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~.COUNCIL OF ACADEMIC SOCIETIES
ADMINISTRATIVE BOARD

April 3, 1975

Administrative Board
Business Meeting
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Joint CAS/COD/COTH/OSR
Administrative Boards
Luncheon

Executive Council Meeting
(All Administrative Board
members invited to stay
as late as their travel

_schedule permits)

Adjourn

Plaza Room

Dupont Plaza Hotel

Dupont Room
Dupont Plaza Hotel




AGENDA

e ~ COUNCIL OF ACADEMIC SOCIETIES
(] | 5 | ADMINISTRATIVE BOARD

April 3, 1975

1. REPORT OF THE CHAIRMAN

‘11 Action Items: -

.g ; 1."Approval of Minutes of CAS Administrative Board Meeting
2 of January 15, 1974 1
B | | |
2, 2. All action items in the accompanying Executive Council
§ - Agenda '
5 .
s I1I. Discussion Items:
= .
< . , v
g 1. American Academy of Family Pathologists 8
[0 - .
~ 0
% 2. Division of Faculty Development Program Plans 10
2 ‘ ' : 3. Medical'College Admissions Assessment Program Developments 11
O "I' , : ‘ S -
é > 4. Biomedical Research Panel Meeting 12
B ’ 5. Loﬁgitudinal Study of Faculty Graduating in 1960 ~ 13
2 L
2 IV. Information Items:
Q “
§ 1. Soqiéty)RepreSentation at CAS Meetings 15
[ . P - . .
= o
g 2. Response to Academic Anesthesia Chairmen (Separate Enc1osure) 18
o . .
= - 3. "Resolutions Received from American Academy of Orthopaedic
2 ‘ Surgeons on: .
§ a. GAP Report - , 19
A ~b. "AAMC FMG Task Force Report ' 20
c.. CCME Primary Care Physician Report 20
4. 1974-75 CCME, LCGME and LCME Members 21
5. .1974—75‘AAMC Groups - Steering Committee Members 27
6. Future Meeting Dates S 28
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MINUTES
- ADMINISTRATIVE BOARD
COUNCIL OF ACADEMIC SOCIETIES

January 15, 1975 .

AAMC Headquarters
Washington,‘D.C.

PRESENT:. - Board.Members | Staff

Jack W. Cole : _ Mary H. Littlemeyer
" Chairman. (Presiding) Thomas E. Morgan
- Robert M. Berne Mignon Sample
"F. Marion Bishop August G. Swanson

A. Jay Bollet

" -Rolla B. Hill, Jr.
-Thomas K. 011ver, Jdr.
Leslie T. Webster

ABSENT “Board Members

" David R.-Challoner
D. Kay Clawson
~ Carmine D. Clemente
- Ronald W. Estabrook
'Robert G.: Petersdorf*

1. Adopt1on of M1nutes

The m1nutes of the CAS Administrative Board meeting he]d September 19, 1974,
were adopted as c1rcu1ated

’II. Or1entat1on of New Members

, - Opening the f1rst ‘meeting of the new Administrative Board, the Chairman
asked. Dr. Swanson to ‘review the governance structure of the Assoc1at1on by way

- of an orientation for the new members. The CAS Directory, which contains in-

formation on the manner in which the CAS re]ates to AAMC, had been sent to the new
Board members pr1or to the meet1ng

In the case of both .the CAS and the Council of Teach1ng Hospitals, the

‘Administrative Board is advisory to its four representatives to the AAMC Ex-

ecutive Council. Nine of the 11 members of the Council of Deans are representa-

_tives to the Executivé Council. One individual from the Organization of Student

Representatives -and one Distinguished Service Member also serve on the Executive

*Ex Officio. - '
NOTE: .. Dr. Theodore Cooper, Director of the National Heart and Lung Institute,
was the guest of the Board for cocktails and dinner at the Dupont Plaza Hotel.

" 'An informal discussion with Dr. Cooper which followed was very informative. The
_ sess1on was conc]uded at 10: 00 p.m.




; is a member appeared in the agenda.
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Counc11 Others on’ the Execut1ve Council are the Cha1rman and Cha1rman ETect
‘of . the AssembTy and” the President and Vice-Preésident of AAMC.  The officers of
‘the. AAMC and Members of the Execut1ve Council for 1974 1975 are. shown below:

. ("IIAH{.MAN‘: Sherman ;\1'..;\1ul'|f‘|1.k'oﬂ". ucLAa a - e
T HATRMANCELECT: Lednard W. Cronkhite, Ir., Childiin's Haospiial M. (/I((l/ Cemei, /fu\/(m :
CHAIRMAN, Council’ of Deans: Ivay L. Benneuw, Jr., New York Uniiversity
CHARMAN, Council of Acidemic Socicties: Juck” W Cole, Yale University L.
cnarman, Council ol Teaching Hospitals: Sidney Lewine, Mount Sinai Hospital of C/m(/mn/

‘ (‘H\IRPLRb()\‘ ()rcammlmn of Sluduu Rtprcscnmmu M‘uk Cannon, A (/l(u/ Colle, e ol W muu\m
,CEOUNC_IL OF DEANS ol . COUNCIL. OF ACADEMIC SOCIETIES *
sy - Lo Rolla B, Je 1077, SUNYY Sviaease
A'l_' '\"b‘”. Ruchanan. 177, "'h/l L nii versily Robert G, Petersdorf. 107 " Ulizérsily of Wirshincion
Neal L. Gault, Jr., 197 M i nm/n Ilmn apolis Ramahd WE wstabrook, 1953, University of Texas, Dallay
Jobn AL Groanvall, 1970, Unis .II icldean’ : '
N d N
Cliford G, Grulee, h 19760, I Hll\n”ll State University, Shreve COUNCIL OF TE: ACHING “OQPITA.LS
porl David Do Thompwon, 1077, New Vark Hospital
Tulivs R. Krev ans, 1070, U HITErsity :H(.zh forsia, San Frar rnm Charles B Womer, 1977 "l *azen Hospita!
“"Ralph ). Cazort, 1053, Ml v Medical ¢ ‘allege R“h“l A Deraon 1973, Univers hh””m S Eancisin
AWilHam 1. Luginbuhl, 1973, Guicereine ai 1 ermani T DISTIRGUISHED SERVICE M MBERSY
. Robert L. Van Citters, 158 Uul ity of Washiington - Kenieth R. Crispell, Univers ll\ or uurul .

I’r«.sldtnl Johir A, D COOPLF AA,\IC Washington, I)('

The Execut1ve Comm1ttee of the Execut1ve Counc1T cons1sts of the Cha1rman
and Chairman- Elect of the Assembly and the.Chairmen of the i :

three Councils and the President and Vice-President of the AAMC The Execu-
tive Committee meets: w1th key AAMC staff annually following the annual meeting

~.at which time AAMC programs: and: pr1or1t1es are assessed The,report of the

December ]974 retreat was 1ncTuded in the agenda.

Dr Co]e suggested that a graph dep1ct1ng AAMC representat1on to the L1a1son
Committee on Medical Education, the Liaison Committee on Graduate Medical Educa-

‘tion, and the .Coordinating Council on Medical Education. be prépared. ‘A summary .

of the ‘representation -on the National Board of Med1ca1 Exam1ners, of wh1ch AAMC

\

111, '<Act1on Items ‘?ZA:' . } o,
: ;A Appo1ntment of a Secretary Treasurer
: ACTION: The CAS Adm1n1strat1ve Board unan1mous]y approved the recom-
. mendation (as set forth in the Executive Council Agenda on
*p. 18) that the Executive Council appo1nt Mr. S1dney Lew1ne
as’ AAMC Secretary Treasurer._iv" - . :

B, Rat1f1cat1on of LCME Dec1s1ons

'::The CAS Adm1n1strat1ve Board d1scussed at Tength the LCME accred1-
tation decisions with reference to:how the Board could strengthen '
in‘a. pos1t1ve way. the LCME pos1t1on in.‘accreditation. : It was

“suggested that in instances in which less than full accred1tat1on

" was granted the CAS Administrative Board receive more detailed =
information. -Dr. Swanson. described .the intricacies of the distri-
but1on among the var1ous agenc1es and po1nted out that the CAS

’

‘ |
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Administrative Board who serve as representatives to the Executive
Council receive compliete reports, etc., under the established
mechan1sm

ACTION Regard1ng the ratification of LCME accreditation decisions (as
 set forth in the Executive Council Agenda on pp. 19-22), the
CAS Administrative Board adopted the following statement:

Based on information available concerning recent
LCME accreditation decisions, the Administrative
~‘Board of the CAS expresses concern about accrediting
- medical educational programs of apparently submarginal
quality. Where there is evidence of major educational
deficiencies, the CAS Administrative Board recommends
- that involved programs be denied accreditation or
“placed on probation. This action is intended pri-
- 'marily to provide a stronger stimulus for educational
“improvement and, secondarily to assure continuing
cred1b1]1ty for accreditation decisions.

C. Amer1can Association for Accreditation of Laboratory Animal Care
’ Request for Financial Support

“Dr. SwanSon rev1ewed the current.thinking regarding the recommendation
that the AAALAC request for financial support be denied. This re-
f]ects in no way on the value of the program of the AAALAC but is
based on the belief that the medical schools, from which a sizeable
amount of the AAALAC revenue is currently derived, should not be
'assessed'twiée,”as they would be were AAMC to add to the revenue.

. ACTION: The CAS ‘Administrative’ Board unanimously adopted the recom-

mendation (as set forth in the Executive Council Agenda on p. 23)
that since the medical schools are current]y providing a substan-
_tial portion of the AAALAC revenue, it is recommended that the
request for financial support be denied.

D. CCME Actions

ACTION: The CAS Administrative Board unanimously approved the actions
o lOf'the CCME (as set forth in the Executive Council Agenda on p. 29)

- E. CCME Report: The Primary Care Physician

ACTION:  The CAS Administrative Board unanimously approved the recom-

‘mendation (as set forth in the Executive Council Agenda on p. 30)
" " that the Executive Council approve the modifications proposed
by’the Physiciaﬁ Distribution Committee as editorial changes.

CCME Report "The Role of the Foreign Medical Graduate

’The CAS Adm1n1strat1ve Board discussed the recommendat1on (on page 33

of the Executive Council Agenda) that the Executive Council disapprove




the. Report of the Coord1nat1ng Council on. Med1ca] Educat1on, Phys1c1an
. Manpower and Distribution: The Role of the Foreign Medical Graduate,
- (pp. 34:64 of the Executive Council Agenda) and discussed the comments -
and observations (pp. 32-33) upon which this. recommendation -was based.
" While. the CAS Administrative Board agreed with the concerns: expressed
it felt that: the report could serve as a useful work1ng paper in a
' nat1ona1 1nv1tat1ona] conference ‘

ACTION.‘ The CAS Adm1n1strat1ve Board voted unan1mous]y ‘that the
. - .. Executive Council.accept the CCME Report, the Role of the
" .. Foreign Medical Graduate, in principle. and .recommend that
a national invitational conference be sponsored for which
: the CCME Report among others would serve as a work1ng paper.

G.;tThe Nat1ona1 Intern and Res1dency Match1ng Program

At its September meet1ng the CAS. Adm1n1strat1ve Board approved a
\ recommendation to the Executive Council that it d1rect the LCGME,
- after appropriate review, to take pun1t1ve act1on 1n cases of .
.recogn1zed v1o1at1ons of the. NIRMP : '

In the Report of the 'NIRMP Subcomm1ttee of the LCGME (pp. 67~ - L
.70 of the ‘Executive Council Agenda) the NIRMP  Subcommittee ' e
: unammous]y ‘rejected the idea that accreditation of residency O
.tra1n1ng programs and/or institutions shou]d be used as ‘a sanction
tfor v1o1at1ons in the matching process. M (see paragraph 4a).

S S Dr Swanson rev1ewed the current mon1tor1ng system wh1ch has.
) S T d1sc]osed few v1o]ators most of whom were allegedly both innocent

: . and 1gnorant of their wrong-doing. In 'view not .only of this aspect,

~ - ..but also- con51der1ng the comp]ex1t1es of the system the Board took'

P the fo]]ow1ng action. . : :

ACTION The CAS Adm1n1strat1ve Board after cons1der1ng the GSA Recom- -
o © mendations and the draft of the LCGME NIRMP’ Subcomm1ttee Report
(as set forth in the Executive Council.Agenda on.pp. 65- 70), voted
unan1mous]y to.recommend to the Executive Council thé appointment
‘of -a study group that would include students., grass-roots faculty;
and -hospital program d1rectors to. cons1der the. prob]ems in the
NIRMP system _
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H. Report of the Ad Hoc Comm1ttee to- Rev1ew the JCAH 1971 Gu1de11nes
’for the Formu]atlon of Med1ca1 Staff By]aws, Ru]es, and Regu1at1ons

ACTION. The’ CAS Adm1n1strat1ve Board voted unan1mous]y to accept the
' recommendations of the Ad Hoc Committee to Review the JCAH 1971

Guidelines for the Formulation of Medical Staff Bylaws, Rules,
- and Regu]at1ons (as set forth in the Execut1ve Council Agenda

~ on pp 72 -82). - o . _ . '




IV Reportibf the Task Force on Groups .

Dr. -Swanson reviewed the establishment of the first AAMC Group
in the mid-1950s when what was then known as the Continuing
Group on- Student Affairs was formed. .This original group, re-
named in the 1960s as the Group on Student Affairs, has.in more
 recent times been one of five similar groups which have come into
- being to provide a national forum for individuals with special
- responsibilities in these several areas in their institutions.

: ' Because:the Board felt that the CAS should be exploring
_‘more fully the talents of the Group on Medical Education, it took
the following action:

ACTION:‘ The CAS Administrative Board voted unanimously to approve the
"~~~ -Report of the Task Force on Groups (as set forth in the Execu-
tive Council Agenda on pp. 84-86).

In additon, the CAS Administrative Board decided that in an
attempt to foster improved communication, it would in the
- future invite the Executive Secretary of the Group on Medical
Education to -meet with the Board regularly and report on GME
: ~ activities. Also, the Chairman of the GME will be invited
. . to report to the faH meetmg of the full Council.

" J. O3R Actioris of September 1974

ACTION:‘.The CAS~Adm1n1strat1ve Board voted unanimously to approve the
' ~ four recommendations (as set forth in the Executive Council
! j - Agenda at the bottom of p. 87) regarding the statements
o : _approved by the OSR Administrative Board at its September 14,
- - 1974, meeting.

: K;“2CAS P011cy Regard1ng CAS Administrative Board Members Who Become Deans

The recent acceptance of deanships by two members of the CAS Admin-
istrative Board was announced to the CAS Administrative Board. In-
, . asmuch as all Deans by virtue of their appointment, automatically
. become‘members of the Council of Deans, a number of complexities
" arise.- First, any member of any council has access to the AAMC
- governance structure through that council. Secondly, it is possible
that a member in such a position could be elected to serve on the
‘Administrative Board of his/her second Council. It was felt, there-
fore, inappropriate for an individual on becom1ng a Dean to continue
 to serve as a member of the CAS Administrative Board. For this
'~, reason _the Administrative Board took the following action:
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ACTION The CAS Adm1nlstrat1ve Board voted unanimously:

‘ LT T.- That any person serv1ng as a member of the CAS Administrative
‘ e > " .Board should, upon taking office as Vice President, Dean, or
_ equivalent administrative officer in-an academic med1ca1
_center/medical school, cease to serve as a member of the CAS

"Board; and
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' 2. . fhat.any seat_so vacated should remain unfilled until -
“'the next: Annual Meeting of the full Council at which
t1me the estab11shed e]ect1on procedures wou]d pertain.

Po11cy on Des1gnat1on of New Spec1a1t1es and Approva] of New . Spec1a1ty Boards

"Dr Swanson sa1d that in the past the mechan1sm for estab]1sh1ng a

~ new.specialty board has been by action.of the Liaison Committee on

Specialty .Boards of the American Board of Medical .Specialties and

 the American Medical Association with the recommendat1ons of that-

Committee.then being approved by the A.M.A. House of Delegates

and by the A.B.M.S. The question has now been . raised as to whether
the Coord1nat1ng Council on Medical Educat1on with its five parent
organizations shotld be the agency to approve. the estab11shment of

;;Anew spec1a1t1es

ACTION The CAS Adm1n1strat1ve Board expressed the op1n1on that, in

principle,-the Coordinating Council on Medical Education should
eventually-be responsible for author1z1ng the’ establishment of-
new specialty boards. However, the institution of ‘this respon—'
sibility at this time might be too stressfu] to the smooth
evolution of the Coordinating ‘Council; -therefore, efforts to

' ach1eve th1s pr1nc1p1e shou]d proceed w1th caut1on

Cons1derat1on of Reso]utmn from the Soc1ety of Academ1c Anesthes1a .

Cha1rmen

: Th1s reso1ut1on requested that the CAS acknow]edge the cr1t1ca1 shortage

of academic anesthes1o1oglsts and: strong]y support .efforts to- rect1fy

this def1c1ency 1n spec1a1ty d1str1but1on of - phys1c1ans

A number - of issues’ ‘were d1scussed While AAMC wou]d be ab]e to
generate data from the Facu]ty Roster Information . System that could '

- be useful to this or any such group, the underlying bases for a - .
~ 'shortage .in" any specialty would require a d1fferent k1nd of research
' effort and -one that cou]d be -very comp]ex : :

It was dec1ded that a ‘letter shou]d be wr1tten to the SAA Cha1r-

“men indicating that the CAS Administrative Board discussed their

resolution: and are sympathetic to theirs and similar concerns, .
pending an exp]oratlon of a role that AAMC might-play in generating

- data via the Faculty Roster Informat1on System that they might f1nd

usefu] 1n ana]yz1ng the prob]em
Recons1derat1on of NBME Rank1ngs

Th1s 1tem was on the 1ast agenda but was re1ntroduced due to. Tocal

: 1mp11cat1ons reported by a New York school. . It was décided that

the matter of NBME. rankings should not .be recons1dered but that the ‘"

" AAMC,. as-a member of the NBME, would. have every r1ght to present-to

the NBME 1ts concern w1th regard to the 1nappropr1ate use of rank1ngs




- Also, the schoo]s have a responsibility to report-to the NBME their
experiences in inappropriate use of rankings.

. 0. Qua11ty of Med1ca1 Education

'Dr Berne reviewed the background of the development of the Resolution
" of ‘the Association of Chairmen of Departments of Physiology which

reflected the concern that research activities were inadequately
-assessed in the medical school accreditation process. The distribution
"of th1s ‘resolution had been limited to the CAS. :

,AACTIONt With regard to the resolution "that the evaluation of medical
R schools for purposes of accreditation include -an identifiable
component which addresses itself to the quantity and quality
of biomedical research and that the AAMC ensures that all
accreditation survey teams include at Teast one recognized
investigator in the biomedical sciences," the CAS Administrative
Board unanimously recommended that:

1;thhe Assoc1at1on of Chairmen of Departments of Physiology
“forward this resolution (if they have not already done so)
to the Liaison Committee on Medical Education; and

.;'That the resolution be forwarded to the Executive Council
. for its March agenda.

V. "Informetion”Items

The CAS Adm1n1strat1ve Board rece1ved the fo]10w1ng information items:

~A.7 Letter from American Academy of Fam1]y Physicians declining
. 1nv1tat1on to meet with CAS Administrative Board

B, Execut1ve Council Task Force on NBME GAP Report with modifi-
- cations recommended by CAS and OSR
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c. «Modifiéation of membership on the NBME

D. Report of the AAMC Officers' Retreat

E. Status Report on NRC/NAS Feasibility Study of Biomedical
L Research Manpower Monitoring

'.'V. Adjournment-
: The‘Formeﬂ'méeting was adjourned at 12:50 p.m.
’ o . 'The Board met jointly with the other two Boards for luncheon at the

Dupont Plaza Hotel and an afternoon session with key AAMC staff for a
d1scuss1on of the status of health manpower legislation.

MHL/kb
2-13-75




CAMERICAN ACADEMY OF FAMILY PATHOLOGISTS"

The ’aecomvpaﬁyihg"» letter frfom‘the'Ame'rican:Aeedemy_orif::: Famlly PR

‘ Patholog"ist's‘ has »idéntified a, new’ ofganization which‘ ‘seer'n_s'rato heve. .

‘ s1gn1f1cant new concepts 1n the ‘area’ of .primary care. Adv1ce 1s
sought from the Admlnlstratlve Board regardlng whether thls soc1ety

should be contacted regardlng membershlp in the CAS. K
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CTIE ANLRICAN ACADEMY or FAMILY PATHOLOGISTS » _> o !

915 East Flrst Street
Duluth, Mlnnesota 5380535 :

- January 24, 1975

John A. D. Cooper, M D., Ph.D. _ :
‘ President ' *
Association of American Medical Colleges '
One Dupont Circle, N.W. :

Washlngton, D.C. 20036 .

Dear John hl

' The Assoc1at10n of Amerlcan Medical Colleges deserves commendatlon for its-
leadershlp in organlzlng the recent Institute on Primary Care. As you noted
at the time, there is a diversity of approaches to primary care. Various
specialists are identifying their interest in this area, and the family

L pathologist is among these. The American Academy of Family Pathologists

' -+ considers that its members practice Primary Care or Primary Medicine, as it

R was defined in connection with the Institute:

1. Prlma:y Medlcine is first-contact medicine. The Family Pathologist is,
‘of course, often the first contact physician iin cases of homicide,
automobile acc;dents, etc. He generally cares for those who "approach
the health care system" with the diagnosis of "D.O.A."

2. Primary medicine assumes longitudinal responsibility for the patient.
Perhaps in our context the term 'horizontal responsibility" would
be more ‘appropriate. Nevertheless, we do concern ourselves with

'.continuing-the-continuing care of the patient.

~

"3 Prlmary med1c1ne serves as the "integrationist" for the patient.
‘Implicit hereé.is a broadness of responsibility, and our concern is for
the "whole" patlent. Nor do we restrict ourselves to the integrationist
"~ role but con51der the role of "disintegrationist" to be equally important.
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The American Academy of Famlly Pathologists has informed the American Academy
of Famlly Phy51c1ans that it views the primary care issue with grave concern.
- We also ‘wish the Association of American Medical Colleges to be aware of our
'Academy s interests and' of our willingness to cooperate in all efforts to
" bring the beneflts of Primary Medicine to the people.

Sinc€idly yo

. S, ’
' : R ' ( .
‘ _ o : - George %bé, Jre)\ M.D.
B v O S : Presidef

DEDICATED TO CONTINUING TIE CARE OF THE HORIZONTAL PATIENT
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DIVISION. OF FACULTY DEVELOPMENT PROGRAM PLANS -

Hilliard Jason M D., Ed D. JOlned the Assoc1at10n in September
as the Director of a new Division of Faculty Development. - “Jason

:'prev1ously has- been a consultant for the National L1brary of Med1c1ne.
for two ‘years and prior to that was Dlrector of the Office of Medical -
Education, Research and Development at Mlchlgan State Unlver31ty

A proposal to establlsh a program to assist faculty in analy21ng-

their capabilities as educators and- to provide assistance to facul-

. ties wishing to 1mprove their educatlonal skills was presented to the

Commonwealth and Kellogg Foundations ahd has been funded for a period

of three years. '.Dr. Jason has recruited three staff members and will

be’ developlng h1s ‘program plans in the near future. Hekw1ll discuss:
these plans w1th the Board. o

-
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1MEDICAL COLLEGE ADMISSIONS ASSESSMENT PROGRAM DEVELOPMENTS

The Medical College Admissions Assessment Program is now in the
process of developing a new cognitive examination which will replace

- the Medical College Admissions Test in the Spring of 1976. This new

set of cognltlve instruments will provide assessment of applicant
‘students’ “reading.and quantitative skills and achievement in physics,
biology and chemistry. The scope of the examination and the new
variables measured will provide opportunities for better assessment
of the applicant candidates. At the present time criteria for es-

-tablishing what is trelevant to the assessment of students seeking

admission to medical school are being reviewed by a large group of
experts drawn from CAS society members and from the undergraduate
community. Drs. James Erdmann and James Angel will be available to
discuss the status of development of the new cognitive series. This
will be a follow-up to their presentation at the CAS Spring Meeting

_the prev1ous Tuesday.
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" BIOMEDICAL RESEARCH PANEL MEETING

Discussion‘will'ﬁe needed to~analyze the general outebme of

: 'the Blomedlcal Research Panel Meetlng and partlcularly to assess.
the attltudes expressed by CAS members regardlng the1r concernsv:A

in the realm of blomedlcal research Tom Morgan is anx1ous to

make as careful assessment as p0551ble and to cons1der the need

of having a more_prolbnged;discussion at the AdministratiVevBoard

meeting in June. . - .-
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LONGITUDINAL STUDY OF FACULTY GRADUATING IN 1960

The AAMC Longitudinal Study includes 2821 freshmen from 28 medi-
cal schools who entered in 1956. The AMA identified 2516 of these as
practicing physicians in 1972. The AAMC Faculty Roster includes all
phy31c1ans who have held a faculty position in any omne of our medical
schools in 1967 or thereafter. . The Faculty Roster includes Active and

Inactive Faculty since 1967.

" We have found that 469 of our Longitudinal Study physicians are
also listed in our Faculty Roster. For these 469, we thus have a con-
siderable volume of data relating both to their charactéristics as

. medical students and to their roles as faculty physicians.

We thought that we could conduct several studies of faculty phy-
sician, careers w1th'bur currently available data. (Of course, the
Follow—up of the Long1tud1nal Study is planning to develop a special
segment for our general Physician Survey dedicated to faculty, and

 this will generate .additional data and research studies.) Some studies

possible are:

1. Development of a Faculty Career. We have data on indi-
: cations of choice of 'a faculty career (planned or actual)
at' 5 different times/points in the life of our physicians.
" There are physicians (drop-ins) entering faculty status
“at ‘each time/point. Some of the physicians who entered
" a faculty career at Time 1 may "drop-out'" at Time 2 or
later. Some who dropped out may re-enter or drop-in
_later. We are interested in these Drop-outs and Drop-ins.
' We expect that there is ‘a "stable" group of physicians
- who have persisted as faculty. We would like to know
‘the pérsonality and other background characteristics of
such faculty. We could, of course, compare full-time
with part- tlme faculty, and we could compare the 'stable"
group with a "control" group of physicians who never-ever
chose a faculty career.

2. Faculty'Careers and academic achievement, using MCAT
" scores, NBME scores, and peer ratings.

3.-'Faculty careers and scores on attitudinal tests, such as

Allport=Vernon-Lindzey (values), Edwards Personal Preference
Schedule. (needs), Strong Vocational Interest Blank (inter-
~ests), and Career Att1tudes Inventory.




Longitudinal Study -

Faculty careers and 1nst1tut10nal factors, u51ng LCME data
: such as. student body, faculty ratio, research budget

5. ,Preparatlon for faculty careers in terms of famlly back- o

ground, assistantships/research work in medical ‘school, .
professional degrees other than M.D., and post doctoral o
<:fellowsh1ps - ‘
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. 'SOCIETY REPRESENTATION AT CAS MEETINGS

At the'Administrative Board meeting in January, it was suggested

that we analyze the attendance record of member societies at CAS meet-

.. ings. .The éccoﬁpénying table demonstrates that there are a significant

ngmber of societies that do not send representatives to CAS meetings.

On the other hand, there are a significant number who have been in

 attendance since ‘their entrance to CAS. If time permits, there should

be a discussion of ‘the reasons for non-attendance.
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. CAS MEMBER SOCIETIES NOT .REPRESENTED AT )
i . R " BUSINESS MEETINGS,  1972,- 1974 - I __.
; 2/72.  11/72 _3/73  11/73 - 3/74  11/74h
" Academlc Clinical Laboratory Phy51c1ans‘ _ < . '~“f>’ : ' X
& Scientists ~ ' -
Amer1can Academy of Allergy R ' : X : X
: Amerlcan Academy of Neurology L o SRR L ' D ¢
Amerlcan Academy of Ophthalmology ‘ S - X X
' _& Otolaryngology : _ '7 o : ' ‘
.5":*Amer1can Academy of Pedlatrlcs' S R B o X
g Amer1can Assoc1atlon for the Study of . : ‘ f‘ IR > - : X X
2 ‘Liver Diseases SR - L
2 Amerlcan Association of Anatomlsts . ) o o IR C X
k= : , ) : 4 . ‘ o
E American Assoc1at10n of. Chalrmen of X N X S S E ] .
§ _Departments of Psychiatry - . ' e
g *Amer1can Association of Neuropatholog1sts X, .. X~ ~ ;- X X
= N B . . 3 . , P .
g Amerlcan Assoc1at10n of Pathologlsts , - oo X X SN ¢
e & Bacterlologlsts e L :
g,‘ *Amerlcan College of Chest. Phy31c1ans I C X T BRCERS
Zz SN : . ' ' P ‘ - g
ol *Amer;can College of. Qbstetrl_cs and S X X X X co "'Xi:‘
2| -_Gynecology o S : L R S e
j American College of Physicians ' . e - oo s X . Par
0 : o e T R : : : S ' '
5| = Ameérican-College of Psychiatrists . . o R X X
% American College of Radiology o - o e ST X
(D] T . . . B ° . - »M " "’ . . N ‘ } N ) ) B . E
3| *American College of Surgeons: ~ . X T X o X
g American Gastroenterological Association ' ‘ X X v - X
o : ‘ o R S . .
& ! : LR o S - A
E American Neurological Association.- X ' o : . !
g — . ' ) L g < . L '
§ American Pediatric Society ST g L T AN
A .,.q'-' e I s o
Amerlcan Soc1ety for Clinlcal . _ R X X -X X
Irvestigation, Inc. S P ' :
American Soc1ety of’ Blologlcal ‘ ‘ ' R R X
Chemists ' : , : ‘
American Society of Therapeutlc : . B . X X
Radlologlsts 5
Assoc1at10n for Academlc Surgery R X
Association for Medlcal School S . X ' . ' ' SN EEE
Pharmacology, Inc. : - ' : ‘ L. o ’0'

Association of Amerlcan Phys1c1ans . ' ' X

*Withdrawn from CAS
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Q - : _' ' 2/72 11/72 3/73 11/73 _ 3/74  11/74

»“Association of Anatomy Chairmen . X

'Association of Medical School Mlcro- I ~ : X X

biology .Chairmen S )
Association of Medical School Pediatric ; X X
Department Chairmen _

. Association of Pathology Chalrmen, Inc. X

Association . of Professors of Dermatology - : X ,
&/ . - Association: of Professors,of~Gynecology ' : 3 X - X X
,@‘ & Obstetrics B o .
g Association of Professors of Medicine : : X . X X
é, Association of Teachers of Preventive X X X
=S| _Medicine S N , |
E " " Association of.UniverSity"Professors X i
§ ‘of Neurology .
T Association of Unlver31ty Professors X
% 1of 'Ophthalmology . ' : ,
5 ”iAssoc1at10n of Unlver31ty Radlologlsts . A X
O i .
o : L . )
g Blophy51cal Soc1ety o s S . o X X
ke L . | _ o .
(2) ’Eiety for Pedlatrlc Research . _ X
j Soc1ety of Academlc Anesthe51a‘Chairmen X
(]
2 . . : S , .
ks Soc1ety of Chalrmen of Academlc Radlology , X X
4|  _Departments . :
% , 9001ety of Surglcal Chalrmen X . X - X X X X
§ Soc1ety of Unlverslty,Surgeons : X _ X X
= ‘ : : ' ' —
g Society of University Urologists : X
= L “f: L :
£ A o "THE FOLLOWING SOCIETIES HAVE BEEN REPRESENTED
§ : C o . . AT ALL OF THE ABOVE MEETINGS#=*

Aﬁericsn,AEademy of Orthopsedic Surgeons Association of Anatomy Chairmen

American Association for Thoracic Surgery - Association of Chairmen of Departments

American: Association of Neurological Surgeons A of Physiology

American’ Association of- ‘Plastic Surgeons - Association of Orthopaedic Chairmen

fAmerlean Federation for Cllnlcal Research Association of University Anesthetists

American Physiological Society : "~ Central Society for Clinical Research

American Surgical Association _ o Endocrine Society

American Urologlcal Association . '~ Plastic Surgery Research Council

Assoc1at10n for Academic Psychiatry Society of Teachers of Family Medicine

.oc1at10n of ‘Academic Physiatrists Society of University Otolaryngologists

T : S Southern Society for Clinical

Investigation

" **These societies are ¢urrent members of CAS

)
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‘ACADEMIClANESTHESIA'CHAIRMEN‘RE$OLUTION"

: Subsequent to the actlon of the Admlnlstrat;ve Board on the

‘Academlc Anesthe31a Chalrmen 'S resolutlon ‘we have recelved a copy
“of the report on'which their'resolution was based. -It'would ap-

‘pear ‘that analytlc 1nformatlon avallable through the Faculty Roster

can be prov1ded Wthh will compare the plight of academlc anesthe31a

to other dlsclpllnes, It'is anticipated that a report*fromithe

‘Division of Data Processing will be available. The Acadéﬁic Anes-

.thesia Chairmen's report is enc¢losed for your information.
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American Academy of Orthopaedic Surgeons.

Board of Directors action October 7 and 8, 1973:

{(4) It was m:c.)v‘éd:,\ seconded and passed that the fo//oiuing response to
the GAP. Report be_ adopted, that it be published in the BULLETIN, and that
it be distributed to the NBME-and all other organizations and committees to

which it is pertinent: .

 "The Board of Dircctors of the American Academy of Ortho-

paedic Surgeons has reviewed ‘Evaluation in the Continuum
of Medical Educati_on,' o report of the Committee on Gouals
and Priorities of the National Board of Medical Examiners,
and finds the implications of its contents of such great im-
portance that it is called upon.to establish a position,

"While: recog'n/"’zihg the expertise of the National Board of
Medical Examiners in construction and administration of
examinations in undergroduate education, the Academy s
of the opinion that passing or failing an examination is

" not a..valid comprehensive measure of all-inclusive indivi-

- dual competence.

- "The Acudemy opposes the concepts that educational stand-

ards, research in-medical education, determination of qual-
ity of health care, regulation of manpower or jts distribution,
ond designing of curriculum should ever become primary res-
ponsibilities of the ‘Nationo! Board of Medical Examiners.

"At the same time, the Acaczamy supports the concept of a con-
tinuum’ of medical educatior, but recognizes that this continuum
is not yet an esiablished foct, ond that for its effective accom-

plishment, all intcrested ard concerned medical organizations
must work together, " :

This st'atéme'nt_ was approved after review of the attached material
~and of the Report by the Board of Directors.




COMM/TTF[' ON CPA[)(/A TE FDU('A T/ON

: -207. -

American Academy of Qrthopaedic Surgeons

BID 1/20 & 27/ 74

"~ Care Physician” be app/oved

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

W//son reported and pmsem‘ed a number of recommendat/ons action on -
which was token as fo//ows

: ‘MOT/ON.'

('7}l A"fter dl'scussiun and W/th the ogreement of the Cha/rm(m

- of the Committee on Graduate Ld ueation., - it was moved seconded.
and passcd that the Board of Directors accept the Tusk Force. Re-

port on the FNG of the AAMC, known as the Cr ispell Report in
its éntir ety, Land . that the Presidents of the AAMC AOC and:
ABOS bDe (/dwsed of ‘this “action.

B/D.10/17 & 18/74  : 13

MOT/ON

(8) lt wos moved seconded and

the Coord/nat/ng Council on Medic
entitled ”Physm/an A

passed thot the /eport of

al Education, AUJust 1974,
lanpower .and D/str/but/on -- The ‘Primary
that the recommendat/ons in this
policy, ond that the report be
ond the CMSS.

report be odopted as Academy.
d/str/buted to the Board of CounC/IO/s the AOC,

s Y
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1974 - 1975
AAMC REPRESENTATIVES

Coérdinating Council on
~Medical Education

William G. Anlyan, M.D.
Duke University

*John A.D. Cooper, M.D.
Association of American

Medical Colleges

Clifford Grobstein, Ph.D.
U. of California, San Diego

Liaison Committee on Liaison -Committee on

Medical -Education  Graduate Medical Education
"~ *Steven C. Beering,.M.D. : - *Robert M. Heyssel, M.D.
Indiana‘University’ _ Johns Hopkins Hospital
Ralph J. Cazort, M.D. William D. Holden, M.D.

" Meharry Medical College Case Western Reserve Univ,

J *James A. Pittman, Jr., M.D.
University of,Texas,,Dallas o University of Alabama

T. Stewart.Hamiltop, M.D. ' *August G. Swanson, M.D.
- Hartford Hospital’ ' Association of American

, : Medical Colleges
Thomas D. Kinney, M.D.

Duke: University
C. John'Tupper,.M;D;
U. of California, Davis

*New Members




AMERICAN BOARD OF MEDICAL’ SPECIALTIES

f'AMERICAN HOSPITAL ASSOCIATION'
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COORDINATING COUNCIL ON ‘MEDICAL EDUCATION

John C. Beck M. D , ~ . 350. Parnassus Ave. » Suite '310.
Sl (415) 666-4993 : '
Jack D. Myers, M D. © .- Univ. of Pittsburgh Sch of ‘Med:

Chalrman ‘ r.- 1291 Scaife Hall
o (412) 624-2649

'.*John C. Nunemaker, M D.#.*f. ABMS, 1603 Orrington Avenue

(312) 491-9091

“John F. Roach, M.D.. . Albany Hospital

47 New Scotland Avenue .
(518) 445-3371

E Martin Egelston, Ph. D. AHA ‘SAO N. Lake Shore Drive
(312) 645- 9567 -

*Madison Brown, M D.‘, - }AHA 840 N. Lake Shore Drive

(312) 645-9400 -

”Donald J.. Caseley, M. D.:~I, U. of I11l., Med. Ctr., Box 6998' . Chicago,-IL

s - (312) . 996 -6400 -
H Robert Cathcart "¢¢M* Pa. Hosp., Eighth & Spruce Sts
L (215) '829-3312 -

"David;D; Thompsdn)tM.D:ﬁ;;“z'Soc. of NY Hosp » 525 E. 68th

(212) 472~ 5320

" AMERICAN MEDICAL. ASSOCTATION: -

‘Merrill Q. Hines, M.D. oéhsnér~01ini¢7ii
S . 1514 Jefferson. Hwy. .
' a C (504) 834-7070

‘Tom E. Nesbitt, M.D. - 1921 Hayes Street

(615) 329-3311 ¢

Bernard. J. Pisani), M.D. f{“-153'We$t 11th Street

(212) AL5-65€0

*C. H. WiIliam Ruhe, M.D; - AMA, 535 N. Dearborﬁ Street

(312) 751 6300 ,“M

ASSOCIATION OF AMERICAN MEDICAL COLLEGES
William G. Anlyan; M.D. .. Vice Pres., Health Affairs
~ o Co Duke University Med..Ctr

(919) 684-3438

~ Clifford Crobstein, Ph.D. = Vice-Chancellor,U Relations,Box 109
S o o (714) 453-2000 :
John A. D. Cooper, M.D. AAMC, 1 Dupont Circle, N. W.
N T _ (202) 466-5175
Marjorie P. Wilson, M.D. - AAMC .1 Dupont Circle, N.W.

(202) 466- 5193

.. San Francisco, CA 15261
'f{fiPIttsBurgh, PA
+ "Evanston, IL

. Albany;‘NY

.ChIcago, L

" Chicago, L

Philadelphia, PA

-New York, NY

; INew Orleans, LA .

Nashville, TN |

New York, NY'

Chicago, IL

Durham, NC
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: WaShington, DC

' Washington, DC

60201

12208
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A SURVEY OF ACADEMIC ANESTHESIOLOGY
Submitted by
Subcommittee on the Task Force on Academic Anesthesia Manpower

John E. Steinhaus, M.D., Chairman, Robert M. Epstein, M.D., William K.
Hamilton, M.D., C. Philip Larson, Jr., M.D., Robert M. Lawrence, M.D.

An assessment of the manpower situation for academic anesthesiology was approached
by means of an extensive questionnaire concerning the present and future faculty size,
the clinical and educational work load, and the budgetary support.

Replies to this questionnaire regarding anesthesia department staffing and personnel
practices were solicited from 109 medical schools in the United States and Puerto
Rico. Seven (7) schools reported that they did not currently have a Department of
Anesthesiology, 12 schools must be classified as ""non-respondents'’, and replies
from 4 schools were received too late to be tabulated. Therefore, the responses
from 86 schools of medicine turrently organized to include a Department of
Anesthesiology comprise the basis from which the information for this report has

been drawn.

An overwhelming majority of the schools, 86%, described their anesthesiology de-
partments as "autonomous departments'. Only a small number, 10 of 86, indicated
that the anesthesiology department was a "division of surgery" or shared autonomy
jointly with surgery. '

CLINICAL WORK LOAD

University hospitals average just over 12 anesthetizing locations and report 7,590
anesthetics administered each year as shown in Figure 1. In their affiliated hospitals,
which vary in number from 0 to 6 per medical school, an average of an additional 6.7
anesthetizing locations and 5,214 anesthetics would be added. Variation in the size of
clinical loads at the different schools makes it difficult to provide a simple evaluation
from the above figures. The extreme differences are illustrated by comparing one
program which had only 5 anesthetizing locations, 2,500 anesthetics and no obstetri-
cal load, to a huge complex which listed 51 anesthetizing locations and 46, 700 surgi-
_cal anesthetics administered plus 5, 800 obstetrical anesthetics. Nevertheless, the
average figure does provide a reasonable estimate for use by medical schools in
planning and providing adequate clinical material for education without an undue
burden of clinical responsibility. Previously applied standards for medical school
approval have been based on 4 hospital beds/clinical student, which would mean 800
beds for a medical school with classes of 100 students and consequently 200 in the
clinical years. Such a hospital would probably provide 10, 000 anesthetic adminis-
trations yearly, not far from the averages shown above.
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Figure 1
WORK LOAD IN MEDICAL SCHOOL. HOSPITALS

No. Anes. No. Anes.
Locations | Cases
14 ~
Univ. W
12k I Univ. 418000
10F -
} ~ . 416000
gk | Affil.
Affil.
6k 4 44000
q _
A —~ —42
oL i OoB. 00
1513t
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84 University Hospitals
125 Affiliates (ranging O-6 per medical school)

" FACULTY PERSONNEL IN.ANESTHESIOLOGY

A total of 1, 044 faculty positions was reported from 86 medical schools. As indica-
ted in Figure 2, the faculty distribution is low at the Associate Professor level and
proportionately high at the Assistant Professor level. Such a distribution is most
likely explained by a preponderance of recent additions to the anesthesia faculty. A
high loss rate from anesthesia faculty is largely replaced with beginners who have
not yet had time to advance up the academic ladder. The average academic faculty

" numbers 12.93 (Table I) and is faced with a clinical work load which includes 19.3

anesthetizing locations as well as obstetrical anesthesia, research, teaching, res-

. piratory care and other duties. This serious disproportion between work load and

number of academic faculty personnel should be carefully evaluated and on the surface
justifies a program providing substantial corrective measures. '
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6 Figure 2
NUMBER OF FACULTY AND VACANCIES
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é ' - AVERAGE STAFF POSITIONS - MEDICAL SCHOOL
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%) | .
g Budgeted Filled
b
g ) " Professor 2.63 ‘ 2.37
8 Associate Professor 2.63 2.15
Assistant Professor 6.25 5.30
Instructor 2.70 A 2.25
Fellow 1.00 .86
TOTAL 15.21 A 12.93
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Volunteer faculty (Figure 3) was reported for less than 30 medical schools and due
to the nature of anesthesia practice probably provide little relief for the heavy load
of patient care since this faculty is located at other hospitals.

Figure 3
VOLUNTEER FACULTY

250r | :
200¢r
| 50r
1 OOF

50rF

@)
Prof. AssocC. Asst Instructor
Prof Prof.

Less than 30 medical schools
reported this type of appcintment.

~

Figure 4 shows a distribution indicating a young faculty, which substantiates an
opinion held by most observers.

Figure 4
AGE OF FACULTY
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NON-PHYSICIAN PERSONNEL

- & Non-physician personnel employed for clinical anesthesia service is largely com-
‘ posed of CRNA's and totals 743 persons. This group is approximately 50% that of
the residents in training. The combined residents and nurse anesthetists total
approximately 2,000, which is about twice that of the faculty personnel. Other per-
- sonnel assisting the anesthesiologist number approximately 1,000 which averages
over 10 persons per medical school reporting.

TABLE II

NON-PHYSICIAN PERSONNEL EMPLOYED FOR CLINICAL DUTIES

NUMBER OF SCHOOLS AVERAGE

NUMBER RESPONDING . PER SCHOOL
Certified R.N. Anesthetist 732 79 9.3
R.N. | o 300 24 12.5
Physic;ian's Assistant 11 4 2.75
Technician 207.5 59 : 3.4
- . | Anesthesia Aides 292 60 | 4.9
7 L.P.N. 13 5 2.6
' Other 104.5 16 6.5

The changing pattern and increased complexity of the modern medical center are _
shown in Table III with other full-time personnel now carried on the Department of . _
Anesthesiology payroll. Ranging from highly trained research persomnel T
(pharmacologists) to professional administrators, this personnel demonstrates a

new dimension of medical school depariments. '

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

TABLE III

NON-ANESTHESIA PERSONNEL

Pharmacologists 25
Engineers 16
Administrators 23

. : Othel.* 157

e e —
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RESIDENTS IN TRAINING

The resident in anesthesiology, like all clinical trainees, represents both personnel
for the care of patients as well as an educational obligation. The clinical care pro-
vided by a resident is very uneven, since it would be largely non-contributory dur-
ing the first two or three months of training, but with increasing experience and the
long hours of call, he carries a very substantial load that is greater than the non-
physician anesthetists who work a 40 hour week. Assignment to special areas,
Table IV, where education is primary and the clinical load becomes secondary,
reduces the resident's contribution to the routine clinical anesthesia load.

TABLE IV

RESIDENCY ASSIGNMENT FOR 24 MONTHS OF
CLINICAL ANESTHESIA (63 MEDICAL SCHOOLS)

Average Number of Weeks

Surgical Anesthesia 68.3
Obstetrical Anesthesia . 8.0
Recox./ery Room | 6.9
I.C.U. 6.0
Resuscitation 3.4

Table V would indicate that there is an average of 16 residents per medical school

-and its affiliated hospitals distributed over four years in an uneven fashion.

Although the surgical anesthesia occupies 70% of the resident's 24 month period of
clinical anesthesia training, obstetrical anesthesia, recovery room, I.C.U. and
other activities take a significant fraction of his time. Foreign medical graduates
account for almost half of this group but may well decrease markedly with the new
proposed regulations. '

TABLE V
RESIDENTS IN TRAINING

Year Interns & Residents FMG

1972-1973 1223 45%

1973-1974 1376 43%




UNDERGRADUATE TEACHING LOAD

_ The Anesthesia Clerkship was available in 100% of the schools reporting. 45.3%
.' had a required clerkship for all students. An average figure of 61.5 medical

" students per medical school had such a clerkship distributed almost evenly between
third and fourth years. The hours of teaching are displayed in Figure 5.

Figure 5

FACULTY HOURS OF TEACHING
AVERAGE PER SCHOOL ’
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g , Anesthesia faculty teaching in other departments is shown in the following tabula-
g ) tion, which gives the percentage of departments reporting.
Pharmacology 82.6
Physiology 46.5
Anatomy 18.6
Biochemistry 14.0
E . Pathology 5.8

Community Medicine 4.7
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As might be expected, there is a very high participation in pharmacology and a sub-
stantial contribution to physiology. When compared to surveys made in 1964, this
contribution to teaching in other departments has increased. TFurther increases are
probably not possible unless there are substantial increases in anesthesia fa_culty.

SOURCES OF PROFESSIONAL INCOME

In Table VI the source of Professional Income is shown as an average for the medi-

cal schools reporting. It should be noted that fees from patient care are the largest
single source.

TABLE VI

SOURCES OF THE PROFESSIONAL INCOME FOR THE FACULTY

PERCENT
MEDICAL SCHOOL | 28.5
- TEACHING HOSPITAL | 19.2
AFFILIATED HOSPITAL SALARIES 6.6
PA'fIENT GENERATED INCOME (FEE FOR SERVICE) 42.5
‘GRANTS OR FOUNDATION MONIES 2.1
CONTRACT FOR HEALTH SERVICES 1.1
100.0

PREDICTED CHANGES IN WORK LOAD AND PERSONNEL

There was almost unanimous agreement in the questionnaires that the overall
work load will increase approximately 25% in most areas of anesthesia. The
specific average increases are shown below.

TABLE VII
Percentage Increase
Additional O.R.'s 22.9
Outpatient Anesthesia 31.6
Increased Anesthesia Schedule 22.5
I.C.U. 21.7

Other Outside O.R. Duties 22.8
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Personnel to handle this increased load in the next five years was estimated as 6.1
anesthesiologists, which will be added to the present average staff of 12.3 or an
average increase of 40% for the academic anesthesiologist faculty positions needed.
Nurse anesthetists and/or physician assistants were anticipated as being needed in
equal numbers. This projected increase in personnel wowd be utilized as shown:

i

Clinical Care 57.8%
Teaching or Research 35.4%
Administrative 9.6%

In a question asking for judgment as to the capability of other professional personnel
in relieving the anesthesiologist of clinical duties, the respense indicated that nurse
anesthetists could relieve the anesthesiologist of 34. 8% of his duties with lesser
amounts for other clinical personnel, down to a figure of 1.6% for the non-anesthesia
trained nurse.

SUMMARY AND RECOMMENDATIONS

The construction of a questionnaire which properly states the guestions and pro-
duces accurate data is difficult. Nevertheless, we believe this survey provides
useful information to evaluate the current manpower situation in academic anesthes-
iology, even though the presentation of such data as averages does not provide a
true picture of the wide range in numbers of faculty existing at the various medical
schools. The clinical anesthesia load of the operating room is the single most im-
portant factor in determining the size of faculty. Since a questionnaire can at best
provide information of the situation as it presently exists, the personnel needed at
approved medical schools for satisfactory levels of anesthesia care, educational
programs, research and other clinical activities, e.g., respiratory care and pain
therapy, must be determined by another method. Therefore, it is recommended
that the American Society of Anesthesiologists take steps to establish a guideline
for the faculty numbers necessary to provide quality patient care, as well as the
faculty needed to provide medical education in anesthesiology and adequate research
effort. Our obligations in respiratory therapy, pain therapy and other related
areas of clinical care for the approved medical school should be determined.
Furthermore, the American Society of Anesthesiologists should provide this infor-
mation to the American Medical Association, American Association of Medical
Colleges, governmental agencies, and all other appropriate organizations. It is
the intention of the Task Force to provide a further document with specific recom-
mendations related to the above guidelines.
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PART II - RECOMMENDATIONS FOR ANESTHESIA FACULTY

INTRODUCTION

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

Recommendations for physician manpower requirements have frequently heen
based on surveys of present personnel, and the conclusions concerning the
adequacy of physician coverage are drawn from a deviation in numbers of such
physicians from national averages, based on population. Such studies have
limited usefulness since the national averages themselves ‘may reflect excessive
or inadequate numbers of physicians for a given educational or medical need.

In Part I of our report on academic anesthesia manpower a 15-fold variation in
number of anesthetic administrations from 86 medical centers was found while

a 5-fold difference in ratios of faculty to anesthetizing locations was shown. The
proportion of anesthetic administrations to the size of the medical school class
differed markedly as illustrated by six well-established medical schools, three
schools revealing high ratios of 21, 24, and 35 and three showing low ratios of

3, 4, and 5. During a period in which the cost of medical education and the

quality of medical care are serious public and legislative concerns, the limitation

of using such variable averages as standards for manpower requirements is obvious.

It is the purpose of this presentation to assess the faculty requirement for academic
anesthesiology based on this faculty's assigned work load of clinical care in anes-
thesiology, teaching, research and administration. Obviocusly the large proportion
of patient care provided by anesthesiologists (65% to 85%) is surgical anesthesia.
Nonetheless, obstetrical anesthesia, respiratory therapy, pain therapy, intensive
care and resuscitation are other essential areas in which anesthesiology has a

logical and proper responsibility.

SURGICAL ANESTHESIA

Although the academic institution draws its purpose from education and research,
the pressure on the academic Department of Anesthesiology has been predominantly
directed toward the provision of clinical anesthesia care for the surgical patient.
‘The size of the clinical anesthesia work load for surgical procedures varies to a
much greater degree than does the educational work load (as indicated by class
sizes) with both factors appearing to vary independently. Since quality patient care
is an essential requirement of clinical education, faculty size for the provision of
quality care for the surgical and obstetrical patient would appear to be also a prime
element in determining the faculty requirements for academic centers.

A long established "rule of thumb'" for evaluation of residency programs in anes-
thesiology has been a minimum ratio of one anesthesiologist in attendance in the OR,
for each two residents. Clinical anesthesia capability of residents ranges from that
of the rank beginner to the almost fully trained anesthesiologist. Furthermore,
patient care demands include the very sick patient scheduled for open heart surgery
as well as the healthy young man having a hernia repair. Weighing carefully this

o O T e e
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variability in clinical circumstances, it was the final judgment of the Task Force
that regular staffing of the surgical anesthesia program should be based on one
anesthesia faculty in attendance in the O.R. Suite for each two residents admini-
stering anesthesia. Consequently a ten room O.R. Suite in full operation would
require at least five anesthesiologists in attendance for the provision of quality
anesthesia care. As it is undesirable both for the teachimg of medical students
and for maintenance of professional competence for the faculty to provide no direct

personal patient care, approximately 20% of the operating rooms should be covered

on a 1:1 basis. This will permit either admission of anestthesia personally by the
faculty or the direct close and continuous supervision of a medical student admini-
‘stering anesthesia. This provision would raise the minimmum number of anesthesi-
ologists for a 10 room suite to 6. If funding for anesthesiia care by third party
payers requires continuous personal attendance by the anesthesia faculty as opposed

‘to the anesthesia care team, this faculty requirement wouwld double (10 anesthesi-

ologists). The Task Force also agreed that direct attendi@nce of the patient by nurse
namely, one anesthesia

anesthetists (C.R.N.A.'s) would necessitate the same ratio,

cheduled O.R.'s (simultaneous anesthetic administrations). A

faculty per two s
ademic Anesthesia

survey on this question conducted at a meeting of the Society of Ac
Chairmen is shown below:

Agree Disagree
Academic Departments of Anesthesiology H9 1

should require a minimum of one faculty
in attendance per two scheduled O.R.'s
(anesthetizing locations).

The question might be raised that uncomplicated surgery such as herniorraphy or
dilatation and curettage would permit a lesser ratio of faculty to anesthetizing
location if trained nurse anesthetists were assigned. However, the anesthesiologist
can only direct, manage complications of and take responsibility for a limited
number of simultaneous anesthetic administrations out of the sheer necessity of
being present at multiple places for unscheduled critica} times. TFurthermore,
increasingly complex surgical procedures such as coronary bypass, vascular
prothesis, and kidney transplant require the complete aftention of one anesthesi-
ologist and frequently the assistance of an additional anesthetist. Consequently
combining patients requiring 1:1 coverage with those needing a less demanding
anesthetic attention provide an average anesthetic coverage for the overall O.R.

suite of a 1:2 ratio of anesthesiologists to anesthetic adwninistrations for the

overall O. R. Suite.

OTHER CLINICAL NEEDS

Obstetrical Anesthesia

In mahy hospitals and medical centers of this country, the provision of anesthesia

care for the expectant mother and new baby has never reached an appropriate level
from either a humanitarian or societal point of view. #¥or the provision of adequate

e T e s At
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clinical teaching material, obstetrical authorities have cited the need for 2000 to
4000 deliveries per year for medical schools with class sizes of 100 students or
more. Accepting these judgments, eight obstetrical deliveries daily as well as
the need for a faculty member devoting full professional attention to this critical
area would affirm the need for at least one full time faculty assigned to this duty.
Even with the allocation of one anesthesiologist to obstetrical anesthesia, the
demanding evening and night obstetrical work would require participation by other
members of the anesthesia faculty, as is the case for emergency surgery.

Respiratory Care, Intensive Care, and Pain Therapy

There is no uniform pattern for handling the clinical demands of these anesthesia
related clinical services at many medical school centers and in some instances
expert physician service is not even available. Each of these services should be
provided by the medical educational center which is dedicated to furnishing
comprehensive quality medical care. In many locations anesthesiologists have
initiated these clinical services, and there is strong and logical support for the
assignment of these responsibilities to the Department of Anesthesiology. Should
the anesthesia faculty assume such responsibilities, a manpower allotment must
be added to adequately serve the clinical and educational demands thereby created.
In small medical centers these functions may be performed by part time faculty
assignments; however, professional and academic leade rship will come from those
institutions which have faculty members Who devote full time to these areas.

Administration

Additional faculty time must also be allocated to administration in the modern

medical center with its multiple demands for clinical service, education, planning
and research. Financial support from numerous sources, continuous evaluation
of the quality of patient care, and increased demands of personnel management
have all contributed to the work load carried by the clinical faculty. The survey
previously quoted reveals that the average medical school department has a total
of fifty personnel in all categories.

Emergency Call Coverage

The emergency loads of the active medical centers usually require additional
allocations of faculty time or positions. If an anesthesiologist works 24 hours
providing anesthesia care for emergency patients, additional faculty must be
available to cover his normal work assignment for the next day. A very active
open heart program, high numbers of obstetrical deliveries or surgical emer-
gencies may increase the need for such faculty time and position. Such faculty
allocations would be determined by the size of the emergency service.

B e e
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ANESTHESIA RESEARCH

A medical school committed to research as a part of its program must allocate
faculty time on the basis of resources available and the strength of its research
commitment. 1t is difficult to believe that an academic department can be truly
effective and occupy its proper place in the medical center without at least a
modest research effort. With the sophistication of medical research today and
‘the competition for research funding, part time efforts will have limited success,
especially if the research activity is merely added on to a day spent in clinical
or edueational activities. Since leading medical institutions will undoubtedly
‘ddopt-a higher reésearch commitment than the modest 207 effort used in our
projected model, additional manpower for research activities would be required.

"NONCLINICAL ACTIVITY

In addition to the above suggested allocations of faculty positions or time, it was

the unanimous opinion of the Task Force that a MINIMUM of one day per week or

its equivalent should be designated for each faculty member for the purposes of
scholarly activities outside of the operating room suite. Without such an allocation
it is difficult to justify the academic position which is completely devoted to clinical
care as being "academic" in character even though it is obviously justified as patient
care responsibility. The obvious difference in financial remuneration between

‘private practice and the academic position will make the recruitment of an adecuate
Tfaculty purely for clinical work virtually impossible as long as there are unmet

needs in the private practice sector. Should the availability of manpower in anes-
thesiology improve markedly in the future, the academic faculty will be left with
the least desirable physicians unless their professional responsibilities and
opportunities include not only patient care but also nonclinical, scholarly work
such as classroom teaching and writing. In the survey of the membership of the
Society of Academic Anesthesia Chairmen mentioned above, the following opinion
was expressed:

Agree Disagree
All academic anesthesia staff should 59 1 -

have at least one day of non-clinical
assignment each week.

FULL TIME EQUIVALENCY - F,T.E.

Call coverage has compounded the traditionally long working hours of the physician.
When medical work is paid for on a fee for service basis, as in the private practice
of medicine, financial remuneration is increased with additional hours of work.
However, in salaried positions, which are common in academic institutions, duties
are assigned and vacation, sick and professional leaves are standard provisions.

As shown below, most hospitals schedule surgery 250 days each year. A full time
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. faculty assigned to clinical anesthesia will provide 0. 85 full time equivalents

. (F.T.E.) for this work demand when vacation and leave allowances are as shown.
If one further deducts one day each week for nonclinical activity, each faculty
position will then provide .68 I, T.E. for clinical anesthesia duties. Computed
in reverse, each regularly scheduled faculty assignment will require 1.5 faculty
positions. Such calculations always make the presumption that vacation, profes-
sional and sick leave, fall into a nicely scheduled pattern, which of course is
never the case.

FULL TIME EQUIVALENCY CALCULATION

Regularly Scheduled O.R. Days Yearly |

260 0.R. work days (Monday - Friday)
=10 Holidays
250 Regularly scheduled O.R. days

Days Worked by Full Time TFaculty

250 Hospital work days
-22 Vacation (1 month calendar time)

-3 Average sick leave
=10 Professional leave
. 213 Work days by each staff yearly

FTL/each Faculty Member

213 - g5 ¥, T.E. for each staff
250

Non-Clinical Allowance

20% time allowed for nonclinical activities (teaching,
committee work, organization, administration -
1 day/week)

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

.85 x 20% = 0. 17

.85
-.17

.68 F,T.E. per academic staff position

Faculty Positions Needed to Provide 1.0 F.T.E. (O.R. Coverage)

1.470 Faculty positions needed

‘ .68 [1.000
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ANESTHESIA FACULTY PROJECTION
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The method of calculation which has been described can be employed for determining
the size of the faculty required and can be modified to fit any particular anesthesia
load, research commitment, or selected special clinical duties. The following
proposal based on ten regularly scheduled O.R.'s represents a modest but reasonable
faculty for an average medical school with a class size of 100 students. This
proposed faculty would provide adequate personnel for quality patient care, clinical
instruction and other academic requirements such as administration, committee

~work, etc. It should be noted that a major academic obligation, namely research,

would be limited to a modest 20% of the total activity.

Since clinical anesthesia for surgery is the major determinant in staffing, a further
rule6f thumb can be derived from this model by utilizing an overall ratio of 1.8
faculty positions for each regularly scheduled O.R. (anesthetizing location) as a
simple indication of a minimally acceptable standard. It should be noted that this
ratio is probably a little low for the smaller clinical program and possible a little
high*for the larger clinical center since neither educational nor research demands
will decrease or increase proportionately with the surgical anesthesia load. The
elimination of obstetrical anesthesia, respiratory care, pain therapy and research
would leave a faculty to O.R. ratio of 1.0 and a "stripped" academic anesthesia
program with limited effectiveness. Any reduction of faculty numbers represented
by low ratios will dilute physician contribution and thus diminish the quality of
patient care by reducing it to a level not compatible with the stated goal of quality
care. The faculty projection presented will not provide the expected quality care if
the hospital design is substandard and the anesthetizing locations are widely scatte red.
The above projection presumes that the anesthetizing locations are contiguous.

It should be emphasized that the faculty staff described is in no way luxurious and in
fact represents a '"bare boned" projection if we are sincere about our teaching,
research and clinical.care goals. Provision for a full-time faculty position dedicated
to education or the adoption of a not uncommon request for 50% of the faculty time
for teaching and research would require a substantial increase in the faculty numbers.

MINIMAL ANESTHESIA FACULTY PROJECTION

Medical . School Assumptions

500 Beds 400 Medical Students
10 Regularly Scheduled O.R.'s 2500 Obstetrical Deliveries
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Anesthesia Duties Faculty Positions

8 O.R.'s (1:2) 6.0
2 O.R.'s (1:1) 3.0
Obstetrical Anesthesia 1.5
Respiratory Care 1.5
Pain Therapy 1.0
Administration 1.0
Research 3.0
Call Duty 1.5
18.5%
*Possible Additional Positions
Sabbatical Leave 0.5

507 of faculty elivgible

Recommended Guide

‘ratio was calculated for 91 out of 106 medical schools. Statistics were not available

Faculty to O.R. Ratio 1.5

FTACULTY TO O.R. RATIO SURVEY

Using data collected in the survey of academic anesthesiology, the faculty to O.RR.

from a number of new schools which have not as yet established all of their clinical
departments. Ratios ranged from a high of 3.5 to a low of 0.25 with a median of
0.75 faculty to each regularly scheduled O.R. The following table shows the distribu-

tion of schools into four levels of staffing:
TABLE I

Distribution of FFaculty to O, R. Ratio

fag‘l;y K0.50 0.51 to 0.75 0.76 to 1.00 1.01to 1.50 | »1.51
0 U, In, .

# Schools 14 32 20 22 3

Should all budget positions be filled there would be approximately a 10% movement to
higher ratios. A number of the low ratios were medieal schools with very large patient
loads and anesthesia care characterized by severely limited physician participation.
Conversely, medical schools with limited patient loads often had higher ratios since
fewer faculty were required for administration of anesthetics. While interpretation of
this data must be limited, it appears that 75% of the medical schools in the survey have
faculties of anesthesiology below the minimal standards which have been adopted by

academic anesthesiologists.
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QUALITY OF PATIENT CARE IN ACADEMIC ANESTHESIA
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As judged by "Peer Review," the quality of academic anesthesia care revealed by
this study is not adequate and certainly falls below the level available in the private

_practice of medicine in many sectors. If one looks for possible errors in the survey

and its findings, one might assume that the number of anesthetizing locations are
overstated by 20%. If such is the case the highest 25% of the schools would be moved
to a ratio approaching the 1.5 figure recommended by the model study. Similar
adjustments with the lower three-fourths would do little to correct the deficiency of
anesthesiologist participation in the patient care in our medical centers.

Another possible factor in this analysis leading to the indication of deficiency in
anesthesia care is the proposed standard that one faculty is needed for each two

-simultaneous-anesthetic administrations. Considering the role of life systems

support (patient safety) in the provision of quality anesthetic care and the likelihood
that a cardio-pulmonary arrest will produce irreversible brain damage in three
minutes, the hazard to the elective patient of inadequate anesthesiologist participation
must be faced openly. If the medical community or society allows cost considerations
to dictate a lesser assignment of physician manpower to academic anesthesiology,
then a permissible anesthetic death rate should be established. At the present time
our courts of law leave no room for error in medical practice and as a consequence
the anesthesiologist finds himself facing the threat of the highest malpractice judgments
in‘medicine, the most expensive insurance premiums, and even refusal by insurance
companies to sell him malpractice insurance. The legal problem is particularly
serious since a high proportion of cardiac arrests resulting from anesthesia are
preventable and consequently contain the elements of successful malpractice actions.
Absence of the anesthesiologist at the critical time of the cardiac arrest episode is
almost indefensible in a malpractice action unless the failure of heart function can

be proved to be due to other disease processes.

Another characteristic of clinical anesthesia training of residents and medical students

is the heavy demand on anesthesia faculty during the first six months of training, and a
ratio as high as one faculty for each two anesthetic administrations is only possible
because 50% of the residents have had a year's training. The shortage of residents
-and-the: costs of training preclude medical centers from carrying the numbers of residents
necessary to utilize only experienced residents in the independent administration of
anesthesia. The pressure to provide anesthesia care has led to the recruitment of
substandard personnel as evidenced by resident staff that are completely composed of

FMG's.

Another factor potentially affecting both the number of anesthesiologists required to

staff an anesthesia schedule and the provision of quality care in the community hospital

is the use of the trained nurse anesthetists or physician assistants in supplying anesthesi:.
care not needed for training purposes in the residency training program. Although the
technical proficiency of this group is high, the medical background is limited and

- consequently must have anesthesiologist direction and support. As mentioned previously
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the ratio of anesthesiologist to nurse anesthetists (simufditaneous anesthetic
administrations) will depend on two factors ~- complexity of surgical procedure
and the disease state of the patient. In a situation in whiich the patient is healthy
and the operating procedure reasonably short and simple, such as cystoscopy or
electroconvulsive therapy, a minimum of anesthesia facmlty time is needed if
trained personnel are utilized. The minimum anesthesiologist contribution to such
an anesthetic procedure would include patient evaluation and management and/or
assistance with complications. In the judgment of experiienced anesthesiologists,
it is doubtful that a ratio of less than one faculty to three anesthetics could be

Justified if quality care is to be maintained, even with relatively low risk procedures.
- Balanced against these relatively simple procedures is the most demanding cardio-

vascular and pediatric surgery requiring the complete atitention of one or even two
anesthesiologists along with additional assistance from @& resident or nurse anesthetist,
The distribution of surgical procedures in most academiwc centers is weighed in the
direction of complex surgical procedures and seriously i1l patients and would certainly
justify the recommended one faculty to two simultaneous anesthetic administrations

as a minimum. Furthermore, statutes regulating the clinical activity of physician
assistants in most states usually specify a limit of two P.A.'s to one physician. This
judgment in broad areas of medicine seems to support the recommended assignment
of one faculty (anesthesiologist) for each two anesthetic administrations.
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES

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

DIVISIUN UF FACULTY DEVELUPMENT

- BACKGROUND

Faced with rising enrollments, growing costs, and declining
financial support, medical schools must find ways to increase the
efficiency of their educational programs, while continuing to improve

~their quality. These events occur at a time when there is growing

recognition that although medical faculty members have spent many
years in preparation in their discipline, they have typically de-
voted little or no time learning how to plan, implement, or evaluate
their instructional efforts. In keeping with its mission to provide
programs and services in response to the identified needs of its
member medical schools, in September, 1974, the Association of
American Medical Colleges created a Division of Faculty Development,
within the Department of Academic Affairs.

PROGRAM GOALS

The overall intention of this new Division is to contribute to

‘raising the quality and efficiency of medical school educational

programs, primarily by helping faculty members enhance their effective-
ness as teachers. Toward this end, the following goals will be pursued:

1. To help stimulate faculty interest in educatfona] issues, and to
‘encourage their pursuit of self-improvement activities in this
area.

2. -To provide an opportunity for medical faculty members to gain a
confidential, individual assessment of their level of awareness,
knowledge, and competence in the area of education.

3. To provide assistance to faculty members in the solution of
educational problems.

4, To identify and develop resources for assisting faculty members
to enlarge their understanding of educational issues, to enhance
their competence in educational design and implementation, and
to broaden their awareness of options that are available in solving
educational probiems.
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PROGRAM ACTIVITIES

A. Self-Assessment Program

- The first major activity of this Division is the design and
implementation of methods that will enable faculty members to under-
take self-assessment of their educational responsibilities and
effectiveness. There will be self-report forms, problem-solving -
tasks, and student report forms, which will be scored and interpreted
to provide confidential, individual feedback to those who choose to
avail themselves of this service.

B. Workshops

Short-term workshops (2-4 days) dealing with focused topics are
being designed and will be offered to general faculty members as well
as to specialized groups, such as curriculum and admissions committee
members. Possible topics for general faculty are: Evaluation Design,
Simulation, and Clinical Supervision. Possible topics for specialized
%roups are: Curriculum Design, Student Selection, and Grading Policy

ssues.

C. Instructional Packages

Self-instructional units are being developed on topics involving
basic instructional concepts. These packages will serve to introduce
specific topics or to reinforce selected presentations at the work-
shops. They will also be available to faculty members for use in their
home settings.

D. Information Sharing

1. Clearinghouse

A clearinghouse service is being established as an effort
to reduce the current level of excessive duplication of
effort in educational planning. It will provide infor-
mation about: a) faculty development programs, b) funding
sources for support of instructional innovations, and

c) a vehicle for the sharing of unpublished documents,
such as high quality committee reports.

2. Curriculum Directory

This has been an annual AAMC publication since 1972. It
contains organized information about current medical
schools curricula. 1Its purpose is to facilitate the ex-
change of information on academic programs, providing
descriptions and identifying trends of importance to
faculty, students, deans and curriculum community members.
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3. AAMC Education News

This AAMC newsletter is published five times during the
school year and is mailed without charge to nearly
36,000 full-time medical school faculty members. Its
primary goal.is to report on instructional innovations,
assessment and current trends in medical education.

E. Consulting Services

The Division of Faculty Development will identify individuals
with a wide range of complementary skills, who could serve, individually
or in teams, as consultants to medical schools seeking to analyze or
modify their current educational programs.

F. Coordination and Facilitation

The Division will develop a close working relationship with, and
provide support to, existing faculty development programs. It also
intends to aid and support the establishment of new university-based
centers, dedicated to the improvement of medical school instructional
programs. Support will include consultation services (staff or ex-
ternal consultants), coordination of resources, and provision of ex-
change opportunities for trainees. Ultimately, many of this Division's
contributions will be indirect and decentralized, being provided
through its facilitation and promotion of the work of university-based
centers.,

PROGRAM SUPPORT

General support for the programs of the Division of Faculty Develop-
ment is being provided from the AAMC's operating budget, a four year
grant from the W.K. Kellogg Foundation, and a three year grant from the
Commonwealth Fund. Additional funds for specific activities are being
provided by a contract with the Bureau of Health Resources Development,
Health Resources Administration, DHEW. The National Fund for Medical
Education has provided primary support for the publication of AAMC
Education News.

DIVISION STAFF

Hilliard Jason, M.D., Ed. D., Director

R. Dale Lefever, Ph.D., Assistant Director

Henry B. Slotnick, Ph.D., Evaluation Coordinator
Luis Patino, M.A., Workshop Coordinator

Helen Eden, M.A., Research Assistant

Leonard J. Baker, Editor, AAMC Education News

April, 1975
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For further information please contact

DIVISION OF FACULTY DEVELOPMENT

Association of American Medical Colleges
One Dupont Circle
Suite 200
Washington, D.C. 20036
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