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AGENDA

Council of Deans
Administrative Board

November 3, 1972 ,
Champagne Room, Hotel Fontainebleau
Miami, Florida
12:00 noon - 1:30 pm
. (Luncheon)

Minutes of Previous Meeting

Future Meetings of the Administrative Board

Review of the Council of Deans Meeting Agenda

‘Discussion of the Spring 1973 Spring COD Meeting

New Business

"A. Suggestion of Deans of the Northeast Region that
 the Business Officers Section (or its successor
‘”group“) be requested to study the magnitude and
impact. of the unreimbursed indirect costs associated
with grant supported activities.

B. Other Business

INFORMATION ITEMS

‘Minutes of the Health Services Advisory Committee, v

Subcommittee on the Quality of Care

~Comments of Dr. Davis Kessner, National Academy

of Sciences, Institute of Medicine, Health Services
Research Study
-Commission on Quality Health Care Assurance

(Senate Committee Report Excerpt) -

5

"Profiles of U.S. Medical School Faculty, FY 1971"

‘Minutes of the September 19, 1972 Meeting Task Force on Cost
- of Graduate Medical Education and Faculty Practice Plans

Minutes of the RMP-CHP Committee

Minutes of the COTH Administrative Board Meeting

Minutes of the CAS Administrative Board Meeting (without
Attachments) --
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Association of American Medical Colleges
MINUTES

Administrative Board
of the
Council of Deans

September 14, 1972
9:00 a.m. - 4:00 p.m,
~AAMC Headquarters-

Washington, D.C.

PRESENT:
(Board Members). ’ ' ' (Staff)

Carleton B. Chapman, M.D. John A. D. Cooper, M.D.

J. Robert Buchanan, M.D.

Ralph J. Cazort, M.D.

Clifford G. Grulee, M.D,
William F. Maloney, M.D.

William Mayer, M.D.

Amber Jones
Robert Kalinowski, M.D.
Joseph Keyes. -

- Joseph Murtaugh:

J. R. Schofield, M.D.

~ Sherman Mellinkoff, M.D.

Marjorie P. Wilson, M.D.
ABSENT:

Emanuel Papper, M,D.
Harold C. Wiggers, Ph.D.

CALL TO ORDER

Dr. Carleton Chapman called the meeting to order shortly after 9:00 am.

MINUTES OF THE PREYIOUS MEETING

The Minutes of the July 12, 1972 COD Administrative Board were approved

-as circulated in the Agenda Book.

ORGANIZATION OF FACULTY REPRESENTATIVES

The Board reviewed the responses to the Chairman's letter requesting an
assessment of the proposal to establish an Organization of Faculty
Representatives from each dean, the executive faculty and the general

faculty of each institution. 52 schools responded; a plurality of the

deans and the executive faculties opposed the proposal, a plurality

of the general faculties favored it, 13 schools indicated that an independent
Council of Faculties would be a preferable organizational structure.

The Board judged that this represented no clear mandate to establish

an OFR and by straw vote found only one Board member favoring either an

OFR or a COF, Considering itself bound by the February COD resolution
deferring Council action"until such time as all regions have had an opportunity
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for full discussion of the specific proposal," the Board referred the
matter to the regions for further discussion with the admonition that

. ‘the broad issue of faculty participation in the governance of the AAMC

on an institutional basis be addressed as well as the proposed organizational
structure. for such participation. Any region favoring additional

faculty representation on an institutional basis should give careful
attention to devising an organizational structure that would be broadly .
acceptable. The regional discussions will be considered at the November 4
COD Business Meeting, at which time it is hoped that a COD position on

the entire issue will be taken.

IV. REPORT OF THE AD HOC COMMITTEE TO CONSIDER MEDICAL.SCHOOL.ADMISSIONS PROBLEMS

. The Board received the report and comménded the Committee for its work,
" The Board voted to forward the report to the COD for its information and

endorsement with the following recommendations of the Administrative Board
for specific Council action: :

1. The Council of Deans recommends that the Association President
and appropriate staff explore all aspects of the feasibility of a medical
- school.admissions matching program and prepare a plan for the phased
implementation of such a program for the review and approval of the COD.

2. The Council of Deans commends the-efforts of the Association
staff and the Group on Student Affairs in working with premedical advisors. .
~The Council recommends that this work continue with increased emphasis
on developing background information on and advising students of the

. range.of potential careers available to those interested in working in

the health field, '

premeecvn ooIn-addition; to these recommended action items the Administrative Board

calls particular attention to the Committee's observations with respect

‘to the American Medical College Application Service. The Board anticipates
that the coming year will provide substantial evidence that the seryice

has overcome its start-up problems and wishes to advise each nonparticipating
institution to carefully evaluate this progress and to assess the potential

utility of AMCAS in assisting in its own admissions process.

Finally, the Admimnistrative Board has requested that the AAMC staff, with
appropriate consultation, prepare the background material referred to in
the third recommendation in the report for the review of the Board prior
to general distribution. :

Y. RESOLUTION ON THE REPRESENTATION OF BASIC AND CLINICAL SCIENTISTS IN ACADEMIC
"~ HEALTH CENTERS ’

The following resolution referred by the Executive Council was endorsed
by the Board:

Modern education of both undergraduate and graduate medical
students requires an academic environment which provides close

’ ’ day-torday interaction between basic medical scientists and clinicians.

Only in such an environment can those skilled in teaching and research
in the basic biomedical sciences maintain an acute awareness of the
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- . topic focusing on 1 _
-3) the effect on the teaching .program. Additional time will be set :

-3-

relevance of their disciplines to clinical problems. Such

an environment is equally important for clinicians, for from
the basic biomedical sciences comes new knowledge which can be
applied to clinical problems. By providing a setting wherein
clinical and basic scientists work closely together in teaching,
research and health delivery, academic health centers uniquely
serve to disseminate existing knowledge and to generate new
knowledge of importance to the health and welfare of mankind.

Schools of medicine and their parent universities should
promote the development of health science faculties composed
- of both basic and clinical scientists. It is recommended
that organizational patterns be. adopted which reduce the
isolation of biomedical disciplines from each other and
assure close interaction between them.

. The Association of American Medical Colleges should
vigorously pursue this principle in developing criteria
for -the accreditation of medical schools. ‘

‘COUNCIL OF DEANS SPRING 1973 MEETING

....The Board, actinghaé program committee for the Spring Meeting to be held
. in San ‘Antonie, March 7-9, 1973, formulated as the theme of the meeting:’

"The Influence of Third Party Payers on Medical Education and Patient
Care in" the Teaching Setting." Envisioned are three sessions on this
? the effect on funding, 2) the effect on faculty, and

aside for a discussion with the AAMC President and for conference conclusions

and actions.,

A more exhaustive report of the discussion of the Spring 1973 COD Program
will be drafted to appear as an attachment to these minutes.

ELECTION OF INSTITUTIONAL MEMBERS

To preclude a full year delay between COD action in Institutional Member-
ship and final election by the Assembly, the Board adopted a procedural
modification in the election procedures contingent upon Executive Council
and Council of Deans ratification. This action was necessitated by the fact
that the Executive Council is not scheduled to meet in the interval be- :

tween the COD meeting and the Assembly while the AAMC Bylaws require action

in the sequence COD ~- Executive Council -~ Assembly. The modified
sequence of actions is COD Administrative Board -- Executive Council --
Council of Deans -- Assembly.

Pursuant to this prdcedure the Administrative Board recommended the

following actions to the Executive Council:

1. South Alabama College of Medicine to Provisional Institutional
Membership. _

2. University of California, Davis School of Medicine;
- Uniyersity of California, San Diego School of Medicine; and
University of Connecticut School of Medicine to Institutional
Membership.
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3. McMaster University Faculty of Medicine to Affiliate
Institutional Membership.

"Because of the Liaison Committee on Medical Education Action granting the

Medical College of Ohio at Toledo only probationary accreditation, the Board
judged that it would be inappropriate to elect that institution to full
Institutional Membership in the AAMC at this time. Notwithstdanding the
fact that the traditional eligibility criteria for a change in membership’
status had, by a narrow interpretation, been fulfilled, i.e. the school

has graduated a class of students and has been "accredited by the LCME,"
albeit with only probationary approval, in the Board's view, the status

of Provisional Institutional Member,; the current membership category .of the

.school is*the more appropriate status. The Board reasoned that, under

circumstances as these, an institution which had never been awarded full
approval by the LCME should not be elected to full membership in the

" Association. The distinction is one in name only, and changes neither

the Tegal_ status of the school or its graduates, nor the school's membership
privileges or responsibilities.

THE LIAISON COMMITTEE DOCUMENTS

‘A. .Programs in the Basic Medical Sciences

The Board reviewed the current draft of the basic policy document of
the LCME relating to the-accreditation of wdergraduate medical education
programs not culminating in the M.D. degree. The Board endorsed the

-~ document "in principle" indicating its concurrance with the underlying
. policy enunciated: .that such programs to be accredited (existing two

year schools excepted under a grandfather clause) must be closely linked

to an M.D. program to ensure the guality of the undertaking and the
= transferability of the students.

B. Essentials for the Education of the Physician's Assistant

Thé Board endorsed the principle enunciated in this early version of
a proposed LCME document: that these is an appropriate role for the

LCME in-the accreditation of certain programs designed to educate physician's

assistants.

FOLLOW-UP OF COD "PHOENIX" RESOLUTIONS

The Board agreed that of the Association's activities, the Longitudinal
Study, further refined and pursued offered the best potential for re-
1at1ng the educational experience of the student to his ultimate performance
in medical practice. There was additional discussion which raised the

issue of the responsibility of the medical school in the maintenance of

data relating to the practice of their graduates.

The Resolution relating to the assessment of the quality of medical care was
referred to the AAMC Health Seryices Advisory Committee which in turn
established a subcommittee to examine the issue in some depth. That
subcommittee will meet on September 29, 1972 and prepare a report for
presentation to the Council of Deans on November 3, 1972,
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POLICY STATEMENT OF THE AAMC ON THE PROTECTION OF HUMAN SUBJECTS

The Board endorsed the following policy statement (In the third sentence
the Board added the word "members" after faculty):

The Association of American Medical Col]eges asserts that academic
medical centers have the responsibility for ensuring that all
biomedical investigations conducted under their sponsorship
involving human subjects are moral, ethical and ]ega] The centers
must have rigorous and effective procedures for reviewing

- prospectively all "investigations involving human subjects based

on the DHEW Guidelines for the Protection of Human Subjects as
amended December 1, 1971. Those faculty members charged with
this responsibility should be assisted by lay individuals with -
special concern for these matters. Ensuring respect for human
rights and dignity is integral to the educational responsibility

- of the institutions and their facu1t1es

RESOLUTION ON VA POLICY RELATING TO DUAL PAYMENT OF HOUSE STAFF
The Board endorsed the fo]]owing reso1ution'

.The Executive Council of the AAMC considered :Policy Circular

#10-72-184 at its meeting on Septefer 15, 1972, This policy,

~ permitting dual payment to medical res1dents for performing duties

normally expected of house officers, will have-an impact upon
institutional policies far beyond the limited interests of the -

-affiliated VA Dean's Committee-Hospitals. The Executive Council

is disturbed that there was no prior consultation with the AAMC
staff or the members of the VA<AAMC Liaison Committee prior to the

_formulation and promulgation of this policy. The Council requests

that implementation be delayed until there has been an opportunity
for a:thorough .discussion of this matter.

ADJOURNMENT

The Meeting adjourned at approximate1y 4:00 pm.
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IT. FUTURE. MEETINGS OF THE COD ADMINISTRATIVE BOARD

In conformance with the COD Adm1n1strat1ve Board practice
of meeting on the day prior to the AAMC Executive Council Meet1ngs,
the following schedule of Board meetings is proposed:

Adminstrative Board

December 14, 1

972

March 15, 1973 -

June 21, 1973
September 13,

1973

Executive Council

December 15, 1972
- March 16, 1973
June 22, 1973
- September 14, 1973
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES
COUNCIL OF TEACHING HOSPITALS

ONE DUPONT CIRCLE, N.w.
WASHINGTON, D.C. 20036

202/466-8127

MINUTES

SUBCOMMITTEE ON QUALITY OF CARE
September 28-29, 1972
Embassy Row Hotel - AAMC Conference Room
Washington, D.C.

Committee Members Present

Robert J. Weiss, M.D., Chairman
David R. Challoner, M.D.
Richard L. Meiling, M.D.

John H. Westerman

Absent

Christopher C. Fordham III, M.D.

AAMC Staff

John A. D. Cooper, M.D.
Joseph S. Murtaugh

August G. Swanson, M.D.
Marjorie Wilson, M.D.
Robert H. Kalinowski, M.D.
Richard M. Knapp, Ph.D.
Stephen J. Ackerman

Lily 0. Engstrom

Grace W. Beirne

Charles Fentress

Guests, September 28, 1972

Phil Caper, M.D.
Paul Ellwood, M.D.

Guests, September 29, 1972

Samuel Asper, M.D.
Robert Brook, M.D.
Robert Heyssel, M.D.
David Kessner, M.D.
William Sale

Paul Sanazaro, M.D.




=)
Q
.-
[22]
%2}
E
[P
Q
3
Q
=
B
i)
(9]
Q
=
[e]
=
Q
[0
=
Q
O
Q
-
-
[e]
p
s
Q
k=
[
(@]
[72]
g
Q
=
Q
Q
=
o
Q
Q
k=
g
o]
&
=
Q
g
=]
Q
o
@)

INTERIM REPORT AND MINUTES (SEPT. 28-29, 1972)
SUBCOMMITTEE ON QUALITY OF CARE

At its meeting in Phoenix, on April 23, 1972 fhe Council of Deans
of the AAMC passed and referred the following resolution to the Health
Serviées Advisory Committee:

"The Council of Deans recommends that the AAMC assume a leader-
ship role in 5ringing together appropriate organizations for
the purpose of devgloping standards and priorities by which

the quality of health care services may be assesséd, and for
the purpose of assessing the appropriate role of the academic
medical centers in the delivery of health care, especially in
relation to any future national health insurance program.'

A Subcommittee on Quality of Care, chaired by Dr. Robert Weiss of
Harvard Medical School, was appointed by Dr. Robert Heyssel, Chairman
of the Health Services Advisory Committee, to review the state-of-the-
art in quality-of-care assessment and to submit recommendations to
the Council of Deans, Council of Academic Societies and’Council of
Teaching Hospitals on the appropriate role of the academic medical
center in the evaluation and assurance of quality health care. Members
of the subcommiftee'are: Robert J; Weiss, M.,D,, Harvard Medical
School; David R. Challoner, M.D., Indiana University Medical Center;
Richard L. Meiling, M.D,, the Ohio State University; and John H.

Westerman, University of Minnesota Hospitals.
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On Thursday, September 28, and Friday, September 29, the Subcommittee

. met with:

Dr. Philip Caper, Senate Subcommittee on Health

Dr. Paul Ellwood, American Rehabilitation Foundation

Dr. David Kessner, Institute of Medicine

Dr. Paul Sanazaro and Dr. Robert Brook, DHEW

Dr. Sam Asper and Mr. William Sale, American Hospital Association

The committee attempted to develop an understanding of the legislative

thrust of Title IV of the Kennedy HMO bill as well as the various methodol-

ogies that are currently employed in quality assessment.

Various methodologies proposed

A. The Institute of Medicine has been conducting a study to evaluate,
on a limited scale, the quality of health care receiQed by specific
population groups in the District of Columbia. Borrowing the concept
of using radiocactive tracers to study how a body organ handles a
critical substance such as iodide, specific health problems were
chosen to be 'tracers'" that would lend themselves to pinpointing
the strengths and weaknesses of a particular medical practice
setting or health care system. The manner in which the physician

or health team routinely administers care for a set of common

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

well-defined ailments could be an indicator of the general quality

of care and the efficacy of the system delivering that care.

B. Dr. Sanazaro described the federal government's efforts in the
area of quality assurance, specifically the Expefimental Medical
Care Review Organizations (EMCRO) and the Prototypal Professional

Services Review Organizations (PPSRO). Since early 1971 HSMHA
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page three

has funded a total of 10 EMCROs, eight of which are now operational and
two are in the process of developing their programs. With the exception
of one EMCRO in which there is some participation by faculty of a medical
school, the rest are sponsored by medical societies or medical care
foundations. Generally academic medical centers have not been involved
in this program. (See Appendix for a list of those organizations that
have become involved with EMCROs that are either in the operational or
developmental phase,)

EMCROs that have been funded have developed sets of criteria for
diagnosis and treatment procedures for specific disease entities
againét which the actual pattern of health care is measured. Dr.
Sanazaro indicated that funds will be available to set gp'additional
EMCROs next year.

The PPSRO, to be established at the state level, is another experimental
quality control mechanism that HSMHA would like to explore. The federal
government will provide monetary incentives and technical assistance for
establishing PPSROs to those organizations that offer evidence of
comnitment to developing and implementing a quality assurance program,
Validation studies will be conducted to assess the quality of care in
various parts of the country to determine if differences in care result
in differences in paient outcome;

C. The Quality Assurance Program of the American Hospital Association
provides guidelines and methodology for incorporating quality care
into the hospital setting. Using both utilization review and the
medical audit, the proposed program consists of four parts:

1) criteria development; 2) description of the actual practice;
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3) evaluation, i.e. how does the actual practice compare with the
established criteria; 4) corrective action and5) reassessment, i.e.
after corrective action has been taken, does actual practice meet
the established criteria?

H.R. 1 provides for the establishment of Professional Standards
Review Organizations (PSRO) consisting of substantial numbers of
practicing physicians (usually 300 or more) in local areas to
assume responsibility for comprehensive and on-going review of
services‘covered under the medicare and medicaid programs. The
PSRO would be responsible for assuring that services were (1)
medically necessary and (2) provided in accordance with proféssional
standards., The provision is designed to assure proper utilization
of'care and services provided in medicare and medicaid utilizing

a formal professional mechanism representing the broadest possible
cross-section of practicing physicians in an area. The provision
requires recognition of and use by the PSRO of utilization review
committees in hospitals and medical organizations to the extent
determined effective,.

{1) Until January 1, 1976, the Secretary of HEW would be able
to make an agreement only with a qualified organization which
represents a substantial proportion of the physicians in the
geographical area designated by the Secretary.

(2) A professional standards review organization would not be
required to review other than institutional care and services
unless such organization chooses to include the review of other

services and the Secretary agrees.
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(3) Until January 1, 1976, at the request of 10 percent or
mofe of the practicing physicians ih a geographical area
designated by the Secretary, the Secretary would be required
to poll the practicing physicians in the area as to whether or
not an organization of physicians which has requested to con-
clude an. agreement with the Secretary to establish a professional
standards review organization in that area substantially re-
presents the practicing physicians in that area.

If more than 50 percent of the practicing physicians in the
area responding to the poll indicate that the organization
does not substantially represent the practicing physicians in
the area, the Secretary could not enter into an agreement with

that organization.

Based upon its meeting with congressional and administrative spokesmen,
together with individuals who are leaders in the rapidly expanding but

little tested field of quality-of-care assessment, the subcommittee was,

on the one hand, convinced of the real potential in this field, but on .

the other hand, was anxious about the admitted lack of definition of
quality. At the same time, pilot programs, national in scope and funded
by federal, state and private agencies add to the confusion and imprecision
of current assessment technology. The premature adoption of these measures
may lock academic health centers into a system which would seriously
affect teaching and the delivery of health care.

In the past, the academic health centers have dealt with quality deter-

mination of the basis of the excellence and prestige of the institution
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page six

and the accumulated credentials of its faculty. These might be described
as a heavy reliance on "input' measures while little attention has been
focused on "process' and 'outcome' measurement, areas that are less well
understood and defined.

These impressions, however, have not slowed down legislative action to
create programs to promulgate and implement standards, on the basis of
controlling costs and/or improving quélity. The power of the government
being the largest single source of health care dollars has fairly serious
implicatiéns for the promulgation of these standards, especially if the

standards adopted are only those developed by the current private practice

sector.

Subcommittee discussion and recommendations

From the preceding description of the forces at play, we believe that
we in the academic health center:are not sufficiently involved in the
development of health care standards and quality control research that
will have considerable impact upon the practice of medicine within the
academic health centers as well as in the rest of the health delivery
system.

Although the academic health center in the past has not had responsibility
for the practice of medicine after a student completes his medical train-
ing, the subcommittee believes that a new dimension of professional res-
ponsibility is now upon us. The ways in which we practice intra-institutional
medicine will eventually have to submit to the same standards of quality
found in our medical research. Our belief is that since the student will
in any case undergo professional scrutiny and some sort of peer review and
quality control of practice when he leaves the institution, he should see

teaching physicians' involvement in quality-of-care assessment as part of
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their teaching role. If the academic institutions do not involve themselves
in the research and application of quality control standards which are
appropriate to the academic health centers, we believe that they will then
be forced to accept standards which are not appropriate for themselves.
Regardless of when national health insurance becomes a reality, the

concern for quality is an immediate one.

The subcommittee therefore believes that medical educétion and services
should begin developing mechanisms for assuring quality. Quality assess-
ment should be inculcated in the student while enrolled in the medical
school as well as in the related affiliated institutions so that there
is concern for duality in every setting of the student's education and
training.

The subcommittee believes that this question of the development of
quality standards is not re§tricted to the Council of Deans, but has
obvious broad implications for the Council of Teaching Hospitals and
the éouncil of Academic Societies. For this reason, it makes the
following recommendation in the spirit that the issue is pan-AAMC rather
than restricted to any one Council.

The subcommittee recommends that the AAMC undertake a afpoint program:

1. Assist in the development of prototype quality assurance programs
in selected academic health centers.

2. Encourage all academic health centers to begin a program of education
of staff and faculty in the current research and direction of quality
control programs as they apply to health delivery.

3. Encourage establishment of training grants, scholarships, loans

and stipends for professionals to be trained in the quality area.
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4. Seek legislative support for the creation of academic health center

‘ PSROs as regional PSROs develop.
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APPENDIX

Experimental Medical Care Review Organizations (EMCRO)
Funded by the Health Services and Mental Health Administration

1. Mississippi State Medical Association (statewide) $307,000
2. Utah Professional Review Organization (statewide) $679,000

3. Albemarle County Medical Society, Charlottesville, Virginia (6 counties)
$201,000 (has some University of Virginia medical faculty participation)

4. Maine Medical Association (statewide) $50,000 devélopmental funds
5. TIowa Foundation for Medical Care (statewide) $65,000 developmental funds
6. Medicaf Association of Georgia (statewide) $341,000
. 7. Multnomah Foundation for Medical Care, Portland, Oregon (1 county) $243,000
8. New Mexico Foundation for Medical Care (statewide) $203,000
9., Hawaii Medical Association (statewide) $443,000 )

10. Sacramento Foundation for Medical Care (4-5 counties) $283,000
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The following summaries of EMCRO projects represent information
compiled several months ago and may not reflect the current status

of these projects.
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Hawaii Medical Association EMCRO

The Hawaii EMCRO is bascd on the methodology developed by
Dr. Beverly Payne to study the process of medical care and outcome

"of episodes of illmess both in the hospital and in office practice.

Criteria of optimal carc were developed by the Hawail Mcedical
Association and arc given weights of 0-3. The "physician performance
index" (PP1) is the percentage of the weighted score performed by ecach

physician for that illness episode.

This methodology is being implemented into on-going review through
the use of local physician pancls selected by the EMCRO to set 'optimum
care" criteria for 12 ambulatory diagnoses and 6 in-patient diagnoses.
The first cycle of record abstracting began in April 1972. Both the
criteria ard diagnoses will be modified on the basis on fcedback from
cach succeeding cycle. Feedback seminars with physicians have already
been established, and evaluation is an on-going task.

The 12 sets of ambulatory criteria have been translated into
abstract forms designed to be machine-rcadable in a mark-sense optical
card recder, vwhich interfaces to an inexpensive desk-top mini-coumputer.
The abstract form constitutes one record per patient for each ambulatory
illness episode, and can be processed in the system at a rate of one
form per second. PAS abstract forms arce still being used in the hospital
setting.

Programs arc presently being written to cdit data and produce summory

statcments for EMCRO physicians to use in self-evaluatioa scmiravs or
group pecr review,

Methods for sampling care in both fee-for-service ard prepaid
settings are being devised, Care can be sampled prospectively and
retrospectively under fee-for-service where claims forms are available.
1f all fee-for-service physicians were EMCRO members, sampling the
population directly would identify those without access to care as well.

Since this project will terminate in August 1973, scveral avenues
of self-support are being explored including expense-sharing or service
fees from the participating hospitals CPIA (PAS), the Department of
Social Services, and the Hawaii Medical Services Agency (IRISA - a major
third party payor). '
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Albemarle County (Virginia) Medical Scciety LMNCRO

The National Center for Health Scrvices Rescarch and Development's

'grant to the Albemarle County Medical Society (ACHS) establishes an

Experimental Medical Care Review Organization (EMCRO) through which

“practicing physicions in Charlottesville and the surrounding rural areas

(Albemarle, Greene, Madison, Orange, Louisa, Fluvanna, Buckingham and
Nelson Counties) can evaluate the quality and cfficiency of services
ordered or performed by other area physicians. ENCRO employs an epid-
emiological approach to peer review. This broad model for assessing the
quality of medical care includes mot only the traditional study of
hospitalization but also considers certain factors prior to admission
such as primary prevention (screening}, secondary prevention (case

* finding), and office practice, as well as those factors following dis-
- charge, including follow~up and tertiary prevention (rehabilitation).

Expert review committecs develop :ocumented criteria based on infor-
mation gathered from medical literaturc and the survey results of local
practice. The committees are compnsed «f a combination of two to five

"university and town physicians. Expert committees have alrcady estab-

lished quality care criteria for the man.gpcaent of hypertcnsion, gastric
ulcer and hip fracture. The hypruiensicn criteria have been anproved by

the General Review Committee (o . .ad of "approximately 25 Medical
Society members). The criteri-. :ere -ubmitted to the County Medical
Society membership and were approves. Expert review committees recently

organized to develop quality guidel.incs for the monagement of acute
myocardial infarction, otitis mediz in children, bacterial pneuronia,
urinary tract infection and appendictis. Additionally, an expert
committee .on office records is resecarching methods to improve and facil-
jtate office record keeping. A Long Stay Committece, designed to provide
effective utilization of hospitals, nursing homes, intermediate care
facilities, home health services and other resources for quality care of
patients at least cost, is also in operation,

EMCRO's patient care review cycle hegins with the patient-physician

meeting in which a diagnosis is presumal:l: n.72 and treatment rendered.
Criteria for spccific disease processes «ve Tciulated end a survey of

hospital and ambulatory carc in the localiuy .: conducted. The survey
results are then compared to the optimal star- :.is of care. The computer
evaluation is presented to the Medical Societl; membership and other

doctors. The norms of care are published and lectures c¢n specific areas
are provided. Within a ycar the cyclic review process will recur. The
actual performance of physicians again will be compared to the standavrds
through a computer evaluation process which identifics significant gaps.
These inefficicncies in patient care are relayed to ‘he County Socicty
which determines how significant gaps in medical prou-ice can be closed.
For those physicians who have repeatedly failed to apply any of the
established guidelines, the-Medical Socicty's ENCRO may suggest to the
carricers that their clalws not be honored.
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The most extensive work of EMCRO is 4n the area of the peer y.view
- of hypertension. A preliminary study of 700 consccutive admissions in
the two arca hospiteals has been conducted to determine the treatment
"of hypertensives. The hypertensive committee has also studied the yiel!
of hypertensive intravenous pyelograms (IVP), renal arteriograws and
: catecholamines as diagnostic screening procedures for hypertension.
. letrospective surveys of hospital and office records of putients with .
4 . . . 5
hypertension, hip fracture and gastric ulcer are completed and currently
"being analyzed. : :
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the Georgia Foundation fo

A Georgia Foundation for Medical Care ENMGRO

Georgia EMCRO is a project of the Medical Association of Georgie..
EMCRO develops review methods and criterfia for ambulatory care, hospital,

and nursing hoie review.

All medical care services of Yedicaid recipicnts are revicwed by

r Medical Care under a contract with the State
Health Department. LEMCRO develops review methods for the Foundatien,
which actually performs the review. This review aaphasizes cost contain- .
ment within general-quality assurance guidelines. Criteria of ambulatory
care arc being developed by specialty conmittees.

s
d

_ In conjunction with the Georgia llospital Association, EMCRO is
developing a hospital discharge abstract zs a management tool for hospital
administrators and as a means of strengthening hospital utilizatien
revicw committces in a cooperative way. No hospital in Georgia subscribes
to the Professional Activitics Study (PAS) or othcr information service.
The discharge abstract is a first step by EMCRO in quality review in
hospitals.

ation has rcquested LICRO cooperation
zation review for all member

s
2 along

The Georgia Nursing Home Associ
jn designing a system of centralized utili
A GMCF committee is developing adnission criteril
act is filled out on each patient adnitted to a
and ecvery six wmonths thercalter, or more
Review includes on-site visits to
and judge-

nursing homes. i
with EMCRO. An abstr
nursing home within two weeks
frequently if rcquested by ENCRO.
nursing homes by EMCRO. On-site review can compare tie data
ments about quality gained from the abstracts with the situation observed

in the nursing home.

roach to review is being pursucd in cooperation

A problem-oriented app
rsity Medical School, where

with J. Willis Hurst, M.D., of Emory Univer
problem-oriented reco
Department of Internal Medicine.
encounterecd problems ‘will be compiled,

rds are used in out-patient departments and the
First, a list of the most frequently
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Medical Care Toundation of Sacramento LEMNCRO

The major current thrust of the Sacramento Foundation is the
developmecut of a prepaid health plan. While this initially will cover
Medi-Cal patients, the expectation is that paticnts under a wide varicty
of programs will cventually be covered, The ENCRO activity will include
the development of an extensive autowmated data gathering and processing
system. From this data, criteria of carc will be developed and later
used to identify exceptional practice patterns. Education programs will
be aimed at the correction of these problems.

In addition to planning for the prepaid health plan, a physician
and patient survey funded by the EMCRO and IR0 grants was carried out
in the first ycar. This, in part, assessed the level of intecrest and
potential for involvement in Foundation peer review programs.

-
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Utah Professional Revicw Organization EMCRO

During the first year, the Utah ErCRO gained broad-bascd support

“for their emerging project. They initiated a pilot program of con-

‘current hospitalization review which has ezpanded under a contract ;
with Blue Cross/Blue Shicld for the Federal Employees Program. Criteria
for hospital care have been developed for use in this concurrent review
systen. : '

The major thrust of the next two years will be the development and
operation of an automated review program for ambulatory services under
Medicaid. This will include the development of a new encounter form,
ambulatory care criteria and a computer based program that will allow
the identification of practice patterns differing from the criteria.

‘An extensive data base will permit the generation of physician and
patient profiles which will aid .the review physician in making judgements.

In cooperation with IRMP, a continuing education program will be
tailored around the educational needs identified by review.

Finally, a project for review of care in the Salt Lake City
Neighborhood Health Center (an HMO) is in the planning stages. This will

include the use of a control group of private practice physicions from
the commanity.
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“ambulatory, hospital, extended, and home care.

Multnomah County (betland; Oregon) Foundatioﬁ for Medical Care EMCRO

the Multnomah ENMCRO devcloped criteria for
Tn addition, they started
cw which is cxpected

During the first year,

a pilot program of concurtent hospitalization revi
to expand in the necar future.

During the next two years, the Multnomah EMCRO will develop and
operate a -program which will review the carc provided to the patients
of 250 voluntecer physicians. This will involve the development of an
encounter form to capture the needed data, and an automated system to
process it. Relationships with third parties will allow the use of
their data for patients who receive carc from other than volunteer

physicians.
Educational needs identified by EMCRO review data will be addressed
“in programs of continuing‘medical edeiatLon. C '

.

e -

e e "
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Mississippi State Medical Association ENCRO

During the first year the Mississippi EMCRO developed criteria
for 60 diagnoscs for hospitalized patients. A sophisticated efficient
system for data collection and processing has been developed. The
initial comparison of care with criteria is .done by computer with
revicw of deviant cases being done by physicians using casily readible
computer output forms. The data is then sent to theé participating

- hospitals for review and action.

Initially, eight hospitals were involved in the study. In June,
1972, the criteria were sent to all hospitals in the Stake with an
invitation to participate in the program. Indications are that a large
number will take advantage of this opportunity.

Plans for the second year include consideration of the development
of review of emergency room care. Enlaigement of the hospital review
program, planning for continuing education and the development of

mechanisms for indepth analysis and c¢viluation of the hospital generated
_ data. ) .
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. rapid. DPlamning and start-up vas accomplished between Moy and September

New Mexico EMCRO

The proyress of this medical care revicew organization has been

1971 as a result of the relationship between the State Health cud Socin?
Services Department and the New Mexico Toundation for Medical Core.
edicaid claims are processed for payment and reviewed for appropriateness
of care on a Statcwide basis. Criteria for care are being formulated

by physicien panels and will include 270 diagnoses when comploted. Also
to be included are admission criterja to four different levels of nursing
heme care as well as podiatry criteria. :

The data processing aspects of the system are handled through a
subcontract with the Dikewood Corporation, which owns both the hardware
and software components. The annual claims processing cost by Dikewood
in 1970 was about $100,000 less than that of Blue Cross. Data is entered
directly by keypunching into a random access memory with no intermediate
steps as in other systems. Each claim and any associated correspondence
is assigned a unique number and is also microfilmed. TFrom thisg data '
base, both patient and physician profiles can be gecrated over periods
of up to one year. Experimentation has begun with the use of remote CRT
terminals in the Foundation's regional offices. Claims will be recorded
on cassettes for batch input to the central computer such that avail-
ability of computer time will not be a constraint on regionalization of
revicw. Effort has also proceeded toward the review of problems as well
as diagnoses as the Foundation moves in the dircction of using problem-
oriented records. :
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INFORMATION ITEM 1..

National Academy of Sciences Dr.
Institute of Medicine
Health Services Research Study

David Kessner

DRAFT: This document represents notes on which the author based his talk
to AAMC's Subcommittee on Quality of Care on September 29, 1972.

’y QUALITY ASSESSMENT AND THE TRACER METHOD

Since medicare there has been unprecedented economic, political

and consumer pressure for change - in the delivery of health services.
In part, this pressure has been translated into public and congressional

concern for how much health services cost and the quality of the service

-that. is purchased. The political process--which I'm sure some of you were
.involved in--has responded with proposals for National Health Insurance,
fe =';Hea1th'Maintenance Organizations, and Peer Review Organizations--all

(:¥L; ) " specifying monitgring, quality assessQent, quality assufance, and quality
achievement,

e " And while it seems certain that none of these-propbsals will come to
fruition this séssion pflCongress, it also seems certain that proposals

T embodying their major elements will be enacted within the next five years.,

Document from the collections of the AAMC Not to be repr_oducgd Without permission

.The question is no longer whether-there will, or should be intervention

in health services to monitor care--but who will intervene and what methods

will be used.



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

~

Much of the proposed legislation for reorganizing the health system
or altering its financing tacitly assumes that either we have ready methods
of qﬁality asséssment or can.rapidly put together the technolog?, skilled
manpower gnd data base needed for evaluation on a national scale. Of
course, thisiis nof the case.: fragmatic health services evaluation is

a relatively new field and one that is.inithe process of developing and

. testing methodologies. There is a critical need for coordinating efforts

to develop evaluation techniques, to do comparative testing of different
methods of evaluation and to develop a cadre of trained social scientists,
physicians, and allied health workers to carry out evaluation efforts.

This morning I would like to briefly review selected studies which

have employed specific morbidity conditions as a means of evaluating
health services; describe the’'tracer" method that we have been working
with at the Institute of Medicine, and discuss some of the pitfalls that

any method of health services evaluation faces. Lastly, I want to
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emphasize the need for academic centers to develop health delivery settings
that are prégmatic, that can be used as live laboratories for testing and
teaching,'and that--in part--can in the future be transplanted to the
‘world outside academia,

- In Jul§‘1969,_we began at the Institute of Medicine to devel op

a method for assessing heélth—care st?tus among different groups of
crers oput oo therpopulation.:As you know, attempts to evaluate health care are
7;:"T.': faced with two handicaps at the outset--by the vexing questibn of what
constitutes qﬁality ahd by the technical problems inherent in specifying
wevam -~ . .discreet;;and consistent measurement units. The variability in diseasg
severity, reéord keeping, and orgaﬁizatiqnal ;tructUre make evaluation of
- ambulatory caFe particularly complex,

Partly to over come these préblems, we focused on the premise that

specific health problems could offer a perspective for viewing health

‘status and care, and could provide a strategy for scientifically analyzing
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health systems. Health problems could becomé, in effect, patural
"tracers".that would allow‘health—care evaluation to pinpoint the
strengths and weaknésses qf a particular medical practice setting
or an entire health-service network by examining the interaction
between providers, patients and their environments. They also
would provide easily understood daté to be fed back into the
health-delivery system.

The use of specific morbidity conditions to analyze health

services is not new, In a study of the medical clinic of a

-university hospital in the early 1960's, for example, Huntley

analyzéd charts for completenéss.of patieﬁt work-up and proportion
of abnormalities that were not followed upl More thaq one fourfh
of the pétients with a diastolic blood pressure of 160 mm HG or.
higher were given no special tests relevant to hypertension, and
approximately one half of these patiénts had no diagnosis related

to the cardiovascular system.




Other studies of interest include recent work by Dr. Rébert
Brook who is one of the speakers this morning.,

* In a study of 296 patients with either urinary tract in-

féction, hypertensibn, or an ulcerated lesion of the stomach

or duodenum.who werg treated a£ an emergency room, Dr. Brook

assessed five methods of evaluating health care. When the

»
.

adequacy of the process of care was combined with judgements
. ' conce.rning outcome, Dr. BrO;k found that the quality of care .

appeared to be acceptabie for onlyv27 percent of the casgs.

* Cioccb and colleagues in a’ study in'19§0 analyzed services'

provided to 3,200 ambulatory patients who were seen for the a

first time by 16 different medical groups. Utilizing case

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

records as a source of data, they divided the diagnoses into 18

categories and evaluated the relations between complaint, diagnosis,
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services and tréatment and the physicians' training and exﬁerience.
Marked variations among medical groups in the type and amount of
service delivered were éocumented.' After correcting for such
patient‘chhracteristics as age; sex, and diagnosis, the investigators
concluded . that differences in the amount of training and specialty
status of the physicians agcounted for much of the'variatiog in

services among the medical groups.

* Dr. Morehead and her colleagues reviewed charts to evaluate

neighborhood—healtﬁ—centef performance in deliyeringxprevenﬁive
health care. Her analyses did not encompass clinical management
or follpw-up of potential pathology, but reflected the adequacy
of the basiclhistory, physical, and laboratory data and»preventive
care for adult medicine, obstetrics, and pediatrics. Using fhe i
performance of the medical—schéolraffiliated outpatient department
as a standard, the study rated the neighborhpod heaith centers

above the hospitals in adult and pediatrics and slightly below

‘in obstetrical care.
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The evaluation methodology developed at the Institute of

Medicine differs from previous efforts in several critical ways.

.These include the manner in which health problems were selected

and combined in sets; specification of criteria for care, and,
in application, concurrent assessment of health professional,

the community he serves, and the people to whom he delivers

.care.

We've called the sets of health problems tracers--after a

- concept we borrowed from the formal medical sciences. In

. physiology, for example, scientists use radioactive tracers to

study how a body organ--such as the thyroid gland--handles a
critical substance such as iodide.' They measure how the thyroid
takes up a minute amount of radioactive iodide and assume the
organ handles natural iodide in the same manner.

In measuring the functions and processes of a health-care

system, the tracers needed must be as discrete and identifiable
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as radioactive iodine. They must be health problems that flow
through the system--each shedding light.on how particular parts

‘work; not in isolation, -but in the system. The basic assumptioﬁ

remains the same; namely, how a physicina or health team routinely
‘administers care for a set of common ailments or how avsystem
identifies high-risk, pregnant women will be an indicator of the
'.7.f~~. .. . general quglity,of.care and the efficacy of the system deli&ering
that caref

In our study, we have developed a set of six ;racers, all
‘common diseases treated by health-care systems. Three of the
tracers--iron-deficiency anemia; middle ear infection, including
hearing loss, and visual disorders--are appropriate for childreﬁ

while hypertension, urinary tract infection, anemia and cervical
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cancer are useful in assessing care provided to adults.
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CRITERIA FOR TRACERS
The‘value-—and>reliability-—of evaluating health services by
tracers rests on the selection of the tracers and the development
6f miﬁimal.care criteria against which the tracers can be compared.
The following are characteristics for selecting morbidity
conditions to be used as tracers:

+ A tracer should have a significant functional impact

on _those affected. Conditions that are unlikely to
be treated or those which cause negligible functional
impairment are poor choices.

+ Each should be relatively well defined and easy to

diagnose in field and practice settings. Dermatologic

conditions, for example, require highly skilled professionals
to diagnose and are difficult to screen on a mass basis.
In contrast, it is relatively easy to delineate persons

with iron deficiency anemia.
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. Each should have prevalence rates that are high enough to

permit the collection of adequate data from a limited

population sample. If an adequate number of cases is not

obtained, it is difficult to analyze important variables,
For example, in comparing different organizations for
providing care, evaluators must control for social and

demographic characteristics of the patients,

‘The natural history of the condition should vary with

utilization and effectiveness of medical care, Ideally,

in evaluating a delivery system, the tracer conditions

should be senmsitive to the quality and quantity of the
service received by the patient.

The techniques of medical management of each condition

should be well defined for at least one of the following

processes: prevention, diagnosis, treatment, and rehab-

iliation or adjustment. There is real danger in using
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outcome studies if it is unclear whether the providér,can

intervene in the natural course of the disease.

+ The effects of socio-economic factors on each tracer

c¢ondition should be understood. Sociai, cultural, economic

. and behavioral factors will iﬁtroduce variations in the
epidemiology of many morbidity conditions. The epidemiology
should be relatively well understood. For instance, lead

T o ' ) intoxication among.children in urban areas is usually
: ‘l'u.. _

caused by the.ingestion of fléking lead-based paint prevalent

in slum housing. Thus, it is the ghetto based and not the

middle class medical delivery system that is challenged to

identify the population at risk and institute appropriate

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

diagnostic, therapeutic and preventive weasures.
When combined in sets, tracers provide a means of evaluating

particular health services from two or more perspectives. For
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example, by combining iron deficiency anemia and hearing }oss——
treatment for both of which includes screening and health education
counseling-—ay evaluatorvcan gain igsight about avhealth center's
performance in screening and counseling gcross the entire age and -
sex range of its patients., Similarly, in gvaluating drug therapy
for middle ear infections and hypertension, we gather inforﬁation
about a range of drggs‘gsed in a total sérvice population.

Two primary purposes of>evaluation are: to support good
medical practice by identifying its effiéacious and efficient
elements, énd to indicate areas of practice in need of improvement,
In both instances, tﬁe results of the evaluation must be fed back
into the system at the point of delivery so that the persons
responsible for mapaging the health program can use the resulfs of
the audit to institute change in the delivery services.

Combining analyses by the set of six tracers developed in

this study with census data and simple demographic information,
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basic strengths and deficiencies in specific aspects of a health

'

care program can be identified, leading, where necessary, to

changes in the organization and delivery of services. For

"

:ﬂ e#éhp1e?:ih-a hypotﬁeticalé-although not farfetéhed;-éituaﬁioﬁ
'.iﬁ which 25 percent éf aﬁ enrolled higﬁ;risk popﬁlation hésvnot 

i;fﬁéeﬁ séréeﬁed forwﬁypertension, oﬁly 11 percent of-the.estimaﬁed
Vmorbidity jﬁ’ﬁhe.gommunity has\geenbiﬁentified, and Significant

. o " , , o :
~.differences exist between the care enrollees receive and the -

-7 minimal caré~recommendations, the following steps to change services

T
/ |

:coﬁld be consi&ered:

N

.“_+ iﬁgé?tute;community case f;nQing efforts qn‘a
small pdpulation sample ts determine thé number.
~of personé witﬁ high bloéd pressure not receiving
care elsewheré in the ;émmunity,-
+ ’Restruéture’health center mgﬁagement pchedures
to obtain blooﬁ pressures on all enrollees considered

at high risk.
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A;_h;'f.‘ff - of the disease.
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+ Distinguish charts of patients with blood pressure
"above a specified level using age-sex criteria.

+ Discuss with the medical staff the results of the
audit to consider use of structured medical record

forms to obtain a minimal data base for all patients
. H
" " with hypertension.

i
4+ Discuss with the medical staff alternative/plans for
. . s
L. b3
S . y
therapy of hypertension in relation to theiseverity
. _ . ‘

3

"ss-~c ot -4 Specify medical criteria for patient follow-up.

' Consider appropriate methods for administrative
. 1
recrganization of follow-up procedures. ]

. In order to field test the tracer method, we carefully
‘indenfified 2,600 children from. 1,700 families representing a
wide range of ingome levels in the District of Columbia. These

families received care from one of a variety of medical practices:

solo practitioners, fee-for-service partnerships, hospital out-




-.enough to tell.us:what wewanted to know. We also'wanted to

.Ateét to
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patient departments, and various group practices, some prepaid
and others not.
. ' \ )
In the course of the study, we put together a team of health
professionals and examined the children ourselves. We examined them in this
teSt becayse we felt that the tracers we had selected could fix

on the quality of care the children received but we .;eren't

~

- at all certain- that their medical records would be complete

g‘v

check the care they‘did«not receive; that is, we wanted in this
see how many children we found with pathology such
\ - . B :

as a visual impairmént—-that the regular source of care did not

find.

:The analyses of our present field studies are not complete--

"but I can givé you an indication of the kinds of things we expect

to find and of how such findings might be. translated into

restructuring and improving health care.
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~in the unstructured way common to most. of the professiom.
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Before starting the major field test of the tracer method,
we pretested it on a small scale by examining the medical reccords

in two clinics with excellent reputations. One is a small clinic

i
:

with a highly structured record system and method of practice.'

The other serves a larger population and provides Ygood' care:
ger pop P good; ;

O £ is‘not tightly organized, howeVer,'and maintains ité records

a
o N ) 5 s
We chose just one health condition to look at--middle ear

L

'tiﬁfectioﬁgﬂblt_has excellent characteristics as a tracer. If

—~ ) f

- not treated properly, the disease has a rather>high potiential for
ae Y B ) i

SN ' - -

- permanently impairing the hearing of children, so the outcome is

z

M_ measurable; in one-study, for example, 17 percent offthe

children who suffered acute middle ear infection developed a

[N

_slgnificant hearing losé--enough to haﬁdicap them in bésiC'

educational studies such as arithmetic and English.
Secondly, the diagnosis of the disease is relatively easy,

and the prevélence is high, regardless of the child's social

class.
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.. Finally, care matters. Treatment with appropriate antZ-
biotic drugs will clear up the infection, and the diagnosis and

course of treatment--is generally agreed upon in the medical

profession.

Using a set of diagnostic and treatment criteria, which

were dévelopéd by précticing family physicians and_Sfécialists,

we aﬁéliéd the tracer method to the two clinics.  We found some

- e -

fstriking differencds.
" This single indicator, middle ear infectiom, of course, did

'not‘compare everything the clinics were doing--it didn't look

- » T U TSR L T T et

T at radiology, for exémple, or physical therapy or immunization.

It didn't even look at all phases of routine diagnostic procedures..

But it did isolate some important indicators of how the physicians

practice in each setting.

One of our criteria for minimal care.for middle ear infections

,was evidence that the ear had been examined-~hardly a criterion

that can be argued. We found, however, that in more than 20

~ ‘'pexcent of the cases seen at the less structured clinic, the

IS SUNTE RV TR S . B T P SR B B & BRI B .U U IR DR s —-
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.__percent of the cases. . .
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physicians had diagnosed middle ear infection without ever

looking in the child's ear. Oz, if they did look, what they

sawAwas apparentlj\not important enough to write down. The
highly structured clinic wasn't perfect; but only in less than

. seven percent of the cases they. did not record the results of
an ear exam.

It is generally agreed that in rare instances, are multiple

.

- [

‘antibiotics or fixed combinations of antibiotics indicated in the

treatment of middle eérnigfections. Yet in the less structured . -

. "clinic, we found that in nearly 45 percent of_the'casési the

.0 . ) . .

. . _ i
~ physicians were prescribing 2 or more antibiotics. In the

..‘ - . N i .
other practice, combinations were prescribed in less thdn two-
!

i

. . . i
When these kinds of data are obtained on a set of 'six

tracers which cover a broad age range of patients and a

variety of services that are basic to delivering good care. ‘We
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believe it will provide the kind of information that a solo

’

physician, clinic administrator, medical director, or consumer
board needs to monitor care.

To be sure, there are dangers in this or any other method

of evaluation which measures process and outcome of care; for
one, a good evaluation, like a malpractice suit, may inflate

demand and costs, such as the number of laboratory tests a

W '
hysician orders. And, secondly, basing the evaluation on

g —

,“thg risk bfilqcking the profession‘into a rigid mode of practice.
N ) : . _ A ‘ . ' . .

We think these dangers are real.  But there are potentiélv

‘. ) . o ' .

3

offsett%ng benefits. If quality assessment uncovers things the
providers should be doing and are not, it also uncovers things
they shouldn't be doing'and are-—prdcedures that are expensive,

unnecessary, useless or harmful.

.

~ If the treatment criteria--including-looking in a child's

criteria for treatment'assume§_that'the.criteria matter and runs .
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ear and taking his temperature--are those the professions agrees

are minimal for care, and if they are periodically reviewed by

‘the profession, the chances of stiffling innovation seem remote

indeed. They:may, in fact, encourage innovation by formalizing

what we now know about treating certain disorders and measuring
the health of the patient against the accepted practices. It
would then be possible to assess innovation by results--a situation

that is missing in most clinical practices today.

It is time to start buiiding evaluative mechanisms into the

-process of delivering care and to compare different methods for

health monitoring and evaluation. We must, however, be selective

\ A . .
at the start. It would be folly to attempt to evaluate quality

: ' N

of care on a National basis now. We spould begin with new delivery
programs, and what setting could be more appropriate than HMO's

under academic sponsorship. In these programs, the costs of comparing

different evaluation methods could be subsidized and carefully
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monitored, testing different structured record systems can be

implemented with greater ease than in the private sector, and in

these relatively sheltered programs, there is hope that tactics

will be developed to learn how to use evaluative information to

reorganize and adjust care to meet the needs of the people.
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A

~ HEALTH CARE QUALITY COMMISSION PLAN. EXPLAINED IN HMO BILL REPORT; ‘
ARBITRATION PROCEDURE TO REPLACE MALPRACTICE SUITS ESTABLISHED o

. With. this excerpt from the Senate Welfare Cmte.’s report |

- on its HMO bill, “The Blue Sheet” concludes a two-part |
' presentation of the most significant material in the docu- |
; . |
ment.

Y . . . v

_TITLE.IV—COMMISSION ON QUALITY HEALTH CARE ASSURANGE

+ _In developing the provisions related to the Commission on Quality
Health Care Assurance, the Committee investigated in depth the exist-
ing mechanisms in effect in the Nation which seek to provide the as- .
surance of quality medical care to the individual. The Committee was
- impressed by the peer review system developed by the California S
t . "Medieal Association (CMA) and by the dedication to quality health ' .
- - care demonstrated by the directors of the CMA peer review system. .
Those improvements in the quality of care which have been effected
~as a result of CMA reviews have been valuable and where effective
seem to demonstrate what can be accomplished in certain instances. . - =
by competent peer review groups. '
Experts have cast increasing doubts on continued reliance upon
current methods of quality assessment, control, and regulation. An - ' ‘
increasing number of studies suggest that while the quality of many
individual medical procedures and practitioners is high, the overall
quality of care provided in the present system appears to be lower
than is generally understoood. Slee, Lewis, Lembcke, Morehead, Trus-
sell, and others * have examined the processes of medical care (i.e., the
diagnostic and therapeutic measures through which medical care is

i

/ 1(C. E. Lewis and R. S. Hassanein, “Continuing Medical Education—An Epidemiologic .
- .Evaluation,” New England Journal of Medicine, Vol. 282, No. 5, January 29, 1970; Paul .
A. Lembcke, “Medical Auditing by Scientific Methods : Illustrated by Major Female Pelvic
Surgery:” Journal of the American Medical Association, Vol. 162, No. 7, October 13, 1956 :
M. A. Morehead, et al.,, A Study of the Quality of Hospital Care Secured by a Sample of
Teamster Families in New York City, Columbia University, School of Public Health and °
Administration Medicine, New York, 1964; and Ray E. Trussell, et al., The Quantity,
Quality and Cost of Medical and Hospital Care Secured by a Sample of Teamster Families : N
wn the New York Area, Columbia University, School of Public Health and Administrative
Medicine, New York, 1962. For the work of Virgil Slee and his associates see-the ‘various
PAS Reporters, published by the Commission on Professional and Hospital Activities, Ann
Harbor, Michigan. : .
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dehvered) atid have arrived at two general conclusions. Flrst such

processes often do not conform to predefined standards. of “good?'
medical practice.” Second, there are wide variationsin the rates at. -
which laboratory tests, operatlons, or other medical procedures are -
performed between, dlfferent providers. For example, Professional -

Activities Sur vey has discovered that the use of antibiotics: after
tonsillectomies varies from 2 percent in some of 1ts member hospltals-
to 96 percent in others.?

These and other studies should not, necessarlly be 1nterpreted to%_- x
“mean that the quality of medical care is universally low, but rather .
that it could probably be significantly improved through more wide--

spread monitoring of the outcomes and processes of medical care. By
measuring. performance. directly in terms .of clinical outcomes, pro-

viders should be able to obtain frequent feedback on the efficacy of =~
medlcal procedures and techniques so that they can more readlly -
* improve the quality of medical care that they provide.’ *

. The prepayment concept, when coupled with the assumptlon of |
financial risk by health care providers, provides incentives to. reduce
the services rendered to the lowest possible level in order to: conserve

- resources and to stay within the-income generated by premium. reve-
nues. Although this is a desirable effect of the capitation prepayment

mechanism of purchasing services, in that it will provide strong in- -

f centives ta reduce costs, it requires that there be strong and effective - -.

mechanisims to assure the quality of health care and that services of .

adequate quality and quantity are provided. The Committee believes =

that if it 1s to authorize the expenditure of public. funds to initiate
new forms of health care delivery, it has a responsibility to assure ‘the -
American people that health services will be of high quality. -

Evidence of -the Need for the OOm/m,zsszon on Qualzty Healtk C'cwe‘
Assurance—Health Care of Variable Quality

During the past year, the Comm1ttee has heard. testlmony 1nd1<:at,1nor Lo
that the quality of health services' is_extremely variable,. not. only Lo
between regions of the country, but within a single region as well .. .~ -

. At the present time -the health- care field has no standard settmgf{ BT

capablhty of national scope.

The closest’ approximation to a. national- standard cettlng body :
which presently exists is the Joint Commission on Accreditation of .

Hospitals. The JCAH is a profession-dominated, profession sponsored’-'

' prlvate voluntary body -which, in the words of its executive direc- =
~tor, ... . does not express any direct judgment on the medical ‘care. -
- itself. . .. Accreditation: implies that a hospital, at whatever level

it 1s, 1s progressmg towards improvement and followmg Whatever rec-‘,

: ommendatlons we make.” Sk
The JCAH effort is voluntary, is limited in scone to hospltals does -
not deal directly with the assessment of the quahty of mecheal care ;
and is. not publicly accountable. -~ - - o

In the absence of quality standards, there is abundant ev1dence of R
great variation in the quality of health care services. . .~ - .
For example, in their as yet incomplete study of manpower utlhza- -
tion, the American College of Surgeons-American Surglcal Assocla-- :

°P10fees10na1 Activities Survey Reporter Commission on Professional and Hospital
Activities, Ann" Arbor Michigan, September2 1969. "

3
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ik .‘i;.,‘ T4 New England Journal oj Medwme, 282 3—Jan 10, 1970

tlon ha,ve determmed that 307 % of all pmctlcnm suroreons n the

o

. ‘United States are non-certified by the American: BO‘II‘d of Suroerv.,.

- Although many of these surgeons .are unquestionably dedlcwted

o

. skilled’ physmlans, some:are under- tramed, perform too few: opér qtlons S
to retain their skills, and shouldn’t be performingsirgery given the . ==
laroe number. of hlohlv competent surgeons avallable in the Unlted o
States. RN ¥

In a recent 'artlcle in the Fedes ntzon Bulletm.s Rlchard V Ebert .

'M D., professor of medicine and Ch‘mman, Depal tment of Medlcme,r"_

Un1vers1ty of Minnesota wrote: -

“Recertlﬁoatlon is part of a comple\r structure of review. of +

“ educational programs and examination \of physicians’de- .

. -‘;;—\swned to'malitain qiality in A'merican mediciné (Table IL). -
- .- The system is designed, to produce a_high-standard of excél-

“lence “in. the’ tmmmo of physicians and to guarantée the - - -
American public. th‘h quality medical caré: In general this. -
.. has worked well. The birth of the American Board of F arhily
" "Practice will ‘ensure- that. virtually ‘all phvsmnns will be
- "examined at the end of the period of Oraduate tr amlntr Manv- -
' ,wﬂl be re-examined periodically. = L
. Recently it has become apparent that thexe are major de-n ‘
. fects in .the. - system. Graduates of foreign ‘medical schools -
- “may. escapethe rigorous ‘training and ‘Lttendant examinations «* " .
. required 11 Umted States medical schools. Many: individuals

tonsor fail to -pass’ them. ‘Most of these:, practlce their spe-- *
»‘Clalty in.any case.“-Whether all of. them pf11t1c1p'1te n COlltlll—
uing educatmn we-donot know. - e
. “There is no, question but that the developmont of the self'\
assessment examination has been useful in’ ‘making the phy-.~
_-sician aware of the: deficits. in his knowledge. The weakness
. of the method is"the inability of educational planners to . -
,obtaln accurate information regar ding performance-on the - .
* ‘éxamination and the lack of stlmulus to those physmnns lack— L
ing interest in’self education.” | o

S A study recently pubhshed by Dr. John Bunker in the A ew E ﬂgland L
i ournal of Medicine * determined that ‘the United- States has twice'as. - ©
“many surgeons in proportion to the populatlon than in England and. - @
Wales. The same study showed that instirance coverage alone seems to . -
“increase the utilization of physicians’ services: prepaid insurance plans -
(or group pract tice) tend to lower the rate of surgical operations per- -
- formed; and. fee-for-service payment seems -to “result in increased
- physmlan services. 1.6 times as many operations are performed on:
men, and almost twice as many are performed on women in New E Eng-.
.- land as in leerpool ‘England. The same -author found: that “on the -
g _.;;,order of four tlmes” as’ many tons111ectom1es are performed in- Newf, '

P S AT

'3 Federation Bulletm 59 :'6 June 1972 o

o . Sl . -w_ o - L S . -
Pt .. L, atre 5 L b e . .

taklng graduate training ¢ither fail to take board examina- -5 -
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; ‘rEngland 'than in leerpool England or Uppsala, Sweden In sum--;,;f;_f
" mary, Dr. Bunker concluded that inter-regional differerices inthe- per-: - -
.~.formance of. individual operations ate: “real,large and important; they % .

are -found in most of the common. operatlons Some. of the d1fferences RS A

* may be related:to various incidence of .the.conditions, but many: are'

~more likely tobe caused by differences in the systems of medical care.” T

- Osler Peterson et al. conducted an extensive study- of genefal prac: . - :

tice in North:Carolina in 1953-54.° Among their findings, they -con-

" cluded that.the level -of - performance of the general pract1t10ners sy
" studied was quite: varlable SOk AR
- In summary, it is clear that eﬁ'ectwe quahty control mechamsms do CPITI
- " 'not exist-ini the' health'care field:. There are neither stardards nor - - *
,i fully developed methods for: assessing ‘the- quality of care. This is of .. .«
.. particular relevance. to HMOs since. the. reimbursement ‘structuresin, - ' -
e 'HMOs provides. incentives to: perform the fewest poss1ble numbers:of . T -
" services, ini. contrast to the*incentives inherent in the: ‘prevailing: foo- . LA
.. for-service:sector. The Cominittee beheves, However, that ‘the ‘assess-
. ment of quality is a problem not unique.t6 HMOs and HSOs, butisa. = -+ =
topic: whlch merits’ exammatlon 1n all" sectors of the health serv1cej‘ T
. 1ndustry R oL
'This. bel1ef has been Well substantlated through the hearmgs held o
*thus far concerning HMO Tlegislation. For example, current licensure . .
- laws in almost every state set miriimum, usually one shot, standards, - ..
- . many of which are obsolete as exemplified by the: Amer1can Collegeof - -~ .
~Surgeons-American Surglcal Association’figures: quoted above. Ll -
. The Committee believes that the:Commission on Quality Health Care -~ %
Assurance, -guthorized .in-title I'V. of S. 3327 -will provide the badly =~ ;
- needed impetus as-wéll-as an effective, mechanism for developing'the.” ..
capability to assess. _andmonitor: the. quality of health care on'a riation- ;. - .
_al scale,.and will have a ‘major’ ‘impact upon -the- appropriateness. and, SRR
\ effectweness of health care’services, both in: and out of HMOs SRR RN

g Deoelopment of N ew Types of H ealth Oare Professwnals

There is inother, réason for the development of:the. capablhty for\:v
evaluatlng the quahty of ‘health services. The emergence of h10hly‘

- organized systems of health care delivery will certainly encourage the =

development of new types of health ‘care profess1onals, such as ped1- B

atric nurse practitioners, nurse m1dw1ves, and-the yarying. forms.of ©. - i
,physmmns assistants already emergmor in different parts of the coun- "~ . '
. try. The Committee, wishes.to enicourage the development of new, forms .
of health professmnals who: will enable the phys1c1an to increase his efs, oo
. ficiency and effectiveness; but recognizes theneed for. umform, nation- v 0o
~ ally applicable standards in.a field where mobility aniong: Job. cate- Tl
. gories-as: well -as O'eooraphlc mob111ty is @ prevalent characterlstlc e

Need ‘to develop new ways. of measuring guahty SRR EENE PP ¥

Although ‘standards’ relating 6. the training and quallﬁcatlons of“c‘ »

.. persennel, whilevariable from state'to state; are well developed, stand-. L
© ards relating' ‘to the" process of heilth cate ‘and to’the; relationships be-"'y -/
, tween the process and the outcome of health care are poorly developed*f_ e

. 5An Analvtlcal Study of North Carolma General Practice 1953—54 Journal of Medwal :
qucatmn December 1956 . ) SN
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ity to community and from region to region. - R R
- The state of the art with regard to the measurement .of .the: impact

“or non-existent. “Standards of medical practice” vary from commu-

-of health care services on.the health of the.popilation being served .

is rudimentary. The Committee is deeply concerned with the lack of
technical knowledge or criteria to measure the results of health care
services, and the consequent inability to-accurately assess cost-benefit
ratios. Such a capability is going to-become increasingly important as
the costs of health care ‘services increase; and. increasingly complex
and sophisticated treatment alternatives evolve in medical practice. An

understanding of the.impact of health care upon the health of in-
dividuals being cared for will become increasingly urgent in.the future.
: - The Committee recognizes the need to establish a national data base
- from which comparative statistics concerning the process and out-

. In the process of -developing the proposdl.fdrft}‘lew Commission on

| Quality Health Care Assurance,. “t,he thmmittee, 'a.ddfe,sse:d itself to

three sets of questions:" ; A oo
- L. Who should undertake the assessment and regulation of health

- care on the basis of outcomes; should it be the Federal government ; the
states; or should public regulatory authority be delegated to a private,

provider-controlled body?

_controlled body would appear to create an inherent and essentially

insurmountable. conflict of interest. Worthington and Silver have.criti-

‘cized the delegation of regulatory authority to the Joint Commission

on the Accreditation of Hospitals (JCAM) under the Medicare. pro- -
gram by illuminating the effectiveness of that Commission’s regula-

- tory programs.® In the case of health professional licensure, the work
~.of Derbyshire; Bernstein, and others-indicates that licensure (a mixed

regulatory device in that it is a state regulatory mechanism with man-

‘dated provider control) has been a relatively ineffective system: of

quality regulation.” Another example is that while 20 percent of all
hospitals representing 30 percent of hospital dischatges voluntarily
subscribe to the PAS system (operated by the Commission on Profes-

‘sional and Hospital Activities), very few of such hospitals utilize this

medical data base to monitor the quality of care provided in their in-
stitutions. A further and final point is that despite the increasing tech-
nical feasibility of clinical outcome and process assessment, these. tech-

- niques of quality assessment have not. béen appliéd on a systematic '

basis by any existing provider-controlled body. -

.. .. The traditional systems' of medical care delivery, 'r'e'lyl upon the
- leavening influence of competition among providers. It seems unlikely
~that .competitors could successfully regulaté each other and still re-

main competitors. R

' .'*W. Worthington and. L. H. Silver, “Regulation of the Quality 6‘f:Cai'e_in Hospitals:

The Need for Change,” Lew and Contemporary Probléms; Spring, 1970. : i .
. "Robert C. Derbyshire, Medical Licensure and Discipline in the United States, Balti-

more, .-Johns Hopkins Press; 1969 ; and Arthur H. Bernstein, ‘“Licensing of Health Care -
Personnel,” Hospitals, Vol. 45, No. 3, February 1;1971." - =~ -~ -~ . %

- The delegation of public regulatory authorlty to a private,:'pnovidell- .
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ThlS does not -mean that professmnal expert1se is.not p1votal to the -
1mplementat10n of quality regulation. Scientific and technical ex- -

" pertise is essential and in most cases 1t can. only be supphed by health' :

care professionals. - :

But, a quality regulatory system ‘$hould be- pubhcly accountable -
while re]ylng upon professional expertise.®

There are also serious doubts about the const1tut1onahty of delegat- .
ing public. reO'ulatory power and Grant -making authorlty to any pri- 4
vate body. - .

‘This leaves the question of the appropmte governmental level for

administration. of -the -Commission’s - regulatory ‘scheme. There are - -

sound- reasons notto rely exclusively upon the states. An effective.sys-- -
tem of quahty regulation must be founded upon a soiid understandmg .
of health care problems, different- methods of quality-assessment, and

alternative: ways of delivering. medical care. It seems highly over-'
optimistic to expect all 50° states to have this kind of technical ex-:
pertise. Further, monitoring the quality of medical care -on‘the basis.
of outcomes is not simply a matter of setting external standards-at-

‘the Federal level which can then be-enforced by personnel at the state

level. Instead, an eftective system of quality regulation involves mak- "
ing relatively sophisticated judgments about. Tot only. the necessity .
for further surveillance and/or sanctions, but about how to best help

a provider improve its quahty assurance system and. the quahty of. f

care to-be rendered.
Another dlsadvantaoe to the, sta,tes 1ndependently carrymg the lead
in guality’ reou]atlons without submitting. to Commission review 18-
that " an - effective system of ahty momtormg ‘should: -~ be .an..
evolving, reactive one,; in which t(ille experiences of providers with dif- .
ferent quality assurance systems in different parts of the country can’
be readily exchanged. Quality regulation carried out e\cluswely by,
states seem unlikely to achieve this kind of cross-fertilization. - ;s ..
In sum, while the states can play a role, any such rele should at .
least be circumscribed and informed by concrete federal guidelines.”
Thus the Committee believes it is advisable to.locate the.Commis-"
sion at the. federal level with spemﬁc areas of decentralized. responsp,..
bility to the states. Lo
2. Should. all promde'rs Be sub]ect to the yumsdwfwn of the Oom- :
mission; and.-if 3o should all providers (or all HM 0s) be. compelled,

- or allowed to elect to submit to the jurisdiction.of this Commission . “‘

n return for support under the Publw H ealth Service Actf .

8.AR additlonal secondary argument against delegatlon to a private provider controlled -
body is that no such Lbody. at present has a sufficiently wide scope to undertake this. task. -
For example, Group Health Association of America é 'HAA) Tepresents HMOs, -but -not.’
hospitals, group practices or other:providers. The JCAH represents the- American Hos-
pital ‘Association, and organized medicine, but not HMOs, group practices per se, or other
specific subsets -of providers. The AMA and its assoclated county and. staté medical

‘societies represent many physicians, but no institutional providers: A consortium of

insurance carriers could perhaps be created, but the disadvantages of combining quality
regulation with the third-party payor function are substantial. -
Thus, no .single provider-controlled group s sufficiently ‘representative- ‘of providers to )

"be the obvious- .condidate for the delegation:of public regulatory authority*in“the quality:"
- area. However, much more important, even if such a body: were put to%ether. delegation’ of “

regulatory and: grant making authorlty ‘to lt seems highly lnadvis

le for ‘the reasons”
discussed above o




\

, There 18 no eV1dence that the quahty of cire prov1ded by ex1st1ng
~fee-for-service providers is any:higher-than that provided.by HMOs.. . . - = -
' In fact, the few:well-controlled studies that have been. done 1ndlcate SR ‘ -
_that the quality of HMO care is higher.s ‘ R R T
" Barriers. have: prevented ‘the ‘widespread : apphcatlon of ; outcomes-« :
. oriented ‘quality monitoring. Most of these barriers can be overcome;
. © . not-only with the development of the HMO sector; but'also with the’
A " evolution of more intégrated non-HMO providers: Like: HMOS, most:
LT hospltals and large group practices (i.e., multi- spe01a1ty .group. prac-. -
\ .- tices with ten or more physicians and: smgle -speciglty. practices with
- . five or more doctors) see sufficient numbers of patients to permit -mean-
ingful evaluation of the clinical outcomes of medicalcare: Similarly,
many have an-administrative structure and a record-system: upon which -
-could be.built an effective quality assurance system. In addition, most. .
-of the clinicall outcome and: process studies that have been carried-out
(i.e., those of Williamson, Brook; Brown, ete.) have been: performed:.
Cin 2’ 1ion- -HMO setting: Thus, the technical fea31b1hty of chnlcal out-,.
- come assessment in non-HMO providers is manifest. - :
1In summary, -since the -quality of medical care dlspensed by non--
- HMO providers is as. hkely to be significantly: 1mproved by increased -
- outeomes monitoring as that provided by HMOs, and'sincé such mon-:
_itoring can be successfully carried out in. non-HMO. prov1ders, partic-
ularly more integrated-ones stich as hospitals and group practices, all
providers should be subject to the jurisdiction of the Commission.-
. ‘While the arguments outlined above for inclusion of all. providers:un-,
~der the Commission are strong, there are 'some. convincing arguments . R
*'supporting an “elective” approach which retains the poss1b1hty ofin-. . . ' _
cluding all’ prov1ders First, -making - outcomes-oriented -quality: - S
' regulatlon “elective” would protect the . young - HMQ' industry - e
from unduly. stringent regulatlon ‘This may be partlcu]arly important® .- . - s
since past experiernicé with’ outcomes assessment indicates that measur- - o
able ‘outcomes are uqually less satlsfactor y than had been expected by
the providers involved. -
A second: argument for makmg outcomes orlented quahty regula-
‘tion “elective” is that it makes it more difficult for providers to-effec- -
tively cartelize the health industry through “capture” of the regulatory
body. In the mandatory regulatory situation if existing prov1ders gain
control of the regulatory machinery-and set quality standards in such -
- way as-to make it difficult for new. firms to form, particularly" new -
IIMOs, then entry into'the industry can be effectively blocked: In con:’
“trast, in the’ “voluntary” regulatory situation new providers, includ--
ing HMOS, admittedly’ unassisted, under the Publi¢c Health Service .’
Act .can enter the health industry, thus reduclng the poténtial control.
of the medical care marketplace by ex1st1ng prov1ders tlu ouo'h capture
of the Comrmssmn A VI PR o el

“; N

}), N

o

(.ﬁ’ :

g -

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

EPUNE BRI

. 8a See e.g Shaplro,, Wemer and P. M. Densen “Comparison of Prematurity and
- ‘Perinatal Mortalit in-a. General Population and in -the. Population of a. Prepaid -Group *
- . - 'Practice Medxcal are Plan”, Americn. Journl of- Public. Health, Vol. 48, February 1958 ;.
¢ 8. Shapiro, H. Jacobziner, P. M. Densen, 'and L. Weiner, “Further Observations on - Pre- -
- maturity and Perinatal Mortahty in a General Population and in the- Population of' a. -
>repaid. ‘Group Practice Medical Care Plan,” American Journal-of Public Health, Vol. 50,
‘September 1960 ; and Shapiro, J. J. Willlams A. S. Yerby, P. M. Densen, and H Rosner

‘“Patterns of Medical Use by Indigent Aged Under Two Systems of \Iedlcal Care Amerwcm A ‘
Journal of Publw H.ealth Vol 57 M'ly 1967 ' . . ) E ' .
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A thlrd argument in favor of “electlve” quahty regulatlon, as. to "
HMOs, is that explicitly tying preemption of selected existing: state

- and Federal quality. reorulatlon measures to submission by. HMOs to -

the jurisdiction of the Commlssmn removes the possibility .of appli-

~ cation of a tiered system of quality regulation to HMOs. Such a'step = .. .
“would retard HMO development since HMOs would then be forced to. . - -

submit to'the jurisdiction of this regulatory body as well as to exist- .

ing state and other’ federal quahty regulatlon This problem 19 eﬂec- R

tively avoided in S. 8327. A
- A fourth argument favoring the “electlve” approach arises from‘ '

considerations of.the optimal regulatory “load” the Commission can - -

‘bear. It the Commission might become swamped with work; all exist- .
ing: providers are immediately forced to submit to the ]urlsdlctlon of

' the Commission. This is particularly important ‘because the Cornmis::

sion must administer an evolving program of regulation. At the same’
time, éxisting -providers, who may not in the short run-want federal

assistance nor need preemption of existing state laws, nor perhaps be

interested in receiving a “seal of approval” from the Commlssmn, will

have the time to adjust before submitting to its jurisdiction.. Thus, if-
all existing providers donot at first elect the jurisdiction of the Com-
mission, the latter’s initial regulatory domain will thus be smaller and”

it will not be immediately faced with overwhelming regulatory prob-. =
lems and thus will be able to develop 1ts expert1se as 1ts regulatory '
_ domaln expands.

.On balance, the oommlttee felt the arguments 1n favor of the “eleo :
tive” appr oach seem more persuasive.

8. Should the Commission be an mdepehdent regulatom/ body, what& -
functions other than quiality regulation, if ang/, should be. mcluded wn=-

der the Commission’s jurisdiction?
Aside from quality regulation what other substantlve functlons is’
the:government performing now or is hkely to perform n the future:

~ .inrelation to the health industry ?

One such function is: promotion of the 1ndustry, a task Whlch i -
now primarily carried out by the Health Services and Mental Health -
Administration of the - Department of Health, Education, and" "
Welfare. How can the government body,” one of whose ~main

tasks is to. promote. . the ‘health industry generally and to in- .

vest in specific providers, at ‘the same time maintain .the proper -
posture necessary: to eflectively monitor and. regulate the quality per-

* formance of that same industry ? For.example, suppose that that gov-
ernment body had awarded sizeable grants, loans or contracts to dssist.
an HMO:in its planning and, development Would that sameé‘govern- - -

“ment body not be placed in a difficult, posmon if the quahty of care
‘provided by that HMO appeared marginal ? -

- This point—the undesirability of combining promotmnal and oual-. “
ity regulatory functions—was- repeatedly made in the 1970 Conores-
sional hearings on the formation of the. Environmental Protection

_ Agency, and - was in fact one of the major arguments in favor of creat-
. ing the EPA> E}\amples c1ted mcluded the comblnatlon w1th1n the -

. ®See particularly. the testimony of Russell Train, Chalrman of the- Lorzncll on- Environ R
mental Quality, and of" Roy L. Ash Chairman of the President’s Adv1sory Council on -
Exécutive Organization o ) w
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-~ Atomic Energy 'CQmmiSSion‘of théimé;ndéte to proimoge ‘the use‘of .
nuclear power with-the responsibility to regulate.radiation levels; the =

combination within the Department of Agriculture of the mission:to -

- . 'promote agricultural production,with the respornsibility:for,regulat--

ing the use of pesticides, and the combination. within the, Bureauof . -
Mines.of the ' mandate to encourage’ the mining industry with the re- =

_sponsibility for sponsoring research to:study the effects of mine acid:
discharges:. - = - N . LT

A second important function ﬁérformed by‘vt“he‘ “Fve’dé»rzal‘ QOVéfnmeﬁﬁ :

. is that of third-party payor. This function is primarily carried -out by
© . two agencies.-of -HEW;-the -Social Security Administration and. .
. ~the -Medical . ‘Setvices - Administration, -which haye' tlie responsi-.

. bility - of “administering ‘the. Medicare and’ Medicaid --programs, .
- respectively.:Should the quality regulatory. function be lodged: with. -

this third party payorfvnction? .. s

- The third-party paysr may be. .coiiéerned;abdup the quahty of those
services that-he purchases for others, but he is likely to.be less con- =
cerned than if he were purchasing them for himself. More important, -

in the case.of SSA and MSA, these agencies.seem to be monitored par-
ticularly closely by Congress.on their ability to hold down costs. Hence,;
their main interest is likely to be the containment of costs,.and if forced.

to choose. betweein.lower cost/lower quality and  higher. cost/higher. -

quality, then these agencies would appear to be placed in.a,most ambi-:

valent situation.. - . :

" What has:been the experience in othér. areas-of Governmentw1th g

' the third-party payor situation? One such example is the. Federal -

programis subsidizing low income housing. In: January 197 1, the House:

- Banking Committes issued a report in which it was charged that- wide- = .
spread abuses were occurring in such programs. The gist of the Com-

mittee’s charge was that real estate speculators “had-raked in huge.
profits selling patched-up-dwellings to-poor people while Federal ap-:.
praisers looked the other way.” 1 George Romney, Secretary of Hous- .
ing and Urban Development, at'first denied.the charges and then'ad-
‘mitted after meetings with a number of federal housing administration

" field personmel that the allegations were largely: correct.: = > ..o
- “can be drawn from-experience. with public.wel- - '
fare programs. In.the welfare context, a single agency is usually te- .
' sponsible for.both determining. who is-eligible for benefits and: what - -
“-services will be:available to those who: qualify. Thus, a welfare agency:
- can reduce itscosts by formally or informally tightening itseligibility
" standards. Piven and.Cloward, in their.recent book,*. swhich reviews .- '
‘and analyzes public welfare systems in:the United States since their:

A second: exampl

inception, point out that in most. cases this conflict between’ welfare.

" costs and the quality of 'WelfajreTSerVices: has-been resolved in favor of .

-reducing costs. .

A third example is provided by the study of Holmberg and: Ander- .
. son’ of nursing. home -care.in the State .of Minnesota.'* They ‘assessed".
~ the quality-of nursing home care by comparing nursing homes“on.a

4

- 10 House Congressional Iiécord, February,.s, 1971. . ¢ - n T e .-
1 Frances Fox Piven.and Richard A.’Cloward, Regulating the Poo?: The Function.of -

Public Welfare, New York : Random House, 1971..

12 R. Hopkins Holmberg and Nancy N. Anderson, “Implications of Ownership for Nursing -
Home Care’”, Medical Care, Vol. 6, No. 4, July-August, 1968. . o o o o
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" wide variety of - 1nput srandards ‘One of thelr conclusmns was that-
* there was a strong positive correlation between the, proportlon of ‘wel-

fare patients in a nursing home and low quality care: (as assessed’ by :

the input standards). Hence, this study, teo, confirms the conflict: -~
-of interest between the th1rd party payor functlon and the quahty of .-

services purchased. -

Based on the: above then, . and glven ‘that the sole mlssmn of the’ PLA

, ‘Commission is to ensure the; quahty of care, what location within the -
government; will most faclhtate 1ts, effective, funct1on1ng? There -are. .

, only two basic choices: an agency within HEW reporting, to. the Secre-:' .

- tary-or a regulatory commission independent of HEW. : coest

- There has been little research on this precise question.. One analogue ;

is the FAA which lost-its independent status when it was moved to

 its* present location directly under. the’ Secretary of: Transporta,tlon -
" in 1966. Since that time it seems to have functioned about aseffectively. .-
as it did before, although this pomt has not been rlgorously established. .
‘Moreover, the FAA, unlike this regulatory body, was a, well- estab-
lished regulatory agency with a solid reputatlon and a. deﬁned con- -

stituency at the time of the shift.

As noted, there have been relatively few studles Whlch have spe-
cifically addressed the. question of what effect. 1ndependence have on; - °
the effectiveness of regulation. One study that has is that of Haywood = =~
. and Golemb ** who reviewed the performance of state bank regulatory L
‘authorities. and - concluded. that “effective regulation. appears to:'be: -
-served whén the regulatory authorlty is an independent unit.” Confer-
~ees at the recent: Brookings Conference on the regulatory process. also:

strongly supported the independence of regulatory commlssmns Thelr :
opinions-on this subj ect were summed up by Noll* as follows:-

The: conferees were unanimous in behevmg that 1ndepend-»"- L

".ence is desirable for at least some types of ‘regulatory decisions; " i<+
- if for no other reason than the credibility it gives to the'agen- -

‘cies’ objectivity. The conferees agreed that'the “independence”- ©.~ " - “

. ‘of the existing independent agencies is to-some degree illusory.." " -

.~ The agencies are subject to congressional and executive pres-' "

. sures, partly because of ‘the budcretary control exerdised. in -~ °
these branches and partly because the President and the Con- "~
gress dre elected and. therefore deservedly capture the atten-

- tion of the regulators. Nevertheless, regulators-do need the

- . .authority to make decisions that are contrary to'the wishes '
- of ‘the other branches. This forces.the oﬁ'endlng branch to -~
" -make"a public show ‘of reversing the agency through new . °

legislation, rather than allowing the exercise of congressmnal s

or executive will to be surfeptitious. The necessary institu- ... .

tional ingredient-for independent decision making is a long ;- -

.. terin tenured appointment, which, regardless of the rhetoric - .
" orthe orgamzatlon charts; accounts for all of Whatever 1nde-~ S

- . pendence the 1ndependent agencies en]oy RS

13Char]es ol Hav“ood and Carter H.- Golemb A Studv of the Resnonslbilities and
‘Powers Delegated to ‘State Banking Authorities”, unpublished manuseript, 1968 A summary
of this study is published in the hook by Noll cited in fn. 30.
lg;anger G. 'Noll, Refmmmg Regulanon, The Brookings Instltution Washlngton DC

ey
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“Thus, there ate tWo arguments for the “1ndependence” of the Com—, P

- -mission: First;if quality’ regulatlon is 1mportant it:should not be lodged

 within” HEW ‘where rigorous - pursuits-of -quality- assurance’ can“be -

" “traded-off”? or’ compromiséd in thé interests of “cost contginment: . .

- and/or promotion of health sectors. Second, to the extent that conflicts '

‘betwéen the ‘Commission and SSA-MSA and HSMHA do occur, and .

- they are inevitable and in some ways desirable; such conflicts -can be . *
~resolved in a mioré:public-light than if'the.quality’ regulatory body is'

" part of HEW where: conflicts can be ‘easily submerged. This is par-

© ticularlyimportant since the quality regulatory body would-bé a newly- -~

- created entity while HSMHA, SSA, and MSA are' well-established =
. powerful agencies with strong constltuencms Hence, if"the quallty T

regilatory. body were to-be located within HEW, evenif it reported di-

‘réctly’to the Secretary, it'would be'much less able to. resist and com- .
“pete effectively” W1th HSMHA SSA and MSA than if 1t Were 1nde-‘
pendent of HEW.. e
-~ The Committee also beli ieves that the 1ndependence of the Comnus- o
... sion on ‘Quality Health- Care Assiirance -satisfies:both- of: the basic. -
. criteria for the creation of an: mdependent governmental agency-set -
out by the Presidentin his Message proposing the Environmental Pro-
“tection Agency.. The first criterion was that responsibility is divided®.
" dmong several agencies; but is not the prnnary function of any of them,i o
" /.. andthe ‘other functions affect thé agency’s. views of the: regulatory s
. -issues. The second: criterion, the President. stated,’ ]ust1fy1ng the créa-
. tion'of'an 1ndependent agency was that a 51tuatlon miist-exist in which*
- . the central171ng of authority in one agency: would better enable that
" dgency to-make decisions about the activities of other agenc1es The .
.- President stated that such decision making functions were better =~ - .
- lodged in an. 1ndependent ‘agency than in-an. ex1st1ng cabinet-depart- -~
. ment. He reasoned-that a cabinet.agency, with multlfarlous non-regu- - ..
- latory. respon51b1]1t1es mlght be regarded. by other agencies.as a:repre: -
sentative of competing’ interests and constituencies. and a, promoter of
. its own programs.at.the expense of those other agencies., ‘The Commit- -
. tee fully. concurs with the statement, of the President in respect.to the .~

Environmerital. Protection Agency and further believes that that logic’

applies, with - respect, to an effective Federal . ‘presence regardlng the - |
. .regulatmn of certain. federa]ly assisted health services programs. ‘

' In sam- then, the, comm1ttee felt that the greater suasion that, comes

,,w1th “1ndependence” 1s an- essential ingredient in the. eﬂectwe fune-. .|
‘tioning of the new' quality regulatory. body Consequently, it.should =~

‘not be an agency within HEW reporting direetly to the Secretary, * -
but- 1nstead should be a regulatory commission: 1ndependent of HEW L

" Commisssion.on Qualzty Health Caré Assumnce o

The Committee has ‘técommended that a Comm1ssmn on Quahty R
- Health Care Assurance be establlshed as an 1ndependent agency w1th- L
. in the Federal government.- L .
The mandated role of the (‘ommlsslon is. threefold Flrst it, W1ll
; .have a strong role in setting standards for health care prov1ders falling”
- - under:its' purview relatmor to the quahﬁcatlons of personnel and ade- g
" quacy of facilities. . ‘ -
.. The second ma1or functlon of the Comm1ssmn will' be to gather‘ -
data descr1b1ng, 1n stat1st1cal terms, ‘the process of health care im. .

[ 4]
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- various parts of the country. ' The Commission will develop-the tech-.
nology for relating' health care process to outcome; with an emphasis * -
~ on outcome. The Commission is further directed to establish statistical-
ly defined norms for health care practices. In instances in which signif- -
" icant deviation from the established norms.is noted, the Conimission
© is.directed to investigate the reasons:for ‘the deviation. Persistent de-. -

-viation from established norms in the absence of sufficient justification .

~ for such deviations can lead to the withholding or withdrawal of Com- |

missioncertification froma provider.” - .~ . . S e
The Commission’is authorized to conduct what the Committee be- "
lieves must be extensive research.and development activities in estab-

lishing new health care standards, nerms and.outcome measurements. =~
.~ An important-aspect-of the Commission’s quality -assurance pro-
‘grams will be. the requirement and surveillance of adequate ‘locally
administered quality health care monitoring devices. These devices . -
.may take a number of forms. The exact nature: of the quality of

assurance system has been left by the Committee to the discretion of *

~ the Commission, but must satisfy Commission requirements with .

respect to reporting,. data generating capability, and-effectiveness. -

. The Committee wishes to emphasize the importance of -meaningful

professional input into the evaluation of professional performance in
the delivery of health care services. It wishes to express its desire that -
members of all health professions relevant to the provision 6f health -
care services in a particular system under review be:given the oppor:
tunity to provide input into the specifications of the quality evaluation -
system. - .. - ; ’ - : | Ly

A third major responsibility of the Commission is to monitor and =

enforce the meaningful and effective consumer disclosure provisions -

of the legislation. The Committee desiresithat information relating to

fees and prices, range of services and composition.of benefit packages,
and the accessibility and availability of services including the:loca- .
tion of facilitiés, equipment available, hours of operation, practi- .

" tioners by type.and location, and the nature of the plan’s administra-

tion be made understandable to the consumer in order to satisfy the -

~Commission’s. requirements. : g

. The Commission on.Quality Health Care Assurance is also author- .
1zed to issue certificates of compliance to those providers of health serv-- -..
1ces, not affiliated with health maintenance organizations; health serv- .-

- ice organizations, or supplemental health maintenance organizations. = -

. Such, certification will be necessary ‘in order to qualify providers
for assistance under the Public Health Service Act, the Mental Re:

tardation Facilities and Community Mental Health-Centers Construc- o
-~ tion Act of 1963, including any form of assistance under the provisions -

, ?f S. 3327, except for the first two years of the life of the proposed

Claw. T D N DR AP RPN
~‘Providers of health care services other than those eligible for funds

under the Federal programs described above may apply for certifica- -

“tion by the Commission. In exchangé, they will be eligible for preemp-
_ tion of state laws restricting forms of medical practice, corporate prac-

tice' of medicine and other health care delivery patterns. In addition; =
they will be eligible for the Quality Health Care Initiative Awards

- authorized: under séction: 1144 of S. 3327, intended to offset ‘costs to L

. 813
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" ;prov1ders engendered by comphance with the Comm1ss1on S requlre-,
ments for Quality Health Care Assurance system operations.. Federal
- malpractice reinsurance protection as provided in title IV of S. 3327,

. intended-to; increase the availability and decrease the:cost of mal-v |

© ‘practice insurance and-Federally supervised. arbitration: procedures ,
~for disputes arising out of the delivery of health. care serV1ces W111 be
“available to certified providers of health care. ;" - .
. The Commission on Quality Health Care Assurance is to be com- - -
. posed of eleven members to be appointed. by. the President with-the
¢ advice and consent of the Senate. Of the eleven members, four shall be ‘
Lconsumers not, related to the delivery of health care. -
- The Committee wishes to emphasize its.intention that the evaliia-

tive and monitoring functions of the Commission on Quality Health

- Care:Assurance have substantial and-meaningful -input from con- '
" sumers of health care services. The Committee believes that the views
. of such consumers will be a substantive value in enhancing the ability.

.. of health care professmnals to evaluate ut111zat10n patterns the overall
quality of health.care services.

The Committee fully apprecrates the . size a,nd complex1ty of the

- Commission’s mandate. It has therefore specified the functions of the
.~ Commission in great detail, and has attemipted to outline the interrela- -~ . o
~ tionships among ‘them. In the: Committee’s view, .the: Commlssmn N

on Quality Health Care Assurance is the key element-in S. 3327

‘which will ‘assure that services delivered - by prov1ders eligible .
. for -assistanece under the  appropriate provisions. of S. 3327, the. .
" Public Health Service Act, or the Community Mental Health Centers'.
- and - Mental Retardation ' Facilities. Act and -Community - Mental
 Health Centers of 1963 ‘will be-of 'high quality, and of an ap-
. propriate - nature, It is intended that" the development of: the .
. capability by the. Commlssmn to ascertain-and deseribe: ‘patterns ‘of -
~ health care practice, as well as to promulgate regulatlons concerning’ .
- health. care practices where those are appropriate, will succeed in . -
IR, deﬁnmg the limits of . acceptable health care, practices and will help
. eliminate abusés of the health care dehvery system on the part of o
. providersand consumers: o
The Committee is most sen51t1ve to problems enoendered by attempts T
(on the part of the.Federal government to impose regulations: and -
" standards upon an industry as: complex and as intricate as the health
- care industry. Nonetheless, the Committee is deeply concerned about
-the lack: of measurable parameters. descmblng acceptable health: care._

practices in the United States.

The Commission is. expected by the Commlttee to 1nteract in a
° meaningful way with the Natlonal Institute' of Health Care Deliv-
. ery. whenever feasible:. Would be both unwise from the- standpomt of .
- the Federal Government and.- would ‘subvert what little protection

consumers. receive through the. experlence -of malpractlce 1nsurance
pohcles S

.~ 8.8827 contains many prov1s1ons wh1ch Would alter ex1st1ng regula,-v .
" tory_mechanisms governing the - provisions ;of' health- care- services.

Tt contains authority for the preemption of state laws, many of which

-~ provide for the licensure of personnel and facilities, in order to enable ~ -
’ prowders quahfymg for assmtance under the Pubhc Health Service . .~

. ‘:’ )
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~ Actand the Communlty Mental Health Centers and Mental Retarda-' T )

tion Facilities Act.of 1963 to implement new, innovative patterns of

 the utilization of facilities and personnel. The Committee. recognizes.

that some regulation governing qualifications of -facilities and .per-

sonnel is necessary, and has given the Commission: on Quahty Health:
..Care Assurance the authorlty to promulgate standards governing the
qualifications of personnel, facilities, and equipment. It‘1s hoped that’
- such authority will be a step in the direction of simplifying the com=
- plex.amalgam of state.an local 11censure requ1rements Whlch cur- -

rently ex1st . o
It 1s not the intent of the Committee that the Commlssmn engage in
the setting of standards for, or the regulation of, the practice of medi- -

cine. " The “Committee recognizes the fact that at th1s time information . .

ls inadequate to enable’ such standards to be set on-a nationwide basis: -
. The Committee has therefore- recommended the. adoption of an ap-.

‘ proach designed to improve our knowledge with regard to.the process e
.- of health care delivery, Title IV. of S. 3327 directs the Commission-on . -

Quality Health Care Assurance to put heavy emphas1s on the develop- -
ment of criteria, for internal quality assurances systems, intended to

function within health maintenance orframzatlons, health service-or-

- ganizations, supplemental health -maintenance organlzatlons, and. -
other providers of health care falling under the. purview of the Com- - .

mission. The Committee wishes to emphas1ze that local: quahty assur-. -

ance- systerns must’ have the ‘cooperation ‘and ‘meaningful input of

"+ . health care. professionals in alocal area. The Committee has inten:

tionally left the exact nature of the quality assurance system to be de- -

‘termiued through the deliberations-and experience of the Commis: . -
- sion on Quality Health Care. Assurance. However; the Committeée
" wishes to express its desiré that .in°determining the composition of -
- such local quality assurance systems, which eomply. with the criteria:
~ established by the Commission, the desirability of meaningful and - .
" substantial input from non health industry. related: consumners” of -
“health care services as well as members of the several health care djs-:

ciplines such as dentlsts, nurses, and health admlnlstrators be
considered. ‘ '

In developlna such crltema, the Comm1ttee 1ntends that the Com- R
" mission require the development of uniformdata reporting systems .
~ enabling the Commission to gathér information deseribing the naturé.

of the process of health care as practiced throughout the country. Thls,

* will'makepossible. comparisons of the results of health care services: -
-1n varying situations and-in varying systems of healthcare delivery.. .~ -
In meeting the requlrements of the Commission; the ‘Committee = .
.+ wishes empha51s to be placed upon.the development of local.mecha-:
- nisms for monitoring and improving the quality of health care serv-.

ices, both in and- out of health maintenance’ orgamzatlons For that
reason, the Commission will ‘have great flexibility in-defining criteria

- for local quahty health care assurance systems. The Commission is -

.authorued to. relmbm se prowders a sum equal to 2 ‘percent of :their
“gross revenues in order to offset the expense inherent in: estabhshmg
“such a quality health care assurance system. '

The Committee wishes to stress the 1mportance Whlch it places upon
an adequate data evaluating and data reporting capability,in order to

" enable the Secretary of Health Eduoatlon and Welfare as Well as the N AR

»s-15 o




- accurately assess the nature, extent, quahty, and unpact of healt
o serv1ces in the Umted States. -+, . - el
. ““Data reporting, in order to accomphsh thls goal need not be burden- E
'- somely extenswe, but it must be uniform and consistent. .- P
_ - "Any.internal quality assurance system : must-also have the capablhty Lo
‘for assessing and reporting the qutilization charactenstlcs of various  °
% health care services, whether: ‘members of an orgamzedi e
- system of health caré dehv ery or not 1f they fall Wlthln the purv1ew of - -
- "the Commission. o
- -.While'the Committee recognues the 1mportance of a capablhty foz |
‘measuring the qualifications of personnel, equipment and facilities, the .
~ -process of health care, and the utilization characteristics asthey. apply. -
to'individuals.and: populatlons of patients, it wishés. to -emphasize its -
. intent that the fundamental question which must.be answered before
.~ “determination reoardmg the appropriateness of various typesof health -
£ . careserviees can be made, is that of the impact of those services on the - -
IR health of the. people being served. - For ‘that reason; the- Commlttee ‘

_ ‘providers. o
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[ Commlssmn on- Quahty Health Care Assuranoe to mtelhgentll)]r and}

wishes to.emphasize its desire that great.stress be placed- upon the

development of the capability for measuring the. outcomes of health -
care services on the: health of the people being served..

+The Committee recognizes the fact that. the state of the art regard-

_ing-out¢ome measurements is primitive.at the present time, but hopes
- 'that through its-other activities, both regarding the measurement of
SRR -1nput, process, and: aitilization characterlstlcs, as-well as.its activities =
-1 monitoring and compiling the results - of: malpractlce ‘arbitration’
- disputes, the Comm1ss1on can stimulate-the creation'of. and develop-a " -
. technology based upon outcome- assessment.. The Committee believes . = -
" that a national approach with a rational centralized capability for .
“%eneratmg and ‘evaluating data, is the best way to achieve this goal: .
or that reason, the Commission on "Quality. Health Care Assurance:
s directed to conduct major research and development. activities in'the -
-, -areas of the evaluation of health care services and of thelr 1mpact upen. . . -
“the health of the individuals affected. , o
*  In addition to quality assurance systems: the research and develop-’ .
. ment activity. of the.Commission on. Q,uahty Health:Care Assurance,
- must be designed to improve as well as assess.the quality of health.care. “. .
The-Commission is directed to. emphas1ze initially those.illnesses which. -
. have a relatlvely high:incidence in. the population and which.are- par- -
" ticularly responsive - to medical treatment rather than' 111nesses Whlch o
. are rare, or which are less responsive to medlcal therapy.. -
In addition to the above, the Commission i is directed - to assess’ the T
access1b111ty, avallablhty and. acceptablllty to *health- care-provided . .
.. by health maintenance and heéalth service organizations, supplemental :
* - health maintenance organizations, and other providers of health care,' e
R ,and to contrast and compare various health care services systems. -

- If 'a provider of health care meets the requirements of the. Com—

* - mission on" Quality ‘Health Care :Assurance, particularly those relat-. . -
© ing tothe qualifications of personnel facilities and. equipment,and-has - . - "
o anstalled a quality health care assurance system in'compliance with the
© .. eriteria’developed. by ‘the Commission, the Commission is dlrected to

. issue a certificate of comphance to that prov1der of health care serv1ces

“.r"',.:yr!_u"v.,
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“The Commlss1on 1s further d1rected to estabhsh norms W1th respect' .
to health care services, based upon -the . information: generated by -

B quality health care assurance systems, medlcal malpractice arbitration .
procedures and such other information as-is available to the commis--

sion. These norms are-to be statistical descr1pt1ons of-the processes,

utilization characteristics,: and outcomes of" health -care’ services
. _throughout the United States. The Commission is directed. to estabhsh'

statlstlcal limits, within which acceptable health care practices lie: .
If the Commission' determines that a health care provider fails to

" comply with regulations established by the Commission, or consistently. . )

and s1<rn1ﬁca,ntly deviates from the norms established for health care.

. processes, utilization charactemsucs, and outcomes, it is empowered to
revoke.or suspend a:provider’s certificate of compliance, after a hear- -
- Ing on the record during which the prov1der shall have full opportumty‘ L

to justify his deviation “From the normin question.” ..

Although the development of a capability for. assess1n0' the quallty
of health care services is the major mandate of the Comm1ss1on on.
Quahty Health Care Assurance, it has a second.major area of respon-
sibility. The Committee is concerned about the difficulty -consumers:
experience in ascertaining the nature, scope, and coverage provided
them under existing ‘health insurance plans, and the difiiculties they
have in accurately evaluatmg the extent and quality of the health care -
they receive. For that reason, the Commission on Quahty Health Care
Assurance will have the 1espons1b111ty to. enforce consumer dlsclosure.
requirements contained in S. 3327. -

Spe(:lﬁca,lly, S. 3327 requires that a descmptmn of qny health care
pean receiving certification of Quality Health Care Assurance shall =

published Wlthln 90 days after the establishment of such a plan.

‘The statute requires that each provider certified by the- Commission:
on Quality Health Care Assurance furnish a copy of the plan descr1p-

‘tion to every enrollee upon his enrollment in the pl‘m and pubhsh a
- brochure to the general public. o , ,

Penaltzes : ‘ :
" The Committee. cons1ders it extremely 1mportmnt that the Oommls-

~sion have adequate authority to provide sanctions ‘tgamst prov1ders"

who deviate from the Commission’s requirements.
Wheriever the Conmimission finds that a provider has s1on1ﬁcantly

"deviated from the approved Quality Assurance system or is erigaged
Jin.-practices which significantly deviate from national or 1e01ona,l ’

norms, the Commission is empowered to hold he‘ulngs concerning the N
performance of that provider. ' :
. Such hearings shall be held in W‘Lshmgton, orat’ recrlo1nl loca-

tions selected by the Commission:on Quality Health Care Assurance .
. In'such a way as to minimize the i Inconveniernce to- those WhO w 1sh to -

appear ‘béfore the Commission.
TIf, after such a hearing. the Oomrmssmn determmes tlnt the p1 o-A
vider-is. not justified in devntlng froni standards or norms established

by the Commission, it is empoivered to suspend the certificate of compli-

ance which had been issued to that provider. Providers who have had

“their certificates of compliance suspended for perlods in exeess of that -

determined to be reasonable by the Comm1ss1on shall have the1r' '

certlﬁcates revoked

817
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During the per1od of suspensmn of certlﬁcates of approval,-the af-

. fected provider shall be ineligible to‘participate in grants, loans, loan - . - .

guarantees, or interest subsidles under the Public Health Service Act: .

| *and the Mental Retardation Fa0111t1es and Commumty Mental Health B o

Centers:Constriction Act of 1963. ~ 7 .-
After revocation of the certificate of comphance the Comm1ssmn is
authorized to make arrangements with the-providers of health care

.. " who have had their certificates revoked. for reimbursement for amounts. - .
- received underthe Public Health Service Act and the Mental Retarda- -
" tion Fac1ht1es and Commumty Mental Health Centers Construetlon
. Act 0f 1963. SR TONPI LA

In add1t1on, crimirial penalt1es are prov1ded for w1llful 'or repeated;

~ violations of the requirements of the Act, fraud, and misrepresentation.. -

~In promogating standards, rules, regulatmns, or norms, the Commis-

. sion is dlrected to take itito account the views of any provider or other
. interested party concerned:with such rule, and to allow him adequate -

- opportunity for comment. The Commission is directed to provide ade-
quate safeguards, patterned:after the Admmlstratwe Practlces Act n
R eveloplng its requlrements ' SRFRRIEY : S

: : State Standards

" While the Comm1ttee 'v1evvs the Comm1ssmn ‘as the ﬁnal mstru- :

ment for development and enforcement of standards of health care; -
it is of the opinion that the states, throtigh a deswnated state agency,
- should be given the opportunity to develop health éare standards so
" that local and other variations can be taken into account though the

- Commission would have to. assure itself that such standards would. .
at least be as effective and rigorous as those' the Commission itself .
- would otherwise Institute. The Committee is aware, for instarce, that
“disease patterns and treatment methodologles do d1ﬁ'er, and appro-j

priately so, from state to state. -
An added’ factor in the Comm1ttee s dec131on to encourage states to

L develop their own standards is the fact that experience in the medi-.
" cal care field has indicated that the' closer ‘the - ‘responsibility for

~ standard development and health care regulatmn is to the actual =
~provider.of the care, the more likely the provider is.to become i -

volved in the development and setting of standards. The result is - -

that these providers are -more' responswe to these- standards When- -

- they have assisted in the development of the standards. -

‘The Committee also.feels that states, through their: agenc1es, should a

"be given the. opportunity to enforce such standards as they or others =
- may develop in accordance with an approved :state plan submitted -
..~ to-the Commission. It feels that a three year period is sufficient time
- for such plans to be developed, submitted, approved by .the. Com- . .
- mission and made operative. The Committes further believes that the .
‘states should have the right of due notice. regarding any decisions
made by the Commission regarding its state: plan or its implementa-. "

tion. The states are: also entltled to ]udlclal rev1ew of any : and alli i l

, such decision.:, ,

~*. The concept of pernnttmg the state acrenc1es to develop thelr ownﬁ :

- standards and to enforce them, while giving ‘the' Commission evalua-

' tive authority. over the state plan, is in keepmcr with the overall” .
e ph1losophy of the Comm1ttee ‘Where th1s 1s not poss1ble, the' Federal- B
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| tain ‘exemplaty i)rbgra,ms »ifor.

" 1tself serve as 2 model:for other‘emp oyers. and”pro 1ders to emulate

~ stration th‘tt such’

- or.in the’ event the ‘Conimission’f
. party, the power to. ﬁle for-i n
- vider- in questlon ;

- the-arbitration provision’ o

, Wendell G. Freelund, Chalrman H

»

C‘rawford Morns. Past- Pres1den 3 Amenca.n Trlal Lawyers‘ ASSOC"
B David S. Rubsamen,; M.D.,-L.L.B

. Rlchard (,arlson, )

, cerned parties. The' .4
) settlement 'of the ¢
. “tion'is. p‘u'tlcul'u'l\ : )
“Arbitfation will prov1de a°convenient forum for an exped_l o1ls Tes0-
© lution*of’ claims.:The plamtlff’s iclaim' can’ be ‘Hetird-soon ‘after the
. -alléged: incident ‘of hegligence ‘and the: defendant Wi
' medlcal ‘¢are unde _the'shadow of a pendmg neghgence uit,

e method to- momtor quahty health care sta,ndards Very httle data;ls,~

'the ‘health care system of this na,tlon that a 31tua.t10n" of clea

‘practice-held by the Health, Subcominittee;:documented. the, problenis. ",
and interest. for.reform:in medical- ma,lpractlce lltlgatlo ' The.Su

tration.The'bulk:of the costs are for attorney and ‘¢ourt feés'which are ! " J

N requlred ‘costs for* ht1ga»t10ns. Arbitration’ woul 1gmﬁca,ntly rédiice

*such"costs-since: the' forum may:be held in any:site conven ient' to the

partiés- and. court-room procedures and ‘process 'are’not’ applicable;

.. Under arbitration much more' ‘'of the insirance dolar shall o-‘to claim
- ants with' bona:fidé injuries rather than to costs of litigation. - " -

Regardlng'
-state plans ‘thi

3

'lhe Cormnlttee feels that while it s’ not ‘common’

imminent ‘danger W uld 4rise;’
danger exists,

have ‘at-its dis posal in
eliminating ‘the. danger“ ccordifig ly; we, have give hi

AN S,

Arbztrcttzon ‘ P
- THhe. Comrmttee on:, Labo‘

‘nd ‘Pubhc VVelfar .-strongly ndors
f7S:+3327 and béliéves - such pmv1s10n !
sponds:to:the-imperative needs:for reform: Hearings:-on; medical-mal-

committee heard from: @ d1st1n o'ulshed Jist-of w1tnesses whic

TEW3s: Secretary’s':Commission,on:
'Medical Malpractlce accompamed by : Eli P. Bernzwelg,sExecutl e
Dlrector, Commlssmn on Medical Malpmctlce Charles:A.; T

... M.D;;" Private, Practitioner ang ,rPres‘ldent! Eelect Al
. rcal Assoc rmon, Hu tington;"We
-Consumer Representative; Baltim ands.

Robert Ooulson, Premdent,l Amemcan Arbltratlon-Assocl
- York City: . ;

_tion, Artér and Hadden, Clex eland Oth. L

. of L1t1<v‘1t10nn'\ Berkel Cahforniq

Rese‘u'ch Dlrector; Iﬁsﬁtute -=;fon Ihtefdlsclplllla
‘Studies, aneapohs, M!nnes.ota, o L

- 'Medical- malpractlce

?\uu

41 \years The "rotra,cted rocess’ 1n_;
for both'the. ;plaintiffrand’ the -de

N6t~ pragtics

-]

“The éscalating dosts of htlga.tlon will 2150 be, controlled under arb

not’been: an eﬁ'ect

L1t1gat10n of medical malpractice claims hi
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avallable concermng malpractlce htlgatlon There 1s Very httle mfor—

_mation available on the number of claims filed per year, the nature.

of negligence alleged, and the medical specialties involyed and the
background: of the | htlgants Cahforma has recently:enacted, a statute
to get at this problem by, requiring ‘all successful claims of more than

© $3,000 must be reported to a state hcensmg body.:This:ag ncy in turn.
" must make an.annual report w1th approprlate recommen atlons to the '

State legislature.: -

The Committee considers arbltratlon to. be an efﬁc1ent and eﬁeotlve
method of - resolvmg medical ma,lpractlce disputes as well as a most
1mportant monitor or health care practice. As a health care monitor, -
- it.1s most’important that arbitration ‘be closely allied and related to
thie functions of the ‘Commission. The mandate of the Commission in-.
~ cludes the use of the findings in settlement or arbitration proceedings
.* to'evaluate health care and provide data for estabhshmg crrterla and

standax ds for quahty health care,

. The Committee’s view is'that arbltratlon necessarlly belongs under

~ the aegis of the Commission on Quality Health Care and should only”
'be made available to prov1ders of health-care who have certificates of

complianée from the Commission. Since arbitration findings are to be- -

used to develop standards which ultlmatellg' will be incorporated in the .

crlterla for certification, prov1ders should be certified to participate,
in ‘arbitration. With-certification, aribtration 1nfermat10n Wlll be an

' 1mportant feedback mechanism to the providers. )
3 Under section 1209, each.health: maintenance organlzatlon may elect- '
" to offer its enrollees arbltratlon for medical malpractice disputes. The

arbitration provision allows. great flexibility  for: procedures” to- be
fashioned by the providers of care and the enrollees. The Committee
expects that the decision to provide for arbitration of medical mal-

_ practice dlsputes will be jointly developed by the health maintenance .

-organization and enrollees. Such agreements are voluntary but would
be:binding on both the provider of care.and the enrollee. The arbitra-.-

“tion agreements between the enrollees “and. providers of health care

shall ‘require that all disputes not settled to the satisfaction of-both,

- parties be submitted to binding arbitration in order to gam the beneﬁts
of such programs.

The provider-of health care who elects under sectlon 1209 to prov1de
arbitration must possess a valid certificate of compliance issued under

section 1202(a)(3). The Committee strongly supports: this . require-
ment. This Committee conceives arbltratlon proceedings asa’key moni-. .
" tor of health care practice. It is most important, therefore, that the
provider of care possess a-valid certificate of compliance from the
. Commission. Arbitration will be closely related to the functions of
. the Commission and will be viewed as.part of the Commission’s man-
" date to develop-criteria for health care standards. Arbitration will not -
‘only provide an.expeditious method to resolve medical. malpractlce
disputes but also shall' be an important means to assess and improve
~ the quality of health care. In such a context the provider of care should
~ be certified by, the Commission so that: arbltratlon w111 be an eﬁ’ectlve‘

mechanism for ensuring better medical care:,

Arbitration will provide a key element i in the Commlssmn S man--
date to evaluate and develop standards for quality’ health care, The -
Commlttee expects that the Commlssmn will- develop a systematm—

520
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- six years. One estimate of the average delay between 't
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chi;ﬁc;ztiqr,i of ‘a'llf‘th,e; findings ‘{fré)n‘,r,,.fchese\:aI;.bipr@tion.;pr;ogeedingsk' and

- ithat such findings will be published at least, annually. With such. pub-

lication: the consumers. as well as the providers.of .care are freeto -
judge what constitutes good medicalcare. .. ... .. R

_Such arbitration agreements must be valid in thej]umsdlctlon which -

.the .agreement is made. Title: IX: of the, United States Code shall -

apply to arbitration proceedings in those States where legislation: does.

- not provide for the finality of arbitration. decisions or for arbitration-

agreements for controversies which may. arise in the future. The

following 26 States have modern arbitration laws, which do so .
.provide: _Alaska, Arizona, California, ,/Connecticut, - Florida, - .

. Hawaii, Illinois, . Louisiana, :Maine,  Maryland, . Massachusetts; -
- Michigan, Minnesota, :New - Hanipshire, New. Jersey, New York,

Ohio, Oregon, Pennsylvania, Rhede Island, Virginia,. Washing- :
ton, Wisconsin,” Wyoming, Colorado, Nevada,. The following 21
States have‘,general: arbitration laws which provide that agreement to

- arbitrate existing controversies only are valid.and mno. future con- =
troversies: ‘Alabama, :Arkansas, Delaware, Georgia, Idaho, Indiana,

. Towa, Kansas, Kentucky, Mississippi, Missouri, Montana, Nebraska, = .

New Mexico, North Carolina, North Dakota, South Carolina, Tennes- =~ .

see, Texas;-Utah, West Virginia.  Three -States have no arbitration . "

- statutes: Oklahoma, South Dakota, and Vermont. .. . ... . MR

. The Commission shall.provide rules and regulations i:_c:)'-‘-é'mchie;‘r'éiﬁn:i-u; o

formity in the selection of arbitrators for such programs. .. . -
In the Committee’s view, arbitration of medica

I malpractice. dis-

putes will provide.a more effective and efficient, means;of settling.mal- - -

!

- practice claims and, provide. important data -for. the, Commissionin, "

evaluating and developing standards. for quality medical care,, . . -
This'provision is a most important reform'and should receive strong
Congressional support. B TP
-‘Malpractice litigation has'becoitie-the crucible for competing inter- -
ests which. reflect the striking changes dccurring both’in the medical -
and legal 'professions, = . T Theont TooriuetiTo et
Medical ‘malpractice litigation: has “failéd to provide an efficient’
means to achieve a‘fair result for all concerneéd. It'is‘a‘very expénsive
process arid long delays before trial are the rulé.-In many cities, there -
are backlogs-of several hundred-cases with delays of uEf 'to-three to’

J g

settling of a malpractice claim is 414 years.. .

The cost to sustain such a system ;,is\,Abecomingfpro}ljigjfjve.l Esﬁimatea g
costs for malpractice litigation is now..approximately $75 million a

‘yéar. To sustain an effective-suit and a defense, there must be exten-'

sive pretrial preparation. Arrange expert téstimony and taking deposi-.
tions of all the parties in litigation consume hours of time for physi-
cians, claimants, and attorneys.” = ., T .- o . -

'A< el o the g cots both proiial and st ral, s has b

demonstrated that for every premium dollar paid out in medical mal--- - .
practice ‘costs, only 10.to 20.cents ultimately-is,paid .to the suc-. .- "
cessful claimant, By contrast, for. automobile_accidents, 44 cents of .>. . .
each premium dollar-is returned in the. form of payment to the injured

party.

e filing and -




7 - may soon be faced with no possibility for coverage.’

- Yet, 'only*10~20 percent ism
'cessful htigant.. , ;
- _The growing concerns and complalnts of both patlents and phy81-f S
‘cians have resulted in many attorneys urging alternative approaches.
- A Federal commission on medical malpractice established in the De- - - :
‘partment of Health, Education, and Welfare has been studymg the« S
-dimensions, of the problem to determine ‘possible solutions. : - S
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Another result of the h.lgh cost 18- that attorneys are reluctant to-
take malpractice suits for minor claims. Firms spec1al1z1ng in:medical

" malpractice often require the value of ‘the: claims: wh1ch they are
 prepared to litigate to exceed $25,000 or $50,000. < /v .

_The present. htlgatlon process is suffering: from:a cns1s of conﬁdence

There 1s serious concern that' the quahty of care is' beingadversely =

affected by the present: system ‘More laboratory tests, more procedures

for diagnosis, more. X-rays and moreé consultations are being used.
- Then tests are done not- on’ medlcal Judcrment but rather to prevent' -

possuble malpractice claims. -

_ “"Not, only are such' procedures costly, but they may’ also be harmful' e
"as in the case of indiscriminate use of X-rays:: L

~Over half of the respondents surveyed by the Amerlcan College of' ﬂ
Surgéons report they are increasingly practicing “defensive medicine”,

~ ordering ‘more ' X-rays, laboratory tests, consultatlons, ‘and ‘records.

© -Some doctors reported cutting out certaln procedures altogether, and_’, R
o ceasmg emergency room activities. ‘ R

- Escalatinig™costs for litigation are reﬂected in’ the- premlum Tatés

for malpractlce insurance. Rates in California have guadrupled in

- ‘récent. years. ' Premium rates for 7, 500 phys101ans in northeln ‘Cali- |
- fornia were raised 13 percent only in the' past 3 moriths. ‘Fotr-certain .
- -surgical specialties regarded as high risk, such as neurosurgery, rates.

range” from $4,000 to $15, 000 per-year. Desplte the high ‘premium
rates, fewer- and fewer companies are insuring and many phys1c1ans :

Ultlmately, the costs for this system are. borne by’

hospital .charges currently - %o for: malpract1ce insurance premiums.’
tlmately returned in’ beneﬁts to' the .sue-

"At the present time arbltratmn, broadly deﬁned, is bein, used in.
two', .ways: 1) as a substitute for, traditional 11t1gat10n ‘and 2) as-a-

_screening process to eliminate unnecessary claims and to exped1te the B

settlement of valid: clalms s s

¥

3 %'Arbztmtwn of Medical M. alpmctwe Dzsputes -

. Because of  the general advisory  nature of the’ screenlng panels,,"
arb1trat1on of medical malpractlce disputes has been' rece1v1ng in-

i ,creased acceptance as an egmtable and binding procedure:

(&) The Ross-Loos Medical @roup.—The Ross-Loos Medlcal Group

e of Los: Angeles ‘offers - the-éarliest example of prov1der-pat1ent agree-" *
- ments to arbitrate future malpractice-claims. For more’than 40 years ..

- "subscribers to'this prepaid health care plan have’ been' required to' sign
' a contract for ‘future medical _care, including an arbitration' clause."
=, From its perspectlve its-experience with ‘arbitration . sappears to have.’
~ been good. Over 90,000 enrolleés-and 150 physicians are currently
covered' under, ‘the’ arb1trat1on agreements The Ross-Loos ‘plan-has *
resulted n reduced Tates for malpractlce insurance. Insurance rates ’

qci‘consumer Invv |
California; it is -estitnated that 70 cent§’ per” patlent ‘per day of" .




, patlents. Over 195, 000 patlents hav s1o'ned the admlssmn ‘forms‘ since’
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o su1ts are s1on1ﬁcantly related to fees of attorneys. W1tnesses ‘t&stlﬁed

PR
; .

,F R
.-

oje Cight

Cahforma hosp1tals 1n1t1ated a demonstratlon prO]ect in 1969 ut1llzmg ”
arbitrationas an alter iative to ht1gat10n Tor. resolvmcr mef | f ]
- dispuites. The pro1 ject is being’ sponsored by the'state medical and h h
pital associations. m cooperatlon with partlcrpatmg hosplta Tistira,
carrlers Unhke the Ross—L IO " this, pi OJect represents th
Zoli) present,,h' §
Under th1s plan,qwhen a patie ‘t"checks mto 4 )
he is asked‘to sign medrcal admission . form including an Arbitra:
tion: Optl()ll.?,’ Accor : » the ‘eoulatmns employ" dunder th’é;;pr"o'je ity

either party may’ compel arbitration concerning malprac Ice. or’ fees;
partles may intervene ; dis s¢overy is made under 201 Y s law-
suits'are’ stayed ‘the: .statute oftllm1tat10ns '
| pérmitted’; ‘and.a. heauna is: requlred within tén" da
~of fault and detrree of 1n]ury are de01ded by an| ,rb1tra 1 ’ PR
. 3 ‘ her ?based upon

- the concept of compar tl'V‘e necrlwence. :
The f‘Arb1trat10n Opt1on s has

" the. progtam begah in'1969. Only 1817 have re]ected the’ optlon ‘at thei:
hosp1tal adm1s51on and, according to other terms’in the hosp1tal forms o T
‘a. mere 8 others ‘hayve revok"‘#d‘, the arbit ation.’ agree R
davs after their rélease from'the hospital. * ' | I,

(¢) The Kaiser Fou datzon Health P’an. id:
recent developme i iatéd on & comorehens,ve basis on' J anuiry .
1971, incorporates the use of arb1trat1on as’ a,substltute “for-, tradl
‘tional malpractice litigation in the’ Southerri California Kaiser Foun-
daticn Health Plan.. The program includes about.seven hospitals 4n
- twenty out-patient ‘elinics’ h 8.1 total membersv P |

) 'jof* ]ust under one L
‘mi'l‘hon.,"Arbrtration '»is~p-1 ' )y ted mto th R

Tho C‘ommlttee on: Labor and Publlc Welfare 'ccepted an' amend
ment to*liniit contingency’ “fees of ‘attorneys in thogetcases-of medlca
 malpractice d1sputes ‘which:- £o ‘to" settlement or arbltratlon
~health mainténance organization. 7. Ve WU o :
f‘By $0 accepting the amendment; everv ‘lttorne' frepresents Q. T
client in'a medical malpractlce d1spute which shall.go: to*s ttlement | TN S
- arbitration as provided-for:urider section. '1209-and: who Téceivesicoms=="""1 ‘
~ pensation ‘for ‘services: on -a_contingent or dependent rbasr'"must il
with the'Comniission on‘Quality’ Health ‘Care. o o e
The Commlttee belleves that limitation of: contmoencv fees as inco ‘
. porated in’ this section is'crucial .to'countering:the escalatmg costs o
medlcal malpract1ce dispites.and. themsettlement T e
Many witnesses ‘before the Department: of :Health; Educatlon and
Welfare Malpractice Commission and the first Nat1onal ‘Confeérenceon-:
Medical Malpractice: testified:that the ever-rising costs:of.malpractice,




_tingency fees. -
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that contmtrency fees as hlgh 48 50 Aa are not uncommon n m‘tlpractlce
suits. Patients with bona fide i injuries secondary‘ to medical negligence
have . mcreasmo' amounts of thelr compensatm ﬁ "gomo- for the con-

The Timitation of contmgency" fees on‘a scaleto pr ovide reasonable

' reimbursément to attorneys 1 is necessary to allev1ate rlsmg malpract1ce

suit costsiand claims. .
‘Dr. Mark Gorney of San Franclsco, who represented the American '
Society of Plastic and Reconstructive Surgeons, testified to the HEW.

- Malpractice Comm1ss1on, “Many doctors point to the United States/

Canadian border. as.an exainple of the 1rrat1onahty of the present,

system. In, Vancouver, the malpractice premium for a surgeon in the
highest, risk ‘category is $35.00 per annum. In Seattle, a few ‘miles-

~ south, it is 70 to 100 times that much. In mich of Canada, it so hap-

pens, contmcency fee arrangement, is seldom used in. malpractme cases
and then'it is strlctlv limited by the courts. Are wé then to surmise that
in’ 1dent1cal areas medlcal standards on_ our s1de of the border ; are -

“Joseph F." Donovan, Executive Dlrector, Santa Clara County, Cah-
forma, Medical Society, told the Commission: “It is understandable
that the plamtﬁf bar should’ be Teasonably compensated for the risks
that they take on a worthy case for a penniless’ patient. However, we
do believe that some rule of order might be developed that would limit .

- the percentage of the contmgency ‘'when 'it. reaches’a certain plateau

Precedent for siich scaling exists throughout the states n matters of
attorneys fees for probate.” .

‘Limitation of contingency fees is not a. new approach New J ersey, .
for: example, and New York City now have Systems’ hm1t1ng contin-
gency. fees on-a scaled bas1s Wlth the fee d1m1n1sh1ng as the award
In¢creases.

“Because of the eﬁ'ectlveness of arb1trat1on in terms of both time "
and cost; the Committee belleves limitation of contmgency fees in this"
setting has considerable merit. Under ‘the aégis of the Commission,

" arbitration and the limitation of fees provide an excellent opportunity
for both the provider. of care and the enrollee to control medical mal--

practice costs and provide just compensation to a vietim of miedical -
malpractice. The. Committee is aware that contingency. fees have been
an Important inducement to obtain representation for a poorer client. .
The.mandateof the Commission will bé to determine a. limitation on..
fees which will not discourage legal representation but will, prov1de
adeguate . control -to- insure ]ust compensation to .the. _parties. iIn mal-

‘practice disputes. The sliding scale on fees as enacted by several state :

and:local jurisdictions.are: appropriate models. -

The:Commission has. the authority to. obtain complete lnformatlon ‘

from the attorney concerning; his-agreement . with his client for such-
compensation. The Commission in obtaining: the. necessary informa-
tion-and.data:from attorneys who file their retamer agreements with.
the Commission shall develop. a system to.control contingency fees

~ which, would be falr and equ1table to the client and the attorney as

well.o o, v

The Commlttee reoogmzes the need for conﬁdentlahty of such re-ii.
tainer.-agreements and.therefore such a provision is-included. Infor-:-

mation on such agreements may only be divulged upon written order
of the Chalrman or the General Counsel of the Comm1ssmn |

S-24-
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| Su mmary

lish important critéria. and standards in this. area. I1t- wil

"Atherefore, are programs: to.be. prov1ded only to: th

“noted in his statement filed W1th the Senate Subcomm1ttee on
“medical, malpractme insurance ‘is’ becoman' more‘and . m

-cumstances, policies must be-cancelled and’ insurance’ ‘withdrawh “to. -
prevent, continued, losses. Mr. “Morris’ cited’ ‘the medlcal malpr‘lct1ce

‘ t1ons about the need for reform
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: be reduced

+In-the- Oomm1ttee:s v1ew, l1m1t ng contin enc tion.
proceedlngs is;a sound. approach to a.difficult. roblem. The’Commls-
sion shall be respons1ble or monitoring all findings of the arbitration.

or settlement proceeding, and the correspondmg contmgent fee -ar-...

* rangements of the attorneys-e and their clients. An excellent opportunity

is provided. the, Commission t0.e uate the’ ent1re;processand stab-.. -

unreasonable’ burden on attorneys to file. such: staf ‘me,ntsr ‘with: the -

- Commission. There:must be an: efficient. system devised ‘to relate .all.
findings.to the. Coramission. on. medical -Talpragtice.

sputes. Contm- ‘
gency. Feb- statements:could be. part of the sarmie data gath 3 mg process

o

" to’be filed. with the Commission. =~ ) i

Because the Comxmssmn shall have such fan 1mportant role under
th1s provision, . it.is most. 1mportant that arb1trat1on and the hmltat1on
of contingency fees be available only to those" prov1ders of care who -

‘have obtained a certificate of comphance from the Comm1ss1on. These.

provision are’ iclosely related ‘to.issues of uahty ;health’ care and

tained the certificate of comphance.

T]ze Fedeml M edical- M alpmctwe Remsumnce

A key resiilt of the current medical malpract1ce i
escalatmg ‘costs for med1cal ‘malpractice insurarice :“Premmms for

‘medical malpractice insuranhce Liave continued to-rise dramatically as "
" the 1nc1dence of cla1ms 1ncreased and' the costs 1ncreased As Craw::

ford ‘“Morris, an’ attorney and'a- recogmzed authorlty “ont malpract1c W
Health,': .
fhi¢

to. obtam at-any: pr1ce, and is. becomma more an'd more.'imprdﬁtabl'” 0
the prlvate lnsurance 1ndustry Fe c1ted an example off'_the dlﬁicult ‘

~a,hospital” had in. obtaining such.‘insiiranéé and finally ‘did Se-at. 8 .

premidm i ‘eXcess ‘of half a million dollars per _:year.*In many- c1r *

(o

1nsurance pohcy as a “Vamshlntr Amerlcan” an_ ra1se‘ serious ques-;

At'the First National Conference on Med1cal Malpract1ce, sponsoredi
by:the American Osteopathlc ‘Association; in February of 1970, rép-.

......

1esentat1ves of the insuiance mdustry pomted out " that’ the seriois-

. problem in malpractice insurance was lack of” remsurance compames

to. share and. spread the risks. In the field - ofh réinsurance, the. com-'
panies handhng malpractice Insurance are. 'in eed of the' most sup-f

-port. It Wwas suggested that, if reinsurance support could be obtained: .

from ‘the Federal: ‘Government, nore ‘companies wotld be tracted
back to the med1ca1 malpractlce market and rates could conce1vably

“Dr. Edward A J ohnson, Pr es1dent of the Amemcan College of’ Ho .

‘ pltal Administrators, testifying before ‘the Department of- Health,

Education and: Welfare Commission of Medjcal ) \([alpractme, stronoly
recommended the néed for a new. approach in reinsurance for. med1cal
: malpractlce He' urged ‘the establishment 0f a new-: ‘centralized mecha-

- nism for reinsurance which could i 1mprove and stab1hze pract1ces 1n
* medical- malpractlce msurance : :

L4
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‘and

Dr Mark Gorney of the Amencan Soc1ety of Plast1c and Recon-

structivé Surgeonsalsotold the Commission that malpraotme insurance
" should" be-‘more :Teadily available;and tha i ;
..~ Government can: play an mcreasmg role in th1s Tea 'agin the, dehvery j o
~ of-health care.” TR T
- Estab] 1sh1ng' a Federal program for reinsurance in the _ed1ca1\ mal--
© practice’area’ls" analogous to other-Federa
. ance. programs as, for example, the Federal Depos Insurance Cor-.:
-poration. The’Federal Government ‘has also acted as 4 reinsirer-for
y S'tate and pmvate insurers oﬁerlng property ihsuratice to busmessmem S
in riet -areas, where it had’ previously béen 1mposs1ble for them to:0b- -
-, "tain" coverage at reasonablé rates, if at all, ‘Congress;. by ‘passi the-,_-;'f
. Housing and Urban Development Act of 1968, utilized existing State-
iand 1ndustry ‘insurance- structures. to prov1de proteéction’ from cata-'v
" sttiophic loss to insurers who partlclpated in state-wide. plans. : P
o .on Labor and Public Welfare ndorses the Fed--;’
,_?eral reinsuranée program. under - this b111 The‘ freinsurarnce’ pro-<-
L gram responds to theserious need for stability in the meédical malprac- -
. :tice insurance area. The Commission on Qua. 1ty ‘Health Care.will -ad-
.~ minister the federal medical malpractice reinsurance’ program. The. .
. Commission will make medical malpractice liability reinsurance avail:
.~ abletoprimary insurers for those providers of care who hold. vahd cer- -
- ;5~t1ﬁeatesuof comphance under Sect1on 1202: Relnsurance W1ll be. pro- -
i vided:to: ‘those providers of care who have estabhshed and mamtamed;- =
o qual1ty of care:standards consonant Wlt_ he d1rect1ons ‘of the Com:"
.*’mission on Q,uahty Health Care. A majority of the, Commlttee beligves -
deral’ reinsurance program: should beneﬁt those pro : 1ders of care' LR

f.necessary’ the’ ‘Federal "

* The Comm1t ,

0:are practmmg quah‘ty med1c1ne. T

eral reinsurance system of ‘support and controls stability and reduced’

costs: shopld result:to more providers of care who shall qualify by ob-
- taining'a certificate of comphance. Such a program has several Federal:
~+ anialogues,and: would be . most important Congressmnal résponse for
A needed reform in an area of cr1t1cal concerns to the prov1ders of health'“
o care and primary insurers. - . A
" ;A key concept of the bill is the 1ssue of quahty .health"care 1ncor-.;’ -
ated into the. Comm1ss10n whose mandate is'to monitor and evalu-:
ate: current.health _care practices’ and develop and “establish. criteria
" andards of ‘quality health -care. A’ majority; -of ‘this’ Committee
-" believes ‘reinsurance should only be .provided to those providers.of. ' .
- health .care who comply. with standards. ‘promulgated by the Com- .
" mission.” Reinsurance. in. the context of thls legislation” should not
- underwrite providers who' are not" ‘practicing. quality ‘medical care.,"f
“and. hence are frequently used successfully for: me(}l ’
. 'The:Committee. emphas1zes that-the Federal reinsurance’ program is .
apph able not, only. to pr1mary 1nsurers but'-‘also"
;,of care who self-msure. ¢ o .

ical. negho'ence. i

1suran ce and/ or reinsur-- -

: In he Committee’s-yview,, it is. apparent that a cr1t1cal f‘wtor 1n the'j: L
curren mstab1l1ty in medloa.l malpractice insurance is the’ lack or'nar-.. ..
" row, base. of support for reinsurance. To be.sure, the process of mal-T
- practice l1t1gat1on and the contmgency fee systern ‘have been factorsin”

. the exoalatlng costs'to the insurers. But reinsurance problems have had~,-. ey

insurers to cancel or withdraw meédicine malpractme insurance for en- -

tire. states, Tocalities orindividual practitioners, By estabhshmg a Fed-:

> those prov1ders’! -

s

PR



4. 2Fhe, Committee" endorses; the-basic.authority:given: to, the: Com= - .-
- " mission to arrange for appropriste. finandial: participation and risk -
‘ . 'sharing in the réinsurance program-by insurance companies or other' .-
' insurers. Initially, the Commission is given the authority to make re- -
insurance available to. cover liability for amounts over $25,000 but -

" not exceeding a million dollars. per.occurrence. ;Fhe :Committee be-

. lieves that the Commission must:have-the :flexibility to. change the .-
limits if it-is determined feasiblé to extend the reinsurance program:
to cover .amountsless than $25,000 or more than: a million.dollars.,

The Committee strongly. endorses this provision .and believes that
a Federa] reifisurance program:for. medical malpractice insurance will -
be a most important element. in stabilizing insurance costs in an-equi-:
table and cost effective. way.. .ot oL el T T

. The program authorized is similar in many respects.to other federal -
reinsuraice programs: The Commission on Quality Health Care shall
‘provide a ‘most effective -mechanism to:create and: administer such-a.
reinsurance program in tandem:-with its other health care functions.
The' reinsurance program: is ‘another- important: approach . in . this -
legislation - with -arbitration. and:limitation. of .contingency fees..to, -«

- stabilize, improve and reform the critical area of medical malpractice.. -

o This . reinsurance provision merits: strong. Congressional; support.. ...~

0L
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DOMINICK SAYS CMTE MAJORITY ERRED IN DOWNGRADING FOUNDATIONS
FORECASTS PERPETUAL GOVT SUBSIDIES FOH HMOs SET p UNDER BILL

l

I” INTRODUCTION

*Whlle there is- not umversal acrreement that thls country S: health
caré delivery systém is “in, cr1tlcal £ondition?, 'nearly everyone agrees: .-

_ . that: improvements -are needed Health' caré is sickness, rather than
~‘prevention oriented; it is.too ‘expensive; it'1s uneyen:in- quality.; and
‘good care 1is¢ 1nacce°s1ble to too many: people “The:health maintenance.

orrramzatmn concept-has-been proposed by many - asa solut1on to these
probl ems, and indeed; it has considerable- promise. -
But “health maintenance organization” is a broad and relat1vely

| «uuntested concept. Accordingly, ‘the way in‘which’it:is defined for.the -
“purposes of .determining:what types:of: orgamzatlons are eligible: for -
+ federal ‘assistance -is of: critical 1mportance. This is part1cularly true:

in-yiew of the fact that this legislation  would authorize federal.ex-.

~ penditures totalling more-than- $5:billion over three years. - (HEW’s
- total health: budget for fiscal iyear 1972 was aboutf $17.6 billion: T feel ’
- S. 3327 defines *
" maximize,. 1nnovat1on and competition in developmg better methods:~
" -of ‘health ‘care dehvery, and thus would limit the HMO concept’
- potential for deahng with the problems to Whlch ConO'ress is seeklng
- solutions. :

MO?” in a -way which:would ‘restricty rather than-

| have reservatlons about other features of thls blll In add1t10n

. to massive support for reorganization of the health care delivery sys- = -
~ tem, it provides for a permanent mechanism to finance health care. . -

I thmk the financing of health care for those who are unable to pay

- should be dealt with in separate legislation. There are several national
~ health insurance proposals pending in. the Congress ‘which are .ad-

dressed specifically to that issue. I think.the development of a more
efficient delivery system'is a “formidable task which this legislation -

“would be more likely to acéomplish if it were addressed to that alone.
. The bill’s ambitious attempt to control the quality of health care
" throutrh establishment of an independent “Quality Health Care Com-

mission” with broad powers to establish arid enforce uniform national.

standards raises several issues which ‘concern me. Among them are
~the inhibiting effects on peer review-type quality assurance systems; .
*insensitivity t to varying conditions and needs in different geographlcal
~ * regions; and burdensome reporting and record-keeping requirements :

1mposed on health prov1ders by st1ll another federal bureaucracy in

-~ Washington.

I am not. qatleﬁed W1th S. 8327 as reported and hope it can-be
1mproved on the Floor. I voted to report it. favorably because, although- -

. -1 disagree with its approach, I agree with its objectives—to i improve
- the quality and- accessibility -of health care, and to reduce its cost. .
.This is the first legislation .which. attempts to meet these difficult
- problems head on. Some of the solutions it proposes are 1mag1nat1ve
.and realistic—particularly  the “health service organization”- and
. “area health educatlon center” concepts for rural areas 1n Tltle II

Coa




- 'bers bear the risk if the cost 6 .
A “wide variety of organizational forms can’ meet”these: cutorm
These are the basic cr1ter1a used by the Department of Health, Edu-

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

II TI[F D}FII\IIIO\Y OF, “H\/IO ——LXLLU%IOV OF FOU\TDATmNs Co

_ The HMO concept has been broadly deﬁned by the Executwe
branch, its essential ‘elements being : (). provision of complehenswem ,
health services (emeroency' care, in- patlent hospital and physican care, *
.-.ambulatory physmlan care, and " out-patient. care); (b) tosa defined .- -
enrolled - populatlon (c) on-a prepayment rat,her than a fee-for-( T

service basis. -
The theory, and it appears to be supported by avalla,ble ev1denoe 1s

-that such a system cai redice'the cost; 1mp1 ove the: qua,llt;y, and incr ease o
the acceSSIblhty of ‘health'. care. by giving physmmns inceritives to .

stress preventive care and to-increase eﬂimencv ‘Such ‘incentives derive -
primarily -from'the fact that an HMO ‘is required to live within a.
predetermined budget, and its thsmmn and- other plofess1onal mem-

servides exceeds Drepayments, . '

P :
.l .

" cation and Welfare in making ‘grants to 110 HMO appllcants for:v

plannlng, development and feasibility studies. The 110 grant recip-

- lents include group’ pmctlces ‘medical soc1ety foundamons, hosplta]

insurance companies, and others,

" Title.I of the bill, Part A, authorizes $1.025 b1lhon for grants and.. g

loans to HMO’s for' plahning and feasibility, initial development,.
constructlon, ‘and’ initial’ operating costs. ‘Section 1101 of Title T sete’

- out some 18 conditions which an HMO must meet in order to qua,llfyﬂ BT
_‘ f6r assistance. One of those conditions:is. that an HMO S serv1ces ‘must

be provided “directly through its own staff and ,supportihg resources -

. or through a medical group or 01oupq' » “Medical group” is défined
(See. 1101(3)) as a. “partnershlp or othér' association or group of - & -

health professionals™ who, ¢ among othex tlunors (a) “as tlieir principal.

profess101nl activity’ provide selvmes as’g ‘group to an HMO; (b) -
pool their income and distribute it aceording toa prearmnoed p]an

and- (¢) jointly use medical Ieco1ds, equ]pment admlmstratn e St‘lff S

, _fmd health personnel.

‘ The effect of the foregomo' prov1smns is to. exclude from el1orlb1hty

. foundations or other.groups of physicians who' praetlce in‘anindivid:.

ual rather than a closed panel group practice settlng ‘The clear 1ntent’-“
is to limit ‘planning, development, construction, and operating, sup- E

* port to'one specific type of delivery model—closed panel prepaid group -
‘practice. Individual practice type organizations, including:founda- =
tions, could quahfy for support under Part’ B of Title I—“Supple- -
- mental HMO’s”—which deﬁnes HMO consistent with the broad defini-
tion used heretofore by ‘HEW. But ‘unfortunately, “Supplemental‘ R
. HMO?’s” would be ehglble only, for funds left ovér at the end of each -
fiscal year after all -applications from HMO’s qualified under Part A . .
- of Title I had been funded ‘(see Sec. 1108). The result is that Part B, -
“an-amendment adopted in Committee, has at best” only symbohc 51g—" o
. ,mﬁcance——mdlwdual practice  type HMO’s would receive trivial, if: .
- any, federal assistance under Title I. Moreover, the 'symbolic swnlﬁ-
cance would be adverse. Individual pr actice HMO's w ould be brqnded" -

as a:clearly inferior method of health care. delivery..- "
.Under the closed panel group practice model a'group of phys101ans h

SN and ‘health. professmnals .practice together in. one famhty and treat . -
only’ patlents Who are enrolled ina plan ent1t11n0 them to recelve all

§:29 .
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. of thelr taedical care from the group. The Kalser-Permanente Plan '
is the prototype for this model. Foundations formed.by medical - .
- Societies or other groups of' phys101ans operaté differ ently ‘Thé member -
‘ phys1clans continue to ‘practice in individual or small ‘group: settlngs,

rather'than as one group in a Singlé’ fac1hty Member physwlans may
continue to treat patients who are not. enrolled in.the ' HMO plan;’

~and‘'may be reimbursed on a'fee-for:service basis. by such outside paz
.. tients. The important thing is that a foundation or.other type of in<"
" dividual practlce organization cdn satlsfy the essent1a1 ‘élements of e
~ the HMO concept : tF 18y, provide comprehensive. services to'a deﬁnedj, P
v populatlon on 4. prepayment rather than a fee-for'service basis; and,’
- their member phys101ans are. at r1sk 1f the cost of serv1ces exceeds- '
prepayments o SR
. WHhilé'it is trie that an md1v1dua1 practlce type HMO cannot offer"
~ its enrollées the advantages of “one- -stop care” prov1ded by & closed,‘ L
. r.panel group practlce type HMO, it can guarantee continuity.of care,
- which 1s'the most 1mportant characterlstlc of sérvices provided in‘one

facﬂlty Coiitinuity of care can be assured’ through a ‘central record. -

- system shared. by all of the member physmlans, and. through ‘which: . )' |
~all patlent referrals ‘would be made. Nor Would enrollees in. 1nd1v1dual}; :
© “practice type. HMO’s make any saclﬁces in terms of’ quahty of. care.

Foundations have been ‘inistrumental” in improving’ quahty through. -

-strong peer review. mechanisms, Under some éxisting foundatlon plans,'

substandard ¢ care is réported to state medical hcensmfr boar ‘ds'who have:

. the power to’ ‘revoke.an oﬁendmg physician’s: ‘permission to practice in’
.- the'state. Any argument that to make foundations eligible for the same
.. assistance as closed panel group practlce HMO’s undér this bill would:
.. - be to.compromise quality of care, quickly: evaporates when exposed .

' to.the fact that fouridation, type HMO’s would also besiibject tothe. -

]urlsdmtlon of the  Commission on Quality Health Care, Assurance’

proposed in Title IV. The Comm1ss1on would have authority to pro- s
+ . mulgate and énforce spe01ﬁc minimum quahty standards for all pro-;’ B

v1ders Treceiving'assistance under'the Act. . L
.Individual practices HMO’s- offer advantao'es closed panel type." |

. HMO’S cannot. The most obvious of these 1s, the ‘wide range. of physi: . .7
- cian choice available to’enrollees. This 1s 1mportant to many patients, . .
' partlcularly the elderly, who have long-estabhshed relationships with RS
. particular'physicians. Many patlents -faced with a choice of traveling. =
" -toa closed panel HMO located iri ‘a distant faelhty where: all serv1ces’ e
_are provided by .a limited numbet of physmlans, -or contmumg tosesa -
' ~-pr1vate practitioner on.a fee-for-s -serviee basis, would ‘elect not to: en-i T
. roll in the HMO. On'the other hand, if a foundatlon type: HMO plan - 1
" were available, such patlents could enroll “in-the: plan, pay.a fixed
annual premium, and continue to see their:regular physicians for all:

services they are quahﬁed to provide, Slmllarly, thost physicians pre-

fer to practice in an individual rather than a group: practice setting. R
. .The fact that after many years of existence, ¢losed panel group prac- -
~-  tices have not grown apprecmblv n’ ponular;ty (about 90%.of all"" .. -
- vp}atlents are. treated by 1nd1v1dua1 practltloners) is good ev1dence of.)_ -
o t ls ' \ e T e e .

" One of the ‘most? dlﬁicult and urgent medleal care. prob‘ems in thls"

' country:is the maldistribution, of" physunans and health’ personnel,‘ SRR
.+ -Which leaves res1dents of rura] and Inner 01ty areas Wlthout access to«,,

v . -
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gocd ‘care. Witness after witness testified that the closed ;pane!. gronp

practice HMO: model: could not:effectively deal with-this problem"in-
riiral -areas. The thrust of their'téstimony  was: that:since there is a’

* physician shortage in rural areas, it would: be unwise1iot to-utilize all- *
. existing resources—iie;; individual practitioners in:widely scattered. .-

smill towns-in dealing with'the problem:This was based partially on.

the recognition that-development'of HMO?’ depends.on’ acceptance: - :
. by physicians, and that many individual practitioneis would ot be-

disposed to abandon their practice’and join a closed panel group prac-

' tice. Accordingly, Title IT of- this-bill. would authorize -support: for. -

Health :Service Organizations outside -of. fmetropolitan -areas.. The -

onlv in that a wide variety of:organizational forms, in¢luding foun+

dations, would qualify for assistance as HSO’. -« ... 2% b0 oo )
" Thé argument that all available resources-should:be utilized to im-

‘prove the accessibility -of ‘meédical care’ applies with -equal -force-to

underserved urban areas. There *is:ample testimony. in. the hearing: .

record on this point. It is unlikely that many closed: panel group prac-:
tice HMO facilities would locate in areas accessible to poor inner city

~.residents. ‘Physicians' and their families find the environment un-: .

desirable. Experience with health manpower legislation ‘demonstrates

" that-this'problem ¢annot be overcome with purely financial incentives:
"Further, closed panel :group -practice HMO’s located in ‘these areas
~ ¢ould not survive ecoiiomically without massive government subsidies,: . - i
“A eitywide foundation type- HMO would include individual practi=
tioners-already located in the inner city areas, and arrangements ¢ould: .

be made. fo= other physician members-to spend‘a.portion:of their time'
treating patients in'those areas. This has been proposed by .George

Himler, M.D., President of the New York State Medical Society. He.

“says that even.if we expanded our.supply of physicians by 50%, de-

. prived areas would realize virtually no benefit because of the reluctance = -
of physicians and other health'professionals to practice-in such locali- :

ties. He suggests that the foundation model is “a -unique ‘and. ideal -

“catalyst” for, increaSing the accessibility. ‘of medical ‘care in.the inner

cities. I think it would be unfortunate to ignore an opportunity to deal
with this. problem by foreclosing foundation-type HMO’s in utban.
areas from Federal assistance: under Title T.: -7 =" wnt = 7 o

This bill assumes that .closed ‘panel prepaid :g ouppractlce ls the e

ideal organizational form of health care delivery and that further in- :

‘riovation is unnecessary.-For reasons I have already stated, that as-
- . sumption is questionable. But insufficient evidence is.available to settle

that issue now. We have had relatively little experience with the pre--. -~

paid group practice model. and little, if any, experience with a model .. =
_which meets all.of the additional conditions specified in this bill. Un-". - .
1ces, the most prudent course would be to expand- ~

der these circumstances, the ma ent cours d be to e
federal assistance for development of HMOQ’s only after the 110 ex:
periments funded.by HEW have become ‘operational and the data de-,

 vived fromi thein has been carefully analyzed. Only then could we make -

intelligent decisions as to how much additional assistance is warranted, =
-and which of the various organizational forms should be most encour-:
- aged. Nevertheless, Congress appeéars to be willing to substantially ex- .
. pand Federal assistance now. That being the case, I feel very strongly .~

that'it would be a serious mistake to restrict such assistanceto one nar-
row organizational form asthisbill would.” | ~ % " 5.5 - 00

dofinition. of HSO differs from the definition of HMOQ.in Title' T .




' @
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y , ,con51dered by the full Senate

Moreover, the issue here is not Wh1ch of many HMO oraanlzatlonal

g ‘forms is ideal. We do not live in an ideal world. The real ‘world—at
* least under a. capltahstlc system—is pluralistic, The issué is whether .
federal assistance.for the broad and relatively untested HMO concept
_should be restricted to one specific organizational for m, ‘or ‘whether*it"

o should extend to-a variety-of forms which satisfy the criteria. essential =~ .
* to-the. HMO coneept. I am not suggesting that the form of our health’
‘care-delivery system should be dictated entirely by conipetition in the’

market place. If I were; I could not support leglslatlon even approach—

“ing the massive Federal involvement in health care delivery which this,
, vblll represents; What I am suggesting is that a Federally assisted de- .
| hvery system should make room for a Varlety of or amzatlonal forms

in.order to stimulate innovation and competition and to maximize free- ‘

o ‘dom of choice for. pfmtlents and physicians.

-There is little testimony in the hearing record on th1s leglslatlon sup-

“* . porting’.the exclusion, of individual practice type organizations.. On
- .the other ‘hand, there was strong testimony by HEW Secretary Rich-
.. 'ardson, repreeentatlves( of: the Assoc1atlon of American Medical Col- ..
- leges, .the American Association of Medical, Clinics, the American
- Medlcal Association, the Health Services Research Center of the Amer-

_ ican Rehabilitation Foundatmn, the National Medical Asssociation,and

" others,to the.effect that in order to stimulate competition and i innova-
¢ tion, “HMO” should be defined flexibly to include a variety of orgamza-
“tional.forms—including the foundation model. The Administration’s”

HMO bill, S.1182; spemﬁcally proV1des that individual practicé orga- -

nizations would be on an equal footing in competing. for HMO grant. -~ = .
- and-loan funds, The pertlnent pa,rt of the deﬁmtlon of HMO in S 1182 CoeTe
- “reads-as follows: . = - SRE

~ . “The term ‘health mamtenance organlzatlon ‘means, &

pubhc or prlvate corganization which provides’ physmmns’
i services: (1) directly throug'h physicians who.are either em- - -
-;;j’ployees or partners of such’ organization, or. (ii). under ar- .
' "‘:frangements with one or more groups of physicians (organized

L -~ on’a group: practlce or individual practice basis) under which

7+ each such’group is reimbursed for:its services: prlmanly on-:
. the basis’'of an aggregate fixed sum or on a per capita. basis, . .

L ;"frega,rdless of whether the individual physician members of - .- S
ST any such- .group are pald on a fee-for-service.or other: basm n

T am adwsed that, under the. HMO bill currently being considered by

: ’the House Interstate and Foreign Commerce '‘Commi tee, ‘individual -
- practice type. HMO’S Would be. ellglble for the same a,ss1stance as other
lftypes of HMO’.

I oﬁ'ered n Commlttee an- amendment Wh_lch would have ellml-

| ‘nated the. bias"in Tlt]e T of S. 8327 against individual pmrtlce type
. jHMO’s by removing conditions such as pooling’ of income and joint
- use of medical equipment ‘and health personnel, which :are impossi-

ble for-such HMO’s to satlsfy All other criteria in. the bill-would have.

~ beern left, intact. The prov1510ns regarding fixed sum prepayment by
‘uenrollees, quahty control; consumer 1nput the mix of health profes--

sionals, the range of medical services provided;’ financial responsi-

. bility, risk' bearmg, open enrollment, community rating, etc.,: would
e 'apply equa,ll y to individual pr actice and closed panel’g oup practice

HMO’s. T intend to offer a SLmllar amendment when thls blll i .
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FE ‘ERAL SUBSIDIES

PFRMAN

The bas1c ,ob]ectlves of .the. Admmlstramon s HMO pohcy and this *

leglslatlon are the same-—to’ improve. the’ quahty, reduce the cost,and .~

.increase .the waccessibility “of -medical care in this-country. But the
‘approaclies. adopted. to reach- these-objectives are: Vastly different. . The
Admihistration’s.approdch is to stimulate innovation and competition.

in medical ‘care’ delivery by . providing’ Federal assistance for a wide, '

{variety of organizational forms which meet minimum! ‘criteria essen-
+tial to:the HMO- concept; Consistent :with: this, the Administration’s -
-HMO bill;: S: 1182, as well as its’experimental. HMO: program, are

‘based.on. the premise that after a'limited period of federal assistance

.any given: HMO ‘will be: économically viable—able to-deliver medical -

services competitively’ .without a continuing* government: subsidy. -

:The approach of S: 8327 is to establish & specific“ideal””’ dehvery~
svstem designed and fmanced by the Federal government. Accordingly;
its provisions-are based on the premise. that a- federal subsidy will be - -
ayailable pérmanently ;- -economic viability is not a criterion. Indeed ’

this, approaoh has resulted in provisions which make it. v1rtua]ly cei- .

tain that no HMO: funded’ under-this legislation could -ever become
économically viable, and therefore that a. pemnnent massive Feder‘ll

, sub51dy ‘would be absolutely essential. - Ly

:One of these provisions:is found in: Sec 1101 (2) \ whlch would fnan-
date in specific ternis that éach MO receiving assistance under Title T,
provide to all its enrollees a very broad range of services, in¢luding:
physician services;-in: -patient and-out- -patient hospital services; home.
health services; dlagnostlc laboratory, and-didgnostic and, therapeutlc.
radiologic: servmes' preventive health services (1nclud1n0' as ‘a mini-.
mivny fannly planmnfr services; infertility services, and preventlve deni-
tal: caré: for:children) ‘and early disease detection’services; emergency
health services; ‘payment for prescription drugs and contmuous super- ..
vision-of -utilization by a clinical pha,rmamst who is a ‘member-of the -
HMO ; medical social services} vision care; phyelcml medicine and re: |
h‘Lblht‘LthG ser’ vices,: 1nclud1no' ‘physical therapy, ‘mental health’ servs: .

ices; . preventive diagnostic ‘Lnd medical and pqycho]oorlcal treatinent -

of the abuse:of or addlctlon to alcohol or- drugs ;and such otlier sery--

ices as'may-be required By the Secretary. Additionally, Section 1101 .

(1) (N requires each HMO to- prowde to its enrolleées extended care

facility services and dental services as optiohal items for additional .

premitims. HSO's in riral areas under Title TT are requir ed to pl'ovlde o

the same range of services; except that the Secr et‘u ¥y can w‘mfe serv1ces o

whlch e finds' ‘an HSO is unab]e toprovide. ' :
~'This broad rTange ‘of services-would.be’ mandated desplte ‘Lbundant

‘teéstimony in the heari ing récord that to d6 so wouldinhibit the develop- -
ment 6f HMO’s; Wltnesses recommiended over and oyer again that the” - -
- bénefit packageshould be ﬂ(‘\lbly defined 'to Tedquire only essential
‘minimum services; and beyond that: ‘whateveér services were required

bV the enrolled population, and’ which ¢ould be furmehed without mak-

ing premmm costs uncompetitive with' other pr ovlders [‘he Admmm- .

tratl on’s bill defines comprehenswe health services as

T,“All those health services whlch a deﬁned populatlon mlght
o reasonably requlre in order to be mamtamed in good hea,lth

: S-‘33:




- ... I oppose.this permanent financing mechanism for several:
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- First it would add tremendous cost to this legislation—alni S
lion in direct ‘subsidies alone. Its presence, bypermitting. imposition

including 2s & minimum, emergency care; inpatient hospital -~ '
" and, physician cal‘e;““’a;mbulat"qryijfg)hy’s;pl_an care;-and out-: .-

- patient preventive medical services:’

A

. The hearing record indicates that few;if.any; existing prepaid group -
.practices—including-the prototype for-the HMQ concept, Kaiser Per-- -
. .Mmanente-—provide the range.of services which:would:be mandated. m.
. this bill. Representatives.of the: American Association of Medical Clin:"

what services are provided-beyond certain minimum serv- °

A

‘could afford the premiums..

- ... The bill therefore attempts to prop ',it\s’é]tﬁ'l;up with' a }n.lé."ssii;é‘-.)péi'é oo
~manent Federal subsidy (%1.825. billion ‘over: the, first three. years) . -

difference ' between - premium _costs and, what enrollees. could afford

tg,l)'ayg;Eii-éhr_‘HM’Q_olf"H;DSQ;(;\_Ould receive annual.grants’ under, this *.-
"section equalling 25% of its.total prem 1um receipts, for th
-year. Section 1143(b) .would .authorize: an.additional, 560

‘maximum allowable subsidy in. order to survive, . .

PR

~of requirements such-as the broad benefit package which would be

clearly unrealistic in its absence, would result.in substantial-a dditional -
mdirect, ‘costs.- Second, it amounts to plecemeal national heéalth .an- -

medical icare from non-HMO types of ‘providers. . " .’

S

<

preceding

[

. Ics and Group. Health Association, of America, who.are.involved in'
- MO type medical care delivery, testified strongly:that the range of .~ -

... services mandated in S. 3327 were too.-broad;.and . would stifle. HMQ.: -

""" development by placing ‘them at.a severe disadvantage’in‘competing . .

- ;Vllth _(})lth_er types of providers; including the insurance industry: ‘They
- .- Telt that. , _

-lces should be dictated by the ability .of the-HMQ .to ‘provide:them, S
~-and the ability of the.enrollers to. pay.-for them. This view:was ex~.. .~ " =
. pressed by witnesses for the:AFL-CIO,which represents-probably:the .

- largest single group of existing and potential HMOQ eiirollees. v/ .-

- . - The open-enrollment .and community ‘rating. provisions. (Secs. 1161 - s
“and 1120), would require that HMO’s and- HSO’s provide the snan-. - ,
-dated 'benefit - package to. each enrollee on a-first. come-first:servéd * = '

- -basis, -at .one uniform rate. ‘Applicants for:enrollment could:notibe . .. '

. -disqualified for health reasons: ‘These provisions, in ‘combination with -

. the broad range of "servic'és(ﬁmnd'a!ted,g‘Woulda:Vji:i;'u'a.lly‘s,é-.l,imin_.atet-};l,el :

- possibility that HMO’s or H50’s assisted under this legislation could. - .

- be.able ‘to.compete with other -forms of delivery. Only the ‘wealthy

~ which HMO’s:and HSO’s'would continue to receive after their-eligiz.
~ bility for stait up assistance expired. Section 1145(a) would authorize -~ .
© $1.225 billion over three years for.capitation, grants to subsidize the = -

, A ‘ Iditional. $600 million. = =~
. ‘over three yeai's for similar grants to HMO'’s-and HSO's whichawould .
-otherwisé have to raise premiums because the open enrollment-require~ . .~ .
- ment gives. them a d isproportionate imimber of high-risk enrollees. . - -
- There is little doubt that almost every. HMO or- HSO: would:need the

reasons,
4 Il

-surance, which I think should be addressed in se__ﬁ;éx;;jz_,xte'jfleg,&i'sl:gt-iou;-;B,}"j?l;.,,: [
‘spending tax’funds to subsidize premium costs for enrolles in. HMO’s~ -
~and HSO’, it would discriminate agaln’st"ch,gri,;&;_r'ne;flcansi\vyhg receive, .

. Finally, I believe it would increase. the likelihood that this effort to,
.~ lmprove.: our health care ‘deliver  system will fail. By contravening
. the "principle -:of r-éeonomic’s viability, - the “perianént: financing "~

@

2y

Ed



- - .- . mechanism’subjects the future:of the HMO" eoncept to’the vagarids -
L -, of theibudget and -appropriations:processes: “At*some fiitite point, .
@ - Congress ‘could. be-taced: with tlie Hobson’s-chioice ‘6 contifiuing ‘to .~

‘make large appropriations’ of ‘general Tevenues to-subsidizg' another =
faltering program;or permitting a very expensiveinvéstent of public:
funds to'ge down the drain” As'Fstated earlier; the de v
rhore efficient'and accessible delivery-system:is in‘itself a very a
“project:for one piece of legislation:To the extént that this leeislation
-attempts to-do more, such-is direct financingiof Liealth: Gars for those
~unable to pay,. its chances of improving the delivery®system- are -
dlmnushed: L e R e TU Y s B e : Ry : )

T i

& developieént ofa

L.

~ap Title IV would establish a new indepéndent.“Comrission:onQuulity, - -

‘Health Care Assurance.” While:I-agreesthat stéps needstc.be: taken .
to improve;the quality of healthicare in thisicointry, Iidon’t-believe -

~‘ascase;has;been made. that anether: Washingtoniicéntered biireaucracy .~

is' the .best. answer...The .Commission . would;have ‘broad: regulatory = . -

powers reaching virtually.every-aspect: of medicine. Tt wonldspromul- . -

, .~ . gate'standards with respect to physical facilities, the qualifications. of -

#° . .. physicians andothershealth personnel,:and: the;mix of:health profes-

- sionals:in.medical groups. It-would require:providérswithin its:juris-

diction: to maintain “quality -assurance systems” .meeting: specific cri-

teria.- It  would .promulgate.and require :conipliance with statistical

“norms” -dealing  with .specific. medical procedutes; utilization:irates; .

Ly
T s

1 §gE

Qe

N

and:actual health results. ..\ .,

¥

o 2 The Commission’s jurisdiction would ex

LR

Jjur v tend;to. HM@’s and HSO’s: -
Tecelving assistance,under. this legfiislation; and:to-all 6thér providers =~ -
-recelving assistance under the Public Health Service Act or the Men-" "
‘tal Retardation Facilities and Community Mental Health Centers Con- -
struction Act. Other providers voluntarily submitting to the jurisdic-
tion of-the Commission 'would:be-entitled to ‘Quality Hedlth Care
Initiative Awards i the form of:annual-grarits eqiialing'2%" of their S
gross annual receipts-from:delivery of health-care'sérvicesi® -+~ = /¥ . = .
- - sStandards -and ‘norms - promiilgated by:‘the Commission would be o
. .. enforced: primarily- throtugh revocation of' certificates ‘of -compliance’
| L upon ‘which:continued federal assistance would be ‘torditioned.: Par- -
T, -~ - . ‘ticipation in the new malpractice arbitration ahd insurdnce programs
. - established under Title IV would likewise be conditioned on a cer- .~ +
: . tificate of compliance from the Commission. The Commission would - :
have the power to require repayment of federal funds previously . .-
* received by noncomplying providers, and to impose civil and criminal
‘ o penalties, including fines up to $10,000 for each violation. Additionally,” -
t IR federal courts would be given jurisdiction to restrain conditions or - = -
’ * . practices by providers which pose an “imminent-danger” of death or
serious physical harm. S S e
I am concerned that the foregoing broad powers of the Commission -
would, through over specificity, inhibit innovation in the development: .= -
of peer review-type quality assurance systems. This criticism was made”
) ~ . - by witnesses for the Health Services Research Center of the American. .
‘_ -7 Rehabilitation: Foundation, which originally proposed establishment -
¥~ of the Commission. Also,-I think the uniform national standard
approach of the Commission’s regulatory powers would he insensitive: -
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to varying local conditions and neéds,’-al}"d» »'fnig.ht.:nesﬁ],t-. in-the impo-
sition .of requirements which many providers simply could- not meet.

It is.clear that the data and methodology necessary to establish spe-.
cific quality. control criteria are net available ‘now;: and: probably .

will not.be until after several years of intensive research. In the mean-
time; it would make more sense to leave the burden of quality control

- with state licensure laws and local peer review mechanisms, subject to. -

monitoring by the Commission on ‘a regional basis, and to limit the
jurisdiction-of the Commission to providers receiving assistance under

this legislation. o

" " The Commission would add considerably toighe.a;iready bﬁrdehééfrie
paper work imposed on providers by various federal health programs,

further driving up the cost of medical services. The Commission and. - |

the Secretary of HEW would be given unlimited discretion to require
providers within-the jurisdiction of the Commission  to- maintain

_ detailed records and file periodic reports relating to all aspects of

- their- health care delivery activities. Such'providers would also be
required to - disclose basic benefit, rate, and :quality indicators to
* enrollees and the general  public, subject to close monitoring by the:

Commaission. .. - ~

Finally, I am afraid the Conim_iSSimrwi"ould“béL \?eil'& expensivé. '
* The bill authorizes $285 million over:‘three years for its research and

regulatory -activities. An additional $900 million is authorized :for
Quality FHealth Care Initiative -Awards to outside ‘providers who
submit to the jurisdiction of the Commission, running the total to

- $1.185 billion over the first three years. The total cost over. the first

five years is estimated at $2.24 billion by the Health: Services Research

" Center of the American Rehabilitation Foundation. ~** -

V.- ConcLusION

| My Views on this bill can be summed up simply this way : Each of its
objectives, considered alone, is laudable and addressed to an important

- problem. But the prospects of achieving all of them at once seem to

me to be unrealistic. Federal expenditures of this magnitude should

not be exposed to such great risks. Its scope:should be narrowed to:

the urgent problem of ‘stimulating the ‘development- of improved

. health care delivery systems, -

+8-36
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NSF AWARDS $95 000" TO"STANFORD TO STUDY ANIMAL CHROMOSOMES g

T T e T

WIS U GETS $75 000" FOR" RIBOSOME FUNCTION ASSEMBLY RESEARCH

(Natl Sczence Foundatlon Aug 23 - 31 lzfe sciences awards)

ALA. U. (Blrmmgham) $30, 000 - Thomas Andreoh
. Transport phenomena in hprd brlayer membranes & 1solated
perfused renal tubules . S

- $60 000 Tetsuo Shrota Blosynthesrs of ptendmes & :

folate-hke compound AP

CALIF U (Santa Cruz) $'10 000 Ralph Hmegardner

Sea urchm development & genetrcs AR ‘ .

: CONN U - $42 OOOt Dudley Watkms Mechamsm of
msulm secretron

erythrocytes to non-hepatrc tnssue ;

4

= $43 855 FOtlS Kafatos Cellular drfferentratron andr A
A specrfrc protem synthes1s

2l

ln,:

- $l9 858 Henry Paulus Multlvalent fee b
of aspartokmase m bacrllus polymyxa '

- $490 Bernard Babror Travel to conference o
loenzymes Oxford,, England

N ~'| ’

cancer

MICH STATE U - $20 000 = John Boezr Studles of i

structure ‘and mechanism' of" action of DNA-dependent RNA
polymerase & ATP:RNA”" adenylyltransferase (poly A poly-
merase) from pseudomonas putlda o .. -

. B

NEB u. (Omaha) -'$21 200 Judlth Ramaley, Adrenal
maturatron & fertility. .

NEV u. (Reno) - $60 700 R Allen Gardner & Beatnce “.

) Gardner Psychobrology of two-way commumcatron

ORE. U. (Eugene) --$50 000~ Franklin Stahl, Growth BRI
. mutatron&recombmatlon in bactenophage A

= ‘T»PITT - $43’000 Sarah Hopper Deoxynbonucleotrde,; o

«, . T A

S $708 Alan Blumenthal Travel ‘tor NATO advanced study
_ mst1tute on DNA rephcat1 )

IE tron of the emphemeroptera

1.:-;u OF>WAS

WIS u. (Madrson) = $75 000 Masayasu Nomura Struc- ’

: cular brology of cellular mteractrons

N mdole alkalords of brogenetrc & chemotherapeutrc 1nterest. "

NM STATE uU.- $18 000 -J ames Botsford Physrologlcal
srgmfrcance of tryptophanase in E. coli. dunng normal
condrtlons of growth . .

brosynthesrs in. mammahan cells S e
PRINCETON - $30 000 Walter Kauzmann, l’hysrcal
chemlcal studres relate to protem structure & behav1or

v

e

P&S - $38 000 Dav1d Nachmansohn Protems in. excrt-
able membranes propertles & functlon in b1oelectnc1ty

& cell membrane at Cortma

.

.::-- $15 000 Davrd Deranleau Geometry- s
spec1f1c charge & energy transfer mteract1ons 1n protems - -"_Z*f .
& polypeptrdes ’ : -

ture functron&assembly ‘of nbosomes ’ et L

WISTAR INSTITUTE 814,200 - Elhot—,. _évine, Moles~.

YALE - $29 200 Frederrck Z1egler Synthesrs of

i

ol
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c NIH DIV. OF: RESEARCH GRANTS STUDY SECTIONS PROJECT REVIEW MEETlNGS
' (Date time, and locatzon of DRG panel meetmgs to revlew .grant. apphcattons) '

Loeex l‘l';

Study soction/Committee ) ‘ . Date ’ Time . Location of meeting

Pharmacology A, l)r st rence Potruulli---.‘--L--_'--\,---- Sept 6 to 0--_._. 0 a m....... Bethesda Md..
Pathology A, Dr, William SavehueK. - - oo oo Sept. 7to8 ... 8:30a.m.._.. Silver Sprmg, Md.
Communicative Sciences, Mr. Frederick Ltut,ter ..... mzeenan Sept.9to1l_..__'8p.m..._.._. Bethesda Md
Pharmacology B, Dr. Anne Bourke_._..:_ oo cooo-. Sept. 10to 12...9am.._..._.... " - Do . :
Developmental Behavioral Sciences, Dr. Bertie Woolf-..... Sept. 11 to 13....-8:30.a.m-.... San Eranmsco Cahf
Experimental Psychology, Dr. A. Keith MuUITay. oo oo dooo.il. 9am.. . Bethesda, Md. .~ .
Toxicology, Dr. Rob S. McCutcheon_..... P emioaeme do..oiooo._. ¥:30am.:.__ Do.

Dental, Dr; Luis Angelone (acting) .. __.......... emmm——an Sept. 12 to 14.... 9 p. m---.--_'.- Do.

Hemat.ology, Dr. Joseph Hayes, Jr___.___ o o ..... Sept. 13 to16.... .Tp.m..___. (‘hovy Chaso, Md
Allergy and Immunology, Dr. Mischa Fnedman ........... Sept. 14 to 16.... 8:45 8. m----». Bethesda, Md
Calédilovascular and Pulmonary Rescarch A, Dr. Wendell ..._. L+ (. ..~ 830am_.... . Do.

yle : L .

General Medicine B Dr. S. Stephen Schlaﬂ‘mo (acting) ......... A0eecienca 2 p.m,_;--...».- Washlngton D.C.
. Genetics, Dr. Katherine Wilson_ .. ... tooeoooowoionno- do......._... . Bethesda Md :
Neurology A, Dr. William E. Morris--_--------__'_'__--‘ ......... doo.... Jm.

' Physlologlcaf Chemistry, Dr. Robert L. Ingram._.... SR Qo oo V4, D e
Tropical Medicine and = Parasitology, ‘Dr. George ._._.do._..__.. .o Samo.. . New Orlcan‘s, La.
Luttermoser. S o : LT

Virology, Dr. Claire Winestock ... ... i ioeocoociieeonoooo: do....... Bethesda, Md.

Visual Sciences. A, Dr. Marie Jakus. ... ... .. ..o .o...._..do___. -~ Do. o .

History of the Life Sciences, Mrs. Ileen Stewart.___...__... Sept. 16. _. Do.
.‘Biophysics and Biophyslcal Chemistry A, Dr. Irvin Fuhr. Sept. 15t0 Do.

Blophysics and Blophysical Chemistry B, Dr John Wolff.......do. Do.

Surgery A, Dr. Raymond Helvig..______ .. . coveanaa. -.do_. ‘e ) _ Sllver Sprlng, Md

Surgery B Dr. Joe Atklnson------.-----------....-..~ ........... do...aen..... : Do.

Population Research, Miss Carol Campbell_.._.__......_. Sept. 15t017___. 9 a.m...... -- Chevy Chase Md.-

Epidemiology and Discase Control, Mr. Glenii Lamson.... Sept. 20t022.... 8:30a.m._._.. Bethesda, Md.
Computer and Biomathematical Sciences,- Dr. Irving ..... do.......li.. 9am ..... e Do )
Simos (acting). ‘

_ Reproductive Biology, Dr. Robert 1 111 W do........._2 - 9a.m. c——ead Do.
"Biomedical Communications, Mrs. Ileen Stewart.._....... Sept. 21 to 22.... 9a.m......C Do.
Bacteriology and Mycology, Dr. Milton Gordon'. .._:_._._. Sept. 21 to. 23«.. 8:30 a.m..... Chevy Chase, Md.
Cardig}mscular and Pulmonary Research B, Dr. Floyd Ot 93.m-.~-.--~-._- Bethesda; Md.
Atchle : : , e
Cell Bmlogy Dr. Evelyn Horenstein-------_.-_---.--.--.-----,do,.-..--,,,- 9a.m. ccn-. . Do.

* Human Emhryology and Development, Dr. Samuel Moss ...... do....ic-..l. 8:303.m. ... Carmel Calif,
Immunobiology, Dr. James Turner. .. o ccccememociiaannnn do.cceccioae 9am.._.... San Francisco, Calif;
Medicinal Chemistry B, Dr. Thurman Grossnickle-..--;--..-,-.;do ........ - 980 ... Bilver Spring, Md.
Metabolism, Dr. Robert Leonard. - - - cseoeoiveesoommaoons eedO.iniiiaao. 830 8.m..... .. Do.

Microbial Chemistry, Dr. Gustave Silber..... ---..-’._.----..' ..... 40..lcecee 98.m L.t Chevy Chase Md
Molecular Biology, Dr. George Eaves..__.._........ ececeeasacen [ 1 SO ee 98.M . aeae. Bethesda, Md.
Neurology B, Dr. Louise Thomson _-acooolceeocecaccacasnoceca0iooanaaa. . 8:30am..... - Do. )
Visual Sciences B, Dr. Marie Jakus. - -2 oo iceiooioeee... 0. ciiina: fam. i Do.

. Pathology B, Dr. "James MacNamee .ccceevecciaonanne ccnan Sept 21 to 24.--. 8:30 a.m..... Berkeley, Calif.

e Biochemstry, Dr. Sanford Birnbaum . ... lcccoicccasenaian [ 11 SO, 9a.m....... Bethesda, Md.-

* .+ Medicinal Chemistry A, Dr. Asher Hyatt___ ... .oooooo_ ... do.oeeeo ... 7 p.m....... Stlver Springs, Md. "
General Medicine A, Dr. Wilton Fisher_ ... _....ccoiec.c.. Sept.24t026.._. Bp.m__...__. Bethesda, Md
Nutrition, Dr. JohnSchubert_ ... ..-_.___.____.__.. wieeeen S6pt. 2610 27.... 8:308.m_.... - ..Do. . . .
Physiology, Dr. Clara Hamilton._..... ccccecocecceccancana Bept. 28 to 30---- 7 30 p.m..... Do. O
Radiation, Dr. Robert Straube. .. o aeiiaaall do_l lio..._: am.__.... - Los ‘Alamos, N. Mex."

. Ap;&l?led 1;Physlology and . Bloengineerlng, Mrs. Ileen Sept. 20 to 30---- 830am.---- Bethesda, Md.

war , . .
Arthritls and Metabolic Diseases- Program Proiect Com- Oct. 2 t03 ..... - 9am. ... ee DO
, mittee, Dr. Harold Davidson. - L o

Meetmgs to review grant apphcatwns are closed to pubhc attendance unhke adv1sory counc11
“meetings conductmg any other busmess

i&,“
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES

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

October 26, 1972

T0: . Members of the Council of Deans
-FROM:'~T JoSeph S. Murtaugh o - » ' . ‘V"M_vAi-  ;1

. SUBJECT: Faculty Information

The attached is dlstrlbuted to the membersnlp of the Coun011 of 1~‘ - ﬂ~.fi i
Deans as a matter of interest, and as a follow-up to the dlscu351ons ' :
last February reoardlno data developed from the AAMC- Faculty Roster

" project, : :

It 'is 1mportant to note that''the 1nformat10n used as a ba51s for A R
‘the tabulations in the attached analysis was protected, in that the - * = = """
names and other identifying characTeristics of individuals were re-
tained in the AAMC files and not made avallable to NIH in providing
: data for this analysis, 4 : o S PR

It is our intent in the future To provide'information which is
more sharply focused on topics more closely related to the operatlonal
" problems of medical schools and medical centers. Your continued
support and cooperation in this prpject is appreciated.
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Profiles of U.S. Medical School raCU]Cj
: F1sca3 Year 1971

This publication presenis a series of national profi
of salaried medical school faculty. It covers tne fa
ulty sdemograpmc charactemstms major areas of prof
-sional activity, recent emp]owent history, source
L .- { récruitment, and volunteer service;. This summary wil ‘
L ' . i followed by an in- depth medicat school faculty report _m{
Coa i . - anextensive set of basic reference tables covering these;
S .| and.other items in greater detail. It is expected that,
' N the information contained in these publications will bn’;
: . of significant value to those re>pon51ble for monitoriag:
- the biomedical, scientific,.and professional. manpcuwe eri
S scene and for future program planning.

Data for these pub]icat;ons were derived from the rost
of full- and part-time salaried medical school nac”sr
maintained by the Association of AmericanMedical Coﬂcge
- (AAMC) under contract witd the -National Institutes ¢
Health (NIH). '

This analysis was prepared under the direction of Dr. |
Herbert H. Rosenberg, Director, Office of Resources /-*T’al";
ysis, Mr. Wayne E. Tolliver, Chief, Manpower Analysis!
‘Branch, was responsible for the dove]opment and prepara-
tion o7 the reoort Mrs. Carol M. Brown and Mrs. Dorothy
r. Boykin assisted in the preparation of the report. :

i . a

3
!

, = Nation's medical colleges confront to 28,100 in Fiscal Year 197i. The. AAM
z z;'be- aly rising demand for faculty stemm- and the NIH, in recognition of the growing
4nz From (1) the expansion of existing problems in staffing the medical schaols,
medlcal schools and the establishment of instituted amedical schoel Taculiy rescer

chools, end (2) the extension in the © project in 1966 to keep ebreast of tresds

~ T

¢ the traditional triad of educa- in faculty status, staffing patterns, =na
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lon, reseerch, and service. Inthe past faculty activities. This publication -
decade, the number of full-time medical sents selected highlights frcmthe fizc:l
S scheo. faculity increased more than 150 Year 1971 faculty roster.

perceat—~from 11,200 in Fiscal Year 1961




DISTRIBUTION OF FACULTY

: ~ Distribution of Total Faculty—Table 1.

: The'28,452 full- and part-time saleried medicel school faculty included

" in the Fiscal Year 1971 universe were distributed as follows: 51 percent in
 public medical schools and 49 percent in private schools; 96 percent in k-year
accredited ‘medical schools, 2 percent in 2—year schools of basic medicel sci-
;ence, and 2 -percent in aeveloplng medical schiools; 23 percent were professors,

»percent head other spec1alt1es.

Das»rzbutzon by Sex——TabZe 1

& T T

7 '; The medlcal school facultj were nredomlnaﬂtly mlle——86 vercent men z2nd
'lL percent women..--The same proportions were in evidence for prlvaue and
puollc medical schools, L-year medical+ schools, and schools of .basic medical:
"sciences. . In certain categories:, men accounted for a significantly higher it
“percentage of the total faculty—91-percent-cf the faculty in developing BN
~medical schools, 96 .percent of the professors, 91 percent of the associate-

rematical and physical scientists. ' There.were fewer women than men in every
category ‘except.allied health. where women accounted for 55 percent and men for
“’Thlrty—six pereenu ‘of “the behav1oral sc1ences faculty were women.

and 9 percent were foreign. These foreign citizens were very much in evidence
in the lowest academic ranks where they ranged from 15 to 20 percent of the
total. A significantly highet than average percentage of foreign citizens
.also appeared in the schools of basic medical sc1ences, biological sc1ence
~specialties, and prlvate medlcal schools. “

If the location of tralnlng is con51dered rather than citizenskhip, the
data show that 84 percent of the full-time medical school faculiy were trained
in the United States, and 16 percent were trained in foreign countries. The
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icantly according to the type of earrned degree—M.D.'s, 82 percent and 18 per-
o cent, respectively; Ph.D.'s, 92 percent and 8 percent; and for those with both
[ degrees, 6L percent and 36 percent.

Distribution by Type of Degree——TabZe 1A.

Faculty with the M.D. degree-—Flfty—nlne percent of the medical school
faculty were M.D.'s—56 percent in public medical schools and 63 percent in
private schools. Four-year medical schools had the highest percentage of .
M.D. s on thelr faculty——60 percent compared to 38 percent in schools of btasic

...... et v oo« e = . amacat en s e sme A3my mae s mm i Lm DCi4 L e s g g nm et v s o oe s s [PR——

23 percent associate professors, 34 percent aSSlStant professors, 14 percent -

instructors, and 6 percenﬁubelow the rank of instructor; 90 percent had fulli-
time faculty  appointments, and 10 percent had part-time appointments; 25 per-
cent were blologlcal,sc1entwsts, 60 perceﬂt had cllnlcaJ soec1alt1es and 1b =

strtbutzon by Cztzzensth—-TabZe 1 v.“ . o IR lf'ﬁfgi"5“'

Nine-tenths (91 percent) of the medical school faculty were U.S. citlzens,

percentages trained in the United States and in foreign countries varied signif-

professors, 90 percent.of .the.clinical specialists, and 91 percent of the mat.._,:r_l.L

S




=dicel sciences and L6 vercent in developing medical schools. Th
well represented emong the highest academic ranks—62 percent of the
n 3 percent of the associate professors, as compared with 60 perc
tant professors and 55 percent of the instructors. The perceanta
@d sharply below the rank of ‘instructor. Only one-half of the
faculty were M.D.'s; whereas, approximately three-fourths of the oth
: , t—-time faculty were M,u.'s. The liorn's share of M.D.'s reported a clin-
g o dcal s p cialty; however, M.D.'s were very much in evidence in the biological
g sciences as well. More specifically, 86 percent of the clinical specialists, 17
of the biological specialists, and 3 to 5 percent of the specialists in
ields were M.D. - ‘

M.D.'s were

o
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uhe medical school faculty—27 percent in public medical schools and 23 percent
in private’ schools.  Schools. of 'basic medical sciences had the hignest percent-
age of Ph.D.'s—U5 percent comoared to 37 percent in: deve10p1po medical schools

nedizte and top academic ranks—25 percent were professors, 25 percert associzte
professors, and 38 percent assistant.professo“s.‘ Jearly one-third (32 nercent)
of the strict full-time faculty were Ph.D.'s compared to only one-~tenth of the
pert-time faculty. From 60 to 70 percent of the bOual sc1e tists and S pe*cenu
of the cllnlcal spe01allsts w%re Ph D"s s e o= Sy :

~—

ST

S

‘ 'Fanlp with the M D Dlys Ph,D Q gx e——Flve percent of the facultj nad
“éaried the M. D ‘plus Ph.D. dégrée.  These hembersrere most Trominently repre-
_sented on the faculties of developing medical schodls and schools of basiec . 7

médical sciences, among professor and asseeaate—prefessor—§§ﬁ£é~~and—1n uhe
7olog1cal sc1ences.\»;‘ e T o

..;’r

not earned the M.D. or Ph.D. degree. They were most fregquently reported in the

lowest academic ranks and non-biological -end clinical specialt .ies such as-aliied.

_'health (including nursing, library science, and audiology and speecn therany)
behav1oral sc1ences, mathematlcs, pny51cal sc1ence$; and englneerldv. :

.o - . L < .

MAJOR"AREAS OF EACULTY ‘ACTIVITY co Rl

.

‘;Number of Faculty Activitieé by Type of Degree—-TabZe 2.

e
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More than eight-tenths (84 percent) of the medical school faculty performed
muliiple functions. In fact, the average facul ty member had been assigned 2.4
-major areas of activity by hlS medical school—2.6 for faculty with the M.D.,

2.1 for Ph.D.'s, and 2.6 for faculty who had earned both degrees. While two-
chirds of the M.D.'s averaged between two and three major areas of activity,

ities, and only 13 percent reported one activity. More than five-sixths (8L
percent) of the Ph.D.'s had two or more major areas of activity, and about ons-
sixth (16 percent) engaged in one activity. The pattern for those who had eerred
both degrees displayed the tendencies of both the M.D. and Ph.D. tynes——lB nerﬂere

" had one major dree of activity, 35 percent had two, 35 percent had three, 15 per-
cent tad four, and cne percent had five.

e

'racul Y w1tn uhe Ph. D devree—-Ph'ﬂ s represented twenty-five percent of = '

“and 2L ‘percent in lb-year medical schooIs.= Most~of the Ph.D.'s were in tke inter- -

‘FacuTty w1tbout the M.D. &r Ph'D degree-—Ten percent of the faculty rad - FE~
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Document from the

tivity bvaype of Degree.

aculty with the M.D. degree—Chart

1

As previously noted, the avérage

'gactlv*ules, 35 percent had aamlnlstratlve responslblll ies,

‘like the M.D.
_nlﬁgmteﬁths (90 percent) were teaching.

for strict full-time members. .

:centege of geographic full-time M.D.

a higher average number of major areas of activity.

.. research, and administration than women and approximately the same percentage. . -
‘of men and women involved in service activities,
“cer.tage of involvement by activity for men and women shows that:

 M.D. on the medical school faculty had been assigned 2.6 major areas:of activ—
ity. Practically all of them (93 percent) were teaching, approximately two-
thirds (62 percent) were in research, seven-tenths (71l percent) were in service

and 3 percent per~
fOﬁmea onher acu1v1u1es.

'Fac v vlth tno Ph. D degree——Chart iA uThé«&#efage Ph.D.;on the medical-
chool faculty had 2.1 major areas of activity. . Approximately nine-tenths.: ' -
(86 percent) were teaching, nine-tenths (89 percent) were in research, nearly

ona-fifth.(18 percent) were in service activities, one-fifth (20 Dercert) had -
_admlnlbtratlve respon51b111t1es

1 and one-percent were in. otber act1v1t1es.H

. raculty m1tb the L.D Dlus the Pb D. gfsree——Char+ lB _These Laculty, L s

e A

s, had an average of 2.6 major areas of act1v¢by Similarly,
-However, more than 85 percent were -in
esearch comparad with 62 percent for M.D.'s only.. Nearly one-half. (45 percent)\,r
ere -in: service: act1v1t1es one—thlrd (33. percent)hadadmlnlstratlve respons-y-
lbllltles and 2 percent Were 1n other activities. o

! - -— L

\,-,.(.0.,. .'—_,~~..,.4..V .

-

Tpe ‘average geogranhlc full—tlme Laculty memoer had more major areas o?
activit ty than the strict full-time member. Geographic full-~time faculty withr— ==
he M.D. devree were.-assigned an-.average -of. 2. 8 major acttvities compared to:2.7.7.
For Ph.D.'s, the averages were 2.3 and 2.1, re-
These differences are attributable to the fact that a larger per--.. -
's and Ph.D.'s were involved in three of the
ve major areas of activity+—teaching, service, and‘’administraetion. These . -
differences, barely discernible in the’ agcregate become more meaningful at the: »
ub—snec1al y level o; detall. ﬂili‘.’ o e . i R

spactively.. -

A

letivi ty Patterns of Men and Wbmen-—Chart 2 : -1-%Hw7~ "57'vf”?" ) AR -ELEES

Men on the medical school fagulty outnumoered women 6 to 1.
The average for men was
2.5 compared to 2.1 for women. The difference in average number of major areas
of activity is reflected in a higher percentage of men involved in teaching,

(w

They’also had ™

More specifically, the per-
86 percent of
the men were -teaching compared to T6 percent of the women, 67 percent of the
tien were 'in research compared to 49 percent of the women, 31 percent of the xmen
were ir administration compared to 21 percent of the wvanen, and 52 percent of
the men were in service activities ‘compared to 53 percent of the women.

g cludes non-faculty administrators.
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Baszc Specialiies of len and WHomern—Table

IS
-

Arong the broad basic specialt , 88 to 91 bercent of the faculiy were
men in the basic sciences, cl 1n1cal snec1 lties, mathematics, physical sciences,

- engineering, and admlnlstraulo“. In 13 of the fine fields, men accounted for

.more than 90 percent of the faculty. These f{ields were bioph ysics, pharmacology,
dermatology, internal med1c1ne medicine ,, nuclear medicine, neurology, obstet-—
Tizs and gynecology,~oqcoloéy, radiology, surgery, and administration.

‘¢, There were more women in the’ CllnlCal specialties and basic sciences than

.the respective totals for these fields. . The proportion of women was signifi- .
‘cantly higher in allied health and the behavioral. sciences where they accounted
or 55 and 36 percent ‘respectively. 'Most women classified under. the allied -
:health rubric were in- nursing, llbrary.sc1ence,_audlology and speech therapy,
:and medical 1llustrat10n, whlle in the behav1oral 501ences they were in soc1al
ork and psycholo y. : :

: B
Y

L More tpan elgnu-tenu95~(89 pe;se;t) of those—on the fae&luy auring Fiscai

,yearsJ4 Of those .employed:10-or more:yearss TZ_pQ_eent,ye e .employed by only: - .
“one medical school compared to 85 percent for those employed less than 10 years. '
JData for faculty with the M.D. or Ph.D, degree were nearly identical to that of

"the total faculty.  However, the mobility rate was much higher for those who had

.teen percent of the faculty who had earned “the M.D. or Ph.D. degree had been
.employed by two or more medical schools compa;ed to 25 percent for those who had
ot earned elther decree. R TR : t

- - e e e - -

% . Those faculty who charged SChOO1S most often between December 1961 and the.
end of Fiscal Year 1971 ve.ﬁ more likely to be in the top.academic ranks then

those who changed less frefuently. Table 6 shows that hO vercent of the faculily

."who had been employed by four or more medical schools were professors in Fiscal

Year 1971 compared to only 22 percent for those who remained at the same schoocl.
At the lower end of the academic ladder, only 5 percent of the faculiy employed

. by four or more medical schools were *nstrucnors compared to 16 percent for those
'who remzined with one medical school. This observation also applied to faculty
'whose total nerwod of employment extended over a period of 10 or more years and
for those whose total employment was less than 10 years.

any‘o»ner ‘specialty group; howevers.i¥hey represented only 10 and 12 percent of . ..

ear. :1971 had. been.employed by only one medital school during the preceding:. 10 ,il

earned both degrees, and lower for those who_had not earned either degree. . Nine-_._._._ |.

S ——




SOURCES OF RECR RUITMENT

In Fisceal Year 1971 more then seven-tenths (71 De*ce”') of *the faculty
stated that they had originelly entered medica l.s hool employment directly from
7 a treining program—7Table 7. As expected, the sources of recruitment varied
‘widely by faculty degree types. The data showed that two-thirds of the M.D.'
came- Airectly from medical schocl or residendy training, more than three--fourths
of the Ph.D.'s came from medical or non-medical schcol training programé, and
three-fourths. of those with the M.D. plus Ph.D. came .from medical school, resi-
dency, or. non-medical school training. Twenty~three percent of the M.D. 's om. - . &
the medical school faculty in Fiscal Year 1971 were employed by the same school Ty
that conferred their M.D. degree, and. Ll percent were employed by the medical
‘school. responsible ‘for- the1r~re51dency training.. In sharp contrast, less than S
L-percent of the Ph.D!'s and other non-M.D2mon the medical school faculty Ratuiasl
were emnloyed by the school that confe*red thelr last degree. a IR

. Snec1;1cally, ‘seven-tenths (71 ne*cent) of the M.D.'s had orlﬂlnally en—- .~ e
tered medical school employment from a training program. This was the smallest
percentage reported for any of the doctoral degree- groups. Among M.D.'s re-
cruited - from. tralnlng programs,. 40 percent came from- residency training,: 21-.£7
percent from. medlcal school uralﬁﬂrg, and 4 percent from non-medical schools.: ST
The Ph.D.'s had the highest percentage (79 nercenu) originally entering medicel :.D.° s Tix7
school emnloy”ent from a training progrem—Ui3 percent from non-medical school -~ .- -~
training and- 35 ‘percent from medical school training progrems.. Three-fourths: iz
~(j‘j_percent) f the faculty with an M.D. plus Ph.D ‘deg*ee’%rlgen ¢1y en*eré& “ff“lff“v

Annrox1mately 30 percene of tha facu_ty or;g¢nallj ente ed medical school
employment from other employment. . Among the M.D. -faculty, 1l-percent cameﬁf?om s
private practice, 9 percent from the Federal Government, 2 percent “from State '
‘end local government, and T percent from other employment sources. Among the
Ph.D.'s, 6 percent came from the Federal Government 3 percent from State and -
local government, 1 percent from private practice, and 12 percent from othérw.:..
employment. Among those with the M.D. plus Ph.D. degree, 7 percent came from

. the Federal Government, 5 percent from private practice, 2 percent from Staie_
and . LOC&l goverrment, and 11 pe*cent Lrom o ther emnloyment :

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

DISTRIBUTION OF SPECIALTIES BY DOCTORAL TYPES

Tae Traditionally, we would expect faculty with research doctorate degrees

"~ suchas the Ph.D. tobe in science fields, and those with professional doctorate ~
degrees such as the M.D. to be in clinical or other professional fields. How-

. ever, these data showed that therewas a substantial crossover in medical schools—
" Table 8.

. Nearly one—llf n (18 percent) of the doctoral faculty in the basic medical
. scilences were M.D.'s, T3 percent Pa.D.'s, and 9 percent had both degrees. Within
the basic medical sc1ences, M.D.'s accounted for a substential proportion of the
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total in several fields——immanolocy, 3L percent; nutrition, 34 percent; genetics,
30 percent; physiology, 24 percent; general biology, 23 percent; and pharmacclogy,
22 percent.

: In clinicel soeciultiee, 89 vercent of the doctoral feaculty were M .D.'s, 5
TR ﬁjpercent Pn.D.'s, @nd 6 percent had both degrees. Clinical fields showing a large
- 7. proportion of Ph.D.'s were: nuclear medicine, 34 percent; endocrinology, 26 per-
" cent; public he th and preventive medicine l(percent ando“colO5j, 10 percent.

~ The doctora_ distribution for other dlsclpllnes showea that 95 percent OI

cent had both degrees._:In.the_comblned fields of mathematics pnysicel -sciences,
‘end engineering,. 87 percent were Ph.D.'s, 8 vercent M.D.'s, and 6 percent had.
both degreea. In alliec¢ health, 83 percent of” the faculty were Ph D.'s,.12 per~.

N e . S e D

Aunlnlstratlon was lleed as & spe01altj‘by Lproximately l'percent of the»

doctoral laculty-—ST percent of those in adﬁinlstratlon were M. D 39 peroent e
re Ph D.'s, and h percent had botn aegree : :

VOLUNTEER SERVICE

T i LT D R P o o T

L

Anprox_mately ong-fifth (19 per cent) of the M. D '$’on the medlcal school

facu'ty in Fiscal Yeér’l971 'Had "sé¥ved ‘as Volunteer, nonsalaried lacnlty An’ prior
years. ..0Of these members, 19 percent were men and 16 percent-women. - Only one—vnip’
sixth 117 percent) of .those.with ‘full-time appointments had served as volunteer.
faculty "éompared “to moré than one-third (36 percent) of those wifh part-time

eppointments.. By citizenship, 20 percent of the M.D.'s who served as volunteer

Thls publlcatlon is based upon data derived from the roster of full—.and Dart-

Medical Colleges (AAMC)undercontract w1d1theNat10nal Instltutesoflkmltb (NIH). -

» The 1970-71 faculty survey universe consisted of 103 medlcal sch ools, 8T
., M.D.-granting institutions, 6 schools of basic medical sciences, 8 operational
R developinc medical schools, end 2 developing schools which were not yet opera-
"~ tional. The response to tne survey was higher in 1970-T1 than in any nrev1ous
year—100 percent reporting for all departments by T5 schools, fairly complete

}_E. . reporting by 27 schools, and only one school that did hot report any data.

. The data base includes 40 ,951 faculty-—30,960 active faculty (28,099 full-

" time ard 2,861 part-time)and9, 991 inactive faculty. This'publication is based
upon date from 28,452 active faculty records (25,591 full-time faculty whose
records were updated in 1970-T1 and 2,861 part-time feculty). Part-time faculi:y

. data were collected for the first time during 1970-Tl. Records for 2,508 fzcuity
in the active file, or approximately 8 percent, were not updated. They ar=z

- excluded from this publication because their true status was not krown. Further-
more, the guestionnaire had been revised, and their status with respect to the
rev1s:.ons was not known.

7the behavioral scientists.were Ph.D.'s, 4 percent M.D. s, and.moxe than one per~-. -

oentdw D. s, and S percent had bOthldegreag, .}~ — - o ..A__-Q_M{_u.g;ff'

time, salaried medical school faculty maintained by the Association of Ameriecan » - ——i-

_Afaculty were U. S. citizens and 13 percent were foreign. - e b

[PROPO




Fiscal Year 1971

Total faculty = 28,452

- Table L——EleOVTeﬁ* Characteristics of Medical School Faculuy,tmrSex:andCitizenship:

Personal character

ist Cb—mercentagedlstrlbLulon
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- . al 1 vl
Employment characteristics Ver~TOE T Sex Cit ipSth
. ficle zontal Men Viomen U.s. {Foreign
Pﬁbl*c.......,1 100 |86 L1k |92t 8
Private....... 9 0 . 200 1o 65 5. .89 1L -
SUTYPE OF SCHOOL: < % i oot o el b v T T e
Medical schools.v..... T L = i < < O e TS I IR
Schools of basic medical science.. "2 100 - 86 w87 13
Develon1n~ medlcal scnoo;s........ 2. 100 91 .9 93 .. T---
Proﬁessors...' ..... ceesdeceidieees [7230 0 100 L 96 ‘Y 96 . . 4
Associate DrofessOrS..ceeerceeee.. .23 7, 100 91 9 93 ' T
Assistant professors.............. | 34 . 100 |_ 84 - 16 | . 88 .-12
Assoc’ates.....;.................. L 32:;:1109_’;:_, = 32| 84 16
AssistantsS.ceeineiieetsinerennaann C =l e 100 . 6L —39 | . .80 20
Instructors.. .o iolvit i il lhz - __jLO‘O,.,H 69,7 .31 085515
Lecturers...L...............?..... S B0 )_63”j 37 96 T L4
No academic rank............uuti. © 100 88 S 12 98 - -2
aELonENT STaTs: | B I |
“ulw-tlme, total...iveaieveialolll |77 9070100 | 86 L. 1k 90 12110
:Strict full-time........ ..ooe. ) 6270 7100 0 85 -t - 15 . 89 - 11
Strict full-time affll;ated..... - T.. "100 . 85 15 R
“Geographic full-time....V....... “1k o0 100 90 4. 10 93 . 7
. Geographic full-time affiliated. | -7 3~ 100 .85 .15 91-f T 9~
" Full-time (type not known)...... | 4 -— 1001 87 . 13 88 - 12
Part-time........ooceveeienneen | 0910 = 100 83 1T p 96 -k
) 'BASIC SPECIALTY: . o
- Biological sciencesS......eeeeneoes | 25 100 88 . 12 88 12
linical specialties........... ..o ©60 100 90. 10 90 - 10
Math., phy.sci., and engineering.. 2 100 .91 9 90 10
Beaav*oral SclencesS..ieevieeeeesas 5 100 6k 36 g8 2
Allied health.veeeviuneenenennnnns 3 100 L5 55 96 4
All OTNeYeeerrenereeosensnnsannons L 100 83 17 92 8
’ '
"lPerCcﬂuages may not add to 100 due to roundlng.
Less than 0.5 percent , :
[
8




Table lA—Employment Characteristics of
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Medical School Faculty, by ‘jpe of Zzrued
Degree: Fiscel Year 1971
Total faculty = 28,L52
_ Tyvpe of dzgres—percentage distribution
Employment characteristics fotall y M.D. ko
o Ver- | Hori~ | M.D. | Ph.D. | plus | Other } re_
ticle {zontal Ph.D. | S8BT oring
”OTAJ.. P RRTITPPRRES -100 - 100 5 10
T“QII”UmIONAL COVTROL BT
PUBLIC. 2 e s viansoiionoasan 5
+§1vate.;.1},;.f . ~05
| “TYPE OF SCHOOL: L g oy
[Medical schools........!....... .96 - 100 | 60 . - 5
"+ 1Schcols of basic medical science . 2 100 | 38 T
Dewe‘onlng medlcal schools sove ~2 .0 100 1} 9
e , B T oo
};“CAD"WIC ?ANK. WL S A
|Professors........... . © 100 “10
Associate ProfessorsS....vsss... | 23 -2100 63 -T2 6
Assistant professors......v.... 34 100 60 28 L
ASSOGIateS. .t et v simmn s eataanns g “3.007100 f 367 .28 (T3
ASSISTantS..iivrreiesiriieensns -2 100 | 25 28, 2, . k2.
Instrictors. Cies viel “o ok 100 |55 0 13 w228 0T
Lectrers. Vi LU0 v T 20 1000 L0220 T30 T TT o b
No academic rank.....eeeeeecess [-- 1. 100 60 1y S5 21
_ EMPLCYMENT'STATUS - o o cL
(Full=time, total......‘..,..... 90 =100 - 5¢ .27 6 . -9
- Strict full-time............. 1 .62 - Ioo 50 . 32 - 6 .11
,_Strlctb;u‘l—tlmeVafflliated.. .7 .100-f{ 72 .15 -5 . T
- *Geographic full-time.........| 1L .: 100 {7 75 - 1k ...5 .~ 5
“.Gedgraphic full-time affiliated '* 3~ 200 | .7k =1k 5. f
Full-time (type not known)...| ' L ~ 100 6L - 21 - 6 9
' ar£1b1me,...................,.1 2710 100 19 10 .3 T
BASIC SPECIALTY:
Biological sciences.........:.. 25 100 17 70 9 3 -2
Clinical specialties........ ...] 60 100 86 5 6 3 .-
Meth., phy.sci., and engineering{ 2 ~ 100 5 60 L. 29 2
Behavioral SCIences............ -5 100 2 - B3 . 1 3L -2
{Allied health....... cereveesess | -3 0 100 3 21 10 T b
"JA1l other.......iceiveeetheneaae ] b 100 Lo ey .~ 3. .28 L
'lPercentaﬂes may not add to 100 due to rounding.
’Less than 0.5 percent.




Tebl lB-—Acodemlc Rank of Medical S

Fiscal Year 1

STL

- .Totegl faculty =

25,Ls52

.

chool Faculty, by Type of Earned Degreze:

Tyve of deoree
Academig rank - Total M.D. Ph.D. M.p.plus Other Hon§ )
Ph.D, reported
Number of faculty
Total......t.i..di. 28 1511 16,7hk 7,075 1,536 | 2,581 | ' 215
;Professors:...;mg.,tff;;116 632 = | 4,117 _,75841 . 6L8 95 v,ﬁlh‘“
Associate professors....| 6,480 7| h ,072 .| *1,781. 39k | 2030 5,30'
‘Assistant -professors.... 9,576 . ‘ 2’668"ﬂ 3837 ) ©..666 60"
sInstructors.. .. v i.. ) b,064 ¢ |- - 515 - 66 1,163 8L
Associates. v e e ineand 3 ;850 - J‘3OT , 2Lo . ok - 255 2L
Assistants....o.eceddonnd 0 11T ) 29k%t,~ﬂ,33_‘ _ 2 50 3
Lecturers.......veeueesd = 128 - 28 38 5 55 . 2
No academic rank. 30k 183 h2 1L 6L 1
- ”‘-’Vertlcél percentage
“Total..:..." “100% |Zr00Y- 1002 1. 1002 | 1002 | 100
_Pﬁdfeséors;t;;,;;.:;;,;L : L2 Lo
Associate professors.... 26 8
Assistant . professors.... 25 - »1427-2
Instructorsv. ... .. SIS ks
Assoc1ates........:,g.;. 2 10
Assistants...... ...l - 2
Lecturers........ ... .. - 2
No academic -rank....v... -1 2
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5

10

‘Percents may not add to 100 due to roundwng.qf

1Excludes 301 faculty, or 1 percent,whose rank was not reported




Excludes 1;30
regorted.. = .. . ;
: ‘percent.::

I

2 faculty (5 percent).

phartfl——Distributidnlof.MajoftAbtivitiés of the 16,8981M1D.

whose-major -axeas_of

e —-— = - - R

By

—activityéwere not

's on;the Medical
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| I
E B Table 2—DNumber of Major Areas of Medical School Faculty Activities, by Type of
E . Earned Degree: ’Fisca} Year 1971
- Total faculty = 28,452
/. : S Type of earned degree
; Major areas of activity . Total M.D. Ph.D. | ¥.D. pius
- : “ { _Pn.D.
S ’ . - A Number of faculty
j . Total facultyl........:. 27,150 16,095 6,869 1,477
i |Number of activities......... | :66,136 ho k11 . JAbk,690 ¢ 03,787
b One... : N Lo h73 2,130 1,16 ¢ 192
= Two. : 10,372 | ¢ k,857 . 4,036 it sio516
BT DA A A X 8,k66. 0 7 5,988 5 " 1,390° 523 ¢
Four......u. PRIy 3,67k 453,009 AT 93030 o U236
CRIVe. Ve e ."..".‘....-‘.. ‘ : : 165- o li? L 2’4%, v 10 el
{Average number of activities. | . . 2.k~ | 2.6 2.1; 2.6 o
W emraen e : . < .. Vertical percentage .
~ Total faculty...e.oeco... 100 = 100 100 & 100 | 7=
Number of activities: T T B . coT
One.... B R . il 16.}_‘_.‘- - 16 3 13 e
T Cleee e 387 59 A en3s b
...... S e 317 Rt o R 35 T s
SrderesennnsisennN T M N L. S 16 Fiar
................ ceeane 1 - 1

School Faculty: Fiscal Year 1971 ’
- ~ - y - 2 3 ___.- .&j“:-—“ e - :',....._ o %, - ’,..-m - : s eminsom mmessaten
Activities - Total '_Percent of total

. Total faculty... 16,095°
- Total activities L42,411
- Teaching...... 14,984

- Research...... 9,933
‘Service....... 11,432
Administration 5,636

i

- aporem

)
o
|

m.
o
|

7777777

V7

'Y Teaching

L

Other......... 126

16,095/52 411
A
L_Numb

er faculty

2

time salaried faculty.-

X

¢
W

Servic

tivities were not reported.

4+_ Number activities

“number Activities Faculty ,‘

- foo

{ 100 s

35 - 93 -
¢ 23 - 62
.27 T1
13 35
1- 3

) [N
AN \\ N

NN

2.6« Average number activities

'Tncludes 1%,633 full-time and 2,265 part-

2Excludes 803 M.D.'s (5 percent) whose ec-
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Char:

Percent:

100

90—

ing

1lA—Distribution of

~School Faculty: Fiscal Year 1971

Activities

Major Activities or the 7,1221Ph.D.'s on tne Medical

Total faculty.
’ Teaching....
. T Research....

" Service..Vl. ..

~Other.......

869/1% 690

PR 6;

Total activities 14,690.

‘ Admiristration 1,349

B

T ""'IZQNﬁmber faculty

G v

XKL

:Service' BN G
00, -

TIntludes 6,828 full-t

30

- N
(=3 (=]

(=]

Who'Had Earned the M.D. and Ph.P. Degree:

et T TRetivities”

L -

Fiscal Year 1971

,

T Totzl - Percent of total

- - Sexwice.....

1,477/3,761

| Total fagfity...
- Total activities
. Teaching......
‘-Research......

. _Administration
o Otheree..ea...

number Activities Faculiy
3
Lt

1yb772 0 < 100

3,781 100 N
01,327 U 35 90 | -
1,273 a3l 20

.. - 66k ;18 L5 .

bo2 .13 . 33
25 1 2

2.6 «Average number activities

4 4 _Number activities

! Includes 1,475 full-time and 72 part-time

2 Fxcludes 80 M.D./Ph.D. faculty (5 percent)
whose activities were not repocrted.’

—tib\ A /¢§§é§§i“ Number faculty
_}\~g N 3§§é§§2
§\Cj 2% HOON NS salaried faculty. - '
NENoTler N 5
ENENT2 N :
NENKENEN O
B — L2 i

—Distribution of Major Activities of -the 1,547'Medical School Faculty -

) - : e =
NERNIF N “salerfed faculty. il T e
\\g\\C. o’ ;% -l 4 2Excludes 253 Pu.D.'s (4 percent) whose . . _
\\éi EPA 7 Taetivities were not reported. - N
\\\ \\f ; VN 3 o * . L <:V., — -

Total Percent of total’ ;

nunber Activities Faculty !

.. 6,8692 100 §

100 é

Lsgey ke

.. 6,108 - £h2. 8 -k

- - 20 - i

er 1. 93 - w1 H

=:vféll-%Avefégé number aéti#ities}{ifg“"‘
N o g

t.thbér-aé%ivitie? R

,..v-r."'.' ’ LN N
ime a%d‘29h_part—t1me:\”\q )

ERvTre
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’Iable 3—Activity Patterns of Strict Ful

1-time and Geogravhic Full-time M.D. and.

ce-T

Average number of activities...

-

- Teaching.’
Resea. ch

100l

86

Pn.D Medical School Faculty: Fiscal Year 1971 . )
Emplioyment status -
L Faculty witr the M.D. | Feculuvy with the Ph.D.
Activity Strict Geographic, Strict , ‘| Geographic
’ full-time | full-time full-time full-time ]
2.8 2.1 2.3

100

Women

Research

Administration Men

Women

. Other Men

1Per\_er*'t:a.geb for men and women add to

'cha.n one maJov' grea. of actlvx.ty. 13

oN
)
» S5 A

Men

‘Women ‘\\ 49% b
. Service Men /5'2%

Women 53%

=)

2

B

Q

jo3 : .

= Other...........,... R

Q .

B ' ‘\umoer of e.C‘thluleS.. ceeoneens ST
S 4 One.

Q. .

8 a1 T

joy

2 S ’
3 'Fi’\ie.....'.

Qe : i _ B R
= A

Z 1Su‘m:ok,a.ls exceed lOO percent because most Taculty ha.ve more than one major area

(EJ 01 act1v1ty. T i

j t-dTre “to- roundlng. : Fo L )
,S .

3 : L ' ‘ ' : 3 ‘

é Cha.rt 2—Act1v1ty Pattern of Vien and Women on the Medical Schools.Faculty: Fiscal
b Year l9Tl R .. _

= IS Percent-of facul y 1n each activ ty C

o e 20 20. 40 60 70 80 90 100
S [ 1 | ! l L | |

< . AL LTI A/ / 0 '

g Teaching . .- Men « Ve Y 9909, e 86%

Lt} . . : . \ N 4 A \ ..

|5 -\\;?5\\\\\\\ 6%

g Ve,

3

o]

@)

more then 100 because most faculty have more

gy e
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Table L—Basic Specialties of the Medical School Faculty, by Sex: Fiscal Year 1971

Totel faculty = 28,452

- . A o Horizontal Vertical

Y - . . . Number "

- ,_Ba51c specialties, percentages percentages o

‘TN Total | Men |Women | Men |Vomen | Total| Men | Vomen| P

. - |NUMBER OF FACULTY......... 28,218 24,20k L o1k | 86 1L 1002  100%  100%}*

?" ' NUMBER OF SPECIALTIES..... 37,492 32,439 5.053 87 13 - - - i

% .| BASIC SCIENCES..........| 9,555 8,383 1,172 83 12 | 35 29 )

S ANAtOMY s s ser ke ennenerenss] 1,506 71,212 — 19k - . 86 C1b S IR P P

Biochemistry eciereesnsvnsl 2 520- 2 251,’ 275 {.. 89 .. 11 9 e ]
Biology, general.i......t I ;218,80 ... 20 I e g N
BiopnysicS......n 4 F10 1096 kY 21 -3
Cell biology:..suuvis RO R I (T & B B A -3
ZOOLOEY v e vnsosnenneans b 8 |- S - 3 : 56 DS

Geneties.ot.ie ivegenennsd - U8ET
ImmUnOLOZY s e v avvsneasasss 423 3737 50
MicTODIOLOZY . sersinnennens| 1,271 1,067 208
ClMutrition..eseveeeieeeaees 104 - 5T L7
| Phernacology. ... e e venn..]. 1,104 1,012 .92 |
Physiology. .. Si e e omes l 687 w1, ,526 Tl6la,'“
A1l other..... ... 0. 00U st sl T

CLINICAL SPmCIALTIES...L_QZ L88.20 ,291.2,197

sl
Qy
‘5 E
£
ElE
B
é .
% <
3} 80
=1 Anesthesiology.eeeesesesns 792~  666. 126 : v
3 Dermatology .« . seeeovesesofs 238 . 218 20 . 8 R R =
& Endocrinology...vesseee.a.|. 639 7 575 64 |-'90 10 BT D~ L.
g Internal.medicine..:.:....| 3,446 3,248 198 | ok 6.1 12 - 13 TimanS
j', Medicine, gereral......... 2%385;_2,219— 106-ﬁ; 93 ;_f; - 48" 9 X
NE Nuclear medicine.......... : 278 25k 2k {7 91" - - 9. Sl 1 1.
= NeUTrOLOgY .. eeveennrenesens] - 611 - 574 37| 94 - 6 | 2 B SRNET £ IR O
- Obstetrics and gynecology.j 898 831 - 67 93 T 3 -3 2
8l 10nCOlogY e et e R T 7 K NS A T At IR S AL | B O
3 Pathology.evessveianscans| 2,559 2,247 312 .88 . 12 - 9. 9" 8
3| PediatricS..uvnenen..geeas] 2,263 1,699 564 |- 75 -7 25 | '8 ST 1k
ol Physical med. and rehab'n.f= 308 -~ 238 .. 70| -77. 223 | .'-1 ST 2
£ Public-health end prev.med.| - 578+ . 493~ 85| 85 " .15 [. |2 ‘. 2rac..@ il
S Psycnlatry..........,..... 2,271 2 ,032 ° 239 8 = 11 8 8T 6 -
= REGH0LOZY e v v vnerenncnnns .| 1,528 1,304 12k | 91 9 | -i5 TR S STCA B
2| Surgery. ........;....;... 3,465 3,391 CoThp 98 2 {112 ¢ A sre2qf g
2l All OtRETewerenrnsvnranan. 147 131 16| 89 11 1001 =3
8l MATH.,PHY.SCI., ANDENG'G| 849 - 772 77| 01 9 3 3 2]
& BEHAVIORAL SCIENCES. .... 1,841 1,185 6561 6L 36 T 5 16 |
3 | PSYChologY . e eeeeeananeneas] 1,127 8oLk 237 79 21 b L 6
07 |Sociel Work...eeseeeeeaaes)  SOT 136 371 | 27 T3 2 1 9
. . |Other behavioral sciences. 207 . 155 48 75 25 1 1 1
3o  ALLIED HEALTH........ eeol 1,285 584 701 s 55 5. 2 17
i | ADMINISTRATION.......... 363 331 321 91 9 i 1 L
% . | OTHER SPECIALTIES.......| 297 238 551 80 20 1 T 1
o NOT KNOWN....u.uw.. .....l BL 655 139| Bg 20 3 3 N

Excludes 23L ac&lty, or 1 percent, whose sex was not reported.
2Subtotals excead 100 pevcen+ because some faculty have more than one basic specialty.
,3Less than 0.5 percent.

14,
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Chart 3-—Basic Specialties of th

. Thousands

il

: Medical School Faculty by Sex:

Total faculty =

"iscal Year 1971 °

24

Total'speéialties

+—Clinical, specialt

“ATTTetsnedlthi - 2

' - Mathematics, .
. Physical sciences,_and‘engineering
' ~ Administration
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Taole 5——Vumb°" of Med
“mployment

ical Schools of Emplcyment
Fiscal Year 1971

,- by Type of Degree end Years of

Type of degree

Number of medical schools of
emnployment in the last 1

----------

~Fmdyw%hmeMDd%m&”“
Faculty with the Ph.D. degree....
Faculty with both-degrees.iv...i.{-

Faculty without the M.D. or Ph.D.

uhe M. D decree.....
the Ph.D. degree...°
both .degrees........

Faculty with.
Faculty with-
Faculty with

Fgculty without :the M.D. or Pn.D.

Faculty with the.M.D: degree.;.;’_
|Faculty 'with the Ph. D. decree....
Feculty with both degrees...
Faculty without the M.D. or Pn.D.

Totall
One .
100 82

100 81
106 81'

- 100 - TS -
-100 BRI
Faculty with 10

S100= b T6

71007 .76
100~ S 69
10000 17 89 |~
Faculty with les

?fIUe”%

2100
_m .

100

- lpercents may not add to 100 due to roundlno.-;e_
.2Less_.than 0. 5 percent. " - s

fTaole 6——Academ1c Pank Pattern in Flscal Year 1971 Relatﬂve to the Number of -
- Medical Schools of Emnloyment in the Last lO Yeaxs .

 Acagdemic rank Fiscal Year 1971

. Number of medical --
schecols . of employment
n. the .last 10 years

FOUr OF IMOT€everesenns
Tnre€.ceecees
WO . ceenosoceasesossose

10] ¢ 1= 3P
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aculty with 10 or.more yeers employm

FOUr OF MOrC€eeevscaane
ThrECeeeeiessscccnnnscs
TWO.eeesenossansns

culty wit

Four or more...eeeen
Y EC.ceececccsncvonne

...............

- . - YPercentages may not add.to 100 due to

16

Assoc-
Totel!| ;2107 | ate pro]
' fessor
= TUAll-faculty. -
Lo 1. 21
.33 30
28 29
22 22
51 2L
49 29
L6 28
L1 26
h less than 10 years emplo
22 31
- 16 32
11 30
10 19
rounding. -’

A1l faculty

4

HEWWW

Al e d

or nQore years emp.l

’
¢

-%?##umﬂ&w
O\

s than 10 years emy

}_.J
oONOYW WY
= ol

[}
=]
ct

N0, B g VI o

E—QF’}"I\)

o
N oW \O
N
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Table T-—Sources of Recruitment by Type of Tarned Degree: Tiscel Year 1971
Medical sehool,soufces o Tyne of earned degree
of recruitment Total M.D. 1D D PRU A1L
. M.D. n.D. n.D. others
TOtaleevrnnssernnnnnnnaa| 100 100 100 100 | 100
s S - S il
Total from training.......... - T, -T1 g0 79 7%'
Medical SCHOOL..e.ueusennas 28 27} 352 3l
ReSidency.eeeeveeneranoanns 25, Lodt o1t L 2T,
Non-medical school.........| .~ 18; RIS B L . 1k
Total fromfempioymeﬁt.,,.Q.., 29" 29 - s 202 '7255'
Federal Govermment.........| 8 9 6 T 6
_Private practice...........| - & 11 1 ) ju' L
- State and local govermment.| = 3 e N -2 - 11 .
ther employment.......o.... 10; T 12 hiy 25
B 4 4 - f‘ —_ .
‘;Twenty three percent of .the M.D.'s on the medical school. facultj,in Fiscal Year

e~emoloved by the same medlcal school tbat con;erred their M.D. degree.
L ss uhan 4 percent of the Ph.D.'s and other non-M.D.'s on the: medlcal school
.Taculty in Fiscal Year 1971 were employed by a school that con;erred thelr last
degree. : R :
3“ovty—one percent of the M D. ’s on the medical school faculty in ‘Fiscal Year
were employed .by the school.that was responsible. for their. re51dency.
anludes faculty who reported a Ph.D. degree and a health proze351onal devree
o»her than an M.D.".or D.O. ' :

anludes faculty Who bad health nrofe551onal doctors degrees othe: than the M. D.
.or D. O. : : - . : e

[N,
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. i
 Tegble 8—Distribution of the Basic DCcC“a ties of the Medical Schocl Faculty by Doc-— r
. toral Degree Types: Fiscal Year 1971
Doctoral degree Types :
' Yumber of specialties’ | Horizontal vercentazes®) ;
Basic specielties . - Totalt » M.D. n " H.D. i
{.D. Ph.D.| plus M.D. Pa.D. | plus
: - ~ *Ppn.D. | Ph.D.
NUMBER OF FACULTY.....cc.. 25,567 | 16,898 7,122 1,547 &6 238 6 i
| WUMBER 'OF SPECTALTIES..:... | 3%4,371| 21,977 10,166 2,228 6l 30 6 |
; ol BASTC.SCIENCES...ieonees’ 9,189 | (1,629. 6.738 .. 822 18 73 9
g 8 ANatomy. eeessnn cerenecenes 1,357 ¢ 18k 1,0k5 - 128 | 13 T T g ;
'z BiocheniStry.ceuweovececcss 2 ,u58.0 . 248 2,046 . 16L 0 .83 T H L
g Biology, general.......... 79 18 0 58 e 31 :4'23 '{3 SR
2, BiophysicsisZ.....s Frfeeseead, 2190 19 186 . k| 9 F U85 . 6ot
B Cell-Di0LOEY .+ vmenrsmesenn | . 11T 19 85 10 7T 375 -9 '
2 1200008y - arrnne e s [ 520 3 B9 O] 6 1 ol SR
= S {Genetics. .. Fea il feaes ] ke8| 1kO. 291 37| 304 62 -8 -
E1E | TEMUROLOZY . e e s ra v erennnn Lk 139 237 0 .38% 3% 5T 9 -
=1 = Migrobiolog L 1,179 1 198 910 . L Ti| 1Ty TT . 6. |
£t . ITuw-J.y:Lon . . Th 25 35 BT IR A G s 1 R
21 ?bermacolovy : 41,0817 23k 6917 156 S TR Bl R e
] Phyalolocy 7. '; 3 " ..... +4 1,639 |+ 395 l ,059 . . 185 , ;} 1
S0 v, 0 ALY OTher..iee . soeiieansen 55 | T L6 2 e ’
2 g sCEINICAT.: SPEC.LALTT“‘S .- 22,003 19,601 1,110. 1,292
O Ari n‘esiq@‘qu. TR -~ 776 735 . 67 35
= Demauoloby. e Siesens 1 238 213 12 13
j . | BAGECrinolOgy . ¢ o s FFIe e el 633, Lx L 165 57
21 |Internal med1c1ne..:...'..:. 3 165 3,198 75 192
oy ¢ }Tjw‘edlc_ne,—general.,ﬁ.,...‘._..ﬁ' 2,374 | 2,198 - _’ .35 141
af Muclear medicine..iveeeeen: a59 ik 8877 30
24 NEUrOLOZY ¢ e 5ee e v ce iansnses o607 | sk o2s k2 3
é : " |Obstetrics and gynecology. 891 | 829 21 . L1 e
st ONCOLOEY . s ne e ) 180} 150 18 12 :
2l Pathology.eesens eenseenen 2,461 | 2,045 213 203
=1 5 ‘Pediatricsvdecie.s Threeies -1 2,235 2,109 - 37 ... 89 b
&l _ |Pnysicel med. and rehab‘n.r 27L 25k 107777 10
z| =2 fpavlic heelithand prev.med. 46T 336 9" 52 11 -
g 3 7 |Psychistry.l.ee.eideseees 2,243 | 2,069 102 72 1 - i =3
sl R2diologY e-eeenanansrsonnns 1,349 | 1,189 113 L7 88 . 8 3
af. SULEETY e e e eoonnnensnncanns 3,419 | 3,10k 73 2L2 91 2 7
- ALl OLRET .. ceenncennnnoans 132 79 39 - 1k 60 ¢ 29 11 -
MATH. ,PHY.SCI., and ENG'G 596 |1 - AT 516 33 3 87 6 Vv
BEHAVIORAL SCIEI\ICLS ..... 1,230 L6 1.164 20 L 95 2
PSYChOLOgY .« cnvavodeeceees 1,026 28 . 984 14 3 96 1
B |Social Work...esieeeeseens 36 3 33 0 8 92 .0
' ther behavioral -sciences. 168 15 b7 6 9 87 L :
. ALLIED HEALTH!....ovv..- 32k 39 270 15| 12 83 5
ADMINISTRATION. . veuonns 182 | - 103 71 81 5T 39 L
- OTHER bPECIALT'-IEs ....... . 199 6T 118 1k 34 59 7
NOT KNOWN...ovrronneees . | L8 L5 119 oL | B9 28 L |
I . e 1E»:cludes faculty and basic specialties of tnose who have not earnedtheM D. or Pn.D. 3
©° -Degree. .
' 2Pc—:rcen‘t:ages may not add to 100 due uO rounding. E
18
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B i e
) BEETEST ASSOCIATION OF AMERICAN MEDICAL COLLEGES

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

TO: . TASK FORCE ON _COST OF GRADUATE MEDICAL EDUCATION & FACULTY PRACTICE PLANS -
FROM: Robert H. Kalinowski, M.D. and Richard M. Knapp, Ph.D.

. Z.oio. SUBJECT: Minutes of September 19, 1972 meeting -
Present: , - AAMC Staff:
Dr. William Anlyan Dr. John -Cooper—. - .. . ‘ Lo
Dr. Christopher Fordham - Dr. Robert Ball™ = .- v
Dr. Arnold Relman . v ~ Miss Grace Beirne = £
et Mr. Charles Womer - Mr. Thomas Campbell” - - ; e
: Mr. Charles Fentress '
Guest: . . " o Dr. Robert KaFinowski
e ' ' Dr. Richard Knapp
Mr. Ronald.Lochbaum --- - _ Mr. Joseph Rosenthal v

fiyicrie fiisne

Dr. Marjorie Wilson

theriei - Following. approval of the Minutes of the July-19th meeting,-Dr. Anlyan re- o -+
= “quested. that Dr.- Cooper report on the September 13th meeting: of the parent -
~committee.. Dr.::Cooper: stated the purpose of:thatwmeeiingfwas:to:m=:,?sa "

T iyeu

S PRGNS LA A S I

-~ -1) Obtain the Committee's views of the direction and content- of its L. T

report to the Assembly, focussing upon a first draft statement '

.. of .this report, prepared. by Mr. Murtaugh (this draft.was sent to
Committee members on September 8, 1972), and - e

2) Review the progress of the Task Force on Cost of Medical Education
4 s o dn its detailed study of the cost of hnder@raduate.medica]vinstnuc-~ S A
s tion at eight medical schools. . S

Committee Report

Document from the collections of the AAMC Not to be reproduced withou§ pe{mission

wis. . oo~ . Fhe Committee had made the decision (at earlier.meetings) to.focus its attention
on the problems arising from Federal policy to provide financial support to
medical schools on the basis of the enrollment of undergraduate medical students
and increases in that enrollment, and the coupled Congressional directive to the
Secretary, DHEW to launch a study to establish the methodology for ascertaining
the "annual per student educatioral cost" of the program leading to the M.D.
degree, to determine such costs for-the 1971-72, 1972-73, and 1973-74 (estimated)
school years; to describe national uniform standards for each medical school to

- use in determining these costs, and to recommend how these cost determinations
could be used in fixing the payments to the school through capitation grants.
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Congress called for an interim report on March 30, 1973, and a final report by
January 1, 1974. The National Academy of Sciences - Institute of Medicine is
conducting this study. (Comprehensive Health Manpower Training Act of 1971).

‘ Because of the urgent need for the Association to make known its views on
these critical matters, the Committee decided, as shown in the minutes of the

July 12th meeting, to provide a report to the Assembly at the November annual
meeting which would: '

"establish the view of the Association concerning
(1) the complexity of the medical education

AL _process -- the interrelatedness of the elements
SR - -that are integral to that process (instruction, :
csricin. Keoiels oL -7 s doresearch, services);(2) the indivisibility of that o+ -

process, beginning with the curriculum leading to
: . the M.D. degree through the years of internship
. . —__ . .__ . _and residency; (3).that only upon- the completion
e e » - --of this continuum can the national objective'to ; '
= ww@ cooo7 0o dncrease the number of persons capable of performing s
e presdeias 1the functions:of physicians in the delivery of health '
care be satisfied. ' 5

s iwine ¢ riThe report wilh therefore stress the essentially -
i urs La@rbitrarynature.of efforts to establish estimates
e % @ik v ens 0T B he costs: of -undergraduate medical education,
. Ui L .. .o ..since this is a discrete concept only in the sense
' e fmo o oo that a degree is awarded upon its completion and
LTE s mshixzoonot-incterms of the preparation of an individual
¢io - ¢for the-iindependent practice of medicine. »

O S S However,- because -of pressures for such estimates,

= siio ..z osaer: oo .the Association.will present a set of preliminary
vt dme - mmigeessioo - Figures, for consideration as a guide to the probable

‘ . . Ccosts of this segment of the continuum - to be
Swgmes wacae e sl D o followed by -more -definitive views :of the entire -
fer e e - medical education process, its costs, and financing,

N ~#in--the context ‘of the broad range of activities of
i e e amnee. «. the contemporary medical center complex. " :

+ % <-Following.the: prescriptions outlined in the July 12th directive, Mr. Murtaugh - -
“o., prepared: the draft, statement, reviewed by the Committee at this meeting. This- -
first draft, however, did not include preliminary findings of the Committee's
Task Force groups on the costs of undergraduate medical education process. It
is now evident that because of the inherent difficulties in establishing cost
estimates for the research and patient care components, and because the group
studying the patient care aspect has only recently been organized, cost estimates
will not be available in time for the report to the Assembly in November.
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In view of this, and as a result of the day's discussion, the Committee decided
to: :

(1) Provide the Assembly in November with an interim progress
report of ‘the Committee's work, leading to
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......

~and then "review the bidding"

-~ the amount-is relatively-

-3 -

(2) A full report - a more definitive statement of the Associa-
tion's views - following the July 12th directive, and in-
cluding prelininary estimates of the costs of undergraduate
medical education.- to be released, after Executive Council/
Assembly review, early in the spring of 1973. The timing of
the release of ‘this report is crucial, in view of the convening
of the new Congress, which will be concerned with the extension

- of the Comprehensive Health Manpower Training Act of 1971, and

the scheduled release of the interim report by the Institute of
Medicine. . .

From the standpoint of a time frame for Task Force activity, Dr. Anlyan suggested
that the group move forward with overall Committee on the undergraduate effort -

At this point, the Task Force discussed the components of fhe hospital budget

. . Which_could be specifically ascribed. to undergraduate medical education.

These are as follows:

“smoo-= whouse- staff costs<which' can be-allocated to the' furiction of - ‘ **"h”“’

instructing undergraduate medical students (this would atlso

~include_teaching physicians who are paid on the hospital.
budget); . B SR

nievsmreptheccost-of pursing,-technician or other staffi:timeas well-

as the allocation of other hospital cost centers (such as
A medica]“records,‘nursjng,§eryipe or social service) devoted
= .. to.undergraduate medical. education; .| S e Ta e

Vszipaanse2os othercost for-hespitalsspace aﬂ]ocatedfto"undergiaduate'w':-“. T T

~ students. '

Each of these three-components of the hospital budget are included in the

. medical center cost studies. Mr. Campbell reported that. the-special eiyit o
' -center-study- was under- way, but- specific data on these allocations are not -~ '~ "7
‘yet-available.* Mr.- Campbell further elaborated on the methodology used to

allocate educational program costs to these three components.

Preliminary data available‘on the eight center study do indicate that while

there are dollars in the-hespital- budget devoted to undergraduate education; -
sma]ﬂ«when=caﬂcu]ated“BS'a-percentage of the hospital =

budget. Following a lengthly discussion, the Task Force agreed on the following

“general -statement.

Given the general attributes of a teaching hospital in terms of
the presence of graduate medical educationa] programs, the
character of 1ts patient popufation, The scope of service pro-
vided, and the staffing levels implicit in the discharae of such

*the eight centers involved are as follows:
a; Duke U. Sch. of Med. - Case Western Reserve U. Sch. of Med.
b) Georgetown U. Sch. of Med. - St. Louis U. Sch. of Med.
c) U. of Kansas Sch. of Med.-S.U.N.Y., Upstate Med. Ctr.
d) U. of Iowa Sch. of Med. - Ohio State U. Sch. of Med. y

e
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activities, the conduct of an underqraduate medical educational
program in such a setting has only a minor effect (probably not
exceeding 1%) on the overall patient care costs of such
institutions. The Task Force will review cost study data when

it becomes available to determine if there is a need to reconsider
its position.

A further matter of concern is the problem of estimating the effect of teaching "
undgergraduate medical students on such items as length of stay of patients,
- utilization of laboratory and x-ray services, as well as other measures of
patient care and hospital service. After full discussion of the matter, the

Task Force did not come to full agreement. The following statement characterizes .-

the feeling of the group:

The current evidence available concerning the additional effect
of the presence of medical students cn laboratory, x-ray and
other service utilization cannot be considered either sufficient

_. services are considered educational. in nature, they vould in larga
part be attributed to graduate rather than undergraduate medical
education. '

At this pofnt'ingtheémeeting-Dr.-An1yan led a general-discussion of the costs of:
graduate medical education and. the need for more.data and information concerning

Lo medical faculty practice plans. ~The staff was directed to examine the patient -

care components. in the eight center study with specific reference to the cost of -

» = graduate medical ~education and to. set forth a plan to: -

o
1)
- -
[72]
[72]
E
3]
all .
B|.
)
gf
3
o)
D
3
o)
Ol
eI
joh
D
-
q)’\
o
ol -
ol
-
O |-
Zt!
3.
Q
=
L—
1)
[72]
=]
1)
=
15}
51
=
)
15)
Q
=
g
o
fi=)
=
o
g
=
5]
)
A

1) examine institutional'policiesfconcerning faculty practice p]ans;
2) collect these plans from each of. the schools; | .
3) determine the cash flow generated by these practice plans.

AN
The next meeting of the Task Force is to be held on a date yet to be determined.
in early December. g

~or _conclusive. ~Further, if any part of the costs of such increased 574; 7




- William S. Jordan, M.D.
. William H. Stewart, M.D.
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RMP-CHP Committee Minutes

I. Meeting with HSMHA Officials, Septemoer 6

The RMP-CHP Committee held an informal meeting with Dr. Vernon Wilson
and key members of his staff at the Embassy Row Hotel on the evening of
September 6, 1972. Dr. Wilson, who was accompanied by his deputy, Mr.
Gerald Riso; Mr. Robert Janes, chief of CHP programs; and Dr. Harold Mar-
guiles, chief or RMP; led a discussion on the evolution and backyround of .
PC’HA HeW policy on the issue. This was followad by a period of full and '
. e discussion involving the entire group Key points in the HSMHA po]icy
, as art1cu1ated by Dr W11son were: y R : B

.”%;QAJQ:The concept!of an- "1mp]ement1ng agency" desxgned to serve as an approval
NS author1ty for the expenditure of all federal funds (and possibly funds
from- state and other sources) for health care programs w1th1;'the state.

Thefprlnc1p1e that ”p]ann1ng“ and-“act1on” functlons must.be kept separaee;ﬁ~§;§;y
'x: .and - ]odged in conp]ete]y separate agenc1es, I R E TG

7.:~‘5;f1; “Committee D1SCU>S10n, September 7.

o Ah]rmenbers o theﬂcomm1ttee paru1c1pated in: a-group \1scuss1on on the..
s percept1ons and.insights derived from.the discussions with Dr. Wilson and '
“hisstaff and” then®went on to~a-general~discussion with regard to ‘the- subJect

oy

Fefrthe T RMP=CHP: issué=<generally and-the committee's approach:in carrylng out-r
Jitssfunction. s Among. the. concepts and:formulations contributed by var1ous_x~»*
’e1nd1vvduals<dur1ng -the: course. of . the d1scuss1on vere.. the. fo1lowang g

AL General Po11cy Issues ' Federa] State Relae1onsh ps =
L ;\‘1 Fundamental po11c1es of the leon Adm1nxstrat10n wn1ch have a -
Giasitce fne determining. influence .on.the programs involved. include = '

_ S a. Decentralization :

e oghEee e o T b. Revenue shar1ng

ln tnls area

EET I 3. In this regard 1eg1slaulve author1zat10ns could put ehphas1s on the ..
Ca AN R ~end.rather than the means (the end being the.availability and acces-
: s1b111ty to the means of quality health care for all through overall
}!anmng and requlation and/or control of the health care system)
nd authorize means (program mechan1sms) to be oriented to the end
purpose. _— :
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4. In 11ne with Dr Wilson's. ﬁtatement thevstates should be given a good
deal of f1ex1b111ty and respons1b111ty for self- determ1nat10n in re
the means or agencies used to achleve the end..
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Page two
B. P]annwng De cisidn Making and Action Process in Re the Health Care System

1. The policy that mandates the separation of p]ann1ng and action is
viewed as an obsolete concept by some political scientists.

2. A more current concept of planning was described as a process of
br1ngwng together the forces having the power to create change in. a
glven s1tuat1on.

3." A case in point was cited involving an academic medical center which

-+ found it necessary to obtain 32 different approva]s before the con--

struction of a new hospital could be undertaken.  The point made was -

under such circumstances, if there was to be-a viable health care plan

. that the 32 "real- power” 1nteres;s would have to be 1nvo1ved 1n 1ts C
'deve] opmcnt‘ o . L SR : et T

4 Un1ess CHP ‘has the rea] power w1e1ders and money contro]’ers bu11t
. into its structure,.1t cannot do the: JOb SR

5. The so-called 1mo]ement1ng acency shou]d have a positive role u1th
: regard to the health care system as we11 as the’ negat1ve one of-“~
. refusing fund approval. R , e e

6. P]ann1ng, decision ﬁak1ng, and 1mp1ewenuat1on are actua]]y d1fferent
-~ essential steps in one.continucus proces It can, therefore,. be

;i,not v1ce versa.;»__’du_
Imp11c onns for Academic Medica] Centers

"];.‘The control or dominance of medical schools in. Rs is waning but
. Cactivity and involvement is increasing. Examples: regionalization

. of health care on a capitation bas1s and manpower p]ann]hg and
o 'deve1opment

2. There is ambivalence of v1ewpo1nt in re the med1ca1 schooT re]a-.

- tionship here. Some say this is where the talént - is, but others
‘question the extent or appropriateness of the talent. . There s also.
an anti- Wed1ca] school att}tude prevalent in some quarters

3.'_The focus shou]d be on tne un1vers1ty rather tnan the med1ca] schoo1.

‘4;“"Acad°m1c medical centers have a v1ta1 stake and 1nterest 1n the com-

munity related health care functions that demand rationalization and
coordination of approach.

- effectively accomp]1shed either within one agency or throuch inter- e»;ffugz
" related agencies. Pol1cy and process shou]d decerm1ne the structure—-




RMP-CHP Comimittee Minutes
Page three

D. Some Pr1wa Issues Meeding Resolution

1. Need for clear articulation of the mission and objectives for the

programs involved

Clarification of the distinction of the 1mp1cm°nt1ng agency and the
planning agency :

A construct'of the p1annin§ agency or process

. - Determination of how can the CHP process be strengthened7 Or“if a .
new reconstwtuted process is necessary. , PP

.‘7where does the Exper1menta1 Hea1th Service Delivery: System p*ogram‘
- fit 1?7_ (Tack of saclsfact1on w1th the HS.HA exp]anat1on on .this
po1nt : SR R ST LRt R T S

e dere ..6;1.Ldent1f1cat1on and def1n1c1on of il ;eyices~and frameworkﬁthat can
S meet the needs L ’ et

- 7. Assessment of the 1Wp]1catlons to tne t»tent that these th1ngs 1n~—3 R
CeRbO \uawo1ve the academ1c hea]tn cente: : > -

“+ 4 11T REgort on Site Revieis on RMP-CHP Ini :5¢;atfooshio§_l'ﬁ-:f%f'"

Leitoo LAz Arkansas, Connecticut and Verm@r

key.off1c1als from the above three states “A wrltten sLaff report was'
d1stv1bu+ed ~ The hxgh11ghts der1ved 1nc]udc. : '-sz'&

géséitiufpﬁe g0 RhP as a genera] ru]e 1s rlch in ta]ent and money, CHP is: poor

@i RMPYS power however, is short-circuitad by the Tack of a clear
. ?mandate purpose, and pub11c respons1b1ltty :

S 3. In summary " RMP has a capab111ty but ot mandate; CHP has a man-
0¥ el Ui oy date but not capability; present HEW pf : ;-prevehts them from
LR puttwng it together T

T e ’4:"The Exper1menta] Hea1th Serv1ces De]1very System Progcam:is a part -
' : of the problem rather than a part of the solution. . '
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- aTEL T L 5. . RIP has developed a strong constituency--partly political because
o it puts money in every Congressional jurisdiction and partly pro- -
.. . .. .. fessional because pract1c1ng physicians trust it a: a program that
- serves the1r 1nterest and is not inimical to it.

Few would vote for continuation as is.



. .. -.expressed as. current. operau1ona1 public policy exists. Ho organi—”“

>§-1w1f~’There are ‘good close re]at1onsh ips among key peop]e in’ the state and L

Lh2L The RNP has a number’ of substaw*1ve program act1v1t1es, m°d1ca1 school_
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7. All three programs gave evidsnce of the fact that noth? : substantial
could be accomplished in the rationalization of the heaith care
system without finding some way of providing for the substantial
participation of the practicing physicians group.

8. A major problem in the existing situation has been the paradc:
©of an unduly weak federal tendency to articulate the $pecific
_ national purpose and relationships of the programs conce:ned on the
- . one hand, and an unduly strong tendency to direct states and com-
L ~mun1t1e§~1n the nature and de a11s oF 1mp]ement|ng act1on._

fL0u1s1ana

“Dr. W1]]1am Stewart cou1d not attend the meet1ng becauée he was out.
of the country. In.lieu of a report on the Lou1s1ana situatiin, a-Tetter
- which he had. sent’ to Dr‘ Ka11nowsk1 was dlstrwbuted Its.essence’jsias

a foTTOWS' L :

Mf“*""After reviewing-the minutesrofr the 1a5t noet1ng, I am conv1nced
that it is vital to develop new objectives for a combined CHP-RIP - B
..program before. a”discussion of .the wisdom of 'the -ombination can be . "
oA i;undertcken.u It.could.be that. the original objectives of CHP and -
¢ wws ZRMR. are still valid or.-that they: are no longer valid. for a. varlety
cmesw.0f.reasons....The: real.problem,could be that no clear purpose =

zational changes or nameicnancos of Lhese programs 1s going to.solve
th1s pvoblemth, AP oI R

I]I1no1s ff:'

_ Dr Max Schm1dt gave a report on h1s revlnw of the s1tuat1on in
‘ I]]1no1s “Major po1nts in tne reporL included

w e SOme: good program act1v1t1es a1ong w1th a good dea] of spec1f1c
prob]ems. o .

don1nat1on_1s 1essen1ng but RVD ~type act1v1t1es are gxow1ng

3. The oovernor has appo1nted Dr. Snoke as coord1nator of heaTth care,

-~ “but he has little resources to work with and his function para11°1s St
- that of the state health agency with a resulting atmosphere of BV
- competitive sens1t1v1tj PO

4. A general agreement exists that CHP should have the supraord1nate o
ro]e but CHP has produced no substantial plan or prog{mw_

5. RhP feels that in absench of a p]an, the CHP review reprosents
another technical project review on top of the one already made by

the RiP advisory group, rather than one of a conceptual or strategic
nature. ‘ : ' « .




oul

-t

. Synthesis of Essential Concepts and Basic Forces

“"jthe fo]1ow1ng out11ne of such pr1me facLors vias evolved
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6. Dexpwbu their problems, there are active, cooperative projects, a
good example being the "interagency task force for health manpower”
in winich CHP RMP, the Medical Society, Hospital Council and State
Board of HeaTth have Jo1nt involvement.

. It was suggested that it might be productive for the committee to attempt
~te define the essential concepts and fundamental forces pertaining to the RiP-
CHP problem without regard to the specific agency structure or specific pre-
“scription of solution at this point.” On the basis of tota1 ~group d1scuss1on,,{)“’

A. MaJor »orces /

_Comprehens1ve heaTth pTann1ng onh a geograph1c bas1s

Revenue Shar“lng ) S - Fo o _, S ;
Deuentra1lzat10n of dec1swon max1ng

;ngn1argement o; public base in dnc1Snon mak1ng

.Super agancy. as. condu1ts of nun&s (veto power)

. a. Regwona] office _
"~ b. Implementive agency BRI
CFP (A) T e -

P]ann1ng process
.}].”‘Qua11ty of peop]e

: o Fund1ng S S
SIS vb:. Power and author1H/ " T';_ o

_v,., Z.Q.Subject ard content of pTannlng : v?  ';._ - v"

. a. 'Health Vs, m°d1ca1 care de]lvery ool S R
b.  Manpower development and distribution 1 ... . oo L
c. Resource investmant ‘ ' B
d. Quality

e. Evaluation’
3. éogfaphic Aréé
4. Public acceptance ahd.accountabilitv_b
5. Object of plan to be contfo]ling

6. Relationships to action process

T e e e gee - L e e e e e



RMP-CHP
Page six

Commi ttee Minutes

€. Action process
1. Relationship to planning
2.

Resource allocation
a. Facilities o ' S
b. Manpower :

C. 4oney

'*;'Ass1gnment of authorlty and respons1b111ty

-f}Feedback mechan1sm’7i"

.f C“mn1t Loe P051t1on PaDer

- "It was agreed that the—AAHC staff shou1d eve1op a pos1t1on paper based :
- on the above outline and with reference to ?" similar outline with regard to-
ji{AG»wwef~—the problems of- the health care sysiem deiiv -4 from the first meet1ng ‘The . -
> “draft position paper would be submitted to t cowm1LLee for review prior to
. the next. meeting and wnen finalized would be «ransmitted for .the views and
'».icommenes of the AAMC. const1tu ncy tnYOJ" apy nriate'chahnels"
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e e s U e Mr Cartm1]1 ca]]ed the meetlng to order at 9 00 a.m. in Pri&atéﬁbining' Tﬁﬂj5iféf’
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INFORMATION ITEM 5,

COTH ADMINISTRATIVE BOARD MEETING

\N.-; R PDR 5
‘ Palmer House
. Chicago, Illinois:
S August 6, 1972 »
PRE»ENT
‘ '"   George E Cartm111 Cha1rman ' ' e ‘_;~' g_]gljfh5“;*¥5€‘}£: =

Leonard W. Cronkhxte Jdr., M. D-, Chairman E]ect o

- Irvin G- Wilmot, Immediate Past Chalrman :

* Robert A..Derzon- Vo : .
et Joe - Sa Greathouse, Jr .

ew:ot . Arthur J. Klippen, M.D. .

-~ . Sidney Lewine . o

e Russell AL Nelson, M.D.

‘ ‘ Roy S. Rambeck

. c.w.. Stuart M. Sessoms, M.D.

7. David D. Thompson, M.D.77 7.~ -~ R LE

.. ™ 7 Thomas "H: Ainsworth, Jr., M.D., AHA Representatove

o .w:STAFF' o | =
John AL .- Cooper, M D.~;~57ﬂ o :}' "«:'jffjfﬂli
Grace W. Beirne -» =~ - ‘ G AT e
Robert H. Kalinowski, M. D : '

.2. . Richard M. Knapp, Ph.D.
R Catharine A. Rivera

S S Call_to Order:

I taeiiiiad _’Room 5 of the Palmer House : ' o : SR

“TiI.  Consideration of Minutes:

The minutes of the meéting of May 18,'19}2 were approved as distributed.

ITI.. Report of the COTH Ad Hoc Membership Committee:

Mr. Wilmot reported on the meeting of the COTH Ad Hoc Membership Committee

held in New York City on June 16, 1972. It was recommended that paragraph 3 on
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N _M;[.Teach1ng dosp1tals and 1ts const1tuent members;”,
Two - spec1f1c recommendat1ons dre conta]ned 1n the Report,
entitled ”leferent|a1 Character1st1cs of Teachvnd Hosp1tals,".was approved as;'
g75waxpresented.‘,A d1scuss1on¢thenaensued concern1ng~Append1x B wh1ch recommended'
;;gﬁh“gt,";ﬂchanges Jn the.current cr1ter1a for. membersh1p 1n COTH. Fol]ow1ng dlSCUSSlon,,

*7 " there was - genera] agreement that s1nce ‘the d1st1nct1on between undergraduate

. @'Jgudiﬂ Spec1f1c‘cnanges in Appendxx B are as uollows

T ~After “ch1]dren st 1nsert "and such other specwa]ty"

-2 -

on page 3 of the Report be cnangad to read as follovs:

“The Committee holds that membersh1p in the Council
of Teaching Hospitals of the AAMC should be determined
and interpreted solely for the purpose of advancing
-the objectives of COTH and its constituent members.
The current request for classification of hosptta1s
within COTH arises from the new practice by various
agencies of c]assifying teaching hospitals for re-
- imbursement purposes. - The Committee believes that
it is an error to use membership, or a category of -
- membership in COTH, for such purposes. It is there~
..~ fore recommeriding that no attempt be made to do so-in
- the future until and unless. such an-effort serves the
- purpose of advancing the objectives of the Council:of

Append1x A

~Page 1, number (1) Under E]791b1]1ty SRR
Str1ke ”undergraduate” '

;,' Page 2, Paragraph 1, Sentence 2

o _ Strike "graduate” and “undergraduate“

‘Page 2, Paragraph 2 R ) - B A
Strike "graduate” ' | - P ST

The Report as modified appears as Appendix A to these minutes:

ACTION #1 IT WAS MOVED, SECONDED AND CARRIED THAT THE
- COTH AD HOC MEMBERSHIP REPORT, AND THE RECOM-
MENDATIONS CONTAINED THEREIN, BE APPROVED
AS MODIFIED. THE ADMINISTRATIVE BOARD RECOM-
MENDS THIS REPORT BE FORWARDED TO THE COTH
INSTITUTIONAL MEMBERSHIP, AAMC EXECUTIVE

COUNCIL AND AAMC ASSEMBLY TO BE ADOPTED AS
AAMC POLICY
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Current Status Of The AAMC Committee On Financing Medical Education:

Dr. Cooper reported on the current status of the AAMC Committee on Financ-

ing Medical Education. He stated that there was increasing concern about con-

_ t1n“1ng the present approach - that 1s, to present as a separate set of numbers

1dent1f1ed as the real cost of undergraduate med1ca1 educat1on.; Essentxa]]ye S

¢

'5*¢§%auf prob]ems-be1ng expertenced.- In other words, th1s group- of 1nst1tut1ons 1s not i

" in f1nanc1a1 dtff1cu1ty due so?ely to the undergraduate medtcal educat1on process

o

.ﬁft~j?;§ _Spec1f1ca11y, 1t was agreed at ‘a recent meet1ng on Ju]y 11 that ;

';eﬁt!,TheACowm1ttee S report to,tne Assemb]y w111 seek to estab11sh the v1ew of

““?;ﬁtﬁ%”ﬂ curr1cu]um 1ead1ng to the M D degree througn the—years of 1nternsh1p and res~:~v o ;

- 1dency,l (3) that only upon the comp]et1on of th1s cont1nuum can- the nat1ona1

-uh?bbgectlves ‘to lncrease the number of persons capabﬂe;of perﬁorm1ngxthe funct1ons

;;:;i; -of phys1c1ans in the- dellvery of hea]th care be satisfied.
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;-'i};» - . "The report w111 therefore stress the essentially arb1trary nature of ef.orts
‘to establish estimates of. the cost of undergraduate med1ca] educatton, since
this is a d1screte concept only in the sense that a degree is awarded upon 1ts
completion and not 1in terms of the preparat1on of an 1nd1v1dua] for the 1ndepen-
dent practice of med1c1ne | |

Hovever, because of pressures for such est1nates the Association w111

present a set of pre11m1nary figures, for consideration as a guide to the
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probable costs of this segment of the continuum - to be followed by more

definitive views of the entxre med1caT education process, its costs, and

financing,. in the context of the broad range of activities of the contemporary

" medical center compTex.

Dr Cooper stated that the questxon wh}ch most kaely 1s of greatest con-

YaJe is the COTH representatlve on th1s Task Force A staff paper prepared o
for use by the Task Force ent1LTed ”MedlcaT Educat1on -- The Pat1ent Care Cost

~ Component," is attached as Append1x B to thase m1nutes.

An 1ntens1ve dxscuss1on took pTace concern1ng the staftTpaperZEW}th_thex
e foTTow1ng points be1n9 made: 'ft " R, §

,when studentsvpart1c1patextn the pat1ent care process,

fproduct1v1ty 1_ frequently decreased w1th a subsequent
1decrease in: revenue wh1ch is d1ff1cu1t to state 1n cost

account1ng terms, , L
'.,‘(_the th1rd component 1n the staff paper shoqu def1h1te]y

“:be echuded, 1f the cost aTTocat1on methodo]ogy is pursued

. 1t shoqu be done on an 1ncrementa] rather than a JOTHt

: cost ba51s,

Document from the collections of the AAMC Not to be reproduoed without perm_ission.

A R 1t may -not- be- w1se or- poss1b1e to prospectlvely set forth

-

"spec1f1c program costs, since the d1vers1ty of. arrange—

ments and scope of programs in the -medical centers could

be threatened by a single cost accounting approach to

the'probTem;
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»  the matter of public statements concerning educational

costs must be care;u]ly rev7enad, since tne third

party payors will use to advantage any statement

which 1mp11ps

that patient care dollars are bc1ng

- used to supporL certa1n educational programs

f(orm1ttee

'ﬁ'be commun1cated to Dr An]yan s Task Force and tnat the COTH offxcers serve f:f

as ex off1c1o members to that Task Force as- weT] as the overaTT F1nanc1ng ]

Id1scussed

Document from the collections of the AAMC Not to be reproduced withput _per_mission .

" Health Centers"

ACTION A

f-{]ﬁADMINISTRATIV: BOARD OF THE 'COUNCIL OF TEACH :

’:"RESOLUTION ON THE REPRESENTATION OF BASIC mo

IT JAS NOVED SECONOED AND CARRIED THAT. THE

:iING HOSPITALS ENTHUSIASTICALLY SUPPORT THE -

Iwa“Reéoldtion;Qn-The RepreSEHtation-Of‘Basié-AnﬂfCTntCaT SéTéntﬁétéTIn Academic - F

CLINICAL SCIENTISTS IN ACADEMIC HEALTH CENTERS 0
PARTICIPATION BY BASIC SCIEN!ISTS IN HOSPITAL
ACTIVITIES HAS BEEN INCREASING STEADILY THEIR
CONTRIBUTION TO HOSPITAL LABORATORIES AND RADIO—
LOGY DEPARTMENTS HAVE BEEN LONG-LASTING AND OF

INCREASING IMPORTANCE. NEWER DEVELOPMENTS IN

BOTH DIAGNOSTIC AND THERAPEUTIC UNITS, SUCH AS

- NUCLEAR MEDICINE, HEMODIALYSIS, PATIENT MONITORING




ACTION #2 ...~ AND CARDIAC SURGERY, HAVE INVOLVED SUBSTANTIAL
- PARTICIPATION ON THE PART OF BASIC SCIENTISTS.
IN ADDITION, BASIC SCIENTISTS PLAY AN ESSENTIAL
ROLE IN THE FUNCTION OF COMMITTEES WHICH MONITOR
CERTAIN PROFESSIONAL ACTIVITIES OF HOSPITALS,

ISUCH As THE INFECTIONS COMMITTEE;‘THETHADIATIO%

SAFET:ACONVITTEE AND THE COMTITTEE?

:'INVESTIGATIONSJ

| ':SINCE THE TEACHING HOSPITAL NILL GAIN IN INCREASED

CAPABILITY OF ITS CLINICAL TEACHIVG AND INVES e

T“IGATIVEvFUNCILﬂNS-THROUGH FURTHER'IVTEGRATIO
\':fOF THE BASIC MEDICAL SCIENTISTS INTO TH: HOSPITAL

PROGRAM THE?T

UNGIL.Of TEACHING~HOSPITALS NELCOWES

,.Anked1tor1a1

N

afiboard has been estab]1shed to rev1ew presentat1ons at the e1ght reg1ona1 work- N

snops for pubT1cat10n poss1b1y as a suppTement to the Journa] of Ned1ca1

Document from the collections of the AAMC Not to be reproduced w_i_thout permission

: Educat1on. A new e1ghteen month contract has been signed, the purpose of wh1chif"v
is to plan and carry out act1v1t1es d1rected toward the deveTopment of at least
~ five HMO's in university medical centers .
. ‘ Three general areas were recommended b} the AdyiSory Comnittee as.prqgrams-

which shoqu be initiated during the coming year'

(1) prOJects d1rected toward upgrad1ng the performance of hosp1ta1 ,

out pat1ent departments
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(2) activities related to primary care education programs,

partic%;arly as they might be developed in HIMO's;
(3) efforts which wduId serve to bring about more analytical
attention to the'probIems'of measuring the quality of

'.__heaIth services..:ﬁ'

}gfgnr'fKaI1nowsk1 stated that_the staff AsbA 1t1ng a number of 1nb.1tut1ons -

nwh1ch are. mak1ng<concerted<efforts to 1mprove the quaI1ty or care provrded in.

"outpatient departmentsﬁ_.Concern1ng‘b ;ary care d1scu551ons have been held

C U with the Bureau of HeaILh Manpower 1n an-aitempt ta_generate 1nterest41n pr1mary

lﬁfcare educatlcnaI programs and the poss1b1]1ty of fundwng some prOJects 1n concert '

“Roberu J we1ss, M. D Cnarnnan
“Associate Dean for Hé’Ith Care Programs
: Harvard Med1ca1 School

v."'\Dav1d R. ChaIIonér“—M D" "
. Vice Chairman of Medicine- =~ . .
QTInd1ana Un1vers1ty Medlcal Center

Chrlstopher C Fordnam III M D.
ce . ool . Dean . ... e e
S DR ~ University" of“NoFfﬁEtardT‘na

I SchooI of hed1c1ne_
'R1chard L. M°1I1ng, M D :
Vice President for Medical Affairs

The Ohio State University

College of Medicine

P - . - .- ’
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| dJdohn H. weSterman
Director

University of Minnesota Hospitals




VII. Report of the RMP/CHP Committee:

' ' ~ Dr. Sessoms, Chairman of the Committee, reported that the group had its

r

first meeting on June'15. Otner members of the committes are:

-

. Andrew D. Funt dr., M.D.
. . Bean. . L
*;Co]]ege of Human Med1c1nepr~f

vUnxvers1ty of Kentug&y
:E_Co]lege of Wed1c1ne ;pp

e fAleXander M. chm}dt M D.
- . Dean - N -
The Abranam L1ncoln School of Med1c1ne

HL R f}?W1111am He Stewart M .
s e- - -ie... Chancellar of the Med1ca] Center
: o Lou1sxana State Un1vers1tj

Jines V Warren M D S
. Chairman -« el T

_ Department of Med1c1ne -
B The Oh10 State Un1vers1ty

w11]1am R W111ard M D.
: . _ Dean T : s
R S . .ColTege-of Community Hea}th Sc1ence5"

o . 'f . The Un1vers1tj of A]abama

Dr; Sessoms po1nted out that»the RMP and CHP 1ngslat1ve author1ty w111 explre

. on June 30 1973 _ Conaequentlj, 1t 1s 1mportant that the AAMC be prepared to .

e RN -

state its p051t1on wnen the t1me arlses. Three genera] quest1ons are be1ng

Document from the collections of the AAMC Not to be reproduped Withqut ‘perﬂm‘issiop

EVORS

pursued.

° how do RMP and CHP present]y funct1on, and how are these ‘ _7
1-’..v ’ programs affect1ng the AAMC const1tuency? ' 3 - '{ oo
| . in what fash1on do we think RMP and CHP shou]d perform,

and how should they relate to the AAMC.constituenqy?




‘vflCurrent Status of NIRMP

':'a student that has already s1gned w1th another hosp1ta1 under pena]ty that o
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° what action, legislative or administrative, is necessary
~ to achieve these goals?
‘The staff is visiting situations where it is. reported that RiP and CHP

are'integrating objectives and staff to achieve a common goal. In addition,

”-[varlous regxonal and nat1ona1 adm1n1strators of these p“ograms are be1ng l::’*’ -

1fcontacted for the1r‘v1ews on‘the quest1on —The next me t1ng 1s sch duledﬁ

Dr Cooper reported that w1ih the*cnrrent:oonfus1on regard1ng the status

= — T . g.,__,e,__.,. PR .

"of the 1nternsh1p, as we]l as»other matters, NIRMP is exper1enc1ng some

by

- —,-‘r——-;-,»-‘ [ eage

'-the 1atter hosp1ta] be dropped from par%1c1pat1on in NIRMP The Board members. ;:éaflgff

stated that they wou]d workv1n their ohh_hosp1tals toward d1scourag1ng abuse_<;;v¢3€1 o

d of the system.‘

Information Items:

Dr; Knapp reported brief]y on the fo}]owing intormation items:
A. COTH Annual Meeting Program . -
B. Spec1a] Annual Meeting Session w1th the Veterans Adm1n1strat1on

C. Memorandum Concernjng St. Joseph Inf1rmary
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D. Pm.posed Statement on a Patient's Bill of Rights
E. Res1gnat1on of Don Arnwine |
F. .-»Dq'scontinuation of- the FebruaryMeeting of the. AAMC Assembly '- o
G. Ho;pﬁ:a] Administrators who have pawtlcma’red in an LCME ’

Med1ca1 Schoo] Accred1tatwon V—l—S—Lt

Renewa] of H1H Burton 1‘eg1s1at‘mn°

novnew meetgng shou]d be p] anned.'

shou]d take p1ace at the November 2 meetmg_ of the Board

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

e X -,_Ad}ourﬁment' e e P .':” e
There bemg no fur‘ther new busmess, the meetmg was adgourned at 2 30 p. m.
The next meeting of the Board wﬂ] be held on Thursda/, November 2 1n the |

Champagne Room of the Fontamb]eau Hotel from 3:00 p.m. to_5:30 p.m..




APPENDIX A

CCTH AD HOC MEMBERSHIP COMMITTEE REPORT

The first meeting of the Comm1 ttee was held on Juna 15 1in New York

City. The Cha1rnan IrV1n d]Tmot prea1ded and all members were present.

- The chargu to the Comﬂ1ttee as set forth;by the'Administhative,Boardijé S ;;Jf;
7}as fo]}owSi,

1t was #0ved;“seconded and carried that' a moratorium

- 2~ be decTared on-new applications for COTH membership.:

o —_z. The™Chairman was "directed to acL1vate a comm1ttee.w1th.
_the foilowwng charge: - 7o S

XL
..... e e 4T e

(A) To examine the institutional cnaracter15t1cs of
ﬁthe present COTH member5ﬂ1p— S :

ﬁf’(8)~fTo examing the current rwter1a for memﬁérs ip,
- . and make recommeﬂdat1on for des1rab1e changes
g }-ij;:j;vf‘F'the future. e D

_,,v. —_

1‘;To exam1ﬁ° the se1ecL1on_process 1nc1ud1ng the
-poss1b3]1ty .of moV1ng—toward some vorm of
Arhst1tutrona1 evaﬂuat1on and revwew. g

: the three task norce reports prestnted at the 1971 COTH Annua} M t1ng Ad Ah::

EI

=exam1ned“1n

depth ”’At the t1me of,the'ana1ys1s, there vere 404 COTH memoers,

?3341 Of'WHiéh had fio repd‘féd aff111at1on with a school of red1c1n Sponsor~ '9[i3?ff"
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v-ship'of the res1d°ncy prograns rangod ft_i 1ess Lhan five to more than tweno/

Other stat1st1ca1 indices rev1ewed 1nc1uded s1ze, 1nst1tut1ona1 expond1tures
and the scope of services prov1ded '

The Comﬁlttee is well aware that there have been suggestIOns from various
quarters that the COTH membersh1p be grouped or c1a>s1f1ed on the basis of
some un1form criteria. 1In this context it is worthwhile to recaT] the pre-

sentat1on nade 1ast year by Stan]ey Ferguson Chairman of the Task Force to
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Analyze the Higher Costs of Teaching Hosptials. His Task Force identified

following diemnsions which characterize the unique nature of the teaching

hospital:
(1)

Docum‘entv from the collections of the AAMC Not to be reproduced without permission

(12)

f‘aff111at1on arrangement

'neonata1 care un1ts, pedTatrxc eva1uat1on centers or i

(13)
sy

o din outpat1ent c11n1cs-

“the size andiscobe of the intern and resident staff;

f:the-number of fe]]owsh1p pos1t1ons,_ - 'ff,

.the numberfand"‘“ope Gj*a1laed hé‘Tth educafTbn

N .,__._Q B 7. -1 'x"’

oo ot

EsL e «.~-;‘ 4.**- :

Aw)v-...._ i

the 2

"77;£Hé

'the

»renal d1a]ys1s un1ts,7

tne ]evel of comp]ex1ty demonstrated by the dxagnostlc

mix of pat1ents, B

the staff1ng pattern and rat1os resu1t1ng from the ;

- dist1nct1ve pat1ent m1x,

‘the scope and 1ntens1ty of 1aboratory and X—ray serv1ces,

the f1nanc1a1 arrangements and volume of serv1ce rendered




’:'acvanc1ng the ob3ect1ves of COTH and 1ts constJLuent memoers. The current
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Individual hospitals meet each of these chavacteristics in varying degrees.

Ideally, the objective would be to examine the extent to which each hospital

meets each chosen criteria, and classify accordingly.

Some of these dTmen51ons are aTready in use in various parts of the

countny as the bas1s Tor group1ng hosp(ta]s Tor reumoursement purposes.

S of tne AAHC shou]d be determined.and 1nterpreped so]e]y for the purpose Of

T

'_lhe f1rst aopears as Appendlx A to tn1s report and 15 concerned«dxreCtly

w1th the 1ssue under d1scuss1on. The Comm1tte° recommends that th15 state-',

nﬁnt ent1tled “DTFFEREHTIAL CHARACTER{STICS OF TEACHIPG HOSPI!ALS " be cornT :jf""

-

' approved by the COTH 1nst1tut1ona1 members and forwarded Lhrougn appropr1ate.

cnanneTs to be adopted as AAMC po]1cy.
The second recommendat1on of the Comm1ttee is in response to our charge
to examine the current criteria for membership, and appears as Appendxx B

to this report. In setting forth these cr1ter1a the Committee kept in mind

the fact that the ARMC, of which COTH is an integral component, 1s devoted to
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the advancement of medical education. Therefore, the Cominittee beljeves that

the criteria for COTH membersn1p shou]d cont1nue to be based on the hospntal'

CO nnxtment to undergraduate and graduate medical education.

4

It is anticipated that a number of-teaching hospitals which are presently

COTH members may not meet the new]y proposed mewbersh:p cr1ter1a.

It 1s thc

In response to our final charg the CommIttee doos not flnd 1t approprzate

":Lﬁ_Arthur Jd. K11ppen H D.-
;-‘S1dney*tew1ne T
... Charles B. Womer -
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APPLIDIX A

DIFFERENTIAL CHARACTERISTICS OF TEACHING HOSPTIALS

'aﬁd the degree 0F 1nsL1tuL1ona1 commxtmant to meet the 1n— -

-‘crementa1 costs of prov1d1ng tne env1roam°nt for undergradu ate -

_4 and graduate m°d1ca1 educac1on 'and a1]1ed hea1th educau1on,"

_ ?f°_The sever1ty of 111ness, conp]ex1ty of dlagnos1s, and socxo--

_econom1c cnaracLerlst1cs of the pat1ents served by the hosp1ta1
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- =- The comprenen51veness and 1nten51veness of services prOV1ded

by the hospital.
There is a great variation in the extent to which each teaching hospital
meets these dimensions. Any attempt to characterize or c]aséify teaching

hosp1tals must recogn1ze the Timitations of group1ng all teacn1ng hospxta]s

based upon their membersnwp in COTH.

. - - o s AT—— - o e— R T

'q?;;;5lTh° nature and scogg of the h05p1ta1 S educaulona] ObJeCL1VES~-» S

&




APPENDIX B

CRITERIA FOR MEMBERSHIP IN THE COUNCIL OF TEACHING HOSPITALS

o ae

Current eligibility for membership in the Council is determined on the
. basis of one’ of, the two.follqui Gl IR il

ng criteria: .. ..,

R ) -

la) Yt Teachding Hospitals which: havesapproved Anteanship =
Lo L programs tand Ul approved residenciesin at
L Reast 4 recognized spectaliies -Lncluding 2 of Zhe-
L i foflowing: . MEdicing, Swigery, Obstetrics-Gynecology,
C e i Pediatriics and Psyentatny; and, which are._elacted by
T e Catnedl of Teaditng Hospitatss oo

v - <

‘;nff(b).j:ThdééﬁhOXpiiaﬁsshdﬁiﬁﬂte&}ggfah:AAMC!MedicaEfSchOO :
U Ins titutianad Member on Pruvisional - Ins £Etutiona s S
' o Member, fnom among the majon Teaching Hospitals DR
- affiliated with the Membens and efected by the Council
o of Teaching Hospitals, —oiioo . oo .

-

fbgFAd;HQCfCQmmltteeLnecommgnds3fhéf;the:qritekia‘fb}'”'m""
revised-to read as FOlTowssim 77 7 e e et T T T

CELIGIBILITY L

o .E1igibijjty'fbf‘ﬁémbgkshipfjh;fhg;COQNéiT.6f Teaéhing‘Hdépita]sais
ST detérmfnédjon the?ba$js?thaf : B I

W 2T e e N -

A(])': fﬁé”hégbgf;?ﬂhaé‘a documéhtéé, institutional

affiliation

arranggmgnt”withra-school-of'madicige,for the purpose of . .- o

- significantly participating in medical education;

o]
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{2)  the hospité] spohsors or significantly participates in appfdve&,
active residencies in at.least 4 recognized specialties including

2 of the following: Medicine, Surgery, Obstetrics-Gynecology,.
Pediqtrics and Psychiatry. - . '

REQUIREMENT

(1)  Approval by the COTH Administrative Board;
(2) ,‘Approva]‘by”the ARAC Executive»Counci]

(3)  Approval by the AANC Assembly | P

N St T el ST




PROCEDURE FOR APPLICATION

(1) Application by the hospital with an cndorsement by the Dean of
the affiliated school of medicine;

OR

r

(2)  Nomination of the hdSpital by the Dean of the school of medicine.

In the case. of spec1a1;y bosp1ta15, the Adv1n1strat1ve Board sha1] make -
ieyceot1ons based on the extent to which the teaching hospital meets. the .. -
“criteria within the-framework: 6E the- spe&q%ﬂ12?d -objectives-of the- -hospital.
Tt is thus the.intent.that:rehabilitation, -psychiatric, children's ;-and such
other specialty hospitals which sponsor or participate -in:madical;education **: -
anrd have institutional affiliations for_the purpose of. sqgn4f1cant part1c1pat10n.nm
;ln med]cal educa%aon are e]1g1bie for C@$#=membersh1p

- Bj except1on, and in unusua] c1rcun>tancos Wnere a hosp1La1 has domonstratad"‘
‘a cont1nu1ng major commitment to medical educatxon, as demonstrated by the ---i--

vrange and scope of programs offered, the Adm1n1strauxve Board may wa1ve.the"
reqUIrement‘for med1ca] schnol'aff1l1atqon— =
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TA O ASSOCIATION O ARMURNICAN MUDICAL COLLEGES APFENBIX B

SUITL 200, ONRII LUPONT CiRCLL, N:\'J., VINSITHINGTON, D.C. 20036

DRAT T -- For Discussion Purps
JSH-~ July 12, 1972 ‘

MEDICAL EDUCATION ~=- - = .
Tm: PATIL’ {T.CARE COST CO: P N ,,\1

alloc 1tion p10c05s dOLS prov1dc for dlStllbhtlng 1neruct10nh1H7 L

costs among the 'vallou< educatloh“I progl as, but no flln
/

conceptual app1ohch or Pcthodo]og) has yet bccn dcv;scg forfi )

separating res carch and pntlcnt care cocts on a progran basis.

The Rescarch Task Force is cngngcd in asscssing the utility

cof alternative approaches to the program distribution of /




services expenditurcs of an acadenmic ncdlgul LLDiClrShOUld

*1und01gladuatc mcdlcnl cducatlon

mfmcthodology

' acad‘m1c mcdlcal cent01 whlcnkc an- bc.gpnr pllgtel) con-

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

rescarch costs,  Similay effort must be dircctcd to the

problen of determining what part, if dn), of 1hc pltlcnt

,be'considcrcd as applicablc to cducution, specifically

»and’thus ‘be in¢ludqd iﬁ'tﬁ¢

mcasulcwcnt of thc costs of‘sucﬁlpﬁbg;ams

Thc“approacl1to;thc-rcsolutlon of”thls_problcr

R TN e - ———

ralghtforuard

= imemm oo LT

“ AﬁMC;COSt_allOCaL1O

Incluaed hc1c arc—tbe Cbst< of those act1v1

-~

tles fln"nccd unnc1 thc tcachlng ho;plual budg et of an

51dcred as tc‘chlrn 1n naturc Thls \ould 1nc1udc, for

examplc, thc tcachlnn nct1v1tlc§,of thc nur51n" und other o

hospltal sthff and_asspcxatcd_c\ggnscs. As natcd mcthoogt"”

401 dct01n1r1n"-and ullochtkng.iéc COSLS oﬁ.such h09p1L41 S ngﬁ;fi
tcachln" functlons are aerﬂuy a pqxt of tho current cost |
allocutlon progrﬂn.‘ Thus these partlcular costs_arc b01pg
“identificd and separated in the current cost allocation studics.

2, Incremental Hospital Costs Due To Teaching

The sccond reduction is conceptually a relatively
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cclear matter, but there is at present no apreced upon

" methodology much less an appropriate body of data to carry

out the nccessary cuantification pyoccg oo Inciuded here

arc thosc incrcascd hespital operating costs rcsulting fronm

. thc‘conduct of teu ChlnP-fUPLtlonoihLthn tl clinical_

&“

Thc1c havc bocn HUMCTOUS ob;crv tlons;nf the

Thcrn Jor pa1t of

_g.

’énccs‘ has bccn cons1o01cd to bc fhc covbrnvd-e;;

._1nvolvcd in tr atinH’

'and»thc mor

iof d1f£01cncv.much lcss kln"»hn) attcxpt to dl%trlbatc

*“thesclincrc‘cvtdl cosLJ_duc to tc chlnrr p1ow s anonw ‘the

s

”Sthral cduthlonul pr 51 1nvo‘v“ Adv1cc on hOh to »
p1occcd in’ 11)1ng out thlsksccond rcducclon is urgcntly_
nceded. , g e C oL e

3. The Sharing of JOint'Coars T .  ;" o

fhc third reduc 11011 of thc p:niont care costs of an .

'aCldLm1L PLdlLll Lcntcr in lLu(hJH” for thc full'costs of

Cdlludt ironal 1)1cn'r.PX‘ is 1>r11ycj;yxll)' a Ccnnkalntlm.l and policy




problem, vather than a methodological onc. Described thus

far in the preceding steps onc and two arc thosce costs

encompasscd in the patient carc_pxpcnditurcs'of an acadenmlc

mcdicnl center hthh 105ult dlrcctly, and to a LCL c

flndlrccﬁl),bfrom thc conduct of tc&chlng nct1v1 ics .

- .. -

'01 tcachlnw costs.

'}The~qucst10n that,

body~0f putlent care: COStS should bc‘allocated to the cost

- o — R == Se Tl T - -

jOf mcdlcal educatlon AThe rcason thlS QUCSLIOH arlscs ;s the

educatlonApiog1am T qulrcs acccss to a partlcular Volumedof

- el . -

act1v1ty 15 b01ng)car110d out tg prpy}gqﬂnecd d h05p1ta1

chalc for SlCL:pCQLlc and‘_l s SCTVLQ:unOth01 ObJCCthC' ;1
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Thus, some palt or all of the p tlcnt care actlvi;)
of an acadenmic mcdlcal conter 501vc§ more than onc ObJCCthb
-and Lhcrcfmc constitutes a 301nt cndc:wor scr\fing dual
purposcs. Since this paticnt carc activity 1is ess¢ntinl
to cach such purposc, there is rcnson.to.argug tﬁnt itﬁ
.c0°1v ought to be sharced to the extent that ihcy are tiuly

301n1 (In wany Jnutdn(o', thc patient care program of an

namcly; prov1g1ng hcalth-carc._ . S S 3“"‘”35::7
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it may be conccptuélly,fulid' it prcccn*r N1JOT POllC)

- 5 -

academic medical center may be of a substantially preater

magnitude than that required to provide an adequate teaching

propgram. Such ﬂdeLlOHll po icnt care uctivify voyld be

L

bove and b0)ond that \chh could be con51d01cd as jointly

_501VLng cducatlonal proglams ,and 1Ls cosL hould havc7

g L
e

of- hOV'ltS costs shou]d be -:”7

a531gnch‘ If, 1ndccd

“care'act1V1ty alc fHIIY'releUISCd thaL \ould appcar to

LR . s

suppo; ,’arc.trcatcu;'thc ba&lcclssuc rcunlns excppt that --

is prescnted in. a 5010\hut me1e—acutc forn“n cly,»who-ﬁ

shall bcal thc buldcn of thc dc£1C1t74

The 1nc1u51on of thls;thlrd clcxcn 'of patlcnt calc

= -

costs rclatcd to ncdlcal chc t;on:rcprcscnts'a SUbSL&dLlal

— . e e e e i
S — y-— S

departurc from cx1st1ng cost mea QUIC”CHL approa chcs Phllc

considcrntions' but it.docsAoffcr the pO\QLblllt) of clall-
f)lnp and p]JCln? on a tlu]) c01p“kub]c basis, the Cost
measurenent of modicnj cducution,progrnms.- The mcthédologjcul
process of oBtaiﬁing this Lhi}d level ofjcost infolvoglun

agreement on the volume of patient care activity requisite

8
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to the tcaching of a spec cific number of students, i.c. the
number of pnticnts Or patient admissions per student.
In summary, advice is requircd on the eclements of

putlcnt care cxpcndltuzes 1n an aCﬂdcnlc mcdlc 1 center

I ’~Avc

- enn e |
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were adopted as circulated.

INFORMATION. ITEM 6

MINUTES
ADMINISTRATIVE BOARD
COUNCIL OF ACADEMIC SOCIETIES

September 14, 1972

AAMC Headquarters
Washington, D.C.

PRESENT: Board'Members e

Sam L. Clark, Jr., Chairman (Presiding)
Ludwig Eichna _
" Ronald W. Estabrook Lz
Robert E. Forster, IT" =~ =~ -7
~Charles F. Gregory )
Robert G. Petersdorf
*Jonathan Rhoads
*James V. Warren L .
- William B. Weil, Jdr._ Tea e

ABSENT: Board-Members =

_ Ernst Knobil L i
--Louis G. Welt R S

I. Adoption of Minutes. -

‘Staff
Michael F. Ball

**|., Thompson Bowles

Connie Choate
**John A.D. Cooper

Mary H. Littlemeyer
**Joseph M. Murtaugh
**James R. Schofield"

August G. Swanson

‘The minutes of the CAS Administrative Board meeting held May 18, 1972

II. Chairman's Report. . ‘

Dr. Clark reported on various actions taken since the last Board

meeting. Among items of particular interest were the following:

1. The Chairman of the Counci] of Deans convened a committee on July 11,

1972 to consider medical school admissions probiems.

The Board requested that

minutes of this meeting be circulated. A copy is attached hgret%£ (ATT. A)

* Ex Officio
** For part of meeting

LS



.o time.
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2. .At its meeting in June 1971, the Executive Council directed the
AAMC staff to "explore moving the February meeting to a suitable location in

March as soon as possib]e.”' An announcement was made at the October meeting

- of the Assembly that the AAMC would ndt continue to meet in conjunction with

the AMA Congress on Medical Education after its commitment was fulfilled in

February 1972.

Several factors precipttated this proposed change. The February date

followed too closely after the Annqu;@_g;jng_(three'months), and past history

provéd that Tlittle or n0'businés$'req;iféd Aésgm@ly agﬁfon.ib February. In

addition, members felt that tﬁé’cbmbiﬁéd meeting of the AAMC and the AMA Con-

¥ rgress required them to be away fromtheir schools fdk'ﬁqg‘igng a period of.

—— - -

- —

3.. The Executive Council on May 19, 3972 approved thé-followfng policy ”

“statement on the estab]ishmenf of a Chgipét¥1eve];ﬁégartmenf of Health.

The issues confronting this nation in providing a higher -
level of health and well being to its citizenry are among
the most vital and urgent. of existing domestic problems.
The prospect of some form of universal health insurance

" ‘coverage will press _to the_absolute limits our resources
and tngenuity to provide health sServices based on need
rather than on arbitrary -economic determinants.

Since its establishment in 1953, the Department of Health,
Education and Welfare has grown into a bureaucracy of
102,000 employees with an _oyerall budget of nearly $79
billion, one-third of the entire federal budget. More
than 250 categorical grant_programs are operated by the
Department,  including 40 séparate health-grant programs.

The present framework within the Deportment of Health,
Education and Welfare subordinates and submerges the
health function in a manner which derogates the eritical
significance of these vitally important issues. There
needs to be a single, authoritative point of responsibility
for health policy within the federal structure. There
needs to be a vigorous national leadership for the
evolution of sound federal programs in the health field.
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The President's current Exscutive reorganization proposal
to create a Cabinet-level Department of Human Resources

would onZy further obscure the progess of policy formula-
tion in health. :

THEREFORE BE IT KESOLVED that the Assoctation of Americon
Medical Colleges wheleheawtedly supports the establishment
of a Cabinet-level Department of Health to serve as the
single point of responsibility for defining health policy,
administering federal health programs and evaluating the

" state of the nation's health. The Department should be

. administered by a Sécretary—of Health appointed by the

- .0 President with the ddvice and consent of thé Senate.

The Secretary should be responsible for all health .
‘programs now administered by the Secretary.-of Health, =
YEducation and Welfare including Medicare and Medicaid

"”i“and ary--new program=of-rnatEeial health insurance. In

" connection with establishment of a new Department of

Health, an independent panel of experts should conduct

a study to develop a thoughtful and coordinated

e Cr e

LI T TTInational health policy dhd & detailed national health

program for meeting current and future health needs of
the United States. B ’ . -

STem CIIL- Actidedtemsst e e e

\‘ﬂ7ff}[u;—gw@-~5w—é»"1. - Revised-Dues - Schedule<for—Submission -to CAS Business Meeting,

November 3, ‘19?2;24*~—~”*’7 R =l = = e

Be]ow are the” two optlons for=a—dues s%ructure voted ‘on by the Admin-

«1strat1ve Board at 1ts May 18th meet1ng 4see~Page 2 of Minutes). The dues-

— :;.g_ﬁ..—_ FT

B -

'Schedu]e'was presented to the.Execut1ve Counc11 at 1ts -May 19th meetlng The

ExecutTve Counc11*made the recommendatron “that the‘ﬁAS implement a var1at1on

of Optlon B to-av01ﬁihav1ng the Busrnes&-Affa1rs Off}ce of the AAMC hand]e

--Hrelmbursement procedures for transporta%}on o$ representat1ves

'CAS Dues Increase

Option A

Membership 4 # of Soc. Dues Yield
Less than 300 A 28 $ 750 $21,000
300; less fhan 1,000 10 1,000 10,000

[
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Option A (cont.)
Membership # of Soc. Dues Yield
1,900; less thgn 5,000 ; 8" '$2,000 $16,00Q
5,000 or more - — 5 3,500 17,500
TOTALS - 1.  $64,500
- UtT1121ng the above schedu]e one~r6ﬁresbntat1ve from each member

— '._‘-—ﬁ R

society w1]1 be’ prov1ded—coarh c]ass transportation (me accommodat1ord§ to

“the Annaa]*MeetTng ofthe AAMC ~ Rexmbe*sement for “this transportwtlon »oqu

—_ -

be by the Bu51ness 0ff1ce of %he AAMCiZL

Ogtlon B v _ .
. Membership v - — 2 é;:scby__.,q | pqes e j'iiﬁlﬁ. | D
Less than 300 “ ,i;_;;28* 7§ ko0 $16,000
3003 less than 1,000 - 0 CL 1,000 10,000
©1,000; Tess than 5,000 - g = 16,000
5,000 or more 15,000 -
TOTALS S T — $55,000

- Undér this option no transporalion savvices wouTd be provided.

ACTION: On motiomy"duly Seconded, the CAS Administrative
- Board voted (6 for and Z;againsf”"[Dks.‘weil and
L S Eétabrookﬁ).tbp¥é%3mﬁéﬁ3§0ptioq_BfatAthe Fall
- -Business Megting;;?g;i;%fi e '
AMENDMENT:  An amendmentvwas offéred t6 the effect that eprTsion

Not Accepted

of a Society requifes a vote. This amendment to the

motion was not accepted.
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AMENDMENT:  The motion was subsequently amended to spacify

Accepted
_ that ACTIVE members constitute the dues base.

A CAS Brief cbncerningmthis.dated'September 18
was distributed to the Membership (ATT. B).

2., Subimission of Resblution on Basic Sciences in Medicine to the

- "RESOLUTION

Modern education of “both—umdergraduate “and gpaduate medical
students requires an academic environment which provides close

day ~to- day interaction between~basic medical scientists and cHn- “~ -

icians. " Only in such an environment can those skilled in teaching
and research in the basic biomedical sciences maintain an acute
awareness of the relevance of their disciplines to clinical pro-

~ ~.blems. Such an environment is equally important for clinicians,

for from the basic biomedical sciences comes new knowledge which

“’;*can be ‘applied to clinical problems. By providing & setting-
wherein clinical and basic scientists work _¢losely together in
‘teaching, research ‘and health delivery, academic health centers

~uniquely serve to disseminate existing knowledge and to generate

new knowledge of importance to the health and Welfare of mankind.

Schools of medicine and their“parént universities should pro-

~.mote the development of health science faculties composed of both

\

ciple and agreed that it should be considered by the COD and COTH Administrative

Boards

of med1ca1 schoo]s

basic and clinical scientists. It {s recommended that organiza-
tional patterns be adopted which reduce the isolation of biomedical
disciplines from each other and" assure close interaction between
them. , =

The Association of American Medical Colleges.shouid vigorously
pursue this principle in developing criteria for the accreditation

On May 18, 1972 the Execut1ve Counc11 approved this resolution in prxn—

and tranémittedvto the Liaison Committee on Medical Education.
ACTION: On motion, duly seconded, the CAS Administrative
Board voted unanimously to put this reso]utlon

before the Council of Academ1c Soc1et1es at its

fall meeting.

,,,,,

-
H




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

o

'SubJects

CAS-AB  9/14/72 -6-

Dr. Swanson was asked to write to the Association of Medical School
Microbiology Chairmen to convey the Board's appreciation of their resolu-
tion on this matter.

| ‘3. Membership aprications.

~ACTION: On motions, duly seconded, applications for

membership in the Council of Academic Societies

were approved for--the- following societies:

- 1.--The Centraleéggﬁgiy for Clinical Research, Inc.
) ”_‘i'_;i_,__;;f‘;___,ZPh_Jhe«éaj&_erican écCHege—of Psych1atr1sts

3. Blophys1ca1 Soc1ety

_;_ T 4." Amertcan~Colf'9 ﬁ‘Radaology

- ej” 4 "‘Pb]lcy Statement ot theQAAMé on the Prdtect1on of Human -

There have been a number oﬁﬂw dély puﬁ]1c1zed 1nc1d°nts recent]y con-

cerning major health research progectsf(the Tuskegee Syphilis Experiment,

Federa]]y supported research. Th1s s not a new issue but recent newspaoer art-

1c1es have created new 1nterest ln 1t‘ Th1s 1nterest is be1ng reflected in an

increasing number of CongreSSIOnal preposa]s to study the ethics of biomedical

research and to extend t1ghter‘Federa1 contr“T‘over The kinds of research re-
ceiving Federa1 support. Bi]]s have been introduced to establish study
commissions on the ethics of research, to earmark a bercentage of Federal
research funds to the study of the implications df the research, and to prdhibit
Federal research support unless the human subjects of the research are fully

informed of the implications and dangers of the project. Most recently
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Mr. Jdavits has introduced.a bi1l to amend the Public Health Service Act
by inserting a new section concerned with the protection of human subjects.
Egllgﬂ; On motion, duly seconded, the CAS Administrative
Board adopted . the following policy statement:

POLICY STATEMENT OF THE AAMC ON THE. PROTECTION b v
: ' OF HUMAN SUBJECTS

The Assoc1at1on of Amer1can Medical Co]]eges asserts that

£ - — - ~—

' academlc medical centers‘have the respons1b1]1ty for ensur1ng

that all b1omed1ca1 1nvest1gat10ns conduLted under the1r spon- .

sorshlp involving human subgects are mora], eth1ca1 and legal.

The centers must have r1gorous and effective procedures for

= - —_—

. reviewing prospect1ve1y a11 1nvestlgat1ons 1nvo]v1ng ‘human sub-

JECtS based on the DHEW Gu1del.nes for the Protect1on of Human

" Subjects as amended December 1, 1971 Those facu]ty charged

— Feme s —— -

'T‘dww1th thls respons1b111ty shou]d be ass15ted by 1ay 1nd1v1duaTs

o ez - f — - —— s e I — - =

w1th Spec1a] concern for these matters. Ensur1ng respect for

—— f— e
. e e e e - e

human rlghts and dlgn1ty are 1ntegra1 to the educat1ona] respon— '

51b111ty of the 1nst1tut1ons and the1r facu]tles o

' 5. Policy of Veterans Adm1n1strat10n Re]at1ng to Dua] Payment

- R SR -~ e —

Q

of House Staff

The CAS Adm1n1strat1ve Board d1scussed VA C1rcu1ar 10 72~ 184, dated

i e —

» August 15, 1972 on the subgect "Coverage 1n ‘the Adm1tt1ng Area." (ATT. C)

Drs. Petersdorf and Warren prov1ded information that indicated this
had not been a unilateral action on the part of the VA, inasmuch as they both
had been involved in prior discussions of the issue. Additionally, this was

felt to be a local problem, rather than a national one, which varied




CAS-AB  9/14/72

considerably from setting to setting.

‘ E -ACTION: On motion, duly seconded, the CAS Administrative
| V . Board voted unanimously -that, the-intrins?c issue
involved in-VA Cireular #10-72-184, s not of
sufficient magnitude to justify confronting the

Improved commun1cat10ns are expected to result from liaison already

estab1lshed with the VA by Dr. Ba]1 .who will meet with them monthly.

Iv. Informat1on Item54- - T _ : : C

e —mmz_ - .

N - B = _-45— )
JPERREIN 2 .- . ar 8 “ T e e AR

1. Mr. Murtaugh reported on the act1v1t1e° of the Commlttee

.on the F1nanc1ng of Med1ca1 Educat1on Dr Sprague w111 make a progress I

— .—.__. IRty

e SR STRES U SR e RN S e T

report 1n the fa]] The flrst report of the Commxttee 15 cxpected by

it

- - ——— — -

il e oA - - — . . — e B .

CLL December R U A S < . : ] N
T ?if;;-'“—ﬂ dfa :jnﬁbgbg;ﬁ_i:Swanson expectc.thet the Nat1ona1 L1brary of Med1c1ne —fh_\§‘
T w111‘awardra contract to theTAAMcgghereby 1t w111, among other thlngs, bring" : Tt
together facu]ty and CAS representat{:egﬁtor~the purpose of 1dent1fy1ng, tyTminer T
deve]oplng produc1ng, and ut1]121ng biomedical educational mater1a]s [.__},51;:;

— o — - - e

{_ 3;} Dr Schof1e1d rev1ewed the h1story of the L1a1son Committee
on Medical Educatlon wh1ch is the official accred1t1ng body for undergraduate' e

' ,medica]'education' Approximately 30_:'35 accreditation visits are conducted'?" -

- ——

annually. By 1973 the number of mecha] ;choo1s is expected to reach 113: ek

A -
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By 1975 first-year enro]lment is expected to total 15,000 or approximately
a -100% increase in 25 years. The increasing socteta1 expectat1ons for M.D.
production have resulted in undue enthusiasm from many groups 111-equipped

but desirous of starting new medical schools. Accreditation functions in-

clude consulting with groups thinking of planning new medical schools. The
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problem of increasing the production of physicians must be related to the

| ’ S appropriate use of the physician's time and an equitable geographic dis-
“tribution of the physieians.' |
4. An abstract of the COD-CAS Jdint_Meeting-to be held Sunday,
November 5, in Miami Beach waslreQieneHTf This session is entitled "Colleges
'-and’Medica]'Schools—-Apbroaehes}to Accomplishing Their Joint Mission."

Dr. Warren suggested that this’ program; as presented in the Agenda,

be promoted to the CAS full maiTing TTE??___‘ o ”f;:—* -
- -w— - Dr. Forster was- enthUSTast1c about the t1me11ness of the program

p]anned and asked if speakers were belng asked to contr1bute articles for

ez T v el

B a symposium issue of the Jourial" ofiMed1caT‘Educat1on S R oo

¢¢*j§# e 3"t5;~ 5 ‘Dr. “Swanson reported the CAS W”rkshop on Individualized

= Medical Currxcu]a or1g1na11y pTanned fer Spr1ng, 1973 " Foundation support B

~1is currently being sought. D?‘ Swansﬁn‘Wés ﬁrged’to proceed with facu]ty

“recrui tment, a]tnough in the absence o| eventua] fund1ng, they would be re-

s e, | e e

E R i T g e oo b

qu1red to pay “their “own expenseS'

e e fee SO S

Dr. we11 1nd1cated that he woﬁTﬂ TIkE‘tO see”a top1c added for dis-

s . ES . a e T -

cu551on of the conflict between the 1ntegrated currwcu]um and the individual-

_ - R S, S N P - -

' 1zed curriculum.

et 77 6. TDrTBAlT reported on” t‘f—FfT?{& of fe]lowsh1p stipends. AAMC B

e s e

_legal counsel indicated that effectlver+ﬁmed1ate]y'tra1n1ng st1pends must ° .l

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

‘be’ treated as salary and wages and are not exc]udab]e from income tax or 4

social securlty
7. An AAMC Committee on Graduate Medical Education, chaired by
Dr. William G. Anlyan, held its first meeting on July 20, 1972. The Committee

will work at the national level on policy matters relating to the Coordinating

-
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Council on Graduate Medical Education and the Liaison Commitice on Graduate
Medical Education and on problems relating to financing. At the meeting

to be held October 4, 1972, a preliminary draft of a structure and funct1ons
document will be presented and a generic model for des1gnat1ng when students :
have achleved a sufficient level of responsibility to be considered junior

associates will be presented. At the local Tevel, the Committee will be

—_ = - - - N v

available for advice and counsel to institutions intending to implement in- ... .

st1tut10na1 respon51b111ty for graduate medical education.
- 8. Dr. Warren informed the Board of the off1c1a1 actlon by the
A M A. House of De]egates to prohibit students from writing on patient records..

The Board agreed that this action runs counter to effectlve teachlng in the.f

— L= sl - i

_‘c]1n1ca1 settlng and asked that Dr warren report on and d 1SCUSS- thIS 1ssueﬁf“*~‘i -

_»‘v.ﬁi at. 'the Fa]] CAS meet1ng

‘L«e,_—--—-——l-- B L e — — o o
1.
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V. Dlscuss1on Items

Dr Narren re1terated h1s interest in see1ng the Commlttee

\

on Primary Care actlvated A report on programs in primary care or in fame. i

1]y practice in the medical schoo]s wou]d be valuable. Dr. Petersdorf

- - o — — - . r

supported th1s idea.

2. Dr. Rhoads suggested -the poss1b111ty of a workshop which would

-

wou]d recogn1ze that medxca] educat1on has mu1t1p1e funct1ons ~To illustrate, -

m___«h.__. el

_ —_— e

Dr. Rhoads said at Leve] 1, wh1ch would be the award1ng of the M.D., the
generalist would be produced; Level 2, perhaps a Masters degree, a specialist;
and Leve] 3, perhaps a Ph.D. or D.Sc. degree; would recognize the scholar/

researcher who had done a thesis.

-a-consider the possibility of a Jew format of awarding degrees in medicine that.... .-
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3. The need to.improve the timetable -a'nd the mechanical aspects
of the National Intern and Residency Matching Program were discussed.
4, Thevagenda for the fall CAS meeting was outlined.
VI. Other Items. - = |
At the conctusion of the-meeting Dr. Clark expréssed official
appreciation on behalf of the Administrative Board of the Council of Academic

Societies to Drs. Rhoads-and Warrem for tffetr very signifi cént ye'afs of ser-

vice in—its leadership. J B o .- et
T VIL. Adjournment. = == osmEe=e e

—_ e -

The meeting was adjourne'd at 3:40 p.m.
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