at the same rate as that fized by the Seerctary of the
Treasury under subparagrapk (A) to determine the amount due the
United States.

“(4)(A) Any obligation of any individual under paragraph (3)
shall be canceled upon the death of such individual.

“(B) The Scerctary sholl by regulation provide for the waiver or
suspension of any such obligation applicable to any individual when-
cver compliance by such individual is impossible or would involre
catreme hardship to such individual and if enforcement of such ob-
ligation with respect to any individual would be egainst cquity and
good conscicnce.

“(d) 7here are authorized to be appropriated to make payments
under National Research Service dwards S207,947,000 for the fiscal
year ending June 50,1975, :

«8STUDIES RLSPECTING BIOMEDICAL AND BEHAVIORAL RESEARCH PERSONNEL

“Sec. 463. (a) The Secrctary shall, in accordance with subscction
(b), arrange for the conduct of a continuing study to—

“(1) establish (4) the Nation’s overall need for biomedical and
behavioral research personnel, (B) the subject arcas in which
such personnel are nceded and the mimber of such personnel
needed in cach such arca,ond (C) the kinds and extent of training
which should be provided such personnel;

“(2) assess (A) current training programs available for the
training of biomedical and behavioral rescarch personnel which
are conducted under this Act at or through institutes under the
National [nstitutes of Iealth and the Alcohol, Drug Abuse, and
Mental Ilealth Admenistration, and (B) other current training
programs avadable for the training of such personnels |

«(3) identify the kinds of research positions available to and
held by individuals completing such programs;

“(4) determine, to the cwtent feasible, whether the programs
referred to in clause (B) of paragraph.(2) would be adcquate to
meet the needs established under paragraph (1) if the programs
referred to in clause () of paragraph (2) were terminated; and

“(8) determine what modifications in the programs rejerred to
in paragraph (2) are required to meet the needs estadlished under
paragraph (1). )

“(b) (1) The Sccretary shall request the National Academy of Sci-
ences to conduct the study required by subscction (a) undcr an ar-
rangement under which the actual expenses incurred by such Academy .
in conducting such study will be paid by the Secretary. If the Na-
tional Academy of Scicnces is willing to do so, the Sccretary shall
enter into such an arrangement with such Academy for the conduct of
such study.

“(2) If the National Academy of Scienccs is unwilling to conduct
such study under such an arranqgement, then the Secretary shall enter
into a similar arrangement with other appropriate nonprofit private

e em o — e+ | e S T S v e T s ot - et s
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groups or asxocintions under which such aroups or associations 01l

conduct such study and prepare and submit the reports thercon as pro-
vided in suhsection (c).

“(c) A report on the vesults of sueh study shall be submitted by the
Seerctary to the Commsttce on Interstate and Foreian Commerce of
the ITousce of Representatives and the Committee on Labor and Public
Welfare of the Scnate not later than March 31 of each year.

CONFORMING AMENDMENTS

Ser. 104, (a) (1) Section 301 of the Public ITealth Sernice Act i3
amended (AN by strikinag out paraoraph (2): (B by striking out in
paragranh (d) “or research troining™ roch place it occurs. “and re-
search troinina proorams™. and “ond research training mrogram®;
and () by redesianating poraaraphs (dY. (e, (f). (a). (). and (%)
a3 parnaraphe (Y. (dY. (). (fY. (). and (h). respectinely.

(2)(A) Section 303(a)(I) of such Act is amended to read as
follows :

“1) to provide clinical frainina and instruction and to estab-

lish and maintain clinieal traineeshins (aith. such stipends and’

allowarces (includinag travel and subsistence expensex and de-
pendency allowances) for the trainees as the Sccrctary may deem
necessary) .

(R) Section 303(hHY of suck Act is amended bu inserting hefore the
first senfence the followine : “The SRecretary maw prowide for training.,
tnstruction. and traineeships imder subsection (a) (1) through grants
to public and other nonprofit institutions.”. )

(3) Section 402(a) of such Act is amended (A) by striking ont
“training and instriuetion® in paragraph (3) and insertinag in lieu
thercof “clinical trainina ond instruction®. and (BY by striking out
paragraphk (4) and by redesianating paragraphs (5). (6). and (7)
as paraaranhs (V. (5Y. and (G).respectirely.

(4) Section LOY(BY(TY of such Aet is omended (AN by striling out
“and basic rrsearch and treatment™. and (B) by stril-ing out “where
approprinte®, .

(5) Section I08(DY(3) of such Act is amended by inserting “clini-

.eal® betfare “trainina® cach place it occurs.

(6) Section LI2(7Y of surh Act is amended by striking out “(1)
establish and maintain® and all that follows down throvak and in-
cliudina “mnintain traineeships” and insertina in. liew thereof ©. pro-
vide clinical iraining and instruction and. establish and maintain clini-
cal irainecships®.

(7) Secction §13(a)(?) is amended by inserting “clinical® before
“proarnms®.

(8) Scetion J15(R) sc amended by insertinag before the period at the
end of the last sentence thereof the following : “: and the term ‘train-
ing’ does not include yescarch troining for awchich fellowship support
mav be provided under section 1627,

(9) Section 122 of suech Act i3 amended (AN bu strilina out
paranraph (¢ ard. by rvedesionating paragraphs (d). (e). and (f) as
paragraphs (c), (d), and (c), respectively. and (B) by striking out
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“training end instruction and establish and maintain traineeships” in
paraqroph (e¢) (as so redesignated) and inserting in licu thereof
“elinicel training and instruction and establish and maintain clinical
trainecships’.

(10) Scection 434(c) (2) of such Act is amended by inserting “ (other
than research training jor which National Research Scrvice Awards
may be made under scction j62)7 after “training” the first time it
occurs.

(11) Scctions 433(a), 444, and 453 of such Act are cack amended
by striking out the sccond sentence thercof.

(12) The heading for part IT of title IT of sueh Act is amended
by striling out “ApyiNisTraTIvE” and inserting in liew thereof
“@eNerarn.’

(b) The amendments made by subsection (a) shall not apply with
respect to commitments made before the date of the enactment of this
Act by the Sceretary of Health, Education, and Welfare for research
training under the provisions of the Public HUecalth Service .dct
amendcd or repealed by subsection (a).

BEX DISCRIMINATION

Skec. 105. Section 7994 of the Public IHcalth Service Act is amended
by adding at the end thereof the following: “In the case of a school
of medicine which— ’

“(1) on the date of the enactment of this sentence is in the
process of changing its status as an institution which admits only
female students to that of an institution which admits students
without regard to their sex, and

“(2) change is being carried out in accordance with a plan ap-
proved by the Secretary, :

the provisions of the preceding sentences of this section shall apply
only with respect to a grant, contract, loan gquarantee, or intercst sub-
sidy to, or for the bencfit of such a school for a fiscal year beginning
after June 50, 1979.” .

[
L

FINANCIAL DISTRESS GRANTS
Sec. 106. Section 773(a) of the Public Healtl, Scrvice Act is

amendcd Ly striking out “S10,000000" and inserting in licu thercof
%$15,000,000%.

TITLE I[—PROTECTION OF IIUMAN SUBJECTS OF
BIOMEDICAL AND BEHAVIORAL RESEARCH

Parr A—Nuarroxar Cosrxrssion For Tiie Prorecriony or HUMAN
SvBsecrs or BrosxepicaL axp BEnaviorral Rescaren

ESTABLISHMENT OF COMMISSION

Sec. 201. (a) There is established a Commission to be known as
the National Commission for the Protection of Human Subjects of
Biomedical and Dehavioral Rescarch (hereinafter in this title referred
to as the “Commission™). :

e b e e s —— ey — B RN
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" ject to the provisions of title 5. United States Code. govern

_underlie the condurt of biomedical and behavioral

8

(DY (1) The Commission shall be composed. of cleven members ap-
pointed by the Scerctary of Health, Education. and Welfare (herein-
after in this title referred to as the “Reerctary™y. The Secretary shall
gelect members of the Commission from individuals distinquished in
the fields of medicine. law. ethics. thenlogy. the bioloaical, physical,
behnvioral and social sciences. philosoply, lonmanitics. kealth adminis-
tration, government. and public affairsy hut five (and not more than
five) of the members of the Clommission shall be mndividuals who are or
who hare been enqaged in biomedical or beharorinl research inrolving
human subjects. In oppointing members of the Commission. the Sec-
retary shall give consideration to recommendations from the National
Academy of Sciences and other appropriate entitics. Members of the
Comamission shall Le oppointed forthe life of the Commission. A mem.-
ber of the Commission shall not be cligible for appointment lo the
National Advisory Council for the Protection of Subjects of Bio-
medical and Behoviorol Research

(2) () Except as provided in subparagraph (B)Y. members of the
Commission shall each be entitled to receive the daily cquivalent of the
annual rate of the basic pay in eficet for grade GR~18 of the General
Schedile for ecach dey ( ineluding traveltime) during which they are
engaqed in the actual performance of the duties of the Commission.

(B) Uembers of the Commission who are full-time officers or em-~
plovees of the United States shall receive no additional pay on account
of their service on the Commission.

(C) While awny from their homes or regular places of business in
the performance of duties of the Commission. members of the Com-
mission shall be allowed travel expenses. including per diem in liew of
subsistenee. in the same manner as persons employed intermittently
in the Government service are dllowed expenses under section 5703 (b)
of title 5 of the United States Code.

(¢) The chairmon of the Commission sh

all be selected by the memin
bers of the Commission from amon o theirnumber.

(&) (1) The Commission may appoint and. fix the pay of such staff
personnel as it deems desirable. Such personnel shall be appointed sud-

ina appoint-
ments in ‘he competitive service. and shall be pai. in accordance with
the provisions of chapter 51 and subehapter 171 of chapter 53 of such
title relating to classification ond Gene

ral Schedule pay rates.
(2) The Commission may procure lemporary and intermittent sery-

ices to the same extent as is authorized bu section 3109(b) of title 5 of

the United States Code, but at rnfcjv for individuals not to excced the
of basic pay in efcet for grade
GS8-18 of the General Schedule. .

daily equivalent of the ennual rate

COMMISSION DUTIES

Sec. 202. (a) The Commission sholl carry out the following :
(XY (L) The Commission shall (7) conduct a comprehensive investi-
gation and study to identify the basie eth iral principles which showld

rexearch involving
human subjects, (if) develop guidelines whick should be followed in
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such research to assure that it is conducted in accordance with such
principles, end (iil) make recommendations to the Sceretary (1) for
such admirastrative action as may be appropriate to apply such guide-
lines to biomedical and behavioral rescarch conducted or supported
under programs administered by the Sceretary, and ([1) concerning
any other matter [/crtaz'm'ng to the protection of human subjects of
biomedical and Lehavioral rescarch.

(B) In carrying out subparagraph (4), the Commission shall con-
sider at least the jollowing
(i; The boundaries betiween biomedical or behavioral rescarch
involving human subjects and the accepted and routine practice
of medicine.

(%) The role of assessment of risk-benefit criteria in the deter-

mination of the appropricteness of research tnvolving human
subjects.

(7i7) Appropriate quidelines for the selection of human subjects
for participationin biomedical and behavioral research.

() 7he nature and definition of informed consent in various
rescarch scltings.

(v) Mechanisms for evaluating and monitoring the perform-
ance of Institutional Rcview Boards established in accordance
with section 464 of the Public Health Service Act and appropriate
enforcement mechanisms for carrying ot their decisions.

(C) The Commission shall consider the appropriateness of apply-

ing the principles and guidelines identifed and developed under sub-

paragraph (A) to the delivery of health services to patients under
programs conducted or supported by the Secretary.

(2) The Comunission shall identify the requirements for informed
consent to participation in biomedical and behavioral research by chil-
dren, prisoners, and the institytionalized mentally infirm. The Com-
mission shall investioate and study biomedical and behavioral rescarch
conducted or supported under programs administered by the Sceretary
and involeing children, prisoncrs, and the institutionalized mentally
infirm Lo determine the nature of the consent obtained from such per-
sons or their legal representatives before such persons were involved
in such rescarch; the adequacy of the information given them respect-
tng the nature and purpose of the research, procedures to be used,
risks and discomforts, anticipated beneyits from (e research, and other
matters necessary for informed consent; and the competence and the
freedom of the persons to make a choice for or against involvement in
such rescarch. On the basis of such investigation and study the Com-
mission shall make such recommendations to the Secretary as il deter-

mines appropriate to assure that biomedical and behavioral rescarch -

conducted or supported under programs administered by him meets
the requirements respecting injormed. consent identified by the Com-
mission. I'or purposes of this paraaraph, the term “children® means
individuals 1vho lave not ottained the legal age of consent to partici-
patein research as determined under the applicadle law of the jurisdic-
tion in which the research is to be conducted; the term “prisoner”
means indiriduals involuntarily confined in penal institutions; and the
term “institutionalized mentally infirm” includes individuals who are

ey e P
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mentally ill. mentally ictarded. emotionally disturbed, psychotic, or
senile, or ko harve other impairments of a similar nature and who
reside as patients in an institution.

(3) The Commission shall conduct an investination and study to
determine the need for a mechanism to assurc that honan subjects in
biomedical end behavioral rescarch ot subject to remdation by the
Sceretary are protected. I the Commission determines that such a
mechanism is needed. it shall develop and recommend to the Congress
such a mechanism. 7'he Commission may contract for the design of
such @ mechonism to be included in such recommendations.

(0) The Commission shall conduct an investigalion and study of
the nature ard cxtent of rescarch inrolving living jetuses. the purposcs
forachich such vescarch has been wundertalen. and altcrnativze means jor
achicring such purposes. The Commission shall, not later than four
months after the month in which the Commission is established, rec-
ommend to the Secretary policies defining the circumstances (if any)
underawhich sueh researel may be conducted.

(c) The Commission shall conduct an investigation and study of
the use of psychosurgery in the United States during the five-ycar
period ending December 31,1972, The Commission sholl determine the
appropriatercss of its use, cvaluate the need jor it, and recommend to
the Sceretary policics defining the circumstances (if any) under which
its use may be appropriate. For purposcs of this paragraph, the term
“psychosurgery”™ means brain surgery on (1) normal brain tissue of
an individual. who does not suffer from any physical discase, for the

purpose of changing or controlling the behavior or emotions of such.

individual, or (2) diseased brain tissue of an individual,if the sole ob-
ject of the performance of such surgery is to control, chanage, or aficet

any belavioral or emotional disturbance of such individuwal. Such.

tern docs not include brain suraery designed to cure or ameliorate the
effects of epilepsy and clectric shocl: treatments.

(d) The Commission shall make recommendations to the Congress
respecting the funetions and authority of the National Advisory Coun-
oil for the Protection of Subiects of Diomedical and Behavioral Re-

search to be estabilshed under section 217(f) of the Public Health.

Service Adct. )
SPECIAL BTUDY

Sre. 203. The Commission shall undertake a comprehensive study
of the ethical, social, and leaal implications af advances in biomedical
and belavioral research and technolooy. Such study shall include—

(1) an analysis and evaluation of scientific and technological
advances in past. present, and projected biomedical and behavioral
rescarch and services;: :

(2) an analysis and evaluation of the implications of such ad-
vances, both forindividuals and jor society

(8) an analysis and eroluation of laws and moral and ethical
principles governing the use of technology in medical practice:

(4) an analysis and evaluation of public understanding of and
attitudes toward such implications and laws and principles; and

.
.
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(5) an analysis and evaluation of implications for public policy
of such findings as are made by the Commisson with respect to
advances in biomedical and bchkavioral resecarch and technology
and public attitudes toward such advances.

ADMINISTRATIVE PROVISIONS

Skc. 204, (a) The Commission may for the purpose of carrying out
its dutics under scetions 202 and 203 hold such lhearings, sit and act
at such times and places. take suech testimony, and receive such evi-
dence as the Comamission deems advisable.

(b) The Comndssion may secure directly from any department or
agency of the United States injormation mecessary to enable it to
carry out its dutics. Upon the rcquest of the chairman of the Com-~
mission, the head of such deparlment or agency shall furnish such
information to the Commission.

(¢c) T'he Commission shall not disclose any information reported
{0 or otherwise obtained by it in carrying out its dutics which (1)
identifics any individual who has becn the subject of an activily
studicd and investigated by the Commission, or (£) whick concerns
any information which contains or relates to a trade secret or other
mattcr referred to in section 1905 of title 18 of the United States Code.

(d) Lxcept as provided in subscction () of section 202, the Com-
mission shall complete its dutics under sections 202 and 203 not later

thaw twenty-foui months aftcr the month in which the Commission /s

established. The Commission shall make perviodic repoits to the Presi-

dent, the Congress, and the Sceretary respecting its activities under
sections 202 and 203 and shall, not later than nincty days aftcr the
expiration of such tienty-fovrmonths.make a final report tothe Dresi-
dent, the Congress, and the Sceretary respecting such activities and
including its recommendations for administrative action and
legislation. :

(¢) The Commission shall ccase to exist thirty days following the

submission of its final report pursuant to subsection (2).

DUTIES OF THE SECRETARY

Sre. 205. Within G0 days of the reccipt of any recommendation made
by the Commission under section 202, the Secretary shall publish it
in the Federal Register and provide opportunity for interested per-
sons fo submit written data, views, and_arguments wilh respect to
such recommendation. The Scerctary shall consider the Cominis-

sion's recommendation and velevant matter submitted with respect
to it and, within 180 days of the dale of its publication in the Federal
Register, the Secretary shall (1) determine whether the administra-
tive action proposed by such recommendation is appropriate to assure
the protection of human subjccts of biomedical and behavioral re-
search conductcd or supported under programs administercd by him.
and (2) i he dete pmines that such action is not <o appropriate. publish
in the Federal Reqister such detcrmination togeiher with an adequate
statement of the reasons for his determination. [7 the Sceretary de-
termines that administraiive action recommended by the Comnussion
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shonld he undectaken by lim. he shall undertake such action as cz-
peditiously os is feasible.

Parr B—Af1ScELLANEOUS

NATIONAL ADTVISNRY COUNCIL FOR TIHF PROTECTION OP BUBJECTS OP
BIOMEDICAL AND BEHAVIORAL RESEARCIH

Sre. 271. (a) Section 217 of the Public Health Service Act is
amended by adding at the end the following ncw subsection :

() There shall be established a Nalional A dvicory Council for
the Protection of Subjects of Biomedical and Behavioral Rescarch
(hereinafter in this subsection veferred to as the Council’y ichick shall
consist of the Secrctary who shall be Chairman and not less than
seven nor more than fiftcen other members who shall be appointed by
the Sceretary without veqard to the provisions of title 5. United States
Code. goverring appointments in the compelitive service. The Scere-
tary shall select members of the Couneld from individunle distin-
guished in the felds of medicine. law. ethies. theology. the biological,
physical beharioral and social scicnees. plilosophy. humenities. lealth
administration. gorernment. and pudlic affaivs: but three (and not
more than three) of the members of the Council shall be individvals
who are or ko harve been enanged in biomedical or beharioral research,
involving human subjects. The appointed members of the Council shall
kave termns of office of four years, cxeept that for the purpose of stag-
gering the cxpiration of the terms of office of the Council members the
Secretary shall. at the time of appointment. desianate a term of office
of less than four vears for members first appointed to the Council,

“(2Y The Conineil shall—

“AY advise, consult awith, and make recommendations 1o the
Seerctary concerning all matiers pertaining to the protection of
hwmean sul jeets of icinedical and heliarioral veseaich s

“UB) veriew jolicies. seaulations. and other requivements of the
Seeretiry qorerning sucdi research to detcrmine the exrfent lo
which such policies, vegulations, and requirements requice and are
effective in vequiving ohscrrance in such researoh of the basic
principles arliclh should vndeilic the conduct of such vescareh and.,
to the cxtcat suck policies, vequlations. o requirements do not
require or are not cffectire in requiring ohserrance of such Pirin-
eiples. malke recommendations to ithe Secicetary vespecting appro-.
piinte revision of such policies. cealations, op vequirements: and

YCY review periodically changes in the seope. purpose. and
tupes of biomedical and helinriorul ioseqic heing conducted wpd
the impact such chapges hare on the policies. reaulations. and
other vequivcments of the Seervetury for the protection of human
subjeels of such vesearech,

“(2Y The Couneil may disscminate to the public suel information,
recommicndations. and other maticrs relating to its functions as it
decms appropiiate,

“(4) Seetion 14 of the Federal Advisory Commitice Act shall not
apply with respeet to the Council.?

Ad) The amendment made by subsection (a) shall take cffect
July 1, 197.

INBTITUTIONAL REVIEW BOARDS; ETHICS GUIDANCE PROGRAM

Sec. 212, (a) Pavt JT of title IT of the Public [Tealth Service Act.
as.amended by section 103 of this Aet,is amended by adding at the end
the following new section: N

[}
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“INSTITUTIONAL REVIEW BOARDS; ETHICS GUIDANCE PROCGRAM

“Sec. 464, (a) The Secretary shall by regulation require that each
entity which applies for a grant or contract under this Act for any
project or program which involves the conduct of biomedical or be-
kavioral research involving lunan subjects submit in or awith its ap-
plication jor such grant or contract assurances satisfactory to the Sce-
retary that it has cstablished (in accordance with regulations which
the Secretary shall presceribe) a board (to be Anown as an ‘Institu-
tional llevicw Board?) to review blomedical and beharioral rescarch
involving human subjects conducted at or sponsored by such entily in
order (o protect the vights of the human subjects of such rescarch.

“(b) The Sceretary shall establish a program within the Depart-
ment under which requests for clarijication and guidance with respect
to ethical issuss raised in connection with biomedical or behavioral
rescarch involving human subjects are responded to promptly and
appropriately.”

(b) )¢ Sceretary of Iealth, Education, and Welfare shall within
240 days of the daite of the cnactment of this Act promulgate such
regulations as may be required to carry out scction 404(a) of the
Public Health Scrvice Act. Such reguiations shall apply with respect
to applications for grants and contracts under such Act submitted
after promulgution of such regulations.

LIMITATION ON RESEARCIO

See. 213. Until the Commission has made its recommendations to
the Secretary pursuant to section 202(b). the Seeretary may not con-
duct or support vesearch in the United States or abroad on a living
human. fetus, before or after the induced abortion of such fetus, unless
such research is done for the purpose of assuring the survival of such

fetus.
INDIVIDUAL RIGHTS *

Sce. 214, (a) Subsection (¢) of scetion 401 of the Ilcalth Programs
Eatension Act of 1973 is amended (1) by inserting “(1)” after “(c)”,
(2) by redesignatiig paragraphs (1) and (32) as subparaqraphs ()
and (D), respectively, and (3) by adding at the end the following new
paragraph :

“(2) No cntity which receives after the date of enactment of this
parrgreph a grant or contract for biomedical or behavioral research
under any program administered by the Secretary of Hcalth, L'duca-
tion, and Welfare may—

“(A) discriminate in the employment, promotion, or termina-
tz'oln of employment of any physician or other health care person-
nel, or - :

“(B) discrizninatc in the extension of staff or other privileges
to any physician or other health care personnel,

because be performed or assisted in the performance of any lawful
health scrvice or research activity, because he refused to perform or
assist in the performance of any such service or activity on the grounds
that his performance or assistance in the performance or such service
or activity would be contrary to his rcligious beliefs or moral convic-
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tions, or because of kis religious belie

/s or moral convictions respect-
g any such service or activity.”
(6) Section 401 of such Act is amended by adding at the end the
Jollowing new subscetion s

“(d) No individual shall be required to perform or assist in the per-
formance of any part of a healt), service program or researc), activity
Tunded in avhole or in part under a program administered by the Sco.
retary of Iealth., Ldueation, and Vel fare if his performance or assist.
ance in the performance of such part of such program ¢p activity
would be contrary to Ais religious eliefe or moral convictions,”

BPECIAL PROJECT Gr4

See. 215, Section 772(a)(?) of the Pudlic Health Service Act i3
amended. by inserting immediately before the semicolon at the end
thereof the Tollowings = op (C) prociding ineremsed emplasis on, the
ethical, social, legal, and moral amplications o f advances in biocmedioal
research and tee nology with respect to the ejjects of such advances on
individuals and societly?®,

And the Senate agree to the same.

That the House recede from its disagreement
e Senate to the title of the bill

NT8 AND CONTRACTS

to the amendment of
and agree to the same,

O
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES
Founded 1876

"The purpose of the Association is the
advancement of medical education. In
pursuing this purpose, it shall strengthen,
expand, and cooperate with all educational
programs that are important to the nation's
health, with particular concern for the
entire span of education and training for
the medical profession and health sciences.
The Association will foster studies and
research, provide means of communication
and forums, and perform services necessary
to program and policy decisions that the
above broad objectives require."

One Dupont Circle, N.W.
Washington, D. C. 20036
(202) 466-5100
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FOREWORD

This publication has been developed by the staff of the Association
of American Medical Colleges in response to a recommendation of its
Council of Deans and Executive Council. The document presents:

1. the major issues which the Association faces as the
national representative of U.S. medical schools and
teaching hospitals;

2. the Association's current policy or steps to develop
policy on each particular issue; and

3. AAMC activities undertaken in an effort to achieve
the goals related to those policies.

In response to a proposal developed by the Council of Deans at
their 1973 spring meeting in San Antonio, the COD Administrative
Board recommended that the staff prepare "a new document setting
forth a summary of where the AAMC stands on major issues facing the
Nation in the areas of medical education, biomedical research, de-
livery of health services, and the financing of these activities...."
The Board also specified that the document clearly define AAMC
efforts toward policy formulation and progress toward identified
goals. At its June 22, 1973 meeting, the Executive Council adopted
the recommendation of the COD Administrative Board.

This working paper will be presented to the Council of Deans at
their 1974 spring meeting, and to all AAMC Administrative Boards
and the Executive Council in June. If the document is approved at
that time, it will be published for distribution to the constituent
members of the Association. Additional distribution, if any, of
the final publication will be determined by the Executive Council.

## 44
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ISSUE: HOW AND BY WHOM SHOULD ACCEPTABLE QUALITATIVE LEVELS OF EDUCATIONAL
PROGRAMS BE ASSURED?

PRESENT STATE OF POLICY DEVELQPMENT:

The primary responsibility for assuring that educational programs are of
acceptable quality rests with each institution. It is a responsibility borne
primarily by its faculty exercising its collective academic judgment in the
design and implementation of the curriculum, .the assignment of competent edu-
cators, the selection of capable students and the evaluation of their perform-
ance. The institution is assisted in gauging its own performance through the
availability of external assessment procedures and instruments.

Accreditation of institutions and education programs is the primary instrument
developed by the institutions and the professions as a means of external review,
monitoring and assessment of the institutional or program quality. As it has
evolved, accreditation brings to bear the disinterested expert judgment of out-
side professionals and academicians, leavened by the perspective of informed
public representatives. Its purpose is to assure the institution that its
resources are adequate to serve its objectives and directed toward their
achievement, to assure applicants and students that their education can be
successfully pursued in the institution, and to assure society that its re-
sources are appropriately utilized and the graduates of the institution are
qualified according to their credentials.

The AAMC Assembly approved the revised "Function and Structure of a Medical
School" in 1972, setting forth the criteria to be used in the accreditation
of medical schools.

PROGRESS TOWARD ACCOMPLISHMENT:

Two parallel efforts are underway to achieve the purposes and objectives of
accreditation as a guarantor of educational program quality. The first is
directed toward refining the sophistication of the process of accreditation;

it involves the development of more appropriate organizational forms--the .
formation of the CCME, the LCGME and progress toward an LCCME to complement
the role and function of the LCME--the refinement of the accreditation stan-
dards--the Function and Stucture of a Medical School, the Criteria for Programs
in the Basic Medical Sciences--the development of more appropriate assessment
procedures and instruments--the exploration of the use of the self study
protocol, the refinement of data collection instruments.

The second involves defending the integrity of voluntary accreditation from
encroachment and dismantlement by the Federal Government and zealous

critics of the system. This has entailed a review, critique and negotiations
for revisions in the OE draft Criteria for Recognized Accrediting Agencies,
comments on the SASHEP Report, review and comment on the Newman Report,
“National Policy and Higher Education," and the Brookings Institution (Orlans)
report, "Private Accreditation and Public Eligibility."

AAMC DEPARTMENT PRINCIPALLY INVOLVED: Department of Institutional Development

AAMC COMMITTEE:

LCME, LCGME, CCME (AAMC participates in these conjoint committees)

-2-
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ISSUE: SHOULD SOCIAL POLICY AND ETHICAL CONCERNS OF SOCIETY BE ENFORCED THROUGH
THE ACCREDITATION PROCESS?

PRESENT STATE OF POLICY DEVELOPMENT:

Ethical concerns are an integral part of any professional education program; ethical
standards are inculcated through precept and example. To the extent that institutional
behavior impinges upon the quality of an educational program, it is a matter of
legitimate and appropriate concern of the accrediting body and process. On the other
hand, it is the policy of the AAMC, supported and implemented by the LCME, that other
more appropriate means are available to assure compliance with public policy and that
any effort which would subvert the purpose of accreditation to the implementation of
societal goals other than the assurance of program quality - no matter how laudatory -
should be vigorously opposed. While it is clear that the standards, policies and
procedures for accreditation cannot conflict with, or subvert, public policy asperations
expressed in law, whether statutory or judicially established, it should be equally
clear that accreditation cannot bear the burden of a requirement that it be a catch-
all instrument of enforcement with respect to academic institutions. Its mission in
society is the assessment of the quality of education and training programs.

PROGRESS TOWARD ACCOMPLISHMENT:

The work of the LCME is carried on against the background of this policy with an acute
sensitivity and awareness as to what extent ethical practices impinge upon the quality

of education. This policy is constantly being tested in day to day operation. Legitimate
ethical concerns for accrediting bodies are, for example, those which delineate the
organization, responsibilities and privileges for the administration, faculty and

students that there be no discrimination in admissions or employment on the basis of

sex, creed, race or national origin. Institutional practices regarding human exper-
imentation and animal care facilities illustrate two other types of ethical considerations
which can impinge on the quality of the educational program.

The question raised by the issue set forth above is directed toward the use of the
denial of accreditation as an enforcement instrument of social policy. This explan-
ation of progress reflects the kinds of issues which confront the accrediting agency

on a continuing basis as it proceeds to guarantee an acceptable level of quality in
medical education as a public responsibility.

Outside the context of accreditation the AAMC can and is directing considerable effort
to assisting its constituency in such areas as minority students, affirmative action,
human experimentation, etc. If an institution has impeccable practices and procedures

carefully observed, these matters will cease to receive undue attention in the
accreditation arena.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Institutional Development
AAMC_COMMITTEE :

LCME, CCME, LCGME (AAMC participates in these conjoint committees)




ISSUE: SHQULD THERE BE A NATIONAL EXAMINATION REQUIRED FOR ALL AT THE INTER-
FACE BETWEEN UNDERGRADUATE AND GRADUATE MEDICAL EDUCATION? ’

Entrance into graduate medical education for U.S. medical students has only
required the satisfactory completion of a course of study and the awarding of
an M.D. degree by an accredited medical school. Although some graduate medical
institutions and some states have required that residents be licensed and

thus have required the passing of a licensing exam such as the NBME exam, the
FLEX exam or state licensing board exam, there has been no uniform, national

requirement for all students who enter graduate medical education to pass a
qualifying exam.

PRESENT STATE OF POLICY DEVELOPMENT:

In March 1974 the Executive Council approved the FMG Task Force report which
recommends ". . .that a generally acceptable qualifying examination be made a
universal requirement for admitting all physicians to approved programs of
graduate medical education. Until another such examination may become avail-
able, Parts I and II of the National Board Examination should be employed for
this purpose."

The National Board of Medical Examiners established a Committee on Goals and
Priorities in 1971. The Committee report entitled, "Evaluation in the
Continuum of Medical Education," was released in June 1973. This report
recommends the development of a qualifying exam required for all who enter
graduate medical education in the United States whether they have received
their M.D. degree from a domestic or foreign school. This report was re-
ceived by the NBME and has been under intense study during the subsequent 10
months. The NBME does not plan immediate implementation.

The Executive Council has established a Task Force to analyze the Goals and

Priorities Committee report and recommend to the Executive Council a position
on this issue.

PROGRESS TOWARD ACCOMPLISHMENT:

The FMG Task Force report has been distributed to the constituency for
reaction and comments.

The Task Force on the GAP Report will hold its meetings during the Spring of
1974. In December of 1973, a committee requested by the Group on Medical
Education to explore the reactions of the schools and the faculties of the
GAP Report was convened. This committee held meetings in all four regions
and has produced a set of working papers which will be utilized by the Task
Force in analyzing the CAP Committee report. There are numerous position
statements and resolutions which have been received by the Association from
medical schools and from academic societies. All of these communications are
being collated and will be utilized by the Task Force.
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AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Academic Affairs; Department of Institutional Development

AAMC COMMITTEE:

FMG Task Force--discharged

Ad Hoc Task Force on the NBME-GAP Report
CCME
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ISSUE: SHOULD THE AAMC ASSIST MEDICAL SCHOOL FACULTIES IN IMPROVING
THEIR CAPACITIES TO MEET THEIR GROWING EDUCATIONAL COMMITMENTS?

This 1s a time when faculty members in our medical schools are being
called upon to educate increasing numbers of students, without comparably
increased numbers of faculty or enlarged resources, while assuring that
there is, at the very least, no decrease in the quality of the educational
product. At the same time, it is being increasingly recognized that al-
though instruction is the primary responsibility of medical school faculty
members, it 1s the responsibility for which they are least prepared.

PRESENT STATE OF POLICY DEVELOPMENT:

Until the present, the AAMC has done 1ittle, if anything, in the area of
direct assistance to faculty in the improvement of their capacity as in-
structors. In March 1974, the decision was made to establish a new
Division of Faculty Development, which will begin to function on Septem-
ber 1, 1974. It will be the responsibility of this Division to devise
methods and develop services which will assist faculty members of medical

schools in improving their effectiveness as teachers, and in the efficient
use of their instructional time. '

PROGRESS TOWARD ACCOMPLISHMENT:

A Director for the Division of Faculty Development has been identified,
a basic budget for the establishment of this new unit has been secured,
and funding proposals are being prepared for submission to foundations
and agencies. As soon as funding is assured, active recruitment will be
undertaken for additional staff for this Division.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:
Division of Faculty Development of the Department of Academic Affairs

AAMC COMMITTEE:




ISSUE: SHOULD THE AAMC PLAY AN ACTIVE ROLE IN IMPROVING THE
ACCESSIBILITY AND EFFECTIVE USE OF MULTI-MEDIA EDUCATIONAL RESOURCES?

The increased development of educational technologies has provided an ever
increasing universe of multi-media learning materials to assist medical

school faculties in their teaching of increasing numbers of students. These
same technologies have provided students with an opportunity to better realize
a more individualized medical curriculum and to enhance the development of
their skills in self-education, self-evaluation and communication. Problems
relating to the use of multi-media educational material include: the absence
of an efficient clearinghouse for evaluated materials; the availability and
shareability of these materials by institutions in subject areas of preceived
need; the varying abilities of faculties and students to utilize these
materials effectively and the irreguiar patterns of quality and cost.

PRESENT STATE OF POLICY DEVELOPMENT:

A workshop was held February 1969 entitled "Potential Educational Services
From A National Biomedical Communications Network." Subsequently, the AAMC
Biomedical Communications Network Steerihg Committee was established in 1969.
A series of recommendations were presented to both the NLM and the academic
community defining the roles and responsibilities of both the academic com-
munity and the Federal Government in enhancing the uses of educational tech-
nology in medical education. Reports were published as supplements to the
Journal of Medical Education: Educational Technology for Medicine: Roles
Tor the Lister HiT1 Center (J. Med. Educ., 46: July (Part 2) 1971) and
Educational Technology for Medicine: Academic Institutions and Program Manage-
ment (J. Med. Educ., 48: 203-226, February 1973).

PROGRESS TOWARD ACCOMPLISHMENT:

The AAMC Division of Educational Resources was established in 1973. A
contract from NLM permitted the initiation of the AAMC/AADS Educational
Materials Project. The five basic programs include: the development of
a system for the appraisal of educational materials in nontraditional
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 other areas of mutual
concern regarding the uses of educational technology in health science
education. A grant from the Kaiser Family Foundation and Commonweal th
Fund has permitted a feasibility study to explore the development of a
national institutional model to enhance the use and effectiveness of
multi-media learning systems.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Document from the collections of the AAMC Not to be reproduced without permission

Department of Academic Affairs/Division of Educational Resources

AAMC COMMITTEE:

AAMC/AADS Educational Materials Project Advisory
Kaiser/Commonwealth Feasibility Study Advisory Panel
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ISSUE: SHOULD CLINICAL EDUCATIONAL PROGRAMS IN DIVERSIFIED SETTINGS BE
ENCOURAGED?

The ambulatory care function of the academic medical center takes place in
a variety of settings, the most universal of which are outpatient depart-
ments and emergency services. Others include neighborhood health centers,
C and Y clinics, group practices and HMOs. Settings in which quality pri-
mary care i1s delivered are considered to be appropriate sites for primary
care training programs. To meet the increased need for appropriate primary
care, academic medical center faculty involved in the delivery of primary
care must integrate ambulatory service and teaching into effective train-

~ ing programs.

PRESENT STATE OF POLICY DEVELOPMENT:

The Functions and Structure of a Medical School, prepared by the LCME and
ratified by the Assembly in November 1972, states, "Instruction should be
sufficiently comprehensive so as to include the study of both mental and

physical disease in patients who are hospitalized as well as ambulatory."

AAMC testimony on area ‘health education centers and health maintenance
organizations has requested support for the development of physician train-
ing programs in a variety of organizational frameworks and different health
care facilities.

PROGRESS TOWARD ACCOMPLISHMENT:

A survey of the schools in 1973 revealed that undergraduate students have
on the average only 2 months of clinical experience in ambulatory settings.
Beginning May 1, 1974, through a contract with the Bureau of Health Re-
sources Development, a pilot program to develop physician training programs
in HMOs will be started.

A second proposal was submitted to BHRD in March 1974 which outlined a two-
and-a-half-year project to assist academic medical centers in developing,
implementing and evaluating primary care training programs in a variety of
ambulatory settings at both the graduate and undergraduate levels. The pro-
Ject will involve 4-6 constituent institutions and will attempt to determine
the cost effectiveness of the different training programs.

A Primary Care Institute will be held in October 1974. Its focus will be
on the organization of optimum settings for primary care training programs.
This three-day invitational conference will be attended by deans and chair-
men of medicine, pediatrics, family medicine and others.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Health Services

AAMC COMMITTEE: Task Force on Primary Care
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ISSUE: TO WHAT EXTENT SHOULD QUALITY OF CARE ASSURANCE PROGRAMS BE
INTEGRATED INTO CLINICAL EDUCATION?

Inasmuch as quality of care should be a major concern of practicing physi-
clans, there is a need in academic medical centers to involve medical stu-
dents and house staff in medical care evaluation programs during their train-
ing period. These programs in quality assessment and assurance should take
place within both the didactic and clinical portions of the curriculum, and

should prepare students to accept peer review of their professional activi-
ties with equanimity.

PRESENT STATE OF POLICY DEVELOPMENT:

In March of 1973, the Executive Council approved 5 propositions on which to
base a new thrust in continuing education. The first of these states, "The
medical faculty has responsibility to impress upon students that the pro-
cess of self-education is continuous and that they are going to be expected
to demonstrate that they are competent to deliver care to patients through-
out their professional lives."

At the same meeting the Executive Council approved and adopted the following
statement:

"The AAMC believes that the development and implementation of norms
and standards for assessing the quality of health care is a vital
responsibility of the medical school faculty and organized staff
of the teaching hospital. A major part of this responsibility is
the incorporation of quality-of-care assessment into clinical edu-
cational programs to develop in medical students and residents a
Tife-long concern for quality in their practice."

PROGRESS TOWARD ACCOMPLISHMENT:

At the Annual Meeting in 1972, presentations were made to the Councils re-
garding the potential impact of the PSRO amendment in the Social Security
Amendments of 1972. The desirability of having academic medical centers
become engaged in quality of care assurance programs and integration of these
programs into their educational system was emphasized. There has been no
organized plan to proceed with these efforts.

The AAMC {is presently exploring the feasibility of contracting with the DHEW
to develop models for integrating evaluation into medical sciool curricula.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Health Services

AAMC COMMITTEE: Health Services Advisory Commi ttee/Subcommittee on Quality
of Care
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ISSUE; SHQULD THE AAMC ENCOURAGE THE INVOLVEMENT OF UNITED STATES MEDICAL
SCHOOLS IN INTERNATIONAL HEALTH?

United States medical schools with the assistance of AAMC are making serious
efforts to develop community medicine and primary care as major academic pro-
grams. Opportunities for experience in international health may be an
important adjunct to this effort. If an experience abroad is well-planned, it
can impress on the student the responsibilities of the physician in developing
comprehensive community and personal health services.

PRESENT STATE OF POLICY DEVELOPMENT:

The Association established and maintains a Division of International Medical
Education to encourage and assist medical schools in becoming more involved
in _1nternat1‘ona1 health.

PROGRESS TOWARD ACCOMPLISHMENT:

Many schools conduct education programs in international health offering senior
students a one to three month experience abroad. AAMC also has administered a
national fellowship program for medical students in collaboration with Israeli
and Yugoslav faculty. In view of the widespread activities and interests,
general guidelines entitled, "Essentials of Programs for Education in Inter-
national Health," for the planning and administration for such programs are
under preparation. It is proposed that the educational sequence outlined in
these "Essentials" may be acceptable in total or in part as an adjunct to
education programs in community medicine and primary care.

In addition, the AAMC maintains contact with the Liaison Officers for Inter-
national Activities at each medical school, and assists them wherever possible.
Through the Association, deans and faculty members have been actively involved
in the Pan American Federation of Associations of Medical Schools, the
Association of Medical Schools of Africa, and related international activities.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Division of International Medical Education

AAMC COMMITTEE:

Commi t tee oh International Relations in Medical Education and an advisory
group chosen from the Liaison Officers for

International Activities
~=10-
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ISSUE: SHOULD THE MEDICAL SCHOOLS ASSUME INSTITUTIONAL RESPONSIBILITY
FOR GRADUATE MEDICAL EDUCATION?

The medical schools have increasingly become engaged with graduate medical
education, and most schools have as many or more interns or residents as
they have undergraduate medical students. However, the responsibility
and authority for these programs is divided among the many department
heads inthe clinical disciplines and is further divided among the several
hospitals which make up most academic medical centers. The issue revolves
around having the academic medical centers develop systems which make

the entire faculty responsible for graduate medical education and provide
for overall administration of graduate programs by the academic medical
centers' administrative teams. The dean of the medical school would thus
have a far greater role in planning and developing graduate programs for
residents.

PRESENT STATE OF POLICY DEVELOPMENT:

By action of the Assembly in 1971, a position statement (published in AAMC
Bulletin, Nov. 15, 1971) recommends that the academic medical centers assume
responsibility for graduate medical education in a fashion analogous to that
for which they have responsibility for undergraduate medical education.

This impiies that the faculty of the institutions as a whole should assume
responsibility for planning and evaluating the graduate programs of
instruction and should set the standards for student selection, progress

and certification for readiness to be examined by specialty boards. The
program further recommends that freestanding hospitals desiring to continue
or develop graduate medical education programs should seek affiliation with
university academic centers or should develop sufficient resources to permit
their being accredited as freestanding graduate medical schools. This
position statement was evolved subsequent to a conference of the Council of
Academic Societies in 1968; the proceedings were published as a special issue
of the Journal of Medical Education (J. Med. Educ., 44: September (Special
Issue) T969). A committee chaired by Thomas Kinnedy published the
IMPLICATIONS document (J. Med. Educ., 44: 77-84, February 1972).

PROGRESS TOWARD ACCOMPLISHMENT:

The Graduate Medical Education Committee, chaired by William G. Anlyan
published a supplement to the Journal of Medical Education entitled
"Guidelines for Academic Medical Centers PTanning to Assume Institutional
Responsibility for Graduate Medical Education" (J. Med. Educ., 48: 780-791,
August 1973). There has been a heavy reprint demand for this document and
many schools have indicated that they are having faculty retreats and
administrative discussions regarding plans for increasing institutional
responsibility for graduate education. A few institutions have developed
proposals which are under active discussion. A major probiem regarding
moving toward assuming institutional responsibility is the issue of how to
finance graduate medical education. The CCME has adopted a statement which
incorporates the principal recommendations of the AAMC position statement.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Document from the collections of the AAMC Not to be reproduced without permission

Department of Academic Affairs; Division of Student Programs and Services;
Division of Student Studies

AAMC COMMITTEE: Graduate Medical Education Committee
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ISSUE: SHQULD ACCREDITATION OR OTHER EXTERNAL MECHANISMS BE USED TO
REGULATE THE NUMBER AND DISTRIBUTION OF RESIDENCY POSITIONS?

Residency and fellowship positions in the specialties and subspecialties have
never been subject to quantitative controls. The number of programs currently
existing is a result of multiple idenpendent decisions by hospitals and pro-
gram directors. The Boards and the Residency Review Committees have no
policies relating to the number of specialty programs in the United States.

PRESENT STATE OF POLICY DEVELOPMENT:

One of the implications of the institutional responsibility statement is that
the institutions should assume responsibility for determing both the types of
residency and fellowship programs they will sponsor and the number of students
they will enroll. The Graduate Medical Education Committee recojmended in it
informational report to the Executive Council in December 1973 that the
schools and graduate programs should set a goal of enrolling and retaining 50%
of graduating medical students in the primary care specialties of family
medicine, general medicine and general pediatrics. The issue of using the
accreditation mechanism for limiting the number of graduate programs has been
discussed informally at several levels, including the CCME's Ad Hoc Committee
on Physician Distribution.

In March 1974, the Executive Council approved the FMG Task Force Report which
recommended ". . .that the number of first year positions in approved programs
of graduate 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."

The AAMC National Health Insurance Task Force, as part of its recommendations
to the Executive Council, has proposed the creation of a national body "to
determine the number and location of resident positions in the various medical
specialties." National needs would govern this determination and residents in
unapproved positions would be ineligible for reimbursement under national
health insurance.

PROGRESS TOWARD ACCOMPLISHMENT:

The CCME Ad Hoc Committee on Physician Distribution will report to the CCME
sometime during 1974. It is anticipated that this report will recommend that
at least 50% of graduating students from U.S. medical Schools should be retained
in primary care specialties, but it is unlikely that a firm recommendation that
a national system for determining the number of residency positions in any
specialty will be specified. The Liaison Committee on Graduate Medical Educa-
tion, as it reviews the quality of the Residency Review Committees' actions,

may exert sufficient influence to decrease the number of training programs by
eliminating those that are particularly weak. The Graduate Medical Education
Committee of the AAMC is continuing to study this issue and has adopted the
stance that the total number of graduate medical education positions in the U.S.
should be Timited to a number in the range of 110 to 120% of the graduating
class. Recommendations for how to accomplish this goal have not yet been
developed. '

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Academic Affairs; Department of Institutional Development

AAMC COMMITTEE: Graduate Medical Education Committee; LCGME, CCME (AAMC
participates in these conjoint committees)
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ISSUE: HOW SHOULD GRADUATES OF FOREIGN MEDICAL SCHOOLS BE INTEGRATED INTO

UNITED STATES PROGRAMS OF GRADUATE MEDICAL EDUCATION AND INTO THE
UNITED STATES HEALTH CARE SYSTEM?

in 1972 one third of all enrolled interns and residents in United States teach-
ing hospitals and 49 percent of all physicians receiving state licenses to
practice medicine were graduates of foreign medical schools. This dispropor-
tionate representation of FMGs represents a threat to quality education and

services.

PRESENT STATE OF POLICY DEVELOPMENT:

The FMG Task Force of the AAMC in a report approved by the Executive Council
makde the following policy recommendations:

1. For admission to graduate medical education all applicants (graduates of
domestic and foreign medical schools) must pass a single examination.

2. Pilot programs with enrolled FMGs should explore their educational defects
and ways to correct them.

3. The approval of hospital programs for graduate medical education should be
based on sound educational principles and the number of positions avail-
able should not exceed to any great extent the number of graduates from

United States medical schools.

4. The permanent employemnt of unqualified, unlicensed FMGs should be dis-
continued even in the institutional setting.

5. Pilot programs should explore the substitution of other means to render
services presently provided by FMGs in graduate education programs.

PROGRESS TOWARD ACCOMPLISHMENT:

With the approval of these recommendations by the Executive Council on

March 22, 1974, the FMG Task Force Report has been submitted to the AAMC
constituency for reaction and comments. Ultimate implementation will depend
on constituency interest and participation, and on collaboration with other
agencies and organizations.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Division of International Medical Education

AAMC COMMITTEE:

FMG Task Force--discharged

-14-




Document from the collections of the AAMC Not to be reproduced without permission

ISSUE: WHAT SHOULD THE ROLE OF THE AAMC BE IN ENSURING THE VIABILITY AND

INTEGRITY OF THE NIRMP?

The NIRMP was established in the early 50's to eliminate an increasingly chaotic
competition for first-year graduate training positions. The elimination of an
internship as a requirement for certain specialty residencies

in the early 70's has resulted in multiple evasions of the program by both pro-
gram directors and students. The problems are summarized in the article by
Joseph Ceithaml, Ph.D., and Davis G. Johnson, Ph.D., "The NIRMP and Its Current

Problems" (J. Med. Educ., 48: 625-629, July 1973).

PRESENT STATE OF POLICY DEVELOPMENT:

In 1972 the COD and CAS Administrative Boards expressed concern over NIRMP
violations and adopted a statement which was approved by the Executive Council.
It stated: "Every medical student deserves all of the advantages inherent in
the National Intern and Resident Matching Program. In order to assure them this
advantage, the first hospital based graduate training appointment after the
awarding of the M. D degree should be through the National Intern and Resident
Matching Program."

At the request of the Organization of student Representatives and the Group

on Student Affairs, an NIRMP Monitoring Program was approved by the Executive
Council in June 1973. Announcement of the program was made in Deans Memo #74-7,
February 1974. This program provides for reporting violations of the NIRMP to
program directors through the office of the AAMC President, and the ultimate
reporting of continuing violations to the NIRMP. The Administrative Board of
the CAS has recommended the establishment of a Task Force to study NIRMP
problems. _

The Association, at every opportunity, has expressed its strong commitment to
the viability and integrity of the NIRMP.

PROGRESS TOWARD ACCOMPLISHMENT:

AAMC staff have met with representatives of the American University Professors
of Ophthaimology and with the American Association of Chairmen of Departments
of Psychiatry to identify the basic reasons for the difficulty wh1ch these
specialty groups have encountered with the NIRMP.

Functional problems in data processing by NIRMP staff have been resolved. The
problem of enforcing adherence to NIRMP rules by program directors, hospitals
and students is not resolved. The Monitoring Program may be of value, but this
cannot be determined until the 1974-75 cycle. The LCGME has established an

ad hoc committee to study the issues.

The AAMC President, Dr. Cooper, has accepted the Presidency of the NIRMP for

1974-75, and is committed to improving both the operational and the programma-
tic integrity of the NIRMP.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Division of Student Programs and Services

AAMC COMMITTEE:
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ISSUE: WHAT IS THE APPROPRIATE ROLE OF THE MEDICAL SCHOOLS IN PROVIDING

EFFECTIVE PROGRAMS OF CONTINUING MEDICAL EDUCATION?

Whether sponsored by medical schools, state or country medical societies
or national specialty organizations, programs in continuing medical educa-
tion for practicing physicians rely heavily upon the talents of the facul-
ties of the Nation's medical schools. Because the demand for continuing
medical education is rising, 1t is important that the faculty effort dedi-
cated to this endeavor be as effective as possible.

PRESENT STATE OF POLICY DEVELOPMENT:

In March of 1973, the Executive Council of the AAMC adopted five proposi-
tions as the basis for developing a new thrust in continuing education.
These were published in Vol. 8, No. 3, of the March 1973 issue of the
AAMC Bulletin. The propositions are: 1. Medical faculties have a res-
ponsibiTity to 1impress upon students that the process of self education
is continuous. 2. Medical faculties must cooperate with practicing phy-
sicians to develop criteria of optimal clinical management of patient
problems. 3. Educational programs must be specifically directed toward
improving detected deficiencies. 4. Evaluation of the effect of educa-
tional programs should be planned from their inception and should be based
upon assessment of the modifications of the physician's day-to-day prac-
tice. 5. Financing of continuing education must be based upon a policy
which recognizes its essential contribution to the progressive improve-
ment of health care delivery. The Executive Council further recommended
that the Group on Medical Education of the AAMC include within its mem-
bers individuals from the medical schools who have responsibility for
continuing medical education.

PROGRESS TOWARD ACCOMPLISHMENT:

The Group on Medical Education has been studying how to incorporate within
its membership individuals from the medical schools responsible for con-
tinuing medical education.

At the time of the formation of the Liaison Committee on Continuing Medi-
cal Education (a committee under the CCME), the Association insisted that
the purpose of this Liaison Committee should first be to provide a body
for developing new principles and policies for continuing medical educa-
tion, its supervision and accreditation. It is anticipated that the LCCME
will be activated early in 1975.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Academic Affairs

AAMC COMMITTEE: CCME
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ISSUE: SHOULD PERIODIC RECERTIFICATION AND RELICENSURE OF PHYSICIANS BE
REQUIRED?

During the last five years, there has been an increasing interest by specialty
boards and state licensing boards in the concept of requiring that physicians
be periodically recertified or relicensed. Recertification or relicensure

are generally conceived to be based upon evidence that the physician has par-
ticipated in continuing education or passed an examination or both. There
appears to be a consensus that recertification or relicensure requirements
will improve the quality of medical care delivered, even though there is
Tittle or no evidence that this will be an outcome of such requirements.

PRESENT STATE OF POLICY DEVELOPMENT:

The Association does not have a policy on recertification or relicensure. A
preliminary draft of a position was reviewed by the Graduate Medical Educa-
tion Committee in early March 1974. The Committee requested that further
investigation be done regarding the potential effects of recertification on
the day-to-day practice of medicine by physicians. The Committee is also
concerned that should recertification and/or relicensure become a common-
place requirement, the demand for educational ‘services from physicians now
in practice may increase enormously; and such an increase will require that

appropriate planning for expanding educational resources in this country
will be needed.

PROGRESS TOWARD ACCOMPLISHMENT:

The Graduate Medical Education Committee will study this issue during the
Spring and Summer of 1974. It has been determined that twenty-two of the
twenty-three specialty boards are seriously considering recertification and
that two states have already adopted laws requiring relicensure. The Ameri-
can Board of Internal Medicine is offering a voluntary recertification exam
in the Fall of 1974; the American Board of Family Practice will require a
recertification of all of its diplomates in 1976; the Board of Opthalmology
s considering a voluntary, self-assessment exam in 1975 as is the Board

of Thoracic Surgery; the American Board of Surgery plans mandatory recerti-

fic?tion for all those certified after September 1, 1975, on a ten-year
cycle.

A11 bodies currently concerned with recertification are uncomfortable with
basing recertification solely upon passing a cognitive examination. Efforts

to identify methodologies to assess competence are going on in several quarters,
including the AAMC's Division of Educational Measurement and Research and

the National Board of Medical Examiners.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Academic Affairs; Division of Educational Measurement & Research

AAMC COMMITTEE: Graduate Medical Education Committee
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ISSUE: WHAT FACTORS SHOULD DETERMINE THE RATE AND EXTENT OF FUTURE EXPANSION
OF MEDICAL SCHOOL CLASS SIZE?

The Comprehensive Health Manpower Training Act of 1971 established enrollment
expansion as a prerequisit for federal capitation support. Medical Schools
responded to this incentive by dramatically increasing class size. As renewal
of this legislation is debated, the issue of whether additional enrollment
increases whould be federally-mandated has surfaced.

PRESENT STATE OF POLICY DEVELOPMENT:

Although in 1968 the AAMC and the AMA jointly endorsed the position that medical
schools should "accept as a goal the expansion of their collective enrollments
to a level that permits all qualified applicants to be admitted," this position
was soon afterward considered to be impossible to attain. In 1970, the AAMC,
following the recommendations of its Committee on the Expansion of Medical
Education (Howard Committee), modified this endorsement to propose that by 1975,
medical school first year enrollment should increase to 15,000 students, and be
maintained at that level. This was felt to be sufficient to overcome the
shortage of physicians. (See J. Med. Educ., 46:105-116, Feb. )

The AAMC currently supports expansion of medical school class size in relation
to the need for physicians. The Association recognizes that determining the
need for physicians is a complex question which must take into account problems
of geographic and specialty maldistribution. However, because of 1imited
financial resources for medical education and in an effort to maintain quality
in education and care, the Association believes that medical school enrollments
should increase only to reflect the nation's requirements for physicians.

PROGRESS TOWARD ACCOMPLISHMENT:

The Howard Committee goal of an entering class of 15,000 student by 1975-76
will most likely be met. The Association, in discussions with federal policy-
makers, has opposed measures which would require expansion regardless. of
future manpower projections.

The Association is attempting to identify physician manpower studies which
might contribute to the current perceptions of physician need.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Planning and Policy Development/Division of Operational Studies

AAMC COMMITTEE:
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ISSUES: WHAT IS THE APPROPRIATE DISTRIBUTION OF EFFORT IN ACADEMIC MEDICAL CENTERS

BETWEEN HEALTH SERVICES ESSENTIAL TO EDUCATION AND HEALTH SERVICES UNDER-
TAKEN IN RESPONSE TO OTHER SOCIAL NEEDS?

Academic medical centers have offered a broad range of inpatient and ambulatory
services, primarily as an outgrowth of the educational process. These services
have had an increasing impact on the communities in which they exist. Questions
arise as to the extent of the center's responsibilities for developing educational
and service programs reflecting local needs and resources.

PRESENT STATE OF POLICY DEVELOPMENT:

Because of the great variation in medical center settings, this issue must be
addressed by each constituent institution, taking into account local needs,
resources and interests.

PROGRESS TOWARD ACCOMPLISHMENT:

To assist the institutions establishing these policies, two major staff activities
are underway:

1. The Health Services Advisory Committee is presently considering this problem
from three perspectives:

a.) The roles of faculty

b.) Determination of program responsibilities for patient care and
. community service.

c.) The types of governance structures that would resolve these issues.

2. The AAMC Management Advancement Program and related institutional studies
are directed toward the determination of institutional objectives and
organizational structure appropriate to the role of the individual academic
medical center in responding to societal and community needs. Not
infrequently the work of the institution team at Phase II MAP seminars
has focused on specification of medical center objectives and the design
of an action plan relative to achieving these objectives.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Health Services; Department of Institutional Development;
Department of Teaching Hospitals

AAMC COMMITTEE:

Health Services Advisory Committee
Management Advancement Program Steering Committee
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ISSUE: WHAT FACTORS INFLUENCE THE EFFECTIVENESS OF AFFILIATION ARRANGEMENTS
BETWEEN MEDICAL SCHOOLS AND TEACHING HOSPITALS?

Increasingly, the non-university owned and/or non-university affiliated
(community based) teaching hospital is becoming more involved in providing
clinical settings for undergraduate medical education. This appears to be the
result of two somewhat parallet developments. First, medical schools in the
planning and development stage are choosing to use presently existing community
facilities to accomplish specific educational objectives or are finding it in-
creasingly difficult to secure the necessary funding to build and subsequently
operate a university-owned hospital facility. Second, established medical
schools are increasingly looking toward community based hospital facilities to
provide clinical settings whereby class size can be increased and/or a broader
clinical exposure can be provided physicians in training.

PRESENT STATE OF POLICY DEVELOPMENT:

Work in the area of affiliatdion arrangements, sponsored by the AAMC, is as
follows: (1) Cecil G. Sheps, et. al., "Medical Schools and Hospitals: Inter-
dependence for Education and Services," (J. Med. Educ., 40: September (Part II),
1965) George Wolf, et. al., "Report of the Second Administrative Institute on
Medical School-Teaching Hospital Relations,: (J. Med. Educ., 40: November
(Part II), 1965); and (3) Patricia Kendall, "The Relationship Between Medical

Educators and Medical Practitioners," (J. Med. Educ., 40: January (Part II) 1965.)

At the time this work was completed the number of medical schools and the
nature of their relationships with teaching hospitals were relatively stable.
Due to the emergence of new (and new types of) medical schools and the develop-
ment of innovative patterns of clinical experiences constructed by established
medical schools, the factors that influence the effectiveness of affiliation
arrangements whould be reexamined.

PROGRESS TOWARD ACCOMPLISHMENT:

Planning is underway to establish a joint AAMC-AHA working group that would
examine alternative approaches to addressing issues related to affiliation
arrangements between medical schools and teaching hospitals. This group would
provide general direction for any efforts in this area (investigations, con-
ferences, etc.)

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Teaching Hospitals; Department of Institutional Development

AAMC COMMITTEE:
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ISSUE: SHOULD THE AAMC ‘ASSIST THE MEDICAL SCHOOLS IN STRENGTHENING THEIR
CAPABILITY FOR DEALING WITH MATTERS THAT ARE CONSIDERED ORGANIZATIONAL
MANAGEMENT PROBLEMS?

PRESENT STATE OF POLICY:bEVELOPMENT:

AAMC responded affirmatively to this issue in 1971 and, with the gquidance of
representatives of the Council of Deans, set about to identify needs in this
area and design specific programs in response. This effort was endorsed by
the December, 1972 AAMC /Officer's Retreat and the Executive Council.

{
PROGRESS TOWARD ACCOMPLISHMENT:

/

Three specific programé have been implemented:

1. The Management AdVancement Program

Executive Development Seminar (Phase I)
Institutional Development Seminars (Phase II and III)

Thus far 65 deans have participated in Phase I and 32 schools have

attended Phase II. Twenty-three schools have indicated a desire to
return for Phase III. The Johnson Foundation grant which supports

this program has been renewed for three years.

2. Institutional Studies

This effort involves the study and analysis of the common body of law

and practice in the medical schools relative to institutional organization,
governance and management. The delineation of areas being studied is related
closely to the kinds of questions asked by the constituency: medical school/
center organizational models, analysis of patterns of governance, trends

in medical school management are the types of general categories covered.
These studies are supported under contract with BHRD.

3. Management Systems Development

This effort involves an exploration of the "state of the art" of
management systems utilization in the medical schools and the means by
which the AAMC might enhance management effectiveness through facilitating
the development of more refined or appropriate instruments.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Institutional Development, Department of Program Planning and
Policy Development.

AAMC COMMITTEE:

Management Advancement Program Steering Committee
Management Systems Development Liaison Committee
Management Program Coordinating Committee

-23-~
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ISSUE: HOW SHOULD THE RESPONSIBILITY FOR FINANCING UNDERGRADUATE MEDICAL
EDUCATION BE DISTRIBUTED?

Until the 1960's the costs of undergraduate medical education were borne by
students through tuition charges, income from endowments and gifts, and state
appropriations for publically supported schools. Federal support began in
1963 through student loans and construction grants. This support has been
broadened to inciude scholarships, capitation grants and funds to carry out

special projects to improve educational programs and to advance Federal initia-
tives.

PRESENT STATE OF POLICY DEVELOPMENT:

In the 1950's the Association adopted a policy calling for Federal support to
supplement other sources of financing of medical education. Subsequently, the
Executive Council has endorsed positions recommended by its committees and

task forces calling for multiple sources of support for the costs of medical
education from the public and private sectors with a larger and more appropriate
share from the Federal government.

In 1970 the Executive Council appointed a Committee on the Financing of Medical
Education to make more specific policy recommendations on the responsibility
of the public and private sectors and students in meeting the costs of medical
education. The Committee has prepared a report, "Undergraduate Medical
Education: Elements--Objectives--Costs," which attempts to identify the costs
of undergraduate medical education which was approved by the Executive Council
in September 1973. The Committee is now developing specific recommendations
on the financing of these costs for consideration by the Executive Council.

The recommendations of the Committee on Health Manpower formed the basis for
the position adopted by the Executive Council on the extension of the
Comprehensive Health Manpower Training Act of 1971.

PROGRESS TOWARD ACCOMPLISHMENT:

The Association has promulgated widely its policies on the financing of medical
education. Through its activities with the Congressional and Executive

branches of the Federal government, it has been involved with the development
and enactment of legislation to establish and extend the Federal support of
medical education. In testimony before appropriation committees, it has pressed
for the funding of legislation authorizing Federal support.

The Association participates in the Federation of Associations of Schools of
the Health Professions to promote a unified policy for Federal support of
health professions education. It has obtained the support for Association
policy positions from a number of other organizations including the American
Council on Education, the Association of American Universities, the American
Medical Association, and the American Hospital Association.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Jsevartmert of Planning and Poiicy Development/Division of Operational Studies
~AMC _COMMITTEE :

Cormittee on the Financing of Medical Education
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ISSUE: HOW SHOULD THE RESPONSIBILITY FOR FINANCING GRADUATE MEDICAL

EDUCATION BE DISTRIBUTED?

The principal source of support for graduate medical education has been

through reimbursement for health services rendered in the teaching hospital.
The training grant programs of the National Institutes of Health have provided
support for the preparation of physicians for careers in biomedical research
and in the subspecialties. Both the payment of resident stipends from re-
imbursement for health services and training grants has come under attack.
There is not an adequate source of support for graduate medical education in
the ambulatory setting which impedes attempts to increase the number of primary
care physicians.

PRESENT STATE OF POLICY DEVELOPMENT:

The National Health Insurance Task Force, as a part of their recommendations

on Association policy, has stated, "National health insurance is an appropriate
mechanism for financing graduate medical education as a means of replenishing
the health manpower pool. Graduate medical training includes important ele-
ments related to education and delivery of health services as integral parts

of the training, and is thus appropriately financed by the health delivery
system, both with respect to inpatient and ambulatory care." This report is
now being considered by the Executive Council.

The Committee on the Financing of Medical Education is charged with developing
a position on financing graduate medical education for consideration by the
Councils of the Association. Because of pressures to make recommendations on
the financing of undergraduate medical education, it has not yet turned its
attention to this issue. The Graduate Medical Education Committee, which has
interacted with the Committee on the Financing of Medical Education has in-
formally reviewed and endorsed the recommendations of an ad hoc Committee of
the Coordinating Council on Medical Education (CCME) that residency training

is a legitimate cost of medical care. When approved by the CCME, the recommen-
dations of the Ad Hoc Committee will be referred to the AAMC for its considera-
tion. The recommendations will be referred to the Committee on the Financing
of Medical Education and the Graduate Medical Education Committee for their
review and recommendations and with the recommendations of the National Health
Insurance Task Force may form the basis of an Association policy position

after consideration by the Councils.

PROGRESS TOWARD ACCOMPLISHMENT:

Graduate medical education is now financed primarily through health services
income. Unless alternate methods of financing are recommended by the Committees
of the AAMC and the CCME and approved by the Councils, the Association will
continue to support present arrangements for financing graduate medical
education

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Planning and Policy Development/Division of Operational Studies

AAMC COMMITTEE:

Committee on the Financing of Medical Education
Graduate Medical Education Committee
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ISSUE: HOW SHOULD THE DETERMINATION OF THE COST OF MEDICAL EDUCATION BE

APPROACHED?

Program cost determination is a valuable tool for self-study. With great
care to assure a uniform and satisfactory methodology, it can also be used
for interinstitutional comparison. Such studies do have limitations, how-
ever, which tend to obscure the interrelationships of programs in the aca-
demic medical center.

The Comprehensive Health Manpower Training Act of 1971 (Section 205) reauired the

development of "National uniform standards for determining annual per
student educational costs for each health professional school in the future
year". The schools may in the future be required to report costs annually
as a basis for capitation.

PRESENT STATE OF POLICY DEVELOPMENT:

Since the mid-fifties, the AAMC has assisted the nation's medical schools

. 1n the conduct of cost allocation studies, with the objective of providing
-a mechanism for self-study; uniform guidelines developed by AAMC were em-

ployed, but details of the application differed.

The Committee on the Financing of Medical Education was formed in 1970, and
the Committee immediately turned its attention to a determination of the cost
of medical education. The Committee developed a methodology which recognized
that biomedical research and clinical experience are essential components of
education, and which took account of resource costs presently financed through
voluntary contributions and joint programs with affiliated institutions. The
Committee's report was approved by the Executive Council.

PROGRESS TOWARD ACCOMPLISHMENT:

The AAMC continues to support self-study through program cost finding at the
individual medical schools. The Committee's report, "Undergraduate Medical
Education: Elements-Objectives-Costs," (J. Med. Educ., 49:97-128, Jan. 74),

has been distributed to members of the U.S. Senate and House of
Representatives, members of the Administration, and key decision makers at

the state level.

The Institute of Medicine has completed a study of the cost of education in
all of the professions, with results in broad agreement with the AAMC report.
Association staff consulted with IOM staff during the conduct of this study.
IOM now has the task of developing a uniform cost determination methodology
for future reporting, and the Association has nominated individuals to serve
on the IOM Committee overseeing this activity.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Planning and Policy Development - Division of Operational Studies

AAMC COMMITTEE:

Committee on the Financing of Medical Education
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ISSUE: WHAT FEDERAL, STATE AND PRIVATE SOURCES OF FINANCIAL ASSISTANCE
SHOULD BE AVAILABLE TO STUDENTS?

Financial aid to medical students is becoming a major issue; rising tui-
tion charges and increases in the cost of living are placing severe
demands upon the resources available for financial aid. Coupled with
this stress is a developing attitude, particularly in the Federal Govern-
ment, that the cost of higher educaticn and particularly medical educa-
tion should principally be borne by the students who ultimately benefit
through increased income potential during their working years.

PRESENT STATE OF POLICY DEVELOPMENT:

The Assembly in 1970 passed an equal opportunity resolution. Contained
in this resolution is the recommendation that the Association and the
schools design programs to eliminate economic barriers to education in
the health professions.

The Association has assumed the position that a principie resource for
student financial aid should be the Federal Government provided through
the Health Professions Education Act. The Executive Council, at its De-
cember 1974 meeting, adopted the recommendations of the ad hoc Committee
on Health Manpower, recommending that the 1974 HPEA shouTd provide for

an increase in the loan ceiling from $3,500 to $4,500 per student, per
year and should authorize appropriations of 75 to 80 million doilars for
this purpose. Health professions scholarship ceilings should be increased
from $3,500 to $4,500 per student, per year with an entitlement formula
providing for sufficient funds so that each institution may meet the
needs of low-income students in its classes. It was also recommended
that the National Health Service Corp Scholarship Program provide for
$6,000 per student, per year and require two years of.service in a desig-
nated area regardless of the time support was received during undergrad-
uate education.

The Association has no position on the specific obligations of states for
the provision of financial aid to medical students.

Various types of loan and scholarship funds from private sources have been
studied by committees of the GSA, including the educational opportunity
bank concept; but an Association position on a specific program has not
been developed.

PROGRESS TOWARD ACCOMPLISHMENT:

The Financial Aid Committee of the Group on Student Affairs and the Com-
mittee on Student Information Systems is now expanding the data base re-
garding the needs for financial aid among medical students. Workshops
directed toward improving the management of financial aid offices in the
medical schools and increasing the knowledge of financial aid officers
regarding sources of funds are being held during the year 1974 in all
four regions.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:
Uepartment of Academic Affairs; Division of Student Programs and Services

AAMC COMMITTEE: GSA Financial Problems of Medical Students
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ISSUE:  SHOULD MEDICAL SCHOOL ABMISSIONS BE ADMINISTERED THROUGH A
NATIONAL MATCHING PROGRAM?

The increasing number of applications to medical schools has made it

more and more difficult to operate the selection system for medicine in

a fashion which provides an optimal opportunity for both the students

and institutions to make decisions which are satisfactory to both parties.
The successful experience with the National Intern and Resident Matching

Plan has led many to suggest that a matching plan for admission to medi-
cal school should be instituted.

PRESENT STATE OF POLICY DEVELOPMENT:

On November 3, 1972, the Council of Deans adopted the report of the AAMC
Committee on Medical School Admissions Problems together with a recom- o
mendation from the COD Administrative Board that "the Association Presi-
dent and appropriate staff explore all.agpetts of the feasibility.of~a

medical school admissions matching program". ‘

PROGRESS TOWARD ACCOMPLISHMENT:

A technical study, which indicated that matching is theoretically feasible,
was completed in March 1973. The medical schools in California and Michi-
gan agreed to participate in a pilot implementation of an admissions match-
ing program, to be conducted with the selection of the 1974-75 entering
class. The program is jointly sponsored by AAMC and a grant from the
Henry J. Kaiser Family Foundation. In December and January, student rank
order 1ists were mailed to the almost 16,000 individuals who had applied

to at least one participating school. In mid-April, participating schools
will submit rank order 1ists of students. The computerized match will

be run shortly thereafter, and the results will be compared to the re-
sults of the actual admissions process. A report of these results, to-
gether with recommendations for further study of admissions matching,

will be made to the Administrative Boards and Executive Council in June
1974.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Academic Affairs; Division of Student Programs and Services

AAMC COMMITTEE: Ad Hoc Steering Committee on the Pilot Implementation
of a Medical School Admissions Matching Plan
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ISSUE: SHOULD SELECTION FACTORS FOR ADMISSION TO MEDICAL SCHOOL INCLUDE
CRITERIA OTHER THAN ACADEMIC PERFORMANCE?

Career choice should be understood to embrace such outcomes as area of speciali-
zation and practice location. The issue raises something of a dilemma. There

has long been public agreement that access to a medical education should be
limited to those who are academically qualified. More recently, special
opportunities for access to medical education have been afforded to under-
represented minorities. Providing special opportunities to those with personal
characteristics which are estimated to influence ultimate career choice and
professional performance, adds another dimension to selection decisions and may
further modify the established tradition of accepting only the most intellectually
qualified.

However, society's demand for greater accessibility to health care may
necessitate trials of selection factors related to predicting career choice. A
rational decision as:to whether to introduce consideration of likely career
outcomes 1n admissions decisions will rest on well documented, empirical evidence
demonstrating the relfability of such criteria.

PRESENT STATE OF POLICY DEVELOPMENT:

The selection of students for admission to medical school is and must remain
the responsibility of the faculty of each institution. Within this framework,
the AAMC assists the institutions in identifying criteria which might influence
admissions decisions. In an amicus curiae brief filed in the case of DeFunis v.
Odegaard (U.S. Supreme Court, No. 73-235), the AAMC contended that quantitatjve
predictors of academic performance should not be the sole criteria for
admission .

The Medical College Admission Assessment Program Task Force and the Group on
Student Affairs have addressed this question. Current AAMC activity
involved the preparation of the data base necessary for a rational decision.
This activity takes the form of an analysis of the MCAT Questionnaire data

which includes career choice information and a follow-up of the AAMC Longtudinal

Study of the Class of 1960.

PROGRESS TOWARD ACCOMPLISHMENT:

The Association is seeking support for a program to follow-up the Longtudinal
Study, correlating measurable characteristics with ultimate career performance.
An ad hoc committee has been appointed by the Executive Council to review the
recommendations of the MCAAP Task Force and to determine priorities for their
implementation.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Academic Affairs; Division of Educational Measurement and
Research; Division of Student Studies

AAMC COMMITTEE: Ad Hoc Longitudinal Study Advisory Committee
Ad Hoc MCAAP Review Committee
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ISSUE: WHAT SHOULD BE THE NATIONAL GOAL IN EDUCATING MINORITY STUDENTS

IN MEDICINE?

Students from certain minority groups in the United States have been sig-
nificantly under-represented tn medicine. These groups include Black-
Americans, Spanish-Americans, American Indfans and Puerto Ricans. As a
result of the nationwide concerns regarding minority opportunities which
developed during the 1960's, major efforts have developed to increase the
opportunities for students from these minority groups to study medicine.

PRESENT STATE OF POLICY DEVELOPMENT:

In May of 1970, the Executive Council accepted the AAMC Task Force Report
to the Interassociation Committee on Expanding Educational Opportunities
in Medicine for Blacks and Other Minority Students. In December 1970,
the Executive Council approved a policy statement calling for a short-
term objective of increasing minortty enrollment to 12% by the year
1975-76 in the Nation's medical schools. The policy statement also
recommended the development of minority affairs offices in the medical
schools and an expanded minority office at the Association. The policy
statement recommended that medical school curricula should be modified
to adapt to the difference in preparation of minority students in the
traditional sciences and that financial constraints for minority stu-
dents should be minimized.

PROGRESS TOWARD ACCOMPLISHMENT:

The Office of Minority Affairs, which was established at the Association,
has published a Medical Minority Applicant Registry (MED-MAR) and “Minor-
ity Student Opportunities in U.S. Medical Schools". Both of these pub-
1ications have been directed toward identifying those minority students
seeking medical careers and medical schools seeking students from minor-
1ty groups. Through an OEQ grant, special programs directed toward re-
cruiting and retaining minority students in the health professions were
supported in various institutions in the United States.

Workshops directed toward improving selection systems for minority stu-
dents and assisting schools in meeting the particular cultural and educa-
tional needs of minority students have been held in all four regions. A
simulated admissions exercise system is being developed for utilization
by admissions committees to improve their identification of specific
variables pertinent to the selection of minority group applicants.

Minority group enrollment in first-year medical school classes was 4.8%

in 1969-70, 7.0% in 1970-71, 8.6% in 1971-72, 8.6% in 1972-73 and 9.2%
in 1973-74.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Academic Affairs; Division of Student Programs and Services;
0ffice of Minority Affairs :

AAMC COMMITTEE: @SA Committee on Medical Education of Minority Group
Students .

-32-




Document from the collections of the AAMC Not to be reproduced without permission

ISSUE: SHOULD MORE WOMEN BE ENCOURAGED TO ENTER THE MEDICAL PROFESSION?

PRESENT STATE OF POLICY DEVELOPMENT:

AAMC has clearly enunciated a policy of no discrimination in admission of
students to medical school and in employment on the basis of sex. It has
not, however, advanced a policy that more women should be encouraged to
enter the medical profession.

PROGRESS TOWARD ACCOMPLISHMENT:

In response to the numerous requests for information about women in medicine
from students, faculty, medical school administrators and professional and
scientific organizations, the AAMC is attempting to organize data available

on this subject. Drawing on the existing and extensive AAMC sources, including
Student Information, Faculty Profile Studies, the Longitudinal Study, etc.,

we have attempted to coordinate the pooling of information pertaining to

women in medicine. A special effort has been made to gather information from
a wide variety of resources outside the AAMC and to represdnt the AAMC to

the extent possible on an ad hoc basis at meetings and conferences which

deal in a significant and relevant way with the subject of women in medicine.

Additionally, the Association will focus on the special problems encountered
by women who choose medicine as a career and, for example, has established

a Staff Task Force on Affirmative Action to devélop means by which the AAMC
might assist schools in meeting requirements for affirmative action.

An Office focused on Women in Medicine has been approved in principle and
staffed on a collateral duty basis, but has not been formalized organizationally.
A project has been outlined which would bring to bear considerable knowledge

and expertise about the question posed by this issue. This was being discussed
with the Radcliffe Institute as a joint project and planning funds were sought
from foundations, but without success. The press of other work has precluded
additional effort directed toward raising the funds for the policy development
effort or any full time staff.

The enrollment>of women in first-year medical school classes was-é.l% in 1969-70,
11.1% in 1970-71, 13.7% in 1971-72, 16.8% in 1972-73, and 19.7% in 1973-74.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Institutional Development

AAMC COMMITTEE:
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ISSUE: WHAT IS THE RESPONSIBILITY OF THE AAMC FOR PROVIDING COMPLETE AND
ACCURATE INFORMATION TO POTENTIAL APPLICANTS TO MEDICAL SCHOOL?

For both selfish and altruistic reasons, the AAMC should provide increasingly
complete and accurate information to potential applicants. Such information
should help reduce the wasteful admissions processing caused by the hundreds

of thousands of applications per year filed by individuals with no real chance
of serious consideration by the U.S. Medical Schools to which they apply.

Such information should also help discharge a moral obligation to help reduce
the frustration experienced by the tens of thousands of applicants per year
who are rejected by all medical schools after spending untold years and dollars
preparing for a career which they never had any realistic chance of entering.

PRESENT STATE OF POLICY DEVELOPMENT:

Established by action of the Assembly, 1973. As reported on page 4 of the
November, 1973 AAMC Bulletin, the Assembly "approved two OSR-sponsored resolu-
tions calling for the AAMC to gather and disseminate more data on medical
school admissions to prospective applicants and premedical advisors." The
first resolution asked the AAMC to annually request its member schools to
submit information on GPA, MCAT, college majors, sex and minority group compo-
sition of students in as recent a freshman class as possible for inclusion in
each year's edition of Medical School Admission Requirements (MSAR). It
further encouraged schools to submit data on other variables and recommended
that GPA and MCAT data be presented in one of a number of "sample standard
formats" to be suggested by the AAMC. The second resolution called for the
AAMC to encourage and assist undergraduate colleges in providing information
to their premedical students regarding the results of applications to medical
schools from their preceding classes of premedical students.

PROGRESS TOWARD ACCOMPL ISHMENT :

Relative to the first resolution, the AAMC requested much more detailed infor-
mation from the schools for the 1975-76 edition of MSAR, to be published later
this month. For several years, the schools participating in AMCAS have been
providing such details in the annually revised "AMCAS Information Booklet."
Experimentation is already under way with the "sample standard formats" for
GPA and MCAT data and at least one format will probably be included in the
1972-73 Study of Applicants. Concerning the second resolution, the AAMC ini-
tiated in 1974 a service for health professions advisors which provides at
nominal cost 1) Summary Reports of the Admissions Status for National and
Individual Undergraduate School Applicant Pools and 2) Rosters of Apnljcants
from one's Undergraduate School. A related long-range development i$§ the
proposed "Career Guidance Booklet" for high school and entering coliege stu-
dents which has been recommended by the MCAAP Task Force.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Academic Affairs (Division of Student Studies; Division of
Student Programs and Services; Division of Educational Measurement and
Research); Division of Publications.

AAMC COMMITTEES:

GSA Committee on Relations with Colleges and Applicants; Ad Hoc Review
Committee to Study and Evaluate the Report of the MCAAP Task Force.

-34~




g
(@]
‘7
1%}
£
Q
Q
=
(@]
=
B
=l
Q
2
=l
o
=
Q
(0]
(=
(0]
O
[@]
=
M
@]
Z
s
[}
=
G
o
%)
=
(@]
=
|5
O
=
(@]
5%
Q
S|
g
o
fi=)
=
Q
g
=]
53
o
@)

ISSUE: DOES THE AAMC OR ITS MEMBER INSTITUTIONS HAVE AN OBLIGATION TO

zggéké;ATE THE CAREER DEVELOPMENT OF U.S. CITIZENS STUDYING MEDICINE

It is estimated that there are between four and six thousand United States citizens
studying in medical schools abroad. Most, if not all, of these students have
sought medical education abroad with the expectation that they will be able to
return to the United States and develop careers as physicians. Many students de-
sire to transfer with advanced standing to U.S. schools. For all students, the
opportunity to complete their career development is dependent upon their gaining
access to graduate medical education in the U.S.

PRESENT STATE OF POLICY DEVELOPMENT:

In 1969, the Association 1nst1tuted the Coordinated Transfer Program (COTRANS) to
fac111tate U.S. citizens in foreign medical schools obtaining information regard-
ing which schools might accept them as transfers at the clinical level and to
assist their being admitted to take Part I of the NBME

In 1972, the Executive Council recommended that the "Fifth Pathway" alternative,
developed by the Council on Medical Education of the AMA, not be endorsed and

that the medical schools should become more heavily involved in utilizing the

.. .COTRANS program to facilitate the transfer of qualified U.S. citizens studying
: -med1c1ne b

ad 1nto United States medical schools.

7y

‘he. FMG Task Forcczreport, approved by ‘the Executive Counc11 in March 1974;‘*?.*'

;recommends ‘that the AAMC and interested medical schools sponsor a pilot project
- -to {dentify and correct educational deficiencies in FMGs, particularly U.S. - ; 1
“citizens, and to bring them to a level of professional competence comparable to =
"~'domestic graduates. This report also recommends that a uniform qualifying "* |
.- examination be administered to all graduates of U.S. and fore1gn medical schools
",’seeking graduate training 1n th1s country ‘ »

o SR
"'PROGRESS TONAR ACCOMPLISHMENT

Lesent]y, 47 medical schools are listed in the COTRANS program as belng ,
interested ih accepting U.S. citizens currently in foreign medical schools.

~ There has been an Increasing utilization of COTRANS by students in foreign . '

schools: 270 in 1970, 437 in 1971, 676-in 1972, 957 in 1973. However, not ail
students whose credentials are verified by the COTRANS program and who pass

Part I of the National Boards are accepted into United States medical schools'
‘ as transfer students

| The AAMC 1s currently seeking foundat1on support to 1mp1ement the pilot project

mentioned above. As pressures from this large contingent of U.S. citizens mount,
medical schools may be asked to develop special undergraduate and graduate pro-

'grams to facilitate the career development of this group.

QAAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

!

.Department_ofngcademic Affairs; Division of Student Programs and Services;
, Division ofNInternational Medical Education

 AAMC COMMITTEE:
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ISSUE: WHAT SHOULD BE THE MAGNITUDE OF OUR NATIONAL EFFORTS IN BIOMEDICAL

RESEARCH?

The total national health cost rose from approximately $26 billion in 1960 to

$83 billion in 1972. During the same interval, federal health expenditures rose
ten-fold from $3 billion to almost $30 billion. National expenditures for bio-
medical research in 1972 were $3.3 billion which contrasts with an expenditure
of $0.84 billion in 1960. Two-thirds of our national expenditures for biomedical
research and development derive from federal sources, 28% from industry and 8%
from other private and public sources.

PRESENT STAfE'OF POLICY DEVELOPMENT:

The AAMC policy on this matter is articulated in the document entitled, "A
Policy for Biomedical Research," (J. Med. Educ., 46:689-743, Aug. 71). It
is recommended that the Nation adopt a policy supporting more, rather than
less, biomedical research, in full recognition of the fact that no other
course can offer hope for ultimate solutions to health problems. It was
further recommended that the national policy for biomedical research assure
support at levels sufficient to engage all qualified brainpower and that
consideration be given to expansion..at*a rate determined-by widening re=-
search opportunities.

The Committee on Biomedical Research and Research Training has recently reviewed
this matter and has recommended that 5% of our national health expenditures be
earmarked for the support of biomedical research. This is a very low rate of in-
vestment for the development of new knowledge and technology for our national
health industry which is rooted in scientific and technologic innovation. Most
technologically based industries devote more than 5% of their resources to re-
search and development activities.

PROGRESS TOWARD ACCOMPLISHMENT:

The AAMC was instrumental in establishing the Coalition for Health Funding,
which represents over 40 organizations concerned that federal health programs
are adequately funded. AAMC officers have testified on research appropriations
and have encouraged other organizations to support research funding.

In 1973, the Association successfully brought suit forcing the expenditure of

Congressionally-appropriated research money which had been impounded by the
Executive branch.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Academic Affairs/Division of Biomedical Research

AAMC COMMITTEE:

Committee on Biomedical Research and Research Training
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ISSUE; HOW AND BY WHOM SHOULD NATIONAL RESEARCH PRIORITIES BE DETERMINED?

Traditionally, the budget of the NIH and the NIMH had been determined
following a dialogue which involved the Executive and Legislative branches of
the Federal Government, the public and the various non-profit, voluntary
health organizations. The budgets of the NIH and NIMH have been presented to
the Congress and the public in such a manner that an interested person or
group could evaluate the planned federal expenditures in an area of concern
without much difficulty and could then express his interest in changing the
allocation of resources to the legislature. Recently, there has been dis-
cussion of presenting the budget of the NIH and the NIMH to the Congress as

a single line item rather than the usual institute by institute fashion.

PRESENT STATE OF POLICY DEVELOPMENT:

The Association of American Medical Colleges believes that the allocation of
resources to our national biomedical research effort and the distribution of
these resources should be the subject of a public debate involving both the
various branches of the government and the public. Presentation of the

budget of the NIH or the NIMH as a single line item would usurp the opportunity
for individuals and organizations interested in various aspects of the federal
budget to have an opportunity to express their concerns before Congress.

The Association also supports the role of the national advisory councils,

which provide both public and scientific input into determining which research
programs within an institute deserve priority in funding.

PROGRESS TOWARD ACCOMPLISHMENT:

In testimony before Congress, letters to the Secretary of HEW, and discussion
with federal officials, the Association has strongly supported the role of
Congress and the advisory councils in determining federal research priorities.
The AAMC has urged that appointments to study sections and advisory councils
not be i1nfluenced by the political affiliation of the nominee.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Academic Affairs/Division of Biomedical Research
AAMC COMMITTEE:

Committee on Biomedical Research and Research Training
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ISSUE; HOW AND BY WHOM SHOULD BIOMEDICAL RESEARCH PROPOSALS BE EVALUATED?

External peer review has been a useful tool to guide the investment of re-
search resources into those areas which hold the greatest promise for signi-
ficant yield from research. Recently, certain individuails within the federal
government have questioned whether the external peer review system is a cost-
effective management tool. In contrast, the scientific community is con-
vinced that external peer review has been the key element in the success of
our national biomedical research program.

PRESENT STATE OF POLICY DEVELOPMENT:

The AAMC has strongly endorsed the principle of external peer review of re-
search proposals. The AAMC believes that external peer review of individual
project grants and contracts, as well as requests for proposals, will ensure
that our national biomedical research and development resources are allocated
to problems of high relevance. External peer review of individual proposals
utilizing scientific merit as the primary criterion will ensure that funds
are disbursed within the broad policy guidelines established by the legis-

lature.

PROGRESS TOWARD ACCOMPLISHMENT:

The Executive Council of the Association, the Council of Academic Societies
Administrative Board and the Committee on Biomedical Researrh and Research
Training have met with various officials of the Department of HEW, the NIH
Director's staff, the Director of the Heart and Lung Institute and the
Director of the National Cancer Institute to discuss this matter and to
offer its concern about the allocation of resources without external peer

review.

In testimony before Congress, the Association has endorsed the current NIH

and NIMH review sygtem and has urged that appointments to study sections
i:d advTSory councils not be influenced by the political affiliation of
e nominee.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Academic Affairs/Division of Biomedical Research

AAMC COMMITTEE:

Committee on Biomedical Research and Research Training
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ISSUE; WHAT IS THE APPROPRIATE ROLE 7OR THE FEDERAL GOVERNMENT IN THE SUPPORT

OF TRAINING OF BIOMEDICAL RESEARCH SCIENTISTS?

The major health problem for the United States is the continued existence of
incapacitating or fatal diseases for which we have neither adequate treatment
nor mechanisms for cure. Research in the biomedical sciences offers the only
rational approach to this problem. Excellence in research does not automatically
follow the flow of funds into a field. It requires the recruitment, training,
and cultivation of that relatively small number of individuals capable of
working at the frontiers of scientific creativity. The predominant role of the
Federal Government in the support of the nation's biomedical research enter-
prise is well established; it, therefore, follows that the Federal Government
should also accept the responsibility for assurance of the quality and

quantity of the nation's biomedical research manpower pool.

PRESENT STATE OF POLICY DEVELOPMENT:

The AAMC has been actively concerned with ensuring adequate support for the
training of biomedical research scientists. Formal policy of the Associa-
tion on this issue is articulated in the document, "A Policy for Biomedical
Research," (J. Med. Educ., 46:689-743, Aug. 71). In this document, it was
recommended that the administration and the Congress be urged to continue
federal programs providing fellowships and other stipends for advanced train-
ing in the health sciences and clinical specialties. More recently, the
Committee on Biomedical Research has considered this matter and has recom-
mended: That the Federal Government has the responsibility to support
training for research in the biomedical sciences and that the support of
such training should be related to the anticipated needs, variety, quality
and quantity of qualified biomedical scientists. To achieve this goal, the
Committee recommends that a more formal mechanism be established to examine,
on an on-going basis, both the supply and demand for biomedical scientific
manpower by discipline category, with the recognition of the long-lag phase
between entry into the training pipeline and the emergence of an indepen-
dently competent investigator.

PROGRESS TOWARD ACCOMPLISHMENT:

The Association has testified in support of training legislation, both in the
House and Senate, and has worked actively toward ensuring the continuation of
both federal and nonfederal support of training of biomedical research
scientists. In October, 1973 the Association sponsored a research manpower
workshop in Seattle, Washington and will publish the proceedings of this work-
shop in the Spring of 1974.

Document from the collections of the AAMC Not to be reproduced without permission

The Association in 1973 successfully brought suit to force the expenditure
of Congressionally-appropriated research training funds which had been im-
pounded by the Executive Branch.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Academic Affairs/Division of Biomedical Research

AAMC COMMITTEE:

Committee on Biomedical Research and Research Training
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ISSUE: WHO IS RESPONSIBLE FOR ENSURING THAT THE RIGHTS OF THE SUBJECTS
OF BIOMEDICAL AND BEHAVIORAL RESEARCH ARE PROTECTED?

There is increasing public concern regarding the protection of human sub-
jects in biomedical research. A bill to establish national standards for
biomedical research involving human subjects is before the Congress and
attempts have been made to introduce amendments to this legislation which
would prohibit research on fetuses, infants and children. The DHEW is
also in the process of modifying its guidelines for biomedical research
involving human subjects and is in the process of adding new regulations
pertaining to institutionalized subjects with limited ability to provide
informed consent.

PRESENT STATE OF POLICY DEVELOPMENT:

AAMC policy on this issue is predicated on the fact that biomedical re-
search involving human subjects is an essential component of the process
whereby new and innovative ideas are evaluated before being made avail-
able to the public as accepted modalities of health care. The Executive
Council approved a policy statement in September 1972 asserting that
academic medical centers have the responsibility for ensuring that all
biomedical investigations conducted under their sponsorship involving
human subjects are moral, ethical, and legal. The centers must have
rigorous and effective procedures for reviewing prospectively all in-
vestigations involving human subjects based on the DHEW Guidelines for
the Protection of Human Subﬁects as amended December V1, 1971. Those
facuTty members charged with this responsibility should be assisted by
lay individuals with special concern for these matters. Ensuring respect
for human rights and dignity is integral to the educational responsibility
of the institutions and their faculties.

PROGRESS TOWARD ACCOMPLISHMENT:

The Association has actively supported legislation directed toward the
establishment of national standards for the ethical aspects of biomedi-
cal research and has participated in the revision of the Department of
Health, Education and Welfare Guidelines which pertain to the Protection
of Human Subjects participating in biomedical research in situations in
which there are limitations on the ability of the subject to give in-
formed consent, i.e. the child, the institutionalized mentally disabled
and the prisoner,

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Academic Affairs/Division of Biomedical Research

AAMC COMMITTEE:

Committee on Biomedical Research and Research Training
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ISSUE:  WHERE SHOULD OUR NATIONAL BIOMEDICAL RESEARCH PROGRAMS BE CONDUCTED?

During the past eight years there has been a trend toward conducting a
greater portion of our federally supported biomedical research programs
in for-profit institutions and a decreasing portion in non-profit in-
stitutions, such as academic medical centers.

PRESENT STATE OF POLICY DEVELOPMENT:

The Committee on Biomedical Research and Research Training has considered
this matter and has emphasized that there are finite benefits to be gained
from conducting biomedical research in the same institutions in which both
medical education occurs and health care is delivered. For example, schol-
arly activities such as biomedical research conducted by medical school
faculty expose medical students to the development of new knowledge and
stimulate their desire to keep abreast of new developments which will in-
fluence their later practice of medicine. Conduct of biomedical research
programs in the environment in which health care is delivered stimulates
the rapid transfer of innovative new ideas to the delivery of routine
medical care. Thus, the Committee recommends that sponsors of biomedical
research programs take maximum advantage of this unique opportunity to
improve national health.

PROGRESS TOWARD ACCOMPLISHMENT:

In testimony presented to Congress on the National Cancer Act, the Na-
tional Heart and Lung Act, and before both the House and Senate appro-
priations committees, the Association has emphasized the important role
of academic medical centers in the conduct of our national biomedical
research programs.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Academic Affairs, Division of Biomedical Research

AAMC COMMITTEE:

Committee on Biomedical Research and Research Training
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ISSUE: IS THERE A SHORTAGE OF PHYSICIANS IN THE UNITED STATES?

No study has ever concluded to the satisfaction of all what the number of
physicians in the U.S. should be. Geographic and specialty maldistribution
cause shortages and surpluses to exist simultaneously. It has been politically
popular to call for more doctors without concurrent efforts to direct them to
shortage areas. It has been politically untenable to say there are enough
physicians without proposing some means of redistribution.

PRESENT STATE OF POLICY DEVELOPMENT:

AAMC policy holds that any determination of the number of physicians needed
must take into account the complex problems of physician distribution. The
view of the 1970 Howard Committee report approved by the Assembly,

(See - J. Med. Educ., 46:105-116, Feb. 71) that physician shortages would be
met by a medical school enrollment increase to 15,000 entering students by
1975-76 is supported. This increase would give the U.S. one of the highest
physician/population ratios in the world by the mid-1980's.

The impact of the recent expansion of medical school class size on the health

care system should be observed and measured before the need for more physi-
cians can be assessed.

PROGRESS TOWARD ACCOMPLISHMENT :

The goal of enrolling an entering class of 15,000 medical students by 1975-76
will most 1ikely be met. The Association has supported programs designed to
alleviate shortages by encouragin$ physicians to enter primary care or to
practice in shortage areas. In discussions with the Congress and the Executive
Branch of the Federal government, the Association has recommended that the
impact of the current medical school class size on the health care system be
evaluated before further expansion is required.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Planning and Policy Development/Division of Operational Studies

AAMC COMMITTEE:
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[SSUE: WHAT SHOULD THE AAMC AND ITS MEMBER INSTITUTIONS DO TO REMEDY
THE MALDISTRIBUTION OF PHYSICIANS AMONG SPECIALTIES?

There is a growing consensus that the pattern of specialization among
physicians is inconsistent with the health care needs of the Nation. Al-
though the precise forecasting of the numbers and types of specialists
which will be needed in the future is inexact, presently conventional wis-
dom concludes that considerably more generalists-specialists are needed
and considerably fewer more narrow specialists are needed.

PRESENT STATE OF POLICY DEVELOPMENT:

The Association adopted as its major emphasis during 1973 the improvement
of education for primary care specialists. The Graduate Medical Educa-
tion Committee has recommended that 50% of graduating medical students
should become primary care specialists.

An ad hoc committee of the Coordinating Council on Medical Education is
studying the problem of specialty maldistribution. The report of that
committee, when approved by the CCME, will be forwarded to the Associa-
tion for approval.

The AAMC Executive Council approved a proposal for the renewal of health
manpower legislation which would provide the incentive of additional
c$p1tat1on support to schools undertaking primary care education initia-
tives.

PROGRESS TOWARD ACCOMPLISHMENT:

In the Fall of 1974, the Association will sponsor an Institute on Primary
Care. Through its position on institutional responsibility for graduate
medical education, the Association has urged the academic medical centers
to develop decision-making processes regarding the numbers and types of
residency and fellowship programs they sponsor. The Association is coop-
erating with specialty groups seeking to determine the numbers of special-
ists being trained and projecting these numbers against predictions of
future needs. Current negotiations are underway with the AMA to develop
a feedback system to the schools so that they will be informed regarding
the selections their students make for specialty training and ultimate
career development.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Planning and Policy Development; Division of Operational Studies
Department of Health Service; Department of Academic Affairs
AAMC COMMITTEE:

CCME
Graduate Medical Education Committee
Task Force on Primary Care
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WHAT SHOULD THE AAMC AND ITS MEMBER INSTITUTIONS DO TO REMEDY THE
MALDISTRIBUTION OF PHYSICIANS AMONG GEOGRAPHIC AREAS?

ISSUE:

Geographic maldistribution of physicians is a major public concern. There are
complex interrelated reasons why physicians choose one particular societal and
geographic setting over another in which to establish themselves. Generally,
physicians are attracted to affluent communities which provide recreational

and cultural opportunities compatible with their educational background and
experience. Short-term solutions for providing physician services to both
metropolitan and rural areas in need of these services have been provided

through the National Health Services Corps. The NHSC depends upon financial
incentives, based upon loan forgiveness, to enroll students for two-year periods .
of assigned services.

PRESENT STATE OF POLICY DEVELOPMENT:

The Association supported the establishment of the NHSC in 1971; and the
Committee on Health Manpower for 1974 recommended that the grant-in-aid pro-
vided for NHSC enrollees be increased from $4,000 to $6,000, and that the

period of service be no more than two years without regard to the number of
years' support students received during their undergraduate education. The
Committee also recommended special incentives to institutions for the establish-
ment of educational experiences in shortage areas.

PROGRESS TOWARD ACCOMPLISHMENT:

Promoting the provision of student experiences in areas of chronic physician
shortage (rural and urban inner city) has not been specifically planned.
Several schools have been engaged with the development of area health educa-
tion centers or variances on this concept for both undergraduate and graduate
students. Regionalizing medical education in this manner cannot effectively
be accomplished without special financial resources. Initially, these re-
sources must be derived from foundations, states or the Federal Government.
Long-range plans for sustaining regionalized programs are essential.

The Association has supported legislation which would provide resources to en-
able academic medical centers to provide education and care in shortage areas.
In testimony before Congress on Area Health Education Centers and similar
proposals, the AAMC has emphasized the need for educational support so that
students may be trained in more diversified geographic settings.

Document from the collections of the AAMC Not to be reproduced without permission

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Planning and Policy Development/Division of Operational Studies

AAMC COMMITTEE:
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ISSUE: SHOULD ACADEMIC MEDICAL CENTERS ASSUME RESPONSIBILITY FOR DEVELOPING
NEW MODES OF PROVIDING HEALTH CARE?

In the midst of the debate over national health insurance and the various ap-
proaches to improving the financing and delivery of health services, the HMO
and the restructured outpatient department have emerged as possible alternative
approaches toward improving health care. The problem of inefficiency of opera-
tion and inadequacy of services in the traditional OPD are well known. The
university-operated OPD in particular, suffers from inadequate funding, inef-
ficient organization, rising costs and increased workloads.

PRESENT STATE OF POLICY DEVELOPMENT:

This issue must be addressed by each constituent institution, taking into ac-
count local needs, resources and interests. Because of their unique resources,
academic medical centers bring to the development of health care services the
full spectrum of medical, social and behavioral sciences. The experiments of
those institutions in HMO development and operation, as well as OPD restructuring
could well serve as models for other academic medical centers that anticipate
adopting these approaches to health care delivery.

Past AAMC testimony on health maintenance organizations has supported the request
of funds for the development of academic medical center related HMOs.

PROGRESS TOWARD ACCOMPLISHMENT:

In 1972 the Department of Health Services contracted with the HMO office of

HEW to assist in the development of prototype HMOs affiliated with academic
medical centers. The five institutions selected to participate have received
consultative support and technical assistance to develop their HMO models.
Although the project will terminate in June, 1974, the participating institu-
tions may apply for direct federal assistance for further planning, development
and operational support.

The Department of Health Services is submitting a proposal for support of a
project to strengthen and upgrade university outpatient departments. The
project's major emphasis will be on restructuring OPD activities into a strong
academic base for primary care and on facilitating their integration with the
overall institutional program. If funds are obtained, the Departmental staff
will provide technical assistance and consultation to AAMC institutional members
that are interested in OPD reorganization.

The prototype HMO project has made it possible for five selected academic medical
centers to receive support and assistance in addressing the various critical issues
attendant to the development of an HMO. After termination of the project, the As-
sociation will prepare a final report and a Tist of consultants to be made avail-
able to all interested constituent institutions.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:
Department of Health Services |

AAMC COMMITTEE:

Health Services Advisory Committee
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ISSUE: WHAT IS THE ROLE OF THE MEDICAL SCHOOLS AND TEACHING HOSPITALS IN TEACHING

HEALTH PgOFESSIONALS TO WORK AS A TEAM, BETTER RELATING RESPONSIBILITY TO
TRAINING

The immediate demand for primary medical services coupled with the current geo-
graphic and specialty maldistribution of physician manpower requires alternate
approaches to the health manpower shortage. Training programs for new health care
practitioners such as physicians' assistants and nurse practitioners have developed
partially in response to this need. In order to function effectively as a team,
the new health professionals and physicians should be trained together in clinical
settings which focus on their collective roles and responsibilities as a provider
unit. Such joint interdisciplinary training has the potential for increasing the
?upg1y and effectiveness of primary care personnel for both urban and rural popu-
ations.

PRESENT STATE OF POLICY DEVELOPMENT:

Although this is an institutional responsibility dependent upon local needs and
resources, the AAMC strongly encourages constituent efforts in seeking program-
matic support for these activities.

It is felt that the academic medical centers might take an active role in de-
veloping common core curriculum for medical students and new health practitioners
which reflect a team approach to the delivery of primary health services. However,
there is need for experimentation in the clinical environment to evaluate the
validity of the team concept, of various approaches to organization and structure,
and of the most effective means to integrate this concept into clinical education.

The Association's Health Manpower Legislation proposal, as approved by the Executive
Council, supports interdisciplinary training through capitation incentives.

PROGRESS TOWARD ACCOMPLISHMENT:

An AAMC survey in 1973 identified 69 academic medical centers currently involved
in educational programs for new health practitioners. One-third of these pro-
grams have students attending didactic courses with medical students and two-
thirds training medical students and health practitioner students together in
clinical settings.

Beginning May 1, 1974, the Department of Health Services will contract with BHRD
to develop pilot physician training programs in HMOs, one component of which will
explore the integration of training programs for physicians and new health prac-
titioners. A proposal was also submitted to BHRD in March, 1974, which outlined
a two-and-a-half year project to assist academic medical centers in developing,
implementing and evaluating primary care training programs at both the graduate
and undergraduate level.. The project will involve 4-6 constituent institutions
and will focus on several activities including the development of core curricula
for teaching the team concept of delivering health services.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Department of Health Services

AAMC COMMITTEE:

Health Services Advisory Committee
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ISSUE: SHOULD ALL AMERICANS BE GUARANTEED THE ABILITY TO PAY FOR NECESSARY

MEDICAL CARE?

Because national health insurance is a high priority legislative issue with
the Congress, the AAMC will increasingly be called upon to express its views
regarding regarding the scope of benefits and co-insurance and deductibie
features of any national health insurance program which may be proposed.

PRESENT STATE OF POLICY DEVELOPMENT:

The Assembly adopted a policy on national health care in February 1971 which
included the statement, "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. This system must

be a national one, with adequate provision for varying regional requirements."

A more explicit Association policy is being developed by the Task Force on
National Health Insurance and by the Executive Council. The report of the

Task Force says: "A program of national health insurance is designed to pro-
vide ready financial access to the health care system and to shift the financial
burden of health care from personal expenditures to insurance coverage, thus
broadening the financial base available to support health care costs. Ideally,
there should be no cost-sharing under a national health insurance program. If
there is cost-sharing through deductibles, co-insurance or co-payment, they
should be set at minimum levels. They should not be burdensome in the aggre-
gate; they should be waived for low income persons; they should only be high
enough to avoid over-utilization. The cost-sharing should not be applicable to
essential minimum services, and the cost of administering the cost-sharing pro-
gram should not exceed savings from avoided over-utilization."

The report of the Task Force has been submitted to the Executive Council for
review and comment.

PROGRESS TOWARD ACCOMPLISHMENT:

A recommended Association policy is currently under review by the Executive
Council. The policy will form the basis of testimony before committees of
the Congress considering national health insurance.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Division of Federal Liaison; Department of Teaching Hospitals; Department of
Health Services

AAMC COMMITTEE:

Task Force on National Health Insurance
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ISSUE: SHOULD THE METHOD OF FINANCING MEDICAL CARE DETERMINE THE ORGANIZATION
OF THE DELIVERY SYSTEM?

Inherent in any debate on national health insurance is the extent to which the
method of financing should be used as a mechanism to influence the organization
of medical services. In the context of the overall policy question are such
issues as the distribution of personnel and facilities, quality assurance as
well as the nature and scope of regulatory bodies to monitor the sytem.

PRESENT STATE OF POLICY DEVELOPMENT:

The Assembly adopted a policy on national health care in February 1971 which
included the statement, "“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."

A more explicit. Association policy is being developed by the Task Force on
National Health Insurance and by the Executive Council. The report of the
Task Force says, "Although national health insurance per se may not effect a
drastic restructuring of the health care delivery system, it should promote
needed changes. To define and then bring about the ideal delivery system is
too great a task to be accomplished in a single step. A major purpose of
national health insurance legislation is to create a better means of financing
medical care. National health insurance also should both permit and strongly
encourage changes in the present delivery system."

The report of the Task Force has been submitted to the Executive Council for
review and comment.

PROGRESS TOWARD ACCOMPLISHMENT:

A recommended Association policy is currently under review by the Executive
Council. The policy will form the basis of testimony before committees of
the Congress considering national health insurance.

AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:

Division of Federal Liaison; Department of Teaching Hospitals; Department of
Health Services

AAMC COMMITTEE:

Task Force on National Health Insurance
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f**v”PRodREssaTONARD ACCOMPLISHMENT:

ISSUE: WHAT IS THE RESPONSIBILITY OF ACADEMIC MEDICINE IN ADVANCING THE
STATE OF THE ART OF QUALITY OF CARE ASSESSMENT?

The recent PSRO legislation serves as a hallmark of the trend toward pro-
vider responsibility in assuring the quality of patient care. The issue of
~quality is one that is closely related to access. Above and beyond the
~ availability of health services, thereis the need to assess objectively
the level and quality of care that is provided.

PRESENT STATE OF POLICY DEVELOPMENT:

In March 1973, the Executive Council approved 5 propositions directed toward
a new thrust in continuing education. The second of these propositions was,

- "Medical faculties must cooperate with practicing physicians in their com-
munities or regions to develop acceptable criteria of optimal clinical. manage-
ment of patient problems. Having established criteria, faculty and practi-
tioners must devise and agree upon a system to ensure that deficiencies in

. meeting these criteria are brought to the attention of physicians who are
performing below the expected norm." .

-_aThe AAMC be]ieves that the academic medical center is in a unique position
‘to undertake the tasks of developing feasible quality assessment tools, cri- .
teria and standards of measurement. and of implementing qua11ty assurance; .

SRR PRSP

{ fThe Departmental staff 1s now in the process of exp]oring with
" DHEW the possibility of a collaborative project with a selected X
‘number of academic medical centers in order to test and validate various
approaches to the development of medical care criteria and outcome assess-

~ment. This {s projected as a one- to two-year study to be coord1nated
through the Department of Health Services '

AAMC DEPARTMENT/DIVISION'PRINCIPALLY INVOLVED:
Department of Health Services

AAMC COMMITTEE:

Health Services Advisory Committee/Subcommittee on Quality of Care
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ISSUE; HOW SHOULD ABSOLUTE HOSPITAL COSTS AND THE RATE OF HOSPITAL COST
INCREASE BE CONTROLLED?

Proposed regulations regarding Section 223 of P.L. 92-603 and adopted rules
implementing Phase IV of the Economic Stabilization Program have established
1imitations on both absolute hospital costs and the rate of hospital cost increase.
As proposed routine service cost will be limited on an average per diem basis
depending upon the hospitals geographic location, (metropolitan, non-metropolitan),
the per capita income of the state in which it is located and its size. The
rate of hospital cost increase is presently regulated on a per admission basis

(7.5 percent per year allowable increase); certain pass-throughs, adjustments
and exceptions are provided for.

PRESENT STATE OF POLICY DEVELOPMENT:

- - Developed 1n Association's formal comments on Phase IV proposed rules (dated
. - November 30, 1973) and comments on Section 223, P.L. 92-603 draft regulations
(dated November 21, 1973).

M The Association has held that proposed regulations regarding Section 223 of
P.L. 92-603 and Phase IV Health Care Rules do not adequately take into consideration
- special features of the cost structures of teaching-tertiary care facilities.
Section 223 proposed regulations seek to implement controls which do not take into
- _atcount variations in patient mix and the nature and scope of services provided
by hospitals, 'Phase IV rules do not allow for the fact that cost experiences a
igher rate of increase in teaching-tertiary care hospitals as a result of the
Ind development activities engaged in by such facilities. 'In combination
ulations subject hospitals to two different control mechanisms, ‘one ~ =
solute costs on a per day basis, the other controls the rate of .. -

%

_Stay; when implemented together these mechanisms are incompatable. .

WARD ACCOMPLISHMENT: B T

“'An ‘ad hoc committee on the economic controls of the Council of o
Teaching Hospitals, chaired by Sidney Lewine has been formed to SR
v .- "address both absolute and rate of cost increase issues. Based upon
. .suggestions of the Association (and others) Phase IV proposed rules
"+ "were significantly modified to allow for adjustment in .the changes
_in cost_and charges due to alterations in case mix. The Association
~““has prepared an analysis of the Economic Stabilization Program as RS
-1t influences hospitals -- this analysis has been forwarded to the Senate '
~Banking and Currency Committee. It now appears that the Economic Sta-
:bilization Program will not be extended. Work is now underway to v
" “analyze“"data upon which the method for limiting absolute cost under e
- “Section 223 was established. Association comments on these regulations -
__have been filed. . . - . SR

e

“ AAMC DEPARTMENT/DIVISION PRINCIPALLY INVOLVED:
- Department of Teaching Hospitals

) AAMC COMMITTEE:

“'Ad Hoc Commi ttee bq,Econpmjt Controls .




