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AGENDA

FOR-

COUNCIL OF ACADEMIC SOCIETIES

ADMINISTRATIVE BOARD

WEDNESDAY, JANUARY 21, 1987
6:00 - 7:00 P.M.
JEFFERSON EAST

7:00 - 10:00 P.M.
MONROE WEST

THURSDAY, JANUARY 22, 1987
8:00 - 8:30 A.M. '
JEFFERSON WEST

8:30 - 12:30 P.M.
JACKSON

one dupont circle, n.w./washington, d.c. 20036




FUTURE MEETING DATES

Administrative Board/Executive Council

April 15-16, 1987 Washington Hilton
June 17-18, 1987 Washington Hilton
September 9-10, 1987 Washington Hilton

CAS Spring Meeting

March 18-20, 1987 The Woodlands Inn
, Houston, Texas
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AAMC Annual Meeting

November 7-12, 1987 Washington, D.C.
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6:00 p.m.
Jefferson East

7:00 p.m.
Monroe West

8:00 - 8:30 a.m.

. Jefferson West

8:30 - 12:30 p.m.
Jackson

12:30 - 1:30 p.m.
Georgetown West

1:30 - 4:00 p.m.
Georgetown East

COUNCIL OF ACADEMIC SOCIETIES o
ADMINISTRATIVE BOARD -

Wednesday, January 21

Joint Boards session w/Congressman Waxman

Joint Boards Reception & Dinner

Thursday, January 22 -

Joint Boards Session with manpower presentation
by Dr. Kennedy
Administrative Boards

Joint Boards Lunch

Executive Council Business Meeting
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COUNCIL OF ACADEMIC SOCIETIES
ADMINISTRATIVE BOARD

January 22, 1987

8:00 a.m. - 12:30 p.m.
Jackson Room
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PRESENT:

MINUTES
COUNCIL OF ACADEMIC SOCIETIES
ADMINISTRATIVE BOARD

September 10-11, 1986
Washington Hilton Hotel
Washington, D.C.

Board Members Staff

David H. Cohen, Chairman Christine Tuve Burris
Joe Dan Coulter Jane B. Donovan
William F. Ganong James B. Erdmann*
Gary W. Hunninghake - Robert Jones*
Ernst R. Jaff , Richard Knapp*

A. Everette James, Jr. David B. Moore
Gordon I. Kaye Robert Petersdorf*
Jack L. Kostyo Nancy Seline*
Frank G. Moody John Sherman*
Virginia V. Weldon* Elizabeth M. Short
Frank M. Yatsu August G. Swanson*

Kathleen Turner*
Guests
Vicki Darrow*

Donald G. Langsley
Richard Peters*

*present for part of the meeting

I. ACTION ITEMS

A.

ACTION:

Minutes

The minutes of the June 18—19, 1986 meeting of the CAS
Administrative Board were approved as submitted.

. Membership Application

Drs. Coulter and Jaffe recommended that the Ambulatory
Pediatric Association be admitted to membership in the
Council of Academic Societies.

The CAS Administrative Board voted unanimously to approve
the application of the Ambulatory Pediatric Association
for membership in the Council and to forward this
application to the Executive Council.

Revision of the CAS Rules and Regulations

In January 1986 the Board recommended that the length of
term for CAS representatives should be left to the
discretion of the individual members’ societies. This




recommendation met with approval by thé full Council ®at™ '
the 1986 Spring Meeting. In June the Board proposed that
representatives terms begin at the same time as those of ‘
Administrative Board members; i.e., following the Annual
Meeting in the fall.

ACTION: The CAS Administrative Board voted unanimously to approve
the following revision of the CAS Rules and Regulations
with the recommendation that it be submitted to the full

Council for consideration at the Annual Meeting.

Section II. Representatives

1. The Council of Academic Societies shall consist of no more than two
representatives from each member Academic Society of the Association of
American Medical Colleges. These representatives shall be designated by
each member Society. fer-a-term-ef-twe-yearsi-provideds-hewevers-ne-rep-
resentatives-shall-serve-mere-than-four-{4)-consecutive-terms: The length
of term for each representative shall be left to the discretion of each
member Society. Member Societies are encouraged to appoint at least one
representa,zve to a term of sufjiczent length to become acquainted with
‘the issues faeing the Council. Terms for representatives shall begin and
end at the itime of the Association's Annual Meeting. Eaeh-member-Seciet
- shald-be-informed-ene-year-in-advance-of-the-expiration-ef-the-term-of- ‘

g #ts—represeneativesg-askiag-fer~thé-names-ef—the-PepPesentatéveSafeP—the

subsequent-terms

The Board also dlscussed ways to achieve greater
involvement by membér societies in CAS and AAMC
activities. :

D. Ambulatory Care Training Act

‘Dr. Knapp and Ms. Seline joined the Board for a = _
discussion of this biil. Dr. Knapp reviewed the current _

~ situation with regard to Medicare financing for graduate_
médical éducation (GME) He noted that with the passage
of the €onsélidated Gmnlbus Budget Reconciliation Aet of

' 1985 Médicare direct GME payments will be madé to
hospitals on the basis of the cost per résident (based on
1984 c¢costs adjusted by a cost-of= liv1ng index) multlplled
by the nuriber of residents. In effect, the direct GME
pass- through has been replaced by capltatlon
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He also pointed out that the "indirect medical education"
adjustment was establishéd to ‘compensate teaching : =
hospitals for the unmeasurable iffereéences (primarily v ‘

related to severity of 111ness) in the types of patients
cared for in teaching hospltals This adjustiment is made




by a proxy, which is equal to a 8.1 percent increase in
DRGs for every 0.1 resident per bed in the hospital.

Dr. Knapp explained that the
bill would make two changes.
hospitals to count residents
in the calculation of direct
hospitals incur the costs of

ambulatory care training
First, it would allow

in ambulatory care settings
GME payments provided that
training these residents.
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This raises the issue of whether the AAMC wants the
payment for GME to continue through the hospital.

Second, the bill would provide bonuses for particular
kinds of experiences in specific types of residency
programs. Dr. Knapp noted that the AAMC position, as
reflected in the Report of the Committee on Financing
Graduate Medical Education, is that bonuses are all right
in the context of responding to shortage areas. However,
none of the specialties identified in the bill as
eligible for the bonuses is a shortage area with the
exception of geriatrics. There are two points related to
the bonus provision. First is whether a third party (in
this case the federal government) should intervene in
decisions related to incentives for particular types of
residency experiences. And second, incentives for one
group are often accompanied by penalties for others to
offset the cost of the bonuses.

The Board discussed each of the five issues listed in the
Executive Council agenda. The Board agreed to pass on
the issue of whether training in the ambulatory care
setting should be supported through the hospital. The
Board agreed with the deans that incentives for
particular types of training programs should be provided
on a competitive project basis.

With regard to HCFA publishing hospital specific
information on Medicare education payments, Dr. Knapp
noted that William Roper, the administrator of HCFA, has
indicated that HCFA will publish such data. Dr. Knapp
pointed out that there is a four-fold variation in
payments to hospitals, which is primarily caused by the
extent to which the hospital includes faculty salaries in
its Medicare cost reports. He warned that some
specialties that do not believe they are getting their
fair share want this data published to focus attention on
the distribution of these funds within the institution.

He added that the AAMC cannot oppose the publication of
this data.

Dr. Knapp said that the AAMC has a clear position in
support of the elimination of Medicare payments for FMGs.
He noted that FMGs not currently in a residency program
will be required to pass the FMGEM exam, even if they
have passed the ECFMG exam, which raises a legal issue
related to changing the rules. In addition, FMGs would
be excluded from the calculation of the resident-per-bed

. -3 -
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ACTION:

ap¥

ratio, which would present a hardship “to institutions
with large numbers of FMGs.

Dr. Knapp® concluded by saying that the AAMC has been
asked for its position on the bill, but suggested that
the best way to approach these issues is individually,
without taking a position on the bill itself.

. NIH Centennial Celebration

The NIH will be observing the 100th anniversary of the
establishment of the Hygenic Laboratory of the Marine
Hospital, its predecessor agency for federal medical
research, beginning October 1, 1986. :

The CAS Administrative Board voted unanimously to
recommend that the Executive Council approve a donation
of $5,000 to the NIH Centennial Committee and to
encourage the Executive Council to adopt a resolution in
honor of the NIH Centennial.

AAMC Position on NBME Score Reporting

_The Administrative Board was Jjoined by Drs. Weldon,
- Jones, and Peters, and Ms. Darrow for a discussion of

whether the Executive Council should reconsider its
position in favor of reporting NBME examination scores on
a pass/fail basis only to both students and medical
schools. Dr. Cohen reminded the Board .that this question
had been a discussion item on the CAS agenda:in Juné, but
had been moved to an action item during the Executive
Council meeting. Dr. Weldon said that the present
discussion did not .imply dissatisfaction with Executive
Council’s decision in June, but was intended to ensure
that all of the Councils had adequate time to discuss
this issue. She added that the Executive Council’s
discussion that afternoon would be limited to whether to
reopen the issue and that the substantive discussion of
the question of the pass/fail option would take place at
January’s. Executive Council meeting. ‘ o

Dr. Jones explained that this question had been generated
by concerns that the present NBME score reporting was
having negative effects on mediecal education -that could.
be corrected by withholding the scores. . Advocates of the
pass/fail option want to limit the examination to its
original licensing purpose.

b

. Among the counter: arguments to: pass/fail score reporting

are. that the NBME exam is useful for student and progran
evaluation, that these scores; are the only nationally
standardized: comparison of academic performance: available .
to program~directors,. and;that.thevappropniate'nemedy-ﬂor
allegedgabusgsais;imgroved*educationfonathe°apprbpriate?
uses of NBME scores. '
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ACTION:

ACTION:

EY

Tt was stressed that medical school faculty write the
exam questions and that the faculty have the perogative
to determine institutional policies related to the use of
NBME scores. It also was pointed out that the
Association traditionally has let the medical schools set
their own standards and policies, and that the pass/fail
proposal would deny useful information to the schools on
the grounds that it might be misused. The consensus of
the Board was that attention should be focused on the
potential for abuses of NBME scores and possible
solutions rather than the mechanics of score reporting.

The CAS Administrative Board voted unanimously to
recommend that the Executive Council reconsider its
position with regard to the reporting of NBME examination
scores on a pass/fail basis only.

California Ballot Proposal

Dr. Sherman described the proposal on the November 1986
California ballot to limit the salary and fringe benefits
for California state employees to $64,000 per year. He
explained that this proposal, if passed, would have a
significant impact on the majority of faculty at the
state medical schools in California and might set a
precedent for other states. Dr. Sherman noted that a
coalition of concerned individuals and organizations has
been established to fight this proposal.

The CAS Administrative Board voted unanimously to approve
staff’s recommendation that the Association forward a
letter in support of the coalition, but decline the
coalition’s request for a financial contribution.

II. DISCUSSION ITEMS

A.

Discussion with Dr. Petersdorf

Dr. Petersdorf met with the Board to discuss some of his
initial perceptions upon returning to the AAMC. He noted
that the CAS consists of representatives from societies
that do not have as their primary aim the representation
of faculty in the AAMC, but that this system works
because the representatives can act much more
independently than if they were elected from the
faculties.

Dr. Petersdorf discussed the possibility of housestaff
and graduate students and post-doctoral fellows being
represented in the AAMC, with housestaff attached to the
COTH and the graduate students and post-doctoral fellows
to the CAS in the same manner that the OSR is attached to

the COD.

He said that there may be some reorganizations of staff
made after careful consideration of the present

-5 -




structure. The qonstituents will be surveyedvas‘to what .. i
the AAMC does well and what it could do better.

Focusing 6n manpower, Dr. Petersdorf said that the AAMC
must develop a rational policy that is more responsive to
societal needs. He added that the AAMC is a source of
tremendous data, which he hopes will be used to effect
change. He urged that the AAMC should not become known
as a "staunch defender of the status quo." '

Finally, he said that he hoped to develop a strategic
plan for the next 5 years, recognizing the necessity for
the AAMC to be somewhat reactive because of the
uncertainty of future legislative activities.

B. HHS Policy on Indirect Costs

Dr. Jaffee raised the issue of the HHS proposal --
announced in the August 13 Federal Register -- to provide
initial review groups (study sections) with the applicant
institution’s indirect costs on each grant application.
It was pointed out that for the past several years study
sections have been instructed to look at the direct costs
of research proposals, put that this is done to determine
if the budget is appropriate to carry out the proposed
research, not to place a priority on the proposal based
on budgetary considerations.

'Dr. Short said that - the NSF looks at the total. cost of ‘
its research applications, including the indirect costs.

The HHS proposal was partially in response to

recommendations by both the Office of Science and

Technology Policy and the White House Science Council

that the entire federal government adopt the NSF system.
Concerns also have been- expressed with the rise in

indirect costs as a percentage of total costs on NIH

grants.

Dr. Short noted that this proposal has a 60-day comment

. period and that the Association is considering whether or
not to comment. The Board agreed that a key issue is the
threat that this proposal poses to the peer review
process, which is -intended to evaluate scientific merit.
The consensus of the Board was that the AAMC should
protest this proposal.

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

III. INFORMATION ITEMS

A. Ppegram §or_;986-GAS.Annual Meeting

.The Board reviewed the schedule for the Annual Meeting,
ingluding‘thejSpecial General Séssion on the Transition,
which was scheduled for Sunday afternoon.




g
o
7
1%}
E
L
Q
=
o]
=
B
el
[
2
©
o
=
Q
15
=
[}
O
@]
=
-
o
Z
s
Q
g
G
o
%)
g
o
=
|5
O
=
(o]
%
Q
g
g
o
fi=)
=
Q
g
=]
5
o
@)

. Format for 1987 CAS Spring Meeting

The Board discussed possible keynote speakers for the
Spring Meeting, including Senator Lloyd Bentsen, H. Ross
Perot, and Representative Jim Wright.

Dr. Short explained that Thursday’s plenary would consist
of an indepth Council discussion of one or two Key
issues. It was the consensus of the Board that the
declining applicant pool for both M.D.s and Ph.D.s would
be a major topic of interest.

. AAMC ad hoc Committee on Strategies for Promotion

of Academic Medical Centers

Dr. Short reviewed the membership of this committee,
which was appointed in. June to explore the role of the
AAMC in assisting its constituent academic medical
centers in the competitive health care market.

. Flexner and Research Awards

The 1986 Abraham Flexner Award for Distinguished Service
to Medical Education will be given to David E. Rodgers,
M.D., president of the Robert Wood John Foundation.

The AAMC Award for Distinguished Research in the
Biomedical Sciences will be given to Paul C. Lauterbur,
Ph.D., professor of medical information science at the
University of Illinois College of Medicine.

. VA Cardiac Surgery

The Board discussed the decision to close the cardiac
surgery programs at a number of VA hospitals. The Board
was informed that the COD Administrative Board was
discussing this issue with John Gronvall, the acting VA
medical director. It was pointed out that this decision
is part of a larger question: the trend toward
regionalization of complex, highly expensive medical and
surgical procedures that may require a certain volume of
patients to ensure quality. The Board agreed that the
effects of this trend on the quality of medical education
should be followed closely.
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MEMBERSHIP APPLICATION:

ASSOCIATION OF ACADEMIC CHAIRMEN
OF PLASTIC SURGERY

The application of the Association of Academic Chairmen of
Plastic Surgery for membership in the CAS was assigned to

Drs. Coulter and Hunninghake for review. The membership of
this society is limited to the directors and acting directors
of residency training programs in plastic surgery; thus all
189 members hold faculty appointments. At present, the CAS
has three plastic surgery societies: the American Association
of Plastic Surgeons, the Plastic Surgery Education Foundation,
and the Plastic Surgery Research Council.




MEMBERSHIP APPLICATION
COUNCIL OF ACADEMIC SOCIETIES
ASSOCIATION OF AMERICAN MEDICAL COLLEGES

MAIL TO: AAMC, Suite 200, One Dupont Circle, N.W., Washington, D.C. 20036
Attn: Mr. David Moore

NAME OF SOCIETY: American Association of Chairmen of Plastic Surgery

MAILING ADDRESS : %Stephen H. Miller, M.D.; Oregon Health Science University;
Plastic Surgery; 3181 S.W. Sam Jackson Park Road; Portland, OR 972

PURPOSE : To promote education in plastic surgery and to benefit plastic -
surgery programs in the United States and Canada.
4

@

vMEMBERSHIP CRITERIA:' Voting Membership must be the Director, or Acting Director oig
: : a residency training program. Associate Membership: . Indivi
interested in teaching of plastic surgery at the resident level.

5
G

NUMBER OF MEMBERS: 189
NUMBER OF FACULTY MEMBERS: - 189, full-time and clinical faculty
DATE ORCANIZED: 4/28/85

SUPPORTING DOCUNENTS REQUIRED: (Indicate in blank date of each document)
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. .nA.,'r): . .
accepted 10/12/85 1. constitution & Bylaws

Minutes from meetings on----
a/28/85 = =
10/12/85 and 5/4/86

2. inbgram-&?Mithes*offﬁnhualtneéting

“(CONTINUED -NEXT ‘PAGE)
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4.

4

QUESTIONNAIRE FOR TAX STATUS

Has your society applied for a tax exemption ruling from the Internal
Revenue Service?

V- YES _ NO

If answer to (1) is YES, under what section of the Internal Revenue
Code was the exemption ruling requested?

S0/l €)(3)

If request for exemption has been made, what is its current status?

a. Approved by IRS

——

b. Denied by IRS

" c. Pending IRS determination

If your request has been approved or denied, please forward a copy of
Internal Revenue letter informing you of their action.

: : VL
5(7225 n)/,M 7216

- 10 -
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APPOINTMENT OF 1987 CAS NOMINATING COMMITTEE

Section V.1 of the CAS Rules and Regulations ‘reads as follows:

"The Nominating Committee shall be comprised of a Chairman and six
members. The Chairman, three basic science, and three clinical
science individuals shall be appointed by the CAS Administrative
Board from among representatives of the member societies. Not

more than one representative may be appointed from a society and

not more than two members may be current members of the Administrative
Board. The Nominating Committee shall report to the Council at

its Annual Meeting a slate of nominees for Administrative Board
vacancies. Additional nominations for these positions may be made
by any representative to the Council present at the meeting. The
Committee will also recommend to the AAMC Nominating Committee
candidates for Chairman-Elect of the Association of American Medical
Colleges."

On the following pages is a list of all CAS representatives from which the
Board must choose at least three basic scientists and at least three clinical
scientists to serve on the CAS Nominating Committee. The Board also must

. .select a chairman for the Nominating Committee. Traditionally, the Chairman

and Chairman-Elect of the CAS are members of the Nominating Committee.
Several Alternates should also be selected. The Committee will meet by
conference call some time in May or early June to nominate a clinical
scientist to be Chairman-Elect of the CAS. The Committee also will develop
a slate of nominees to fill three positions on the Board.

The 1983-1986 CAS Nominating Committees are listed below:

1983 1984

Frank C. Wilson, M.D., Chairman Robert L. Hil1l, Ph.D., Chairman
Arthur J. Donovan, M.D. S. Craighead Alexander, M.D.
Thomas W. Langfitt, M.D. Lewis Aronow, Ph.D.

Robert M. Blizzard, M.D. Joe Dan Coulter, Ph.D.
.Robert L. Hill, Ph.D. Gordon Kaye, Ph.D.

Howard E. Morgan, Ph.D. Virginia V. Weldon, M.D.
Leonard Jarett, M.D. Benson R. Wilcox, M.D.

1985 1986

David H. Cohen, Ph.D., Chairman Frank G. Moody, M.D., Chairman
John M. Bissonnette, M.D. JoAnne Brasel, M.D.

William R. Drucker, M.D. David H. Cohen, Ph.D.

George A. Hedge, Ph.D. Rolla B. Hill, M.D.

William P. Jollie, Ph.D. Mary Lou Pardue, M.D.

Louis M. Sherwood, M.D. Jerry Wiéner, M.D.

Virginia V. Weldon, M.D. Nicholas Zervas, M.D.

- 11 -
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CAS REPRESENTATIVES

BASIC SCIENCES

ANATOMY

American Association of Anatomists
John V. Basmajian, M.D.
William P. Jollie, Ph.D.

American Society for Cell Biology
Mary Lou Pardue, Ph.D.
Ms. Dorothea C. Wilson

Association of Anatomy Chairmen
Douglas E. Kelly, Ph.D.
Gordon I. Kaye, Ph.D.

BEHAVIORAL SCIENCE
Association for the Behavioral Sciences and Medlcal Education
Beverley Rowley, Ph.D. :
Shirley Nickols Fahey, Ph.D.

BIOCHEMISTRY
American Society of Biological Chemists
William J. Whelan, D. Sc.
"Robert D. Wells, Ph.D.
Association of Medical School Departments of Blochemlstry

Thomas E Smith, Ph.D.

GENETICS
‘American Society of Human Genetiecs

Jessica G. Davis, M.D.

MICROBIOLOGY ‘
Association of Medical School Microbiology Chairmen

Kenneth I. Berns, M.D., Ph.D.

NEUROSCIENCE

Society for Neuroscience
David H. Cohen, Ph.D.
Joe Dan Coulter, Ph.D.

*PATHOLOGY
American Assoc1at10nlof Pathologists

Association of Pathology Chairmen
Aubrey J. Hough, M.D.
Vivian w Plnn—Wigglns, M.D.
Academy of Cllnacal Liab Phy5101ans and Scientists
‘Ronald J. Elin, M.D., Ph.D.
‘S. Thomas -Shaw, M.D.

PHARMACOLOGY

American College of ‘Neuropsychopharmacology
Arnold Friedhoff, M. D.
‘Oakley Ray, Ph.D. - . )

American Society ‘for ‘Clinical Pharmacology and Therapeutics
Carl C. Peck, M.D. )

* New _
1R -
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William Z. Potter, M.D., Ph.D.

American Society for Pharmacology and Experimental Therapeutics
Lewis Aronow, Ph.D.
William L. West, Ph.D.
Association for Medical School Pharmacology
Paul C. Bianchi, Ph.D.
James W. Fisher, Ph.D.

PHYSIOLOGY
American Physiological Society
Jack Kostyo, Ph.D.
George Hedge, Ph.D.
Association of Chairmen of Departments of Physiology
William F. Ganong, M.D.
Stanley Schultz, M.D.

PREVENTIVE MEDICINE

Association of Teachers of Preventive Medicine
David L. Rabin, M.D.
Jay Noren, M.D. ’

'=-13 -




CLINICAL SCIENCES o '
ANESTHESIOLOGY ‘
Association of Unlver51ty Anesthetlsts : R Y SR
Milton H. Alper, M.D.
C. Philip Larson, Jr., M. D .
Society of Academic Anesthesia Chairmen
S. Craighead Alexander, M.D.
Robert M. Epstein, M.D.

CRITICAL CARE
Society of Critical Care Medicine
Solomon G. Hershey, M.D.

DERMATOLOGY

Association of Professors of Dermatology
Philip C. Anderson, M.D.
Thomas B. Fitzpatrick, M.D.

EMERGENCY MEDICINE

Society of Teachers of Emergency Medicine

' Glenn C. Hamilton, M.D.
Richard M. Nowak, M.D.

" University Association for Emergency Medicine
Thomas Stair, M.D.
Michael Callaham, M.D.

FAMILY MEDICINE
" » Association of Departments of Familky Medlclne . .
" Thornton Bryan, M.D. -

- Harry Mayhew, M.D.
Soc1ety of Teachers of Family Medlclne

Jack M. Colwill, M.D.

Christian N. Ramsey, Jr., M.D.

GENERAL SURGERY

American Association for the Surgery of Trauma
William R. Drucker, M.D.

Donald S. Gann, M. D

American Surgical Association

Walter Lawrence, M.D.
- Judson Randolph, M.D.

Association for Academic Surgery
John R. Clarke, M.D.

* Association for Surgical Educatlon
A. L. Imbembo, M.D.
Norman Snow, M.D.

Society for Surgery of the Allmentary Tract
Lawrence Way, M.D.

Henry A. Pitt, M.D.

Society of Surglcal Chairnien
Frank G. Moody, M.D.

Society of University Surgeons '
Christopher C. Baker, M.D. ‘
Dana K. Andersen, M.D. '

Surgical Infection Society

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

* ‘New
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John F. Burke, M.D.
Roger W. Yurt, M.D.

INTERNAL MEDICINE

American College of Physicians
Marvin Turck, M.D.
John A. Spittell, Jr., M.D.

American Federation for Clinical Research
Gary M. Hunninghake, M.D.
David Hathaway, M.D.

American Gastroenterological Association
John T. Farrar, M.D.
Irwin H. Rosenberg, M.D.

American Society for Clinical Investigation
Robert J. Lefkowitz, M.D.
Thomas P. Stossel, M.D.

American Society of Hematology
Richard A. Cooper, M.D.
Ernst R. Jaffe’, M.D.

Association of American Physicians
Leighton E. Cluff, M.D.
Alfred J. Bollett, M.D.

Association of Professors of Medicine
Norman G. Levinsky, M.D.
Harold J. Fallon, M.D.

Association of Program Directors in Internal Medicine
James J. Leonard, M.D.
Richard E. Rieselbach, M.D.

Central Society for Clinical Research
Murray L. Levin, M.D.

MULTISPECIALTY

American Academy of Allergy and Immunology
Paul Van Arsdel, M.D.

Anerican Association for the Study of Liver Diseases
David Van Thiel, M.D.
Paul D. Berk, M.D.

American Geriatrics Society
Knight Steel, M.D.
L. Gregory Pawlson, M.D.

American Society for Clinical Nutrition
George A. Bray, M.D.
Edward S. Horton, M.D.

Endocrine Society
Jo Anne Brasel, M.D.
Virginia V. Weldon, M.D.

Society for Health and Human Values
Christine K. Cassel, M.D.
Rita Charon, M.D. !

NEUROLOGY

American Academy of Neurology
Jerry G. Chutkow, M.D.
Rosalie A. Burns, M.D.

American Neurological Association
Kenneth P. Johnson, M.D.
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Frank M. Yatsu, M.D.
Association of University Professors of Neurology
' Donald Silberberg, M.D.
Mark Dyken, M.D.
Child Neurology Society
Gwendolyn R. Hogan, M.D.
Samuel Shelburne, M.D.

- NEUROSURGERY '
American Association of Neurologlcal Surgeons

Nicholas Zervas, M.D.

Robert Grossman, M D.

. OBSTETRICS AND GYNECOLOGY .
American College of Obstetricians and Gynecologists
Harrison C. Visscher, M.D.
Harry S. Jonas, M.D. o
Association of Professors of Gynecology and Obstetrics:
Douglas R. Knab, M.D.
Joseph C. Scott, M.D.
Society for Gynecologic Investigation
John M. Bissonnette, M. D.
Edward E. Wallach, M.D.

- OPHTHALMOLOGY
American Academy of Ophthalmology
Robert D. Relnecke, M.D.
Joel G. Sacks, M.D.
. . . Association of University, Professors of Ophthalmology
i ' Claude L. Cowan, Jr., M.D.
Michael A. Lemp, M.D.

. ORTHOPAEDICS
American Academy of Orthopaedic Surgeons
Frank C. Wilson, Jr., M.D.
Frederlck A. Matsen, III, M. .D.
American Orthopaedic A55001ation
" Robert B. Greer, M.D.
George E Omer, Jr, M.D.
_ Association of Orthopaedic Chairmen
Gerald Laros, M.D.
Wilton H. Bunch, M.D., Ph.D.
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OTOLARYNGOLOGY
Association of Academic Departments of Otolaryngology
Robert I. Kohut, M.D.
Warren Y. Adkins, M.D.
Society of University Otolaryngologists - Head - and Neck Surgeons
Jerome Goldstein, M.D.
Lee A. Harker, M.D. -

. PEDIATRICS
* Ambulatory Pediatric Association
‘ Jay E. Berkelhamer, M\D
Ruth Stein, ‘M.D.
American Pediatric Society
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Myron Genel, M.D.
Charles A. Alford, M.D.
Association of Medical School Pediatric Department Chairmen
Robert M. Blizzard, M.D.
Thomas K. Oliver, M.D.
Society for Pediatric Research
Lawrence A. Boxer, M.D.
William F. Balistreri, M.D.

PHYSICAL MEDICINE AND REHABILITATION
American Academy of Physical Medicine and Rehabilitation
B. Stanley Cohen, M.D.
Arthur E. Grant, M.D.
Association of Academic Physiatrists
John F. Ditunno, M.D.
Ernest W. Johnson, M.D.

PLASTIC SURGERY

American Association of Plastic Surgeons
Hal G. Bingham, M.D.
.Charles E. Horton, M.D.

Plastic Surgery Educational Foundation
R. Barrett Noone, M.D.
Paul N. Manson, M.D.

Plastic Surgery Research Council
Jane A. Petro, M.D.
David J. Smith, Jr., M.D.

PSYCHIATRY
American Association of Chairmen of Departments of Psychiatry
Robert L. Leon, M.D.
Jerry M. Wiener, M.D.
American Association of Directors of Psychiatric Residency
Training
Stefan Stein, M.D.
William H. Sledge, M.D.
American College of Psychiatrists
Robert L. Williams, M.D.
Robert 0. Pasnau, M.D.
American Psychiatric Association
Herbert Pardes, M.D.
Daniel X. Freedman, M.D.
Association for Academic Psychiatry
Carolyn Robinowitz, M.D.
Thomas G. Webster, M.D.
Association of Directors of Medical Student Education in
Psychiatry .
Chase P. Kimball, M.D.
Beth Ann Brooks, M.D.

RADIOLOGY
Association of University Radiologists
Paul J. Friedman, M.D.
A. Everette James, Jr., M.D.
Society of Chairmen of Academic Radiology Departments
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Joshua A. Becker, M.D.
James H. Scatliff, M.D.

" THORACIC SURGERY

American Association for Thoracic Surgery
Thomas C. King, M.D.
Judson G. Randolph, M.D.

Thoracic Surgery Directors Association
Hermes C. Grillo, M.D.

Benson R. Wilcox, M.D.

UROLOGY

Society of University Urologists
David G. McLeod, M.D.
William L. Parry, M.D.
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COMMENTARY OF THE COUNCIL OF ACADEMIC SOCIETIES
ON THE PRELIMINARY REPORT OF THE AD HOC TRANSITION TASK FORCE

Discussion of the preliminary report at the September Administra-
tive Board meeting and October Council business megting was
thorough and thoughtful. Councii members benefited in their
deliberétions from prior discussions withih the leadership of a
number of the academic disciplines and by the comments offered in
the Special General Session at the Annual Meeting. Discussion
focused on‘the Report’s recommendations in six broad areas. In
some there was consensus, in otheps, modifications were suggested
and finally, several areas were delineated in which the Council
desired further discussion by all concerned parties before any

final recommendations were made.
1. Institutional Responsibility

The Council agreed that collective responsibility of all par-
ticipants in GME was desifable and would be beneficial in a wider
context than just-overseeing compliance with traffic rules or
paperwork for resident selection. As GME faces increasing pres-
sures from limited resourées.and potential manpower constraints;
some process of collective governance of GME should evolve. An
-scademic governance mechanism which ensures representation of all
disciplines involved in GME as well as institutional repfesenta—
tives could best address such key issues as resource allocation,
integration of training sites and quality control as well as ad-

herence to rules for resident selection.

- 19 -
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With regard to processes for resident selectiori, ‘the Council was

concerned that as presently phrased, the report appeared to sug-
gest replacement 6f,the currént Sysfem.of disciplinary-based |
resident selection pfoceddres with a welter of individual in-
stitutionally-based procedures still lacking in national coor-
dination. To the extent that a coordinated national selection

system could be established which would meet the needs of the

individual GME disciplines, schools and students (see Section 5),

institutional as well as disciplinary responsibility for collec-
tive compliance would be useful. Council members, largely based
in academic-intensive jnstitutions with integrated multihospital

programs within a discipline and an excess of candidates to resi-

“dent positions, did not see the virtue of collectively processing

large numbers of applications for separate disciplines centrally.
The merits of integrated selection of candidates within a disci-.
pline acroés multiple affiliated hospitals, of multispecialty
integration of candidate selection for transitional year intern-
ships, and of. better intégration of PGY1l selection with PGY2 or

later speciaity‘residency prdgrams were affirmed.

‘ 2.A'Institutional~accreditation

The Council felt.that institutionél adherence to the ACGME
General Requiremgnts for Approved Residencies was desirable and
supported the notion that an appropriate system for academic
governance of-GME‘wouid enhance.institupional compliance with
thése principles. 'While enforcement of thg_General Essentials .
would improve the quality of the GME-program_in some institu-
tions, Council members expre;sed doubt that creating a.proceSs.

- 20 -
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for institutional accreditation of GME was germane to addressing

B problems in the Transition.

While not intrinsic to solving problems at the Transition, this
section deserved separate debate on its own merits. The recom-
mendation of:separate ACGME accreditation of each institution was
addressed. Some expressed support for an ACGME review separate
from RRC program accreditation, but were concerned what relation-
ship this would bear to the responsibilities and prerogatives of
the individual RRCs. The notion was advanced that ACGME accredi- -
tation, rather than being "binding upon" each RRC, should be a
"necessary but not sufficient condition "for approval of a
residency.f_ The relationship to LCME accreditation was un-
clear.Concern was expressed that a separate process woﬁld be
topheavy in settings with few, small programs. The apparent
reluctance of ACGME to assume this burden, as expressed by Dr.
Riddick at the Special Session, was noted. Others saw merit in
the concept of incorporation of compliance with the General Es-
sentials into each RRC accreditation, while acknowledging that

this method did not provide a unified judgment on which to base

-institutional responsibility for identifying resources to meet

accreditation standards. In short, the Council recomended that
further exploration and dialogue between all parties to GME was

needed before this issue was ripe for specific recommendations.
3. Medical School Problems/Quality of Clinical Education

The Council concurred with the intent of recommendations in this

section to make it the responsibility of each medical school and

C- 21 -
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its faculty-té scrutinizebcloSely the clinical curriculum of its
medical students and take the suggested steps to insure the
quality and educational sequence of clerkships and electives.
This section could be strengthened by a recommendation to
develop/strengthen the advising system in each school to assist
students in elective selection consistent with their general
education and career plans. The recommendation to complete the
core clerkship sequence before ény away electives generated some
conéern. The concept was supported, but more flexible wording
was recommended to avoid the appearance of establishing a single
national curriculum and to avoid }ogistical problems in some
schools. . Finally, some members urged a better integration of the
core clinical curriculum and specialty teaching; specialties

should participate in multi-disciplinary program teaching as part

of general professional education and not be relegated only to

career-related electives.
Y4, Selection Criteria Problems

The Council agreed that written evaluations of students should be
strengthened and accurately_portray the student’s characteristics
and abilitiés. It was felf thaéifaéﬁlty letters and "Chairman’s
letters" as weli as Dean’s letters should follow this practice
and that such.lettefs should be informative enough to permit
residency candidates to be evaluated without on-site performance.
The Council felt Strongly‘thét where standardized, nationally
referenced test scores were available;fthey-Should»nét be with-

held and that all aspects of student performance, including'basic
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science knowledge, were germane to resident selection. The prob-
lem of "audition electives" should be handled by recommending
that students not take multiple electives, or no more than one

visiting elective in a discipline.
5. Procedural Problems

This section, which deals with the actual procedures for matching
medical students to residency positions was the subject of much
thoughtful interchange. The Council appreciated the CAS Board
commentary on this section and their own comments both at the
Special Session and the CAS Business Meeting reflected the sense
that an avenue has been opened for a constructive dialogue during
which mutual concerns can be shared and from which may eventually
come proposals for selection of residents from the medical school

senior class which better integrate and meet the needs of all

parties.

Council members overwhelmingly agreed that shortening the NRMP

match process and moving a condensed application-to-match

sequence to a later time in the senior year would be very useful

.and should be recommended. They felt that this goal could be

pursued vigorously even under the present system of separate

matches for PGY2 programs. If a truncated NRMP timetable were

~achieved, the application process for all programs could begin

with a later release of medical school letters, and a better
evaluation of students. Some concern was expressed that an in-
tern match date of April 1 was so late as to be a burden to the

family and career plans of student’s partners.
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The problem in the current selection processes was clearly iden-
tified as that of coordinating PGY2 specialty resident selection
with PGY1l assignments. All specialties selecting from graduating
students for PGY2 or later residency positions were willing to
continue discussions aimed at achieving a better integration of
these selection processes. A range of issues was identified

which could form the agenda for such discussions:

a) the problems of different programs within a discipline award-

ing residency positions at different times,

b) the desire of many PGY2 programs to have PGYl positions in
other disciplines at their disposal so as to provide program con-

tinuity for their residents,

¢) the possibility that a biphasic match best meets the needs of
applicants and programs and should be continued with better

coordination,

d) the concern that any attempt to match some students before

others creates a psychic problem of herd stampede,

e) - -the concern that specialties now matching through small, sep-
arate computer programs wefe vulnerable to mechanical or person-

nel failures,

f) the desire to simplify the application and interview process

‘for:studehts and programs with PGY1/PGY2 needs,
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g) the value of having all student matching under the aegis of

one management for ease of administration and central data

collection,

h) the growing belief that an integrated system, whether it re-

‘quired one or more match sequences, could be derived if the needs

of programs and students were well understood,

i) the possibility that if'an integrated system could be devel-

oped, all programs within a discipline could be constrained to

participate by making participation part of the General Essen-

- tials requirements.

The CAS/AAMC was seen as a possible convener of such delibera-

tions which should take place before any more spec1flc recommen-

dations about the role of NRMP or the use of match(es) were

!

forthcoming.

Lastly, a universal application form was felt to be useful. The
form should be periodically reviewed by program directors so that

it best meets their needs and minimizes the need for supplemen-

tary forms.

6. Implementation

The recommendation to convene a group representing all parties
jnvolved in the transition under AAMC auspices was supported.

This overview group was seen as different from the working group

on the match process suggested under Section 5.
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THE TEACHING OF CLINICAL PHARMACOLOGY

Last fall Richard Weinshilboum, president of the American Society for
Clinical Pharmacology and Therapeutics (ASCPT), approached staff with

a request on behalf of ASCPT and the American Society for Pharmacology
and Experimental Therapeutics for assistance in initiating a discussion
within the AAMC related to the status of education in clinical pharmacology
and therapeutics. As described in the attached summary, ASCPT has been
engaged during the past year in a consideration of various strategies

to enhance the format and content of instruction in clinical pharmacology
and therapeutics during the third and fourth years of medical school.
They are now at the stage of attempting to implement these strategies
within the medical school curricuium.

The generic issue underlying the ASCPT's request is how educational issues
such as this should be addressed within the CAS. Is the most effective

and efficient method of disseminating information and soliciting discussion
on such issues through a presentation to the Council at the biannual
business meetings, as was done by the Association of Chairmen of Pathology
last fall?

RECOMMENDATION

The Administrative Bdard should discuss whether the CAS should address

educational issues related to individual disciplines such as.those raised
by the ASCPT and the Association of Pathology Chairmen and, if so, how.
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Results of 1985 Survey of nedical\School

instruction in Clinical Pharmacology, and
Susmary of Discussion from January 1986
partmouth Horkshop on Teaching Clinical

Pharmacology to fledical Students

David W. Nierenberg ND
Division of Clinical Pharmacology.
Departments of fedicine and Pharmacology -
Dartmouth fedical School

Hanover, NH 03756
July, 1986

Copies auailable from:
American Society of Clinical pharmacology and Therapeutics

1718 Galtagher Road

Norristown, PA 19401
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The American Society for Clinical Pharmacology and Therapeutics
(RSCPT), through its Medical Education Committee, has traditionaliy been
active in promoting the teaching of clinical pharsacglogy, primarily in
the spheres of educating postdoctoral fellows and enhancing the continuing
medical education of practicing physicians. During the past year, the
leadership of the Society proposéd several actions which in;reused the
Society's activities in the area of undergraduate medical education. After
the March 1985 meeting, funds were approved to sponsor a survey of current
teaching in clinical pharmacoiogy at U.S. medical schools. That survey was
conducted in October 1985. Dr. Lowenthal, immediate past president of the

ASCPT, proposed holding a winter workshop to discuss teaching clinical

pharmacology to medical students. That vorkshop was held at Oartaouth
"Medical Schoo! in January 1986. During the March 1986 meeting, the Society

sponsored both a poster session and @ symposium concerning the teaching of

clinical pharpacology to medical students.
In this brief report, | will provide a brief overview of past efforts
to teach clinical pharaacology to medical students; present the resuits of

the survey on current teaching of clinical pharsacology at U.S. medical

schools; and suamarize the discussions and tentative conclusions of the

workshop participants.

PAST TEACHING EFFORTS

That clinical pharaacologists aust teach students at all levels “the

basic concepts of an approach to rational therapeutics®™ is not a new
concept (1). The preface froa an early ARmerican textbook in clinical

pharmacology specifically stated that the book was written to help medical
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approach to rational

students understand a general

"drqg therapy, since

almost all teaching in this area still occurred in a “hand-ae-down® ‘

fashion (2). Furthermore, it was recOgnizéd that the discipline of

clinical pharmacology required knowledge of, and prior training in, both

basic medical pharmacology and basic clinical medicine.

In 1980, the Association for Medical School Pharmacology surveyed all

110 US medical! schools concerning their clinical pharmacology programs .

(3). 0f the 81 schools which respondéd, only 36 could identify clinical
pharmacoiogy as a separate teaching entity in the third or fourth years of
the medical school curriculum, Tedaching was performed in ovuorie;g of
formats, and was either elective or required. Topics wvaried from
subspecialty therapeutics (e.g. treatment of congestive heart failure) to
concepts in -general bclinical pharaacology (e.g. adverse reactions to
drugs). The next year, Peck and Halkin described an 18 hour course in
therapeutic decision. ,n?akin-g for second yedr: .m'edical students, and ‘
documented both the intensive faculty time required, and the difficulty of
teaching clinical pharmacoiogy to second year students because of their
.unfaniliaritg with clinical probleas (4). Later, an editorial stressed
that the best educator in cflnical pharmacology wvould probably be “a
phgsnc;an, preferoblu one working in the classroons and at - the bedsudes of

university-based aedical student and house-staff training programs (S)

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

In 1984, Spector and Roberts proposed a tongitudinal plan for

physician education about drug therapy, beginning in the second year of

medical school and extending through the physician's professional Iife
(6). The two parts of the plan which related to medical schools included
continuing the. ‘basit pharmacology .course in the . second year, and.

introducing a required course in basic.principles of clinical pharmacology
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to be taught in the fourth year. Later that year, Ferguson and Ulgasses
described a four-week elective course which they offered to their

fourth-year students, which inctuded not only didactic tectures, but also

case discussions, student presentations, and written case evaluations (7).

That same year, the Association of American Hedical Colleges published
the Report of the Panel on the General Professional Education of the
Physician and College Preparation for Hedicine, the "GPEP Report®™ (8). The
report stressed that all students required a comaon foundation of
knowledge, skills, values, and attitudes, regardiess of their intended
areas of speciallzation. Also, the report stressed the importance of
integrating basic science and clinical education. Uhile the report made
mong other recoamendations, both of these concepts have direct application
to undergraduate medical education in clinical pharaacology.

MHost recently, Reidenberg discussed how the discipline of clinical
pharmacology had moved two broad themes--the use of the scientific method
to study the effects of drugs in man, and the individualization of drug
therapy--into the mainstreas of medicine. One of the roles of the clinical
pharmacologist remained to teach about these two themes (S).

During the Harch 1986 wmeeting, the ASCPT sponsored both a poster

session and G sSymposium concerning undergraduate @edical education in

clinical pharmacofogy. Thus, 1986 seeas to be an appropriate year to
reassess our current programs for teaching clinical pharmacoiogy to

pedical students, and to suemarize discussions on possible future

endeauors.

SURVEY OF CURRENT TERCHING IN CLIMICAL PHARNACOLOGY

In October 1985, a four-page survey uas sent to all 127 ARmerican
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medical schools. The survey was sent to the' director of~the clinical
phareacology prograa when such a person could be identified (10). Hhen no
such person was ldentifed, the survey was sent to the Dean of Acadeaic
ﬂffolrs‘ut each medical school, with an appropriate cover letter. AR second
mailing was sent out 1 month later to all schools which had not responded.
Eighty-eight schools responded (63.3% response rate). In the discussion
below, the percentages of all responses to each question are listed. Host
questions were answered by more than 60 qf the 88 responders.

Basic gharnocologg instruction: The average class size wvas 124

students. RlIl schools offered a required course in basic esedical
pharaacology, usually taught in the second year (96%), but occasionally
taught in the first year (4%). The average number of hours in this course
was 114; a portion of }hese hours was spent on topics related to clinical
pharaacology at 84% of the schools.

',vﬁegulred teaching in clinical pharmacology: Only 14% of schools

offered required courses in clinical pharmacology; of those which did not,

87% taught material related to clinical pharmacology within other required

. courses. On average, 18.4 hours of required instruction in topics related

to clinical pahrmacology were given before graduation. In years one

through four, the time was apportioned as 0.4, 10.5, 3.1, and 3.8 hours

respectively.
0f this average figure of 18,4 hours instruction, izpo hours were in

the form of lectures, and 6.3 hours in conferences or seminars, These

required hours were taught by the Department of Pharmacology (80%), -

Hedicine (7%), or other (14X). The actua! teaching was performed by PhB's

in Pharmacology (32%), MND's. in Pharmacology (36%), MHD‘'s in clinical

departaents (30%), or others (3%).
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ective courses in_clinical pharmsacology: Of the schools which
responded,’ 60% offered an elective course in clinical pharaacology. fhe
format was either classroom instruction (24%), a clinical rotation (46%),
or other (30%). The average length of the elective course was either S5
hours or 3.8 weeks. The average number of students who took the elective
during the previous year was 22 (average graduating class size was 124).

General clinical pharmacology: Topics which represented 17 areas of

general "core" material in clinical pharmacology were included on the
survey. Each responder was asked to state whether he thought these topics
should be required and taught in an ideal curriculuam, and whether present
coverage in his sedical school was adequate. These topics and results are
listed in Table 1. ﬁesponders usually agreed (mean 92.3%) that these
topics should be required and taught in an ideal curriculua. However,
there was considerably less confidence (mean 5?.4%)}that such topics were
being adequately covered in the present medical school curricula.

Specific areas of therapeutics: The survey also inquired about whether

medical schools should teach (somewhere in the curriculum) material
concerning therapeutics in 16 specific disease areas (see Table 2). Again,
most of the responders (mean 93.6%) felt that this information should be
taught in an ideal curriculus. Some responders were unsure uwhether this
infbrmution vas being adequately covered at present. Hany of those who
expressed an opinion felt that this nmaterial was not being adequately
covered in their medical schoolé.

General conclusions: Several! questions at the end of the survey were
designed to explore future directions in teaching clinical pharmaco!logy.

0f those who responded, 87?% felt that an ideal curriculua should include

a required, separate course in clinical pharmacology. Those who favored
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this idea felt that the course should be held in the third year (22%), the’
fourth year (64%), or either the third or fourth year (12%X). Only 1% felt

the course should be held in the second year; none felt that it should be -

held in the first year. Regarding course format, 548 felt that such a
course should be classroom oriented; 19% felt it should be a clinical
fotation; and 26% felt it should have another format, wusually a
combination - of the two above. O0f the medical schools which do not
currently hguve a required coursé, only 11X indicated plans to impleament

such a course in the next few years. Finally, 62% of the schools which

responded indicated that they presently had a section or division of

clinical pharaacology, although several schools indicated that the section

A w

was vacant at present.

HORKSHOP ON TEACHING CLINICAL PHARNACOLOGY
- In Jdnuarg 1986, ‘at the suggestion of Dr. Lowenthal, an informal-

workshop was held at Dartmouth Hedical Schoo! to discuss uarioué issues

related fo- teaching' clinical = pharmacology to medical students.

Participants included Carl Peck (Uniformed Services ‘University of the.

Health Sciences), Terrance Blaschke (Stanford‘Unluersitg -Redicatl Center),

 Edward ‘Sellers (Faculty of Hedicine, University of Toronto), Edward Carr

(State Unlversity of HNew York at Buffalo), Richard famelok (Stanford

University Nedical Center), Richard WHeinshilboua (Hayo Clinic), Rlexander

Shepherd (Univerisity of Texas Health Sciences Center, San Antonio), David -

Lowentha!l (Hahnemann University), and David Nierenberg (Bartmouth Medical -

School). The discussions Ueré continued at a second informal meeting held

during the Narch 1986 ASCPT meeting. A nuaber of questions were addressed,

and ‘a suamary of the consensus developed about these points follows. ‘
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Past teaching practices: R review of past editions of several commonliy
. used textbooks of both medicine and basic phareacology revealed little

emphasis on principles of rational therapeutics. Textbooks could have a
very important role in this area, since most medical schools still do not
have sections of clinical pharmacology, and those that do may have only
one or two meabers within the section. Recent editions of textbooks of

medicine (11) and pharmacology (12) have devoted considerably more

attention to “"core® aaterial in clinical pharmacology. In addition,
several new textbooks devoted to clinical pharmacology have recently been
pubtished (13,14).
Concern has been expressed among faculty wmeabers in clinical
pharmacology that if much time is spent teaching medical students, this
" will hara career advancesent, which is usually based predominantiy upon
‘ academic achievement as measured by receipt of grants and publication in
peer-reviewed journals. In any case, only 14% of medical schools offer
required courses in clinical pharmacoiogy; medical students receive on
average only 18.4 hours of instruction in areas related to clinical
pharmacoliogy before graduation; and most of this instruction is done by
basic scientists froa Pharmacology departments during the second year.
~ Thus maost students are not exposed to teaching by

clinician—phornacologists, and are probably not required or urged to read
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relevant material in medicine, pharmacology, or clinical pharmacoliogy

textbooks.

Core information in clinical pharmeacology: The group reached a

consensus that there was a body of knowledge within the discipline of
clinical pharmacology which could be considered “core” information, and

‘ which should be taught at every American medical shcool. This information
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included ail 17 of the topics listed in the survey (see Table °t)." Other’ =
topics which uék‘e felt to represent “core” information included:‘
1)Principles of therapgutic decfsion making; 2)Generic drug use and
economics of drug use ahd development; 3)Influences upon physician
prescribing behavior; 4)Medicolegal issues relating to rational
preséribing (e.g. informed consent, prescribing drugs for non-approved
indications, restricted hospital formularies, etc.); and, S)Use and abuse

of ouer—the—countervdrugs. This list of "core” topics included atl of the
topics proposed by Spector and Roberts in their paper (6). All of these
topics are primarily related to the developaent of a rational approach to
therapeutics, rather than to specific areds of therapeutics.

There was recognition that many of these same topics are considered
necessary “core® topics by chairmen of wmedical school pharaacology
departsents. That group. identified the minimum knowledge base in

~pharmacology which every student trained as an undifferentiated physician
should have at the time of graduation from medical schoo! (1S). In their
proposed “ideal®" course of 133 hours, fully 18 hours of classes were
proposed in the above areas. In addition, the 87 medical schools in fhat
~Survey reported _that their current second year pharmacology courses -
(averaging 89.5 hours of class time) included 13 hours in areas directly

‘related to clincial pharmacology. Thus many of the content areas identifed
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at the workshop as representing “core® clinical phareacology material had .
already been identifed by either clinical pharmacologists (6) or by
Pharmacology Depart-eht Chairmen in medical schools (15). |

The uorkshop-portlclpénts discussed whether topics in specific areas
of therapeutics _(suth as a rational approach to the treateent of

hypertension, or a rational approach to the treatment of sepsis) should-be‘
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A

taught, The group reached a consensus that such teaching was essential in
medical school, but that it could be done on clinical rotations in
medicine, surgery, pediatrics, etc. While such topics did not appear to be

part of an essential “core” curriculum in cliinical pharmacology, their

incorporation into such a course would certainly strengthen the course.

However, their addition would also add hours to a course which might have
difficulty obtaining those hours. Ultimately, if such topics were included
in a required course, they should be used primarily to reinforce the basic
therapeutic principles outlined in the core lectures, rather than
attempting to describe detailed therapeutic options in a wvariety of
specific diseases.

Timing_of instruction: The participants of the workshop generally

agreed that the best time to teach clinical pharmacology to nedical
students is in the fourth year. At that time, students will have had their

second year course in basic pharmacology, and have completed required

- clincial rotations in their third year. They are thus prepared to tackle

the more difficult issues involved in individualizing therapy. This
conclusion was in agreement with the results of the survey previousliy
ment ioned.

~ The workshop group also recognized the difficulties of teaching such a
required course in the fourth year. This is traditionally a year of
electives for medical students; thus most students are scattered over many
hospitals or even different states. It might be easier to develop a
required course in the third year (in conjunction with medicine), or in
the second year (as part of the basic pharsacology course). These
aiternatives were felt to be better than no teaching in clinical

pharmacology, but were also recognized as suboptimal. Teaching in the
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in the second year was felt to be suboptimal because those students would"

have little or no direct knowlédge of clinical medicingé; and therefore
could not fully comprehend the material, as previously noted by others
(4). Thus, in an ideal curriculum, most participants felt that a aedical

schoo! would require al! fourth-year students to return to the classroom

for a period of time during the fourth year, to take one or amore courses

including a formal course in clinical pharaacology. Such an arrangement is
already in place at several American medical schools (16,1?).

There shouid be coordination between any required clinical

pharmacology course and . the basic pharmacology course at any medical.

- school . Efforts should be made to make the second year course clinlcallg~l~

relevant, without diluting the strength of the scientific approach to
basi¢ pharmacology.” Riso, it was recognized -that some topics covered in
the second year course  in pharmacology (e.g. pharadcokinetics, drug

metabolism, pharmacogenetics, drug abuse) formed the basis for subsequent

.lectures on the "same” topics in a clinical pharmacology coursé. Clearly a.

fourth-year lecture on pharaacogenetics would build wupon, and be

considerably more advanced than, a second year lecture ori . the “same®

topic.

ﬂeguired course format: There was agreement that no course forsat had
been shbun to be lideal, and that the actual format would have to be
tailored to the circdnstances at each medical school. Clearly, a lecture

format would be qoﬁt@efficrent, since most medical schools. have very few

faculty mesbers - in clinical pharaacology. However, active student.

pa'rtlciputl'on should also be required to stimutate problea-solving sléil!s,‘

- 37 -
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third year would superimpose even aore sateridl onto “an- dlréady’ very

crovded and compressed clinical experience. Teaching clinical pharadacoiogy: ‘
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and place proper eaphasis on student-activated learning.

'Such a course should be coordinated and priiarilg taught by a
“general® clinical pharaacologist. Certain lectures could be taught by
§ubspecialists, but the overall course thrust and coordination wuould
require the expertise of a general clinical pharmacologist. It was
recognized that such indivuduals are in short supply, that few new fellows

are trained each year, and that the nuaber of fellows may actually be

dropping (18). In addition, some clinical phareacologists might feel

uncoafortable lecturing about some or all of these “core® subjects.
However, clinical phareacotogists with adequate training in the field
should be able to develop lectures on these topics and teach at a fevel

conducive to learning by fourth year students. In fact, as standards for

‘training programs for fellows and board certification appear more likely

(19), clinical pharmacologists should feel more comfortable in their role
as "generalists.” The related issue of how to increase the nusber of
medical residents interestéd in careers in general clinical pharmacology
rerains a chronic and difficult problen.

Other issues relevant to course format were discussed. At schools with
few faculty members in clinical pharmacology, videotapes could be prepared
to lessen faculty load, especially if a required course had to be repeated
several tfnes each year to Intlude all students. The deQelopnent of
computer-assisted teaching devices would also serve a similar purpose. The
month-long rotation on an active consultation service has been a valuable
and popular way to teach fourth-year aedical students, although its
primary shortcoming is the ability to enroll only t-3 students per month.
in addition, such rotations are offered at a ainority of medical schools.

The goals of teaching were also discussed. R required course in
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clinical pharmacology should help the: student - master essential facts,
skills, and attitudes in the area of general clinical pharaacology. Rs.
previously suggested (8,13), the skills (e.q. seurchingfreferente sources
for infornatidn, analyzing papers and clinical studies, solving basic
pharmacokinetic problems) and attitudes {(e.g. personal pilans for future

drug education, desire to apply scientific principles to therapeutic

decisions) may be as important  as the ‘current' factual - base of the

discipline. Details of current therapeutics will certainly change, but an

opproucn‘tolllfe—long tearning and rational therapeutics should be valid
over time. The tronsmission of facts, and especially skills and attitudes,
seems to require. an interacthe style of teaching with direct
faculty-student contact. An over-reliance upon coaputer assisted tgathing
-and videotapes might -shortchange students in these areas. Active student
participution.(for example,. presenfing-analgses of drug advertisements or
of clinical cases) was felt to be a “désired “course characteristic, and‘
would clearly require close faculty-student contact.

Future role of the ASCPT: The workshop participants felt that the

ASCPT should consider taking a formal position to support the required
teaching of general clinical pharmacology during the fourth year at all
American medical schools. While such q position relates to other. important

issues (e.g. shortage of trained “general® clinical pharmacologists,
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accreditation of fellowship programs, board certification, etc.), the
workshop participants.felt that such a formal position should be seriously
consfdered by the Society.

Other ways In which the Society could involve Iitself were also -
suggested.>First,:thexnedital Educat ion and Pharmacometrics Coamittees are -

now considering the establishment of procedures for evaluating soft‘ucr‘e‘

-39 - -




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

°

prograss useful in the teaching of clinical pharaacokinetics to sedical
students. At present, there are several programs in the public doaain, and
several others offered by private companies. Their evaluation in a
systematic fashion would be of considerable benefit to faculty nmeabers
seeking an appropriate prograam to supplement their courses.

Second, the HMedical Education Committee has been very active in
supporting CHE programs for licensed physicians. The Committee may wish
to pursue the issue of how -best to involve the ASCPT in any future
atteapts to improve the quality of undergraduate medical training in
ctinica! pharaacology.

Third, it was clear that the Americian Society for Pharmacology and

Experimental Therapeutics (RSPET) has been interested in the education of

" medical students in pharmacology for quite some time. ASPET has a Committe

on Educational Affairs, a Subcomaittee on Teaching and Evaluation
naterials,' and an Executive Committee of the Clinical Pharsacoiogy
Division. The Hedical Education Comaittee of the ASCPT is now considering
ways of working with the relevant ASPET committees to coordinate plans to

strengthen the teaching of clinical pharmacology within medical schools.

in suamary, the workshop participants generally agreed that the
disciptine of clinical pharmacoiogy has gained Increasing visibitity and
respect from other medical disciplines. The student can practice rational
therapeutics optieally only when he or she has mastered a “core" of
material in general clinical pharaacology comprised of necessary facts,
skills, and attitudes. Therefore, material which represents the “core
essentials” of c}inical pharmacology should be taught in required courses

in all medical schools. The shortage of trained “generalist® clinical
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.foradts,undlstgles of teaching'yill have to be assessed, as well as the

overall efficacy of our teaching endeavors  upon medical student
performance (1, 20). Nevertheless, as our Society moves forward with its
efforts to define standards in training.felloqs and standards for board
certification, it may also be time for the Society to consider taking a
leadership role in bringing cllnicdlvpharlacologg into the nafnstrecl of

medical school educational goals and required curricula.
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_aphgrnacoColglsts; and the difficulty in changing sedical school: curricula,” <«

will agke this an euolutidnarg 'process. Different solutions may be ‘

required -at different medical schools. The relative merits of different

.
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Table 1. Survey responses to topics in general clinical pharmacology.
Each percentage represents positive responses from al! those answering

that question. Blank responses were not counted.

Topic

Pharmacokinetics

Adverse drug reactions

Drug inhteractions
Therapeutic drug monitoring
Drug allergy
Pharmgcogenetics

Prescription writing |

Drug use in the elderly

Drug use in infants

Drug use in pregnant/lactating women
Orugs and the kidney

Drugs and the |iver

Drug overdose/poisoning
Drug regulations

New drug developaent
Substance abuse
Learning about new drugs

Hean
SO

- 44 -

Should be
required
and taught

g8x
g5
9g -
g1
95
S0

84
g7
97
92
36
96

85
88
72
94
S0

92.3
6.5

Present
coverage
adequate

9%
73
65
45
54
56

74
S0
38
35
65
59

71
55
45
68
44

57.4
13.3
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RAx
Rx
RX
Rx

Ax
Ax
Rx
Rx
Rx
RX

Rx
Rx
Rx
Rx
Rx

of
of
of

of

of
of
of

of
of

of

of

of
of
of
of

obstetric conditions
pediatric conditions

surgical conditions

hematologic conditions
concologic diseases

cardiovascular diseases
pulmonary diseases
infectious disedses
rheunatologic diseases
renal conditions
neurologic disedses

gastroenterologic disedses
endocriné conditions

deraatologic diseases
d@llergic conditions
psychidtric diseases

Should be
required
and taught

88
g1
85
93

94

97
94

97

96
94

96

96
97
90

g7?

Table 2. Survey responses to topics in particuldr therapéutic Gréds.
Tabulation of responses as in Table 1.

Present
coverage
adequate

28
39
31
61
70

7
58
69
67
58

" 61

59
69
41
49
59
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Survey of Public Affairs Activities
of CAS Societies

This survey was undertaken in conjunction with COD and COTH
surveys of the organizational structure with which individual
institutions or societies within the AAMC governance handle
public policy issues of interest. We wanted to improve our
understanding of the full scope of public affairs contacts and

ractivities within our constituency and to understand the

mechanisms available to them to receive, disseminate and act upon
AAMC memoranda or phone contacts concerning issues of importance
to academic medicine.

Eighty-one of the 82 member societies responded. Almost all
indicated that in their view one important way they participated
in public affairs was through receiving information from AAMC,
through discussions in CAS Administrative Board and Council and
through the Association’s response on their behalf on key
legislative and regulatory issues.

In addition the survey revealed that some societies participated
actively in public affairs through their own committees and
staff, while many more were active in joint committees or less

- formal arrangements for information sharing and development of

positions with other societies within their discipline. Table I
shows that the chairmen’s groups actively participate in public
affairs most often through formal or informal information sharing
and policy formulation within their discipline. Table ITI
summarizes the intensity of public affairs activity by
discipline. Many disciplines, through one or more of their
societies, have ways of contacting all members and even
activating a grassroots lobbying effort on key issues. Table III
summarizes the responses to the survey questions.

Conclusion: This survey indicates that many societies
participate in public policy activities in joint efforts within
their discipline as well as on an interdisciplinary basis through
the CAS/AAMC. The specific information obtained on the

_capabilities of individual societies should assist staff in their

contacts with CAS members on key public policy issues.

Discussion: A number of societies expressed interest in how they
might better organize and/or how other societies organized their
public affairs activities. Should we present these survey
results at the CAS Spring Business Meeting and provide an
opportunity for active societies to describe and discuss the
organization they have found effective in enhancing their
participation in public affairs?
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Tqb]e I. Pub]ié Affairs Activities of Chairmen's Group
I. Independently Active

1. Association of Professors of Dermatology
2. Assoclation of Professors of Medicine

IT. Jointly Active
A. Through Joint Committees

. Association of Anatomy Chairmen

. Society of Academic Anesthesia Chairmen

. Society of Teachers of Emergency Medicine .

. Association of University Professors of Neurology

. Association. of Professors of Gynecology and Obstetrics

. Association of Medical School Pediatric Department Chairmen

. Informally through Academy,College or Research Organization

. Association of Medical School Microbiology Chairmen

. Association of Pathology Chairmen

. Association for Medical School Pharmacology

. Association of Chairmen of Departments of Physiology
. Association of Teachers of Preventive Medicine

. Association of Departments of Family Medicine

Society of Surgical Chairmen

. Associatidn of University Professors of Ophthalmology
. Association of Orthopaedic Chairmen

. Association of Academic Departments of Otolaryngology
. American Association of Departments of Psychiatry

. Thoracic Surgery Directors Association

WOONOOTH WN —

III. Not Active
1. Society bf'Unﬁversity Urologists
- IV. No Response

1. Association of Medical School Departments of Bﬁochemistﬁy

=}
Q
o -
172}
(%2}
E
5]
=5
3
2
=1
o -
B
i)
D
Q
!
[e]
=
joy
1)
=
)
o
Q
S
-
[e]
Z
s
q)
=
L
o
[72]
=}
Q
=
5]
D
=
o
151
q)
S|
g
o]
&
=
3
g
=]
5]
o]
@)




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

Table II.
1.

Internal Medicine, Surgery, and Psychiatry range from 1 to 5, based
on the

Grassroots Activity

Anatomy

Microbiology

Anesthesia

Dermatology

Family Medicine

Allergy and Immunology
Obstetrics and Gynecology
Ophthalmology
Orthopaedics
Otolaryngology

Pediatrics

Physical Medicine and Rehabilitation
Radiology

. Active Public Policy Committees

Neuroscience
Physiology
Neurology

Biochemistry

. Legislative Tracking

Pathology
Pharmacology
Preventive Medicine
Plastic Surgery
Thoracic Surgery

. Emerging Interest

Critical Care
Emergency Medicine

. No Interest

" Behavioral Sciences

Urology

individual societies' responses.

- 48 -
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Table IIT CAS Public Affairs Survey Responses:
81 of 82 Societies responding

1. Does your society have a public or legislative affairs

committee?
YES NO
Basic 15 (88.2%) 2 (11.8%)
Clinical 30 (46.9%) 34 (53.1%)
TOTAL 45 (55.6%) 36 (u4.4%)

2. Does. your society participate with other societies in the
areas of public or legislative affairs?

YES NO

Basic 15 (88.2%) 2 (11.8%)

Clinical 30 (46.9%) 34 (53.1%)

j TOTAL 45 (55.6%) 36 (4h.4%)

3. What types of mechanisms do you use for these joint efforts?
(Note: Some respondents selected more than one mechanism.)

Basic Clinical TOTAL
Ad Hoc Coalitions ' 10 28 38
- Standing Committees 7 22.. - : 29
Individual Contacts . 5 3 . 8
Staff Contacts 1 2 - 3
Others 1 T .8
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4. Does your society have a mechanism for rapid communication
with the membership for urgent lobbying of legislative issues?

YES
Basic 10 (58.9%)
Clinical 36 (56.2%)
TOTAL 46 (56.8%)

If so, what type of mechanism is
(Note: Some respondents selected

Basic

Telephone Cascade
Mailgrams -l
Express Mail .
Mail

Newsletter
Electronic Mail

OCOOoWMN®

Who is contacted?

NO

7 (41.1%)
28 (43.8%)

35 (43.2%)

used?

more than one mechanism.)

Clinical

19
18
10

Y

3
2

TOTAL

27
20
13
Y
3
2

(Note: Some respondents selected more than one choice.)

Basic

Officers 5
Public Policy Committee 7
Full Membership 3
Board of Directors 2
Grass Roots 1
Select Members 1
Program Directors 1

Clinical

20
14
17
12
y
y
1

TOTAL

25
21
20
14

5

5
2

A number of societies indicated that the subset of members
contacted is dependent upon the nature and urgency of the

issue.
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5. Does your society have a mechanism for grass roots lobbying? : ‘

~ YES NO
inical | 23 gg;:gég ¥ §ZS:2§§
TOTAL = 28 (34.6%) 53 (65.4%)
* If so, is it organlzed by:

(Note: Some respondents selected more than one ch01ce )

Basic Clinical TOTAL
Congre551onai‘blstrict 1 6 7
Medical School . ' 2 5 i = <
State 0 6 6
Academic Medlcal Center 1 3 y
State, Local or Regional ;
Societies ' 0 y y
Others 1 12 13
6. Does your society have a newsletter?
“yes T NO |
Basic 13 (76.5%) 4 (23.5%) |
| Clinical - . 46 (71.9%) .. . 18 (28.1%) . |

TOTAL | 59 (72.8%) ° 22 (27.2%)

If so, how often is it sent?

Twice méonthly ' 2
Monthly 7
6 times/year .11
4 times/year 17
2-4 tlmes/year 9
2 times. year =~ 10
"Occas1ona11y 2

To whom is it sent?

g
o
7
1%}
E
L
Q
=
o]
=
B
el
[
2
©
o
=
Q
15
=
[}
O
@]
=
-
o
Z
s
Q
g
G
o
%)
g
o
=
|5
O
=
(o]
%
Q
g
g
o
fi=)
=
Q
g
=]
5
o
@)

Full Membership 5
Board :
Offlcers
'Publlc Affairs Cmte
Grass Roots :

- Others
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Q

Does your society have any other means of regular written

communication with the membership?

YES
Basic 10 (58.8%)
Clinical 51 (79.7%)
TOTAL 61 (75.3%)

If so, is it:

NO

7 (41.2%)
13 (20.3%)

20 (24.7%)

(Note: Some respondents selected more than one choice.)

Society Journal 34
President’s Letters 24
Memoranda 11
Meeting Notices

and Minutes 5
Legislative Info

to Chapters 1

Does your society have a professional staff for public and

legislative affairs?

YES
Basic 7 (41.2%)
Clinical 25 (39.1%)
TOTAL 32 (39.5%)
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10 (58.8%)
39 (60.9%)

49 (60.5%)
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Council of Academic Societies
1987 Spring Meeting

“SIZING UP THE FUTURE OF MEDICAL EDUCATION”

March 18-20, 1987
The Woodlands Inn
The Woodlands, Texas

Wednesday, March 18 Registration 4:00 - 6:00 p.m.
KEYNOTE ADDRESS
Edward N. Brandt, Jr., M.D. Ph.D.

Chancellor, University of Maryland
Member, AMA Task Force on Physician Manpower

Reception and Dinner to follow
Thursday, March 19 : Council Forum 8:30 - 1:00 p.m,

"SIZING UP THE FUTURE OF MEDICAL EDUCATION”

Modulating physician supply: critical issues

Frank G. Moody, M.D.
CAS Chairman

Reducing the supply of physicians: what impact for our academic missions?

‘MISSION DISCUSSION LEADER

9:00 - 10:15 Education ' Jack M. Colwill, M.D.
Chairman, Family & Community Medicine
University of Missouri - Columbia

10:30 - 11:45 Research David H. Cohen, Ph.D.
: Vice President for Research/
Dean, Graduate School
Northwestern University

11:45 - 1:00 Patient Care Gerald S. Levey, M.D.
Chairman, Task Force on Internal
Medicine Manpower, APM
Chairman, Dept. of Medicine
University of Pittsburgh

KEYNOTE ADDRESS 6:00 p.m,

Robert G. Petersdorf, M.D.
President, AAMC

Reception and Dinner to follow

Friday, March 20

CAS Business Meeting 8:30 a.m. - 12:00 noon
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