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AGENDA ‘ R
COUNCIL OF DEANS ADMINISTRATIVE BOARD
Thursday, March 15, 1973
AAMC Conference Room -
9:00 A. M. - 3:00 P. M. ‘

wj‘éal 1 to Order

II. Approval of Minutes, Meeting of December 14, 1972 -==-======-=--==--=- Tab A

II. Chairman's Remarks - Dr. Sherman M. Mellinkoff

IV. Follow-Up on COD Spring Meeting, 1973; Preliminary Planning for COD

Spring Meeting, 1974 —=----—-—----oommm——omoo o s om s ST T T T T T oS Tab B

V. Annual Meeting Program =-—=—-—=——=-—--———————mo o s e s s o oo —momm s e S m e Tab C

VvI. Admissions, Problems, Follow-Up

IT. Guidelines for Academic Medical Centers Planning to Assume
Institutional Responsibilities for Graduate Medical Education,

Dr. Andrew Hunt —--——===—=-—-———--m o —e s em s oo s eSS eSS S s o mmmEm

- X The OSR Where "it isy Where it s G01ng - Mr. Kevin Soden
TXIL Management Advancement Program Progress Report, Dr. Marjorie Wilson

XIT. Management Programs Coordlnatlng Committee Meeting, Dr. Robert Stone

INFORMATION ITEMS

I. CAS Conference on the Impact of Large Center Categorical Grants on the
Academic Health Center - March 29, 1973 -==-=---———-—-—-—=--=-==--=mmmms

. II. CAS Workshop on Individualized Medical Education - March 29-31, 1973

III. WHO Study on International Migration of Health Manpower

.International Consortium for the Advancement of Female Health ——==---

Y Correspondence Regarding the Medical College Admissions Assessment
PrOQgram ————— = — e e s S S S SmSmm s T T T

- Visitations Meeting, Dr. Clifford Grulee —-=--==-==-===---====—-—==—- Tab D

- Matching Plan Meeting, Dr. Clifford Grulee ———=----=-==—-—===--=---=- Tab E

Dr. August G. Swanson e i e Tab F
[ITI. Report from the Ad Hoc Committee on Continuing Education,
Dr. August G. SwWanson —-—-—---ms oo oo oo s ossossosSSsoomm s s s T e e Tab G
'Jégi.Federal Relations
, A. Impact of the President's Budget, Mr. Joseph Murtaugh
B. RMP-CHP - AAMC Position Regarding Legislative Extension N
Tab H

A.C. HR1: Professional Fees Reimbursement, PSRO's, Dr. Robert Van Citters

Tab I




PRESENT:

Clifford G. Grulee, M.D.

Association of American Medical Colleges
Minutes

Administrative Board
of the
Council of Deans

December 14, 1972
9 A.M. - 4 P.M.

Conference Room

'ABMC Headquarters

(Board Members) (Staff)

John A. D. Cooper, M.D.
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Andrew Hunt, M.D.

William Maloney, M.D.
William Mayer, M.D.

Robert S. Stone, M.D.
Robert L. Van Citters, M.D.

ABSENT:
Jd. Robert.Buchanan, M.D..
Ralph Cazort, M.D.

Sherman M. Mellinkoff, M.D.
Emanuel M. Papper, M.D.

I. CALL TO ORDER

Charles Fentress

Paul Jolly, Ph.D.

Joseph A. Keyes

Joseph S. Murtaugh
James R. Schofield, M.D.
Marjorie P. Wilson, M.D.

Dr. Maloney, substituting for Dr. Mellinkoff, called the

meeting to order shortly after 9:00 a.m.
II. MINUTES OF THE PREVIOUS MEETING

Minutes of the November 3,

-~

1972 Council of Deans Administrative

Board were approved as circulated in the agenda book.
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III.

REPORT OF THE EXECUTIVE COMMITTEE RETREAT

The Administrative Board reviewed the staff summary of
the Executive Committee Retreat. There was some discussion

' regafding'the events stimulating the selection of the

priorities chosen by the Executive Committee. The primary
care initiative, for example, which was mentioned as among
the foremost of the new priorities established for the
Association, arose as a result of the deliberations of

- the Association's Task Force on Health Services. The Board

expressed some concern that Association activities in this
area might tend to exacerbate relationships with the AMA.
Preliminary discussions with the AMA, however, indicate
that they support the concept of academic health center
involvement in the development of models for primary care
and the training of physicians in such settings. Board
members expressed the view that the Association needs to

be sensitive to the potential for the duplication of effort
between the AMA and the AAMC and the need to coordinate

" similar activities, for instance, the study on family

practice being done by the AMA and the curriculum study
being done by the AAMC.

Two items were identified by the Board as deserving of
particular prominence and attention. The first was continuing
education. It was the belief of the Board that evolving
concepts of the continuum of medical education and the advent
of the PSRO's mandated by the Social Security Amendments

- will stimulate a greater awareness of and a more precise

definition of the need for continuing education for practicing
physicians. The Board was of the view that academic medical
centers can and should play a major role in meeting this need.
The second item was the RMP-CHP. Noting that the authorizing
legislation for these programs is due to expire, the Board
held the view thatthe Association should have a well-considered
and articulated position with respect to their extension.

The Board took this view because the involvement of some
medical centers in this program is quite significant.

ACTION: By motion, seconded and passed,_the
Administrative Board adopted the following resolution:

"The Administrative Board has reviewed the report
of the AARMC Officers Retreat and the priorities
recommended by it. The Board concurs with these
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Iv. .

recommendations and suggests greater acknowledgement
in the AAMC priorities of commitments of schools in
continuing education as the result of the evolving
concepts of the medical educational continuum in the
implications of H.R. 1 to continuing education.”

There was a brief discussion of the problems of financing

~continuing education programs at the academic medical center.

~3= 1

"It was concluded that reliance on either state or federal

money to support these programs would be unrealistic; in

the estimate of the Board, the practicing physician has a
responsibility for bearing part of the cost of his .continuing
education. One means by which this is currently being
accomplished is the program worked out in the State of
Washington. There, the state medical society has raised

the dues of individual physicians twenty-five dollars

which is specifically ear-marked for support of the continuing
education program at the University of Washington.

THE SPRING MEETING OF THE COUNCIL OF DEANS

The staff reviewed the progress to date in implementing

the Board's design of the Spring Meeting Program.

Dr. Petersdorf and Dr. Haggerty had agreed to present
papers as requested. The speaker for the first session had
not yet been finally selected.

This first session was to rprovide the background and .

setting for future discussions. It would trace the recent
history of funding patternsin medical centers and demonstrate
the increasing dependence of medical education on patient-
generated income. There would be an effort to uncover the
ramifications of pursuing potential funding alternatives in
the future. One central question would be whether medical
schools should seek to increase or decrease their dependence
upon hospital care and professional services income. Several
economists were suggested for undertaking this task. A
second suggestion, based on the perception that funding sources
were to a large degree dependent upon political realities,
was that someone in touch with the political world might be
more precient about the future sources of funds than an
economist.
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VI.

The Board was highly desirous of making the Spring Meeting

a valuable learning experience for the deans. It was hoped
that this meeting would provide an opportunity for following
up on the Management Advancement Program experiences that
many of the deans would have had by providing an opportunity
to consider in some depth a particular management problem
whlch they all would be fac1ng. One suggestlon for the

o oo U1 g SALER S 8 4

one management technlque of con51derable 1nterest: modeling.
" It was suggested that perhaps a consultant should be retained

to study the area in some depth and suggest a modeling approach
applied to either a real or a hypothetical medical center.

On the other hand, because the AAMC is a repository for all

of the data which such a consultant would need, and because

the Association had certain staff capabilities to manipulate
this data under the guidelines set by the Administrative

Board, it became apparent that a staff study of existing
dependence on patient-generated income would ke an appropriate
starting poirnt for the morning program. - .

One outside influence to which the schools will be
required to accommodate is the changlng patterns for
profess1onal services reimbursement mandated by H.R.1l.
Thus it was felt that this factor should receive
considerable attention.

With these broad outlines of the morning's program thus
established, the Board left the remainder of the program
planning to the staff and an informal subcommittee of the
Board consisting of Dr. Stone and Dr. Van Citters.

QUALITY OF CARE SUBCOMMITTEE REPORT -~ NEXT STEPS

The Board reviewed the recommendations of the Health Services
Task Force on the Quality of Care. It had no further recom-
mendation to make regarding the implementation of the program
suggested by the subcommittee. The discussion resulted simply
in the exhortation that the Association "get on with it.

-

THE ADMISSIONS COMMITTEE REPORT FOLLOW-UP

The Board noted with approval the staff efforts to implement
the recommendations of the ad hoc committee on admissions
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Vii.

VIII.

problems adopted by the Council of Deans. The seminar

"The Dynamics of a Student Matching Program” scheduled to
be held on December 11, 1972 had not taken place because

an automobile accident prevented the principals from making
their connecting flights.

With respect to the feasibility study on a student matching

‘prlan, the Becard expressed some concern that the write-up

prepared for the Executive Committee Retreat might have
contained a self-fulfilling prophecy that the program was
not feasible. The staff response was that the statement
causing the concern was an attempt to be sensitive to the
issue raised at the Council of Deans meeting that the prior
wording constituted a self-fulfilling prophecy that the plan
was not only feasible kut would be implemented. There was
no attempt to bias the wording on one side of the issue or
another. '

COD INPUT TO AAMC PRIORITIES

The Board considered that this matter had been adequately
discussed under its consideration of the results of the
Executive Committee Retreat.

CONSIDERATION OF OSR BUSINESS MEETING

The Board considered and rejected a suggestion that the
Chairman of the Organization of Student Representatives be
invited to attend the Administrative Board meetings as a
matter of course. It adopted the suggestion that the
Chairman be invited to attend the next meeting of the
Administrative Board to present a progress report on the
development of the OSR and its view of its own role and
function.

The Board adopted the suggested changes in the OSR rules
and regulations developed at the Business Meeting of the
OSR, November 2 and 3, 1972.

.

ACTION: On motion, seconded and carried, the Board
approved the following amendments to the OSR Rules
and Regulations proposed by the OSR:

"a)Section 4 (Officers and Administrative Board),
Article A, Paragraph 3, should be changed to read:

N
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IX.

'The Secretary, who duties it shall be {a) to keep

the minutes of each regular meeting, (b) to maintain

an accurate record of all actions and recommendations

of the Organization, and (c) to insure the dissemination
of the minutes of each regular meeting and a record of
all actions and recommendations of the Organization,

cf the organizations contigent to the AAMC Assembly,

and of the Organization's representatives on the
committees of the AAMC, within one month of each
meeting."'

b) Section 3 (Membership). Add:

‘*C. Each school shall choose the term of office of
its representatives in its cwn mannexr.'"

LUNCHEON WITH THE ADMINISTRATIVE BOARDS OF THE CAS AND COTH
AND MEETING WITH SSA OFFICIALS

At 12 noon the Board adjourned for luncheon with members
of the CAS and COTH Administrative Board.

Following lunch the group was joined by Thomas M. Tierney,
Director, Bureau of Health Insurance and Robert Hoyer,

Assistant Director of the Bureau, Social Security Administration.
The two hour meeting which followed was devoted to an explor-
ation of Section 227 of P.L. 92~603 "Payments of Supervisory
Physicians in Teaching Hospitals."

Section 227 provides that reimbursement "for services of
teaching physicians to a nonprivate medicare patient should
be included under part A, on an actual cost or "equivalent
cost" basis.

There are two exceptions to this provision:

~ -

1) Fee-for-service would continue to be payable for medicare
beneficiaries who are bona fide "private patients."

2) The second exception to the cost-reimbursement coverage
of teaching physician services is intended to permit the
the continuation of fee-for-service reimbursement for
professional services provided to medicare patients in

“institutions which traditionally billed all patients
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(and the majority of whom paid) on a fee or package charge
bais for professional services. This exception would apply
if, for the years 1966, 1967, and each year thereafter

for which part B charges are being claimed: all of the
institution's patients were regularly billed for professional
services; reasonable efforts were made to collect these
billed charges and a majority of all patients actually paid
the charges in whole or in substantial part. The hospital
would have to provide evidence that it meets these tests
for fee-for-service reimbursement before the payments could
be made." -

A number of questions were raised and responded to, e.g.:

—-Concerning implementation of the second exception

as stated above, what documentation or other changes in
the organizaion of professional services, if any, will be
required?

——- Concerning the "private patient" relationship, do the
anticipated changes have a similar implementation in the
hospital based specialties . . . specifically radiology,
pathology, cardiology? :

—— What factors will determine whether "consultations" are
on a fee or cost basis? If consultations are on a cost
basis, how will cost be calculated?

-— If it is determined that reimbursement for services of
teaching physicians should be included under Part A on an
actual cost or equivalent cost basis, how will cost be
calculated? (Time and effort?)

The SSA Officials were gquite candid in admitting that for

a number of issues the final interpretation of the legislation

and the drafting of regulations had not been completed. At
Mr. Tierney's suggestion, the Association agreed to appoint
an ad hoc committee to work with the SSA staff in developing
regulations which would take account of the vital interests
of the teaching hospitals to the maximum feasible extent.
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The committee subsequently appointed consists of:

Robert A. Derzon (Chairman)
Director of Hospitals & Clinics
University of California

San Francisco
John M. Dennis, M.D.
Professor of Radiology
University of Maryland

L. Edgar Lee, Jr., M.D.
Assistant Dean for -Administration
Case Western Reserve University

Arnold S. Relman, M.D.
Chairman, Department of Medicine
University of Pennsylvania

G. Thomas Shires, M.D.
: Chairman, Department of Surgery
University of Texas
‘ Southwestern Medical School

Robert Van Citters, M.D.
Dean

University of Washington
School of Medicine

Charles B. Womer
Director

Yale~New Haven Hospital
New Haven
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X. Adjournment

The meeting was adjourned shortly after 3:00 p.m.
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PROGR

Oifice of The Director

March 9, 1973

Dr. Marjorie Wilson, Director

Department of Instituticnal Davelopment
Association of American Medical Colleges
One Dupont Circle, N, W.

Washington, D. C. 20035

Dear Maxrjorie:

Florida Siate Usiversity « Florida A & M Universit

NIN MEDICAL SCIENCES

y » University of Florida College of Medicine

Enclosed is the sescond and (thanks to you and Jim) improved version of the

proposal to study cocoperative programs in medical education.
near enough to what we discussad to b2 able to take it di

propriate mestings next week.

I hope it is

rectly to the ap-

Please transmit the extra copies to Jim and to Tom Bowles and Gus Swanson -
as I promised I would send one to each of them.

Thanks very much for your help. I the stafi

work on the project in any capacity.

Sincerely yours,

Paul R. Elliott

Enclosure .

e

.

Cluoedans Hanlih Flantae = Flmeida Crate Haivercity o Tollohucian

likes

Tncida

it, I will be glad to

™ inA

AC QDA -8Q9.d0UD
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THS UNDERGRADUNTE UNIVERSITY AUD THE MEDICAL SCIHiNOOL:

INTEGRATED AND INTORACTIN ATiHAYS IN MEDICAL EDUCATICH

INTRODUCTION:

ntieth century has always raintained a
cter, adjusted botn externally and in-
ternally to meet the nging needs of society, and to meet the
perceived objectives oi the medical proZession. In the last two
£ change and adjustment nhas increased to the

decades, the rate ox
becoming a preoccupation (and even an occupation) of many
essional education, and

point of
no field of study has

Medical education in the twe
dynanic and evolving ract

medical educators. In the domain oL pror
very possibly, in all of higher education,
undergone a comparable series of metamorphoses.

In very recent years, the last six or eight, increasing pressures
for the education of more physicians, for adjustment of the com-=
position of entering classes to reflect more accurately the com-=
position of our society, for the development of outreach programs
centered on health care delivery, and for an increase in thes time
and content flexibility ox the medical curriculum have created a
unique and positive environment for change. That environment for
changs is now reaching out to those years which in the past were
traditionally separate entities of "premedical" and "postgraduate’
education. 1In fact in 1972, the primary foci of experimentation
within the medical curriculum a
medical and postgraduate veriods.
As the economic base for all of higher education continues to
diminish, it is increasingly likely that
the residency years will become even fux
of medical education. In this provosal ¥
specifically some of the changss occurring in t
baccalaurxeate and medical education.

ve will be considering

The Undergraduate Universitv and Medical Education:

Much has been written regarding the xole of the academ

in a University setting,

positive exceptions of a lorthwestern or a Johns Hopkins, the
relationship of thes
one of mutual tolerance than of involvement;
was gencrally one of polite pr
1iberal arts humanist and the
plethora of funds for recsearch and graduate education in the
sciences from 1955 to 1970 did little to adjust the ar
two sides of the campus.

and that tolerance

“"applied" human engineer. Even the

separating the

ppears to have shifted to those pre-

t+he undergraduate years and
+her involved in the dynanics

he relationship betwzaen

ic medical center
but until recently, with the occasional and

e two units of higher education was more often

ofessional courtesy between the "pure"

+ificial barriers
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Howewver, the pressurcs on medical cducation alluded to in the intro-
duction coupled with the econcnic pressures on all of higror education
are ganerating a renawed interost in cooueratlvc rrograms betwaen

the nedical sctheol and the undergraduate upiverSLty. In thes
of demand for “"accountabilitv" in higher cducation, the multi
use of existing facilities and faculties, t1“°~sﬂortcnev urri
pathways and increased numbers of gradunting physicians, as incorporated
in most cooperative programs, rerresant pvositive values to those

b itiv
private and public agencies concerned with the support of medical education.

This is not to say that the develozmant of cooperative programs in
medical education has no merit bevond the economic carrot and stick.
In fact, in a variety of aspects - ranging from student needs, to
educational philosophy, to the needs of society - they ara somewhat ovar-
due. It is to say that this positive ratiorale coupled with ths forc

of social and economic necessity have created an env*ronmenL where the
proliferation of such programs is not only likely, but is potentially
explosive. It is the further contention of this brief introduction
that the develooment, accreditation, and control of such new programs
will be much more difficult to monitor than was the post-Flexnerian
development from 1910 to 19585 of the discrete and rather isolated
unit called a medical school. HMedical schools are, for good reasons,
essentially similer if not identical. Undergraduate colleges, for as
many gocod reasons are highly dissimilar

1t is not.surprising therefore, that these newly developed cocoperative
programs represent widely different models. Fouxr basic models ax
obvious:

1. Completely integrated six year programs, e.g. Miéhigan's Interflex.
2. Dispersive component curriculum, e.g. The State of Indiana plan.

3. Two + Four preograms with the primary curriculum alteration at the
undergraduate campus, e.g. Hahnemann-Wilkes; Albany-RPI.

4. Four + Two programs with basic science curriculum transferred to
undergraduate comronent, e.g. Florida State-Florida A & il -
Florida.

Since the author of this document is the administratoxr of such a
cooperative program, it is difficult to avoid a tone of advocacy for
their develorment. Iy view is one of positive optimism for this
"hew" direction in medical education. Yet at this pavticular time,
what is nzeded is neither advocacy, nor uninformed criticism, but
critical evaluation. FPFurther, there is the n2ed for definitive

informatign about existing programs in order to furnish optimal conditions

for the davelopment of new cooperative ventures in modical education
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when thay are warranted, and to develop a working fourdation of
knowladge for the Liaison Committee on Mzdical mducation, ard foxr thsa
Department of Tﬁf itutional Develogment of the Asscciation of
american Medical Colleges.

PROPOSAL:

It is prorvosad that the develogsment of an objective analysis of
cooparative baccalaurecate- madical education programs be coordinated

a
by the A.A.M.C. with support to be coneratbd from a request to a
we

private foundation (Sce Budget rage) . s
recommands (1) the careful generation of six analytica
prepublished as a monograph for the 1973 Annual iee

|—l
U
[at
-
[tV]
I
I
e

AAMC, (3) with five of those papers to be presented at a hal*—cay
session of the Council of Dsans or Council of Academic Societies at

the

followed by a working conference on coorerative »rog

1973 meeting. (4) If necessary and advisable, this could he.
rams in the Spring

of 1974, requiring an additional request for outside furding.

ANALYTICAL, DAPERS:

The

A.

analytical papers as proposed are:

Historical coverview ard general description of the evolution of
Non-M.D. degree medical education prograns, including all
cooperative, integrated, ox interacting programs between iedical
Schools and undergraduate institutions.

A critical aralysis of the financing of cooparative programs.

A critical analysis of all student affairs aspacts of such
ccoperative programs.

"A critical analysis of the curriculum of cooparative programs.

A critical analvsis of the administration and faculty stafiing
of cocperative programs.

An appendix in which are presented formally-structured descriptions
of all existing cooperalive programs. :

This apoendix would require the development of a questionnaire (thus
furnishinyg the common reportorial format) to be completed by the
senior administrator of cach existing cooperative proyranm.




. Some of the areas to ke covered in the cuestionnaire might include:

Sources of Budget (Federal, State, Private)
Apnroximate Direct Costs by Categorie
Medical School Ingat ‘
University or College Input

!

2. Students

- Selection (when, by whom, criteria)

- Financial Aid ’

- Student Affairs Staff

~ Counseling

- Determination of Promotion of Students (when, by whom)

3. Curriculum

- Required and Prerequisite Courses

- Total Hour Requirements

- Grading System

- Clinical Correlations

~ Point of Entrance into Medical Curriculum (if not fully integrated)

4a. Administration

Structure

Relationship to Medical School

Relationship to University Administrative Units
Relationship to Other Health Professions Frograms
Relationship to Undergraduate College Departments

!

t

1

4b, Taculty

Number
Departmental ox College Affiliation !
- Source of Faculty for Clinical Correlations
- Salary Range by Rank

Projected Faculty Size

1
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4c. Phvsical Facilities

~ New Facilities Planned or Constructed
- Renovated Facilitiss (cost and purpose)

5. Objeéctives of Program -~ an opportunityv for each administrator
to describe the special philosophy and objectives of their Program.

e A AP P M St i 18 2 128 4
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The authors of the analytical papers would be selected as follows:

Papers A-L {critical analvses) -~ to b2 written by selectad
medical faculty or administrators with spacial and broad knowledge
of the five areas rresented.

¢l

»..

Appendix - to be compiled by a staff member of the AaAMC.

On= of the selectad authors and the ARMC stafif member compiling
the appendix would ssrve as co-editors of the wmonograph to bz
prepublished for the AANMC Annual meeting. Four of the authors
of the analvtical papers (A-E) would receive a $500 honorarium.
The. co-aditors of the monograph would each receive a $1000
honorarium. (3ee Budget).

E
4
[

LOGISTICS:

As now envisioned, the preparation of this publication would entail
the following sequence of evants.

1. Final development of proposal for outside support (by April 1, if

. possible).

2. Upon receipt of financial support, the selection of the Co-editors.
3. Selection of the rewmaining four authors of the analytical papers.

4, Meeting of the authors and co-editors in Washington to aevelcp
the questionnaire (iay, 2-3 davs).

5. Mailing of questionnaire with returns expected bv June.

6. HMeeting of thas authors and co-editors to develop rough outlines
of the papers (July, 2-3 days).

7. TFinal drafts of the six papers due by September 1.
8. Prepublication and mailing in early October.

9. Presentation of papers (A-E) at annual reeting if approved as
a session topic.

IN SUMMARY:

A. The econohic, s35cial, and philosophical environmeunt of medical
and baccalaureate education has creatad the potential foxr the
. -proliferation of cooporative and intaracting programs between
madical schools and undergraduate collewes. Many such programs
arc now being considered, planned or implemented.




. B. It is imrortant that developing (anrnd warran nted) nrograms have the
best rossible ianr"atlon about existing programs available to
tnen.

ronitoring and accrediting new integrated a :1
ns

interactiny ams by the LCHME and the Department of I ituticnzal
D“\Je’OL"le“lt iC), it is imrportent to have an objective
analysis of thm ccoperative area of medical cducation.

ssents a means of obtaining such objective

D. This progosal pre
presenting it to the medical educa tion community
ne

analysis and of
without an ovexrton

Fh

n 3
of advocacy or of criticisa.
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PrOJECT CUTGET
PERSCHNEL:
1. AAMC Staff Support $5,000.00

2. Authors' Fororaria (4 X $5C0) 2,000.00

3. Co-~editoxs (2 X $1000) . 2,000.00
EXPEMNSE:
1. Travel (2 meetings X 3 days) 2,000.00
for Four Authors and
Editor

2. Publication and Mailing Costs 5,000.00

TOTALS: $16,000.00




March 15, 1973

ASSOCIATION OF AMERICAN MEDICAL COLLEGES N

Explanation of Proposed Four-Stace Plan to
. _— Help Alleviate the Admissions Crisis
for the 1975-76 Entering Classx

Unless appfopriate steps are taken by medical school deans and
admissions officers, approximately 40,000 applicants are expected to
file some 280,000 applications for only about 15,000 places in the
1975-76 entering class. The magnitude of excessive paperwork and
expensive processing in store is brought home even more forcefully when
one calculates the above almost nineteen applications for each available
place.

On the recommendation of the AAMC Council of Deans, an extensive
study was conducted during the past year of possibie ways to help
alleviate the growing admissions crisis. This study included a thorough

‘ _ investigation of the feasibility of an admissions matching plan as one
possible solution.

Results of the above feasibility study plus alternative solutions
were presented Sn March 12, 1973 to a large advisory panel representing
the COD, CAS, GSA, OSR and the AAHP. Although it was apparent that a
matching plah was technically feasible and relatively inexpensive, it was
the consensus of the panel and of AAMC staff that an alternative four-

stage plan would be more feasible at this point in time and would
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accomplish most, if not all, of the objectives of a matching plan. 1f
the four-stage plan proves to be acceptable and successful, however, a
matching plan might be an eventual logical next step, particularly as

regards the "Uniform Acceptance Date'" stage of the proposed plan.

*Prepared by Dr. Davis G. Johnson, Director of AAMC Division of Student Affairs.
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The proposed four-stage plan is summarized on the attached chart
and is largely self-explanatory. Special attention, however, is called
to the following points: |

1) Stagé 1 (Information Dissemination) could conceivably reduce
the potential pool from 40,000 to perhaps 35,000 and might well lower
the average number of applications per applicant from the current 7
to perhaps 6. Thié above would result in an overall reduction of
70,000 applications. The publicizing of more specific information about
the characteristics of accepted students has long been urged by appli-
cants and by premedical advisors and many schools have started doing this,
particularly those participating in AMCAS.

2) Stage 2 (Early Decision Plan) could eliminate approximately
45,000 applications if the proposed target of 507 of the 15,000 places
were filled via this plan. It should be noted that under this proposal,
applicants would have 2% months to apply, advisors would have until
October 15 to submit their evaluations and the medical schools would
have until Nove;ber 15 to complete their screening of EDP applicants.
Incidentally, non-EDP applications would also be submitted anytime after
July 1, but they would be clearly marked so the schools could process
them at their leisure. A description of EDP is attached.

3) Stage 3 (Uniform Acceptance Date) would allow any EDP applicant
rejected on November 15 a month to file additional applications. It
wbuld also allow the advisors until January 15 to submit their evaluations
on these and on all non-EDP candidates. Even more importantly, the
uniform date would enable the medical school to consider its remaining
pool as a whole and would permit the applicant to receive and consider all

of his offers simultaneously. He would also have a full month (rather
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{
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than the current two weeks) to compare schools on financial and other
‘ ~grounds and to reach a firm decision, thus greatly reducing the current
problem of widespread "musical chairs."

4) Stage 4 (Rolling Admissions) would enable schools to complete
balancing their classes. Since only a proposed 10% of the class would
be filled after February 15, admissions staffs should have a much less
demanding Spring work schedule than is now the case. This in turn,
should help prepare them for the slightly heavier Summer and early Fall
work schedule that could result from filling up to 50% of the class via
the Early Decision Plan.

55 Rejection notices would continue to be mailed as promptly as
possible after all of the rejectee's pertinent admissions c?edentials
have been received and evaluated by the medical school. This will allow

‘ the rejected applicant to start making alternative plans as early as
possible.

Proposed next steps are as follows:

1) Approvai in principle of the proposed four-stage pl#n at
the Spring, 1973 regional meetings of the GSA (and of the AAHP and OSk)?

2) O0fficial approval of the four-stage plan (slightly modified if
necessary) at the Fall, 1973 national meetings of the GSA,.OSR and COD.

3) Implementation of the national plan starting in November, 1973 to
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help alleviate the admissions crisis for the 1975-76 entering class.
4) Implementation of plan on a local or regional level starting in
the Spring of 1973, if desired, to help simplify the application process

for the 1974-75 entering class.

. _ DGJ/sg 3/15/73

Attachments: 1) Draft of Proposed Four-Stage Plan

2) Description of Early Decision Program




ASSOCIATION OF AMERICAN MEDICAL COLLEGES

Draft of Proposcd National Four-Stage Plan to Help Alleviate the Admissions Crisis for the 1975-76 Entering Class#

Proposed %
of Places to

Advantages of Each Stage

(assuming potential 40,000

Proposed Dates

Stage Key Features of Plan be Filled applicants for 15,000 places)

1 - Information Publicize widely (a) national — 1) Should help discourage some poorly Admissions Book Deadline - 11/73
dissemination | facts such as only 1 in 50 qualified individuals (5,000?) from AMCAS Participation Deadline - 12/73
to applicants | out-of-state applicants are applying "to any medical school at AMCAS Booklet Deadline - 2/74
and advisors admitted to state schools all." The Advisor, Datagrams and news releases -

and (b) local statistics 2) Should help discourage others from starting immediately
about characteristics of applying to specific schools (1 each?) Medical School Catalogs and Admissions
last entering class at each where their chances of admission are Publications - 1973 on
medical school essentially zero.
3) The above would eliminate 70,000
applications.

2 - Early Applicant applies to only 1 up to 1) Would eliminate approximately 45,000 Application| Premedical | Applicants Applicants
Decision school by specified date 50% applications (7,500 x 6) or an average Dates Evals. Due Norified Reply by
Plan (EDP)* (e.g. 9/15) which he agrees of about 400 per school.

to attend if accepted by 2) Should enable schools to enroll more 7/1 - 9/15 10/15 11/15 12/1
given date (e.g. 11/15) of their first-choice applicants.

3 - Uniform No offers other than EDP 40% 1) Would allow schools to consider 7/1 - 12/15 1/15 2/15 3/15
Acceptance would be made until or more balance of applicant pool as a whole,

Date specified date (e.g. 2/15) with more equity for applicants and a
better chance to obtain a balanced
class.

2) Would eliminate "musical chairs" for
all but a maximum of 10% of acceptees.

3) Month to reply to simultaneous offers
allows applicant time to consider
financial and other aspects of decision.

4 - Rolling Offers may be made any time 10% 1) Would allow schools to balance out class |7/1 - 12/15 1/15 2/16 to 2 Weeks
Admnissions following specified date as regards women, minority group members, Start of After

(e.g. 2/16) out-of-state residents, etc. Classes Receipt
of Offer
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*Possibly rename as "Single Application Stage."

#icould also be instituted at the local or regional leve

N.B. Rejection notices should be mailed as soon as possible after the rejectee's admissions credentials have be

3/15/73

DGJ/sg

1s for 1974-75 entering class if desired but would require special publications.

en received and evaluated by the medical school.
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Description of Early Decision Program as it will appear in
- the AMCAS Information Booklet for the 1974-75 Entering Class

\ - For the 1974-75 entering class, 19 AMCAS participating medical schools and
three non-participating schools will take part in the Early Decision Program.
This officially publicized program provides the following advantages to the ap-
plicant:

1. Permits the applicant to file a single early application prior
to September 1, 1973.

2. Guarantees a prompt decision from the school, usually by
October 1, 1973.

3. Allows the applicant who is not accepted by a given school as
an Early Decision candidate to be reconsidered and possibly ac-
cepted by that school as a regular candidate early in the ad-
missions season.

To participate in an Early Decision Program, the applicant must apply to
only one U.S. medical school. If the applicant applies as an Early Decision
candidate to any U.S. medical school whether or not it is participating in AMCAS,
" he cannot apply to any other U.S. medical school until after the Early De-
cision has been made on his application. The applicant must attend that school
if it offers him a place during the Early Decision segment of the admissions year.

‘ If the appllicant is not accepted by the medical school which he applied as
an Early Decision candidate, he may arrange to apply to additional schools as
desired.

* % % % % %

Schools That Have Announced Official Early
Decision Program for 1974-75 Entering Class
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1. Brown™ 12. Ohio at Toledo

2, California - San Diego 13. Medical College of Pa.
3. University of Chicago 14. Rush

4, Chicago Medical 15. Southern Illinois,

5. George Washington 16. Texas - Galveston'

6. Hawaii 17. Utah '

7. Illinois 18. 1Medical College of Va.
8. Loyola 19, Vanderbilt

9. Meharry’ 20. VWashington - Seattle
10, Nevada 7 21. VWashington Univ. ~ St. Louis
11. Northwestern 22. . Wisconsin

* Schools not participating in AMCAS

. DGJ/slw  3/16/73
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N .~ . ASSOCIATION OF AMERICAN MEDICAL COLLEGES

Proposed Role of OSR and GSA Reoreqentatlves in Monitoring Procedures
of the National Intern and Resident Matching Program (NIRMP)¥*

(1) The OSR's role in assisting in the maintenance of the NIRMP
should be mainly one of channeling student reports of non-compliance
to a committee established to review such problems by the dean of each

‘medical school. v .

(2) Depending on local administrative structure, the dean might,
for example, appoint the Associate Deans for Student and Clinical Affairs
» - and the OSR representative as a complaint review committee. It is
. assumed that the Associate Dean for Student Affairs is a GSA representative.

.(3) 1In late Spring when the NIRMP is explained to the rising seniors,
the importance of working through and within the established procedures
‘"should be stressed. Studentswould be asked to report to the OSR repre-
5 sentative evidence of attempts on the part of any internship or first-

- . - . year graduate program to seek contract agreements outside of the established
- arrangement for matching. The OSR representative should attend this meet-
ing and should indicate how he can be reached by students wanting to

report such ev1dence to h1m or her.

(4) Dependlng on procedures established by the NIRMP complalnt ‘ S
S rev1ew,comm1ttee on each campus, the OSR representative could promise )
S anonymity to a complaining student, but he would be responsible for

- "securlng all pertinent data in a form pre-established by the complalnt
" . Snireview- committees=AS-necessary, the OSR representative would request a-- ¥mvitir woivs i

meeting of the committee to determine whether the data submitted merit - 3 .
oo followsuprand] "if so; who should be responsiblé’ for further investigation. ™" iszes n3 !
.- and communication. Should it be confirmed that irregularities exist and ‘ S
“thdt" the"hospltal ‘program in question did not intend to abide by its~ - rie s ehhnona
'ZQWNIRMP ‘agreément, -the committee would advise the dean, who would send a. O

letter detailing the situation to the NIRMP Board of Directors with a ‘
copy to the AAMC's Executive Committee. ' It would then be up to the NIRMP-
Board to take prompt action with respect to investigation of the charges
7=~ and ‘to’'provide for subsequent communication with all medical schools as s #n rrenats

approprlate. o :

(5) OSR representatlves should be.involved in the monitoring procedure
only as collectors of information about suspected non-compliance and as
participants in detailed review of these data by the complaint review
committee. = Although OSR representatives should not deal directly with
programs perpetuating alleged infractions, they can play an exceedingly
important role not only by serving on the complaint review committee but
also by persuading their fellow students to help maintain the NIRMP at the
highest possible level by refusing to accede to any attempt to bypass or
“undercut the anproved procedures.
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*Developed by staff of the AAMC Department of Academic Affalrs on the basis
of suggestions from the OSR Administrative Board.

1) Suggested Report Form
"©2). Manuscript on "The NIRMP and its Current—Problems"

ey B m e S S
e . > ]

"":;3/14/73- - S upeane

Attachments




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

DRAFT

e ~

Suggested Form for Reports of Non-Compliance with Rezulations of
the National Inteirn and Resident Program (NIRMP)¥*

’ 1. Descriotion of non-compliance (Describe in detail when the incident(s) took
place, what individuals, programs and institutions were involved and exactly
what transpired.) '

| 2. Report completed on by . C -, Class of 197 -
ﬁ - (date) name (optional) .- (yvxr. of graduation)
_at : AR . (name of sbhool) .
3. Report reviewed on by ' ' : SR ;
(date) (name of OSR representative)

_“~.4 Report presented by OSR representative to _Comp_lain't;Review Committee on . .
' 4 ‘ (date)

.

5. Action by Complaint Review Committee (Check all that apply)

- Investigation conducted with following. outcome: -
. . . . \ )

[} Advised Dean on’ (date) that irregularities exist and that hospital
’ program in question does not intend to abide by its NIRMP agreement.

Dv Other (specify)

'Si_gnatures of members of Complaint Review Committee: 1)

2) 3)
6. Explanatory letter sent to NIRMP Board of Directors with copy to AAMC Executive
Committee by : b on .
(signature and title of Dean) (date)

B P S R N
A S S S

;.a AR

. *%Form to be completed concerning ary ‘sigriffeant ‘attémpts by an-internship or first-
year graduate program to scek contract agreements’ from students outside of the esta-
blished regulations for NIRMP matching.

DGJ/sg 3/12/73 ~ ' W#8334 - R
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Manuscript Submitted to the Journal of Medical Education

The National Internship Matching Program (now the National Internship

and Residency Matching Program [NIRMP])has been successfully matching

graduating

choice for

which need attention lest they weaken the efficacy of NIRMP. This communi-

To»appretiaté-thé problems, one must first understand the matching
plaq,' In the Matching Program thgre are three principal elements. First
there is the graduating medical student seeking a post graduate'clinicél
épﬁOinfﬁ%ﬁt?€ﬁ§ﬁally*gnhfﬁtérnShip) in a h@spital of his highest possible .
choicejf«Néﬁﬁ thére is»thg cliniéai program director at the hospital seek;

-ing to .fill=his queta~of places with the best possible applicants. And
by which.the, students. may. obtain the best appointments they can and the

Historically, the Matching Program was conceived some 22 years ago

under the auspices of the Association of American Medical Colleges (AAMC)

sought to bring some order and reason into the chaotic ﬁcatch'as catch
can'" non-system of
enough, before thé Matching Program was finally adopted it was signifi-
~ cantly modiﬁiéd’in

medical students.

*Dean of Students, University of Chicago, Pritzker School of Medicine
- %%xDirectory-AAMC Division of Student Affairs ' '

22 years.

THE NIRMP AND ITS CURRENT PROBLEMS

by

These students, representing a relatively large

(over, please)

Joseph Ceithaml*-and Davis G. Johnson#+

‘medical students to internships in the hospitals of their

In the last year or two, some problems have arisen

-éation‘summarizes these problems in the context of a recent AAMC survey

of experiences with the NIRMP by the 1972 graduates of U.S. medical schools.

e a~sfinakﬂyﬁﬁhéﬁéaismthéwNIRMPfitself which simply implements the procedure

.hosPiEalé:iin'turn,‘méy;SéCure the best of their applicants.

by a small gfoup of Medical School Student Affairs representatives who
internship assignments of that time. Interestingly

accordance to suggestions made by a group of senior

~

O

w8334 - M
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number of medical schools, met in Neq York City during the winter holidays
of 1950, reviewed the original matching plgn proposal, and then made
recommendations. These recommendations were incorporated into the final
draft of the Matching Program which was subsequently approved by the
medical students, the medical schools and the hospitals (1).

 The NIRMP hes a Board of Directors with representatives from .the

following organizations concerned with graduate medical education: the

AAMC, the American Medical Association, the American Hospital Association,

the Catholic Hospital Association, the American Protestant Hospital Associa- -

. tion, and the American Board of Medical Specialties. In addition, ‘repre-
senting the student participants, there are 3 students on the Board,

including one from the Student American Medical Association.

AR e fhe  NIRMP also has an Executive Committee and a small full time-staff.

Relatively simple guidelines were established by the Board of Direc;ore

=7 wivh the consultation of all interested parties, whereby the.students,

“*éftef-ﬁﬁpryfng~to various hospitals send a confidential. ranking of these

N S hospltals to' the NIRMP, and the hospltals in turn,.send the rankﬂorﬁef‘

[ 34

- of thelr appllcants to NIRMP. The NIRMP then matches the students' choices
w1th the hospltals to effect the hlghest p0381b1e matchln and both ‘
the students and the hospltals agree to ablde by the matchlng results.

The Matching Program has served both the students and the hospitals
exceedingly well for over 20 years, ahd each year, some 96 to 98% of the
graduating stedents and 98 to 99% of the hospital units approved for train-
ing, participate in tﬁe Internship Matching. However, in recent years

,}ehanges have occurfed which ere understandably'ereating some problems.
Feee-standing internships are being phased,out'of existence end'at the

~

same time more and more clinical disciplines' are no longer requiring an

ARy ntérnship”as a prerequisite for a first-~year re51dency appointment .-

an

Ay e




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

-3-

To complicate matters, during the current transitional years, the

PUNSOC Ll

e it

. program directors were not bound by the NIRMP guidelines since they were

considering only interns for the residency appointments. Now, however,

theseAsame program directors are obligated to respect the NIRMP guide-

lines if:they wish to éonsider-medical students for their.residehcy
appointments. Under these circumstances, the following situations obtain:
a) For th¢ medical.sﬁudent seeking only an internship, there are no signi-
ficanf problems. b) For the medical student considering-either an intern-
ship orva first-year fesidency appointmenf, there may be a prbblem if

the pfogrém director of the residency program insists that the student

make his decision without waiting for the Matching Program results’ to be

announced. c¢) For the residency program director seeking to fill some
of his first-year resideney places-with graduating students, again there
are problemsQ His objective is” to fill his Quota of residents. Those

he selects from the-intern-pool -of-applicants may be selected outside

-of theuNIRMP~guide1ineSMJust as--in-the<past.:: But those he_selects from

the medical student pool of applicants must be selected in accordance -

-’

with NIRMP guidelines, and that is where the rub is.

The NIRMP still remains simply as the machinery to implement the

. procedure in the manner that the medical schools and their students and

the hosﬁitals see fit. Tt has now been suggésted that the NIRMP should
also assume responsibility for maintaing the'sanctity of the guidelines

and for enforcing the "all or none" principle. This principle states

“that if a medical center or hospital offers any of its first-year post

graduate clinical appointments (internships or first-year residencies)

to graduating medical students it may not offer any such appointments

~

to any graduatidg medical students outside the NIRMP prior to the

- announcement of the-NIRMP: fesultss« A corollary to this principle states

(over, please)
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A
that if any program director in a hospital intends to offer positions
to medical students not in accordance with the NIRMP guldellnes such
a decision would disqualify all other programs in that hospital from parti-
cipating in the NIRMP;
In the Spring of 1972, the NIRMP Board of Directors, cognizant of
a small but signrficant number of vrolations of NIRMP guidelines, primarily

in the case of'first-year residency appointments, requested the Group on

Student Affairs (GSA) of the AAMC to conduct a survey to ascertaln among

other things to what extent v1olat10ns of the NIRMP guidelines had
_occurred in the 1972 Matching Program. ApprOprlate questionnaires were

sent. to the 94 med1ca1 schools wnlch had four year graduatlng classes

in June of 1972. It is hlghly signlrlcant and reflects the great impor-

TS ot -

_tance attached to the Matchlno Program that a11 94 schools responded.

A summary ‘of selected items in the questlonnalre to whlch there were

o obJectlve responses appears in Flgure 1 Items 1 and 2 show that of the

9,014 reported first-year graduate app01ntments, 9% were residencies.

. Item: 3 indicates that, comncrdentally,‘9% of the 1972 seniors secured

e

':: thelr app01ntments out31de the NIRMP. Of these‘783 students, however,

only those 267 in Items 3d and 3e were v1olat1ng the spirit, if not the

letter,of the NIRMP gu1de11nes Thus, of the 9,014 reported students,

“only an estimated 201 or 2% were 1nvolved in NIRMP violations 1n 1972,

Ttem & reveals that only the "sham'" use of NIRMP appeared to have -

a significantly adverse effect on the Matching Program. Item 5, however,

indicates that 21% of the residency appointments were obtained outside

the NIRMP by medical students. Furthermore, it is expected that by 1975,

~a majority of first-year appointments will be residencies. Therefore,

~

unless the violations of the NIRMP guidelines as they pertain to first-

year residencies are curbed now, the Matching Program could become




+. ..directors has succeeded in doing a great dlsserv1ce, both to their PO
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relatively ineffective, and the resultiwould be a throwback to the

disorganized,.chaotic, and highly unsatisfactory non-system of the

pre~-NIRMP era.

Ttem 6 identifies the clinical disciplines which were reported

by the ﬁedlcal schools to have put pressure on medical students to
‘make a prlvate advance egreement rather than adhering to the NIRﬁP
'Aguidelines. Most frequently reported were Psychiatry by 41 schools;
ﬁ‘:Ob/Gyn by 13 schools' Ophthalmolooy by 7 schools; and Surgery by 6
‘tschools. It is unfortunate that 'in order to assure themselves of the

. re31dency app01ntments they seek a relatxvely small number of program

'vdlsc1p11nes and to the students whom they encourage to v1olate thelr

"'NIRMP contractual agreements

Ttem 7 shows that 67 (or 77%) of the 87 schools reSpondlng to the

©item reported that all or a majority of their students would .support
. “the NIRMPuin'a showdown. This was further confirmed by the recent
“action of the Organization of Student'Representatives of the AAMC,

- which like the Group on Student Affairs representatives, wants the

NIRMP to take all steps necesséry to enforce the NIRMP gnidelines.

In summary, violations of the NIRMP guidelines were virtually unknown
when all of the first-year graduate appointments were internships. an
when 97 of these appointments are residencies, a small but a significant
.number of violations have been reported. As an increasing proportion of
the first-year appointments become-residencies, however, the current

bproblems may become very serious unless the violations of the NIRMP

 guidelines are promptly eliminated. The NIRMP has served the hospitals

v : (over, please)
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and the medical students superbly for twenty-two years, and can continue

' . : to do so, provided it continues to receive the full cooperation of all

parties involved. The NIRMP needs and deserves that cooperation.

Reference -

" 1. Mullin, F. J. and Stalnaker, J. M. The Matching Plan for Internship

- Appointment. J. Med. Educ., 26:341-46, 1951.
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FIGURE 1

“Summary of Results of Section A of Questionnaire to Student Affairs

and Resident Matching Program (NIRMP)*

”’ Officers Concerning the National Intern

1)  How many of your 1971-72 seniors went on to internship
' training?” '

3: 2)l How many of your 1971-72 seniors went on to residency
training?

TOTAL number of individuals

3) 0f these, how many obtained their appointment to the
" . first year of graduate training outside of the NIRMP
by the'following means?

o

a)

__._e) g

Marrled to classmate and took optlon of negotlatlng.

» dlrectly w1th program directors. .. .

Started graduate training during January-March, 1972
and thus officially exempted from NIRMP participation.

D{dn't‘sign up for NIRMP for other reasons. ~(Major
reasons were military internships,-97; hospital not .
in NIRMT, 43; and Canadian internship, 29).

Made a Prlvate advance agreement with the director of
a Uu.S. graduate tralnlnO program. SO w1thdrew from NIRMP.

.Made a prlvate advance agreement but "went through the
- motions'" of staylno in the NIRMP. :

"In 1 program but not matched by NIRMP.

Estimated TOTAL of Individuals

822

No. s
8,192 91
-2

9,014% 100

_ Estimated(:d
No. o
139 18
104 13
312 40

69 9
132 17

27 3

783 100

(9% of 9,014)

* Based on replieb from all 94 U.S. medical schools with senior students during
1971-72, with results presented in the format of the questionnaire which was
dlstrlbuted by the AAMC Division of Student Affairs durlng September, 1972.

# 9,014 represents 94% of the 9,551 graduates reported in the 1971-72 Education

Issue of the JAMA.

_Discrepancy due to incomplete replies on NIRMP questionnaire

and to some graduates not immediately entering house staff training.

' @ Approximately 507 of the replies to question 3 were-"estimated."

(over, please)
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4) To what extent do you feel the above methods of "bypassing" the NIRMP have
weakened the program at your school? :

Extent Weakened NIRMP

gu1de11nes7

an agreement with any trainin

No Reply - 7

7) In order to help maintain the NIRMP,

All - 16; A Majority - 51; A Minority - 15; None - 2; Other - 3;

W#8334 - M

.(Disciplines reported most frequently were Psychiatry - by 41 schools;
OB-GYN - 13; Ophthalmology - 7; and Surgery - 6).

. Means of ''"Bypassing' the NIRMP Very No Total
. None  Some Greatlvy  Greatly Reply Schools
a) Married to classmate 71 13 0 "1 9 94
'b) Started training early 55 17 1 0 21 9%
c) Not signed up for other reasons 47 20 7 3 17 94
d)  Signed up but withdrew L2 . 23 7 3 19 94
‘)" "Sham" use of NIRMP 32 17 14 8 23 94
. f) Other (Not applicable)
TOTAL No. 247 90 29 15 89 470
TOTAL % - | 53% -- 19% 6% 3% 19% . 100%
No. % of 9,014
"". 5) How many of your 1971-72 senlors went dlrectly into _
P residency programsV 822 9
of these, how many did so outside of the NIRMP?
173 : 2
o (217 of 822)

6) Which dlsc1plines if any, have put pressure on youf students during the past
year to make a private advance agreement rather than adhering to the NIRMP

vhat proportion of your student body do
you estimate would be willing to refrain from applying to and/or from signing
program not abiding by the NIRMP rules?
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SERVICE 2, _
_& <. % ASSOCIATION OF AMERICAN MEDICAL COLLEGES

EDUCATION \@

Council of Deans

DATE March 14, 1973

T70: The Council of Deans Administrative Board

FROM: Mr. Joseph A. Keyes

SUBJECT:

ACTION:

The Report of the Actions of the Council of Deans Taken

at the March 9, 1973 Session

On motion, seconded and adopted:

"The Council of Deans recommends that the Executive
Council direct the revision and expansion of the
paper entitled, 'Medical Education, the Institution,
Characteristics and Program - A Background Paper',

to include a discussion of the issues presented and
the development of a potential long-range strategy
for approaching their solution; such a paper to take
the form of a 'green paper' for discussion and

review by the Executive Council, the Council of Deans,
the Council of Academic Societies, and the Council of
Teaching Hospitals and ultimate adoption by the AAMC
Assembly."

On motion, seconded and adopted:

"The Council of Deans recommends that the Executive
Council develop, for public release in an appropriate

“manner, a statement of the Association's support of

JAK:evc

the present role and contribution of the Veterans
Administration in the support of medical education
and acknowledging the appreciation of the Association
for the effectiveness of the present leadership in
enhancing VA medical school relationships.”
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INTER-OFFICE MEMO

DATE March 7, 1973
TO: | Joe Keyes
FROM: - Dr. James B. Erdmann

g 1973

Retain —6 mos.
lyr
5 yrs.

Permanently
Follow-up Dote

SUBJECT: Program Material for the 1973 AAMC Annual Meeting for the
Consideration of COD

Thanks for your time on March 5 and your promise to pursue the possibilities
with Marjorie and, if appropriate, with the COD Administrative Board. In
summary, this is the information I wanted to share and obtain the advice of

you and Marjorie on.

Two events, each of major significance are approaching major stages of

development between now and the time of the Annual Meeting.

The first is our

own activity related to the development of an Admissions Assessment Program
(MCAAP). The second involves the release of the report of the Goals and
Priorities Committee of the NBME to the medical education community. Both

of these events were of serious concern to the Group on Medical Education

who discussed the potential of each for program material at the Annual Meeting.
The first suggestion was that a joint GME/GSA day devoted to the topics was
attractive. Further discussion by GME and GSA officers and AAMC staff re-
cognized that the implications of these events were very likely of major

interest to the COD and CAS as well.

At that point, the possibilities were

tested out with Gus, who indicated that CAS had some serious plans for a

separate program on Sunday, November 4.

He did like the idea personally

and recommended that we do explore it further with you and Marjorie for

COD consideration. It now has taken the shape of a full day devoted to
assessment. Assessment would be treated from the perspective of the contiuum,
i.e. at selection, just prior to enrollment, during medical school, etc.
Evaluation of academic progress would be presented in terms of external and
internal measures (NBME and faculty respectively) and would include both
instructional and certifying types (formative and summative respectively).

I think you can see how MCAAP progress, the NBME Goals and Priorities Committee
Report, National Test Item Bank, etc. are logical topics for discussion.

The ideas regarding program I hope you understand are in an evolving
stage. So far both GSA and GME have indicated an interest in being associated
with the planning and sponsorship of such a program and would like to determine

the interest of the COD relative to its other possibilities.

We feel that all

day Wednesday would be an opportunity to plan such a program.

COPIES TO:
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Joe Keyes
Page Two
March 7, 1973

Since planning is in its early stages, not a great deal of clarification
is possible, but if you have any questions, I'11 give them a try. Tom Bowles
is also equally involved and can respond to any inquiries.

JBE/emw

cc: Dr. Tom Bowles
Dr. Gus Swanson
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IVv.

Follow-up on COD Spring Meeting, 1973; Preliminary
Planning for COD Spring Meeting, 1974

We will need to begin almost immediately making arrangements
for the 1974 Spring COD Meeting. Questions to be resolved
include an evaluation of this year's program and format,

the date and location of next year's meeting, and some

discussion of topics and format for next year's meeting.

We have put a tentative hold on the .Broadmoor Hotel,
Colorado Springs for the dates March 6-9 and a hold on

the Greenbrier, White Sulfur Springs, West Virginia for the
dates March 27-30, 1974. Both have adequate facilities

for the meeting. '

Rates - Greenbrier: $35/day; includes three meals, gratuities
and public space.

Rates - Broadmoor: $21/day; includes only meeting room space.

Transportation: The following pages give an indication of
the flight schedule to the two locations. ’




g"‘utswtn
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SERVICE %
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o?

DATE _ March 6, 1973

TO: COD Administrative Board

FROM: Joseph A. Keyes

SUBJECT: The Broadmoor Hotel, Colorado Springs, Colorado

The hotel can accommodate one hundred twenty-five persons.
They can provide meeting space for one hundred twenty-five persons
and four breakaway rooms.

The availability is as follows:

_March 6-9 and March 27-30

March 6-9 would be better all around because the 27-30 they
expect to be crowded. Breakaway rooms will probably be difficult
for them to provide March 27-30. ‘

The rates for 1974 will be determined this June.
Rates éuoted at this time are:

‘pingles, $21.00° - - e

Doubles (Twin Beds), $24.00

These rates are the group discount rates.

The hotel does have banquet facilities.

Travel time to and from the airport is approximately twenty
to twenty-five minutes, depending on the traffic; the airport is
about twelve to fifteen‘miles from the Broadmoor Hotel.

eve
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Flights to Colorado Springs, Colorado from the East Coast, the West
Coast, Chicago, and Dallas are relatively good flights. Most of the

flights during mid-day are connecting flights.

.Listed are flights from New York City, Boston, Washington, D. C.,
Los Angeles, and Chicago. All flights from Boston are connecting
flights; All~flights from Washington National Airport are connecting
flights. There is one flight from Dulles Airport that makes two stops
and does not connect. New York City has one flight that is not a
connecting flight, but that flight makes three stops. Chicago has
two flights that do not make'éonnections;:one in the morning and one
in the late afternoon. Los Angeles has one flight that does not
make connections. That flight is an early flight, 9:40AM, Pacific

Standard Time.

X = Except
Washington, D. C. Eastern Standard Time 1 - Monday
. . - . . ‘ 2 - Tuesday
X6 6300 PM D 9:17 PM BN101 3 - Wednesday
T e - L T ., . 4 - Thursday
" . Boston, Massachusetts ' Eastern’ Standard Time 5 - Friday
. . . Co , : : » .6 - Saturday
X7 . 7:30 AM . 12:16 PM TW193 = ONE STOP 7 - Sunday
10:49 AM DEN 11:50 AM FL691
X7 7:30 AM 12:23 PM TW193 ONE STOP
10:49 AM DEN 12:00 N Cc0133
X7 7:30 AM ©© 12:47 PM  TW193  ONE STOP
’ 10:49 AM DEN 12:25 PM BN61
12:00 N 3:26 PM TW185 NO STOPS
2:12 PM DEN 3:00 Pm FL693
1:35 PM 5:59 PM UA321 NO STOPS
2:59 PM hj. 4:45 PM co71
(O'Hare)
4:30 PM ‘ 7:56 PM UAl163 NO STOPS

6:50 PM DEN 7:30 PM FL697




“"PAGE TWO

Chicago, Illinois Central Standard Time
9:25 AM (O 10:50 AaM c0137

4:45 PM o) 5:59 PM Co71

Los Angeles, California Pacific Standard Time

9:40 AM L 12:31 PM C070

New York, New York - Eastern Standard Time

X6 4:45 PM J 9:17 PM BN101 THREE STOPS
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‘aside for Council business meet

Annual Meeting Program

The following page describes the theme and format of the
Association's Annual Meeting. Monday afternoon is set

ings and Wednesday morning

for Council program meetings.  Indications are that items
needing specific COD action may be few and subject to

rather expeditous handling. Thus it may be possible to
devote a significant proportion of the business meeting

to the presentation and discussion of reports of Association
activities of major importance to deans, for example,
developments in the area of accreditation: the activities

of the Coordinating Council on Medical Educati on, the Liaison
Committee on Graduate Medical Education, etc; and the efforts
of the Management Programs Coordinating Committee, the
Management.Advancement Program and the Management Systems

Development Program.

geveral suggestions have been received regarding possible
COD programs. More detailed material on these suggestions
will be distributed at the Board meeting but briefly

they are: 1) A paper (attached) by K. L. Kutina, M.B.A.
and L. E. Lee, Jr., M.D., "A Management Decision Oriented
View of Medical School Information System Requirements,”

the 1973 BOS seminar. 2) A program devoted

presented at
administrative arrange-

to an exploration of the costs,
ments and quality control considerations relating to satelite

medical education programs. A proposed program is being
developed by Paul Elliott, Ph.D., Director of the Program

. in Medical Sciences at Florida State. 3) A program jointly
sponsored by the COD and the AAMC Group on Medical Education
Jevoted to the exploration of the role internal and external
assessment programs in the selection and promotion of students.
Conceived as consisting of two sessions, the program would
center around the report of the National Board of Medical
Examiners Goals and Priorities Committee and tre AARMC's
Medical College Admissions Assessment Frograms.
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1973 AAMC ANNUAL MEETIRG

"preparation and Role of the Physician:
' Comparative Approaches”

The Association's 1973 Annual Meeting will be held November 4 - 8 in
Washington, D. C. This represents a change in format from the weekend
meeting to one which will begin on Sunday and continue through Thursday.
This change in format came at the request of the Executive Council, and
weekday meetings have been scheduled for all coming years, when available.
The Executive Council concurred in the format and theme of the meeting at

jts December 15, 1972 meeting.

The 1973 meeting will examine the changing role of the physician in the
United States and abroad. Two or three international speakers will dis-
cuss this phenomenon from the perspective of their countries, and the
remaining speakers will relate these experiences to the present and future
American physician. The Alan Gregg Lecturer will provide a global summa-
tion of the changing role of the physician and how the medical schools
might better prepare students to meet the new challenges.

Since the Annual Meeting has grown to well over 3,000 participants, it

has become an increasingly attractive forum for political speeches on
health. With the meeting location in Washington, it would be difficult and
politically unwise to attempt to exclude completely Congressional and
Administration spokesmen. Moreover, the presentations of the political
leaders seem to be the most favorably discussed part of the meeting.

The Association has asked President Nixon to address our meeting. Should
the President prove unwilling, the Secretary of HEW will be asked in his
place. In addition, Congressman Wilbur Mills and Senator Russell long

have been asked to speak.

. With Sunday. serving as the arrival date for most participants, Plenary

Sessions will be held on Monday and Tuesday mornings. Business meetings
of the Courcils will be held.on Monday afternoon and the Assembly on
Tuesday afternoon. Wednesday morning will be reserved for a program of
the ‘Councils, similar to the joint COD-CAS program held last year. Sunday
‘afternoon, Wednesday afternoon, and all day Thursday will be open for
committee meetings and meetings of outside groups (including Academic

Society meetings).

S M T W T
Council
AM /// Plenary | Plenary Program Misc.
PM Misc. Council | Assembly Misc. Misc.
OSR - | Business | Minority
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A MANAGEMENT-DECISION ORIENTED VIEW OF MEDICAL SCHOOL
INFORMATION SYSTEM REQUIREMENTS

By
K. L. Kutina, M.B.A.-

and
L. E. Lee, Jr., M.D.

School of Medicine

Case Western Reserve University |

August 23, 1972




INTRODUCTIOHN

. At the School of Medicine of Case MWestern Reserve University the
principle has been established that an effective management information
system, because of resource limitations, can only be developed modu]ar]yl;

and that each additional module added will be evaluated based on its con-‘
tribution to managerial planning and decision-making procedures. This is
meant to be in sharp contrast to a policy of establishing information
systems via a cataloging of medical center activities, withouf regard to
.each data component's impact on top manégement's needs.
The managerial planning and decision-making procedures referred to
here can be defined as having three basic componenfs as discussed in (1):
1.) Long-range planning (4-10 years into the future);
2.) Programming (1-3 years into the future); and
3.) Budgeting (0-1 year into the future).
The long-range planning and programming activities tend to merge into
one continuum at CWRU called program or operations planning and rely on
a set of computerized simulation models which generate forecast operational
“data and budgets in a programmatic format, as well as by organizational

 unit (ds listed in Table I), and the usual expéhse and income categories.

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

INevertheless, there should be a plan for the total integrated information

system, and each module added should fit a slot in this plan.
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Table 1

ORGANIZATIONAL UIITS FOR LONG-RARGE
PLARNIRG AKD PROGRAMMING PURPOSES

Basic Sciences ,

University Hospitals

County Hospitals

Other Affiliates

Support Departments

Total HMedical School

Exhibit I is a sample output from the model system for the Basic Sciences
Group. This particular printout contains hypothetical data and is included
for illustrative purposes only. It should be noted that at CWRU, since
all the affiliated hospitals are corporately independent of the University,
the only hospital-borne expenses (second data column in Exhibit I) normally
included in the School's planning procedure are salaries of personnel who
have direct involvement in University programs.

The short-term (zero to one year) budgeting operation, being a detailed

name-by-name, item-by-item procedure is not carried out in a program format

E but rather only by expense and income categories within each organizational
i unit. At CWRU it is felt that major programmatic.decisions are necessarily
" made over a longer time scale than one‘year'-é thu;'it is requifed that |
'1'p1ann1n§ tools have program cost determining capabilities, but it is not

"worth the large additional effort that would be necessary to produce a

program format in the very short-range, ne;essari]y highly detailed, budgeting
procedures. Decisions in the short-range theater such as individual salary
increases, optimal utilization of grant funds, purchases of specific pieces

of equipment, doilars for traye] or supplies, etc. are at the departmental

level and are made in the context of guide]inés estab]fshed by the planning
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EXHIBIT 1
EUbSlH 1:UN FOE CWRU SCHLUUL OF “EDICINE .
‘ : EXFENSE AXND INCOnE LY PLROGRAM - FIsCAL 19XK/7XX o _ i A

[LUN DATE 8716772

$AsS1C SCIENCES (DOLLAKS 1IN THUUSANDS)

om0 DAY GENT LSUUKCES - meppogrAns T
. INSTRUCTIUN RES PAT
UNIV HOSP TOTAL MD GlAD+ HSE OTHER SERV
O e = pUC T OFF COTHBER 3TN
DIKECT EXPENSE :
FACULTY 1300 30 1330 110 205 5 50 955 5
- —“HOUSE o;;rcgas"""o"“’"o““"o“*’"*“"O""wy”“”O’ 0 QT 0T
STAFF . 920 10 930 50 - 100 o} 15 765 0
g FRINGE 270 0 270 20 10 5 10 190 S
'z ~TUSTUDENT SUPEORT 3507 “"‘350’”’—“'20"'290'“‘"’6 0o 40 T o0
'g O1HER NON=-SAL 1140 1140 30 350 0 5 755 0
8 TOTAL DIR 3980 40 4020 230 985 10 g0 2705 10
=18 TINDIRECT EAPENSE ~ .
gl UNIV CHARGE:PLT 130 130 40 10 0 5 75 o}
g : __ADMIN 250 250 50 30 o 5 165 0 .
= : - CisrarYy ~ 30 30 S 15 0 2 8 0
g : NET HUSP CHARGE 0 0 0 0’ 0 0 ) 0
S ; TOTAL INDIR 410 0 410 95 55 0 12 248 0
S '
@ TOTAL EXPENSE 4390 40 4430 325 1040 10 92 2953 10
8t 2 EXPENSE 99.1 0.9 100.0 743 2345 0.2 2.1 66.7 0.2
(o] .
3 _ 1 NCOME
Zz| - : . RESTRICTED . :
9l ' . TTTUITION , 210 210 70 50 0 $0 0 0
2 : ENDOWMENT 0 0 .0 0 0 0 0 0
ﬁ RESEARCH - 2500 2500 0 0 o] 0 2500 0
2 T THAINING 800 —800~ 0 - 530 0~ 0 270 0~
o s  STATE SUBSIDY 130 130~ 130 0 0 0 0 0
ot : FED CAPITATION 50 50 50 0 0 0 0 0
8 . TTMISCTGIFTS 90 50~ 0 90’ o 0 0 0
9 HOSPI TAL . 40 40 0 0 20 0] 0 20
= TOT MESTRICT 3780 40 3820 250 670 20 90 2710 20
ol £ RESTHRICTED™ 99+.0 1.0 {00.0 6+ 5 T7.5 0.5 2.4 ‘7275“f075"
,g:j . . L
E PROGAAM NET -610 ‘o =610 = =75 =370 10 : -2 =183 - 10"
Lg - ]
=| UN:.V -TRICTED - .-
g ‘ ‘ ENDD WHMENT 50 S0 :
e : ~TTISCTGLFTIS 0 _ 0
Q| i
= TOTAL INCOME 3830 40 3870
INCOME - EXPENSE =560 0 =560
OPERATIONAL DATA PROGRAM EXPENSE SUMMARY
"NO OF FT FACULTY 78 %
NOT OF PT FACULTY 2 —"—_~INSTHUCTION"""’"1A67’“‘33-l””’
NO OF VOL PFACULTY 4 RESEARCH 2953 667
_ FTE HSE OFFICERES 0 PATIENT SEEVICE 10 0.2
- FTE POST-DOCS 17 TTUTOoTAL T 44307100.0
FTE GPAD STUD %0
‘ L FTE UNDERGRAD 17
' FTE MD STUD 374
FTE UTHE®R $TUD 75
i ~ NET SO FT UNIV 116000
; . — - NET SQ [:T UH - [P R o - mm et m om met e . e wmas b — e e e b e Gmesme v e raman th R E o - o e ———

NET S@ FT COUNIY 0

i
- . et Emem e . e m——
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process which incorporates programmatic decisions. The utility o% carrying
the program format down to the level of detailed short-range budgeting
decisions is questionable, and the cost would most likely be prohibitive.

At the core of this paper is the phi]osophy and functioning cof the
program planning and budgeting system which is evolving at the CWRU School
of Medicine, and how it is serving to pin-point the most critical management
information needs of the institution. Perhaps the most valuable by-product

of the process of developing and implementing comprehensive operational and

i financial simulation models for planning pufposes'is the vivid way in which

2 data shortcomingsAare highlighted. It stands to reason that if the models

. are geared to the needs of managerial decision-making and if they reé]istica]]y
% simulate the operations and financial structure of the institution, the

' informational needs of management are identical with those of the models.

In addition, the rigor of the analysis required for simulation model develop-

ment is such that it will probably reveal data needs eritical td the managerial

' decision process the importance of which were previously unrecognized. To

. _ﬂundqrstap¢ the management information system needs at the CWRU School of

- Medicire, then, it is- necessary to look atiit& program planning and budgeting

~system in more detail.

'
;
{
{
‘z
|
H
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A PROGRAM PLANHING & BUDGETING SYSTEM WITH FEEDBACK CONTROL

rodel's-eye View of the School of Medicine

Exhibit Il is a graphical representation of the CWRU School of Medicine

as it is simulated by the planning model system. The key factors to take

1.)

2.)

3.)

" note of here are:

Certain demand elements (graduate students, post-doctoral students,
interns, and residents), in addition to requiring educational
services, also serve as resource inputs -- i.e. they provide
instruction, research, and patient service effort at the operational
level;

From the point of view of the Medical Schob], demand for patient
service is viewed simply‘as a requirement for a given number of
service man-hours per year which.must be supplied from the resources
available;

Within the operations of the institution certain activities are
viewed as existing only to provide the appropriate institutional
environment for its missions of teéching;.research and patient
care.l This is true of administration, faéuify professional
development, and commuhity.serVices (iﬁciuding services to granting
agencies). Similarly, fhe activity of reéearch not only produces
results in satfsfaction of an independent demand (via funded

projects) and is thereby a legitimate program output in its own

1penoted by the "intra-institutional services" arrows on the left side

i
!
§
i
i
i

f the operations sector in Exhibit II.




EXHIBIT II

CASE WESTERN RESERVE UNIVERSITY — SCHOOL OF MEDICINE

RESOURCE INPUTS

“ouoGET T R

o (.-

FACULTY & SUPPORT

TOTAL SYSTEM INPUT=-OUTPUT REPRESENTATION

PERSONMEL

SPACE 8 FACILITIES
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right, but also the existence of a certain minimum level of this
activity is necessary to proviae an adequate institutional environ-
ment to carfy on effective programs of teaching and patient
service. Thus, this minimum level is allocable or chargeable to
the teaching and patient service programs. The same rationale
applies to patient service with respect to teaching and research;
and
4.) Certain faculty activities within the operations sector clearly
producé Jjoint products. At CWRU the prihary activities of this
type are joint instruction + research (e.g. a graduate student
working under a faculty member'S‘direction on’his dissertation
| research project), and joint instruction + patient service (e.g.
a faculty member with students accompanying him on his rounds).
Other joint activities are possible (i.e. joint patient service
+ research, or joint patient service + research + instruction),
but it is not useful to segregate these at CWRU. The hall-
mark of joint product activities is that the effort relating to
" any s1ng]e product produced by the Jo1nt act1v1ty is not rigor-
ous]y phys1ca1]y separab]e in the rea] wor]d Obv1ous1y, however,

for program costing purposes some arb1trary sp]1t must be utilized.

Hajor Areas of Planning and Decision-Making

The areas of planning and decision-making having a major impact on

;the operation of the Medical School, and with which the techniques discussed

-in this paper are concerned, relate to changes 1in:

1.) Enrollment;

2.) Student mix (proportions of M.D., Ph.D., etc.);
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3.) Curricula content and length;

4.) Other program operating levels and modes;

5.) Staffing and compensation policies;

6.) Fundfng patterns; etc.
The capability of making meaningful decisions and plans involving changes
of the type listed above is dependent upon having reasonably accurate
estimates of the inecremental resources required and incremental output
program costs as a result of the proposed course of action in time to

implement the change.

A System to Respond to the Planning and Decision-ilaking Needs

An important component of any program planning and budgeting system
is a rigorous procedure for updating its predictive capability. This is
the function of the fecdback control loops shown in Exhibit IIT. The program
planning models ﬁroduce projected expense and income in a program format
for successive years into the future. As those years become reality, actual
program cost a11ocation studies are executed. A comparison of final plans
generated for a ngen year w1th the actual (after-the-fact) prograﬁ coSt
study -- tak1ng 1nto account any unplanned f]na] operat1ng changes -- w111
1nd1cate tke pred1ct1ve accuracy of models. Mode] parameters can be adjusted
on the basis of these analyses. Another approach is. to use the models to

simulate immediate past years for which program cost studies are completed.

E Comparison of these model results with actuals is an excellent basis for

. mode) parame ter "fine tuning".

)
3
i
i
i
1
1
i
|

The short-range control loop in Exhibit IIl performs a similar function

i to the long-range control loop. The original budget for a given year is,

of course, prepared before the start of the year. As the year progresses,
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-~

PROGRAM PLANNING AND BUDGETING SYSTEM WITH FEEDBACK CONTROL
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actual year-to-date information becomes available and the budget is adjusted

accordingly to better represent the remainder of the year. This process

is done quarterly in the School of Medicine at CWRU.

This system obviously depends on an adequate information system. Its

needs are discussed in the next section.
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INFORMATION SYSTEM REQUIREMENTS

Overview
Exhibit IV displays the major data base components required to support
the operation of the various subsystems of the program planning and budgeting
system. The program cost allocation methodology referred to here is that
'deve1oped by the AAMC. See reference (3), where specific data requirements
are detailed. Once the planning subsystem provides budget guidelines the
annual budgeting procedure (including quarterly updates) essentially requires
only standard financial data, currently available via the CHRU accounting
system (financial accounting is a centra] University service 6f the Controller's
Office). The information needs of fhe planning simulation models are listed

above the respective models in Exhibit IV.

Curricular Data File

This file must contain information concerning every course currently
offered by Medical School departments such as:
1.) The fype of instruction involved {pure instruction, joint research
+ instruction, etc.); . o
2.) Organizational source of the instructor;
3.) Student group size per section of the course;
4.) Instructor contact hours per section; and

5.) Course content of each curriculum in terms of;

a.) Required courses, and

b.) Optional courses with probabilities of their being taken by

% a typical student.

-11-
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EXHIBIT 1V
DATA BASE REQUIREMENTS TO SUPPORT PROGRAM PLANNING & BUDGET]NG SYSTEM WITH FEEDBACK CONTROL
PROGRAM
COST
\| ALLOCATION |
METHOOOLOGY
ACTuANL
PROGRAM
DATA BASE INCOME &
COMPONENTS EXPENSE
: N e I ANNUAL ANNUAL
CURRICULAR | | STUDENT FILE || PERSONNEL FILE | | FaciLiTIES | | FINANCIAL DATA . DETAILED LINE = ITEM
DATA FILE ACTIVITY EFFORT* DATA FILE | | FILE (Accounting A“;‘:’:iifscg“f:gg?& BUDGE TING BUDGET
SU33YSTEM SUBSYSTEM system) : PROCE DURE DETAIL
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Student File - Activity Subsystem . ;

Although it is necessary to retain a great variety of information about
a student for a host of different purposes, the specificAdata needed here
is only: |

'1.) The curriculum in which he resides; and

2.) What courses he has taken each term and the hours of credit re-

ceived.

Personnel File - Effort Subsystem

This component of the data base must contain for the most recently
completed academic year: |

1.) Detailed activfty data, in hours, on all feaching bersonne] (faculty,

graduate students, and house officers); |

2.) Per cent effort distributions for all other employees;

3.) Rank or employee classification; and

4.) The department in which employee is home-based.
The most critical and complex sector of this data is that related to faculty.

At CHRU a sampling methodology utilizing stfatifi;ation has been designed

“and implemented (4) which combined with perédné] intefviewiﬁg is being used

‘
'
T

to obtain faculty activity dafa; Appendix A of“this paper is a layout of

! the stratification design showing actual faculty numbers for 1970-71, and
; Appendix B is a sample copy of the questionnzire filled out for a hypothetical

- faculty member.

‘facilities Data File

. ——

This file contains documentation of all srpace utilized by the School
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of Medicine and indicates:
Room nuniber;
Building;

Organizational assignment;

)
)
)
.) Net useable square feet;
) Programmatic utilization; and
)

Institutional ownership.

Financial Data File

Although, like most, it has shortcomings, the University accounting
system at CWRU with some recently added supplements is supplying essentially

adequate financial data to support the School's program planning and budgeting

system,

Integrated Medical Center Information System {IMCIS)

Essentially all the data requirements discussed in this paper are in-
corporated in the IMCiS data base (8), which has been discussed at previous
AANC workshops (6). What has been attempted in this paper is to spotlight
those particular data base elements éspﬁciailé éruci&l'éo thé m&négerial
décision;making process, and whfch have high prfdfﬁty in MIS development

at CWRU.
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FACULTY STRATIFICATI

APPENDIX A

ON DESIGH
(FULL-TIME FACULTY ONLY)

FOR EFFORT SAMPLE

L HosPITAL

/IFILI JdE 3

: M.D. SALARIED - | SALARIED FACULTY | ALL OTh:R
| CUnRICLLL 160% 100 OF FACULTY
: CLCHING FROM FRCY A | MEDICAL (10T 11
. CClAITTEE | RESEARCH | HOSPITAL | TECAMICIAN | COLUMAS
: CHAIRVEN |  GRANTS | AFFILIATE | PROGRAM 1-4)
-

E PASIC 10 62

| | SCIEICE

| DEPTS. 3 16

L1 DEPTS. AT 26 26 31 10 186

- | HOSPITAL

L | AFFILIATE 1 7 7 8 3 47

i

i

L1 DEPTS. AT

. ‘( l l\l .I.Tlm.

| | AFFILIATE 2

by

; —

1 ODEPTS. AT

1 oL
5 AFFILIATE 4

Total faculty classified in this stratum

Rk » .
g Sairple size sclected from thws stratum,
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APPENDIX B

CwRY FACULTY HOURS GF HEDECAL SCHOOL AND AFFILTATED KOSS[7:l ®

(Please do not rcpor: cry given howr in rose oo oo

Hypothetical, T. M. Koue pepr._Moecict-: - . -

c s

.71 71 to 67307 72

S

Rax cooe 1130 (Asst. Prof.) SR

Tiular

1. PURE INSTRUCTION:

(“ed. School or Hosp. Based - Mot Invelst=: T:t g-1 d:

Hrs Hrs it ¢ of your students were:
; Course Prep & Stud Total =ez f=::r Post  Cont  Hse
; : Admin  Cont $tor ine foc Ed Off  Other
; i-yse 1 Subject Comm, Options 10 12 22 IR
' ase 11 Subject Cemm, Ootions 20 30 53 SE 3
_i-ase 111 Lectures, Seminars, Cotions - 80 82 o __’:
2'_:-ivcrsity tngar Courses 2 5 7. "ﬂ __,,‘,s__ ' 100

18 40

. .-iversity Grad Courses
e

50

i

i ratinuing £d

- 2 2

'L:_-:sscrtation or Thesis Suservision -- 100 100 _—
L_cr (ldentify, i.e. Dental, MHed Tech) _—
¢

PURE RESEARCH: 1000 hrs.

RESEARCH WITH STUDERTS:

300  hrs. Med grad
: Ed i
; . 10 72
H _ Ideptify
S o ) . (Phase@ii.:i:) )

I, COUNSELING AND TUTORINLG:

. oked. Stud.” 15 s, House Off. 50" hrs. Grad. Seui. == *

i ' Other __ == hrs. {iZ2r1id,

. GRANTING AGENCY ADVISORY SERVICES: 20 hrs.

(KIH, NIF - Pmofocs

S

TS,

COMMUNITY, GOVERNUENTAL, AND PROFESSIGNAL SOCIETY SERVICIS: 3z
(Services to AANC, Ecalin Agency Boards, ivoy. jewrma. eliirmzl
£

PROFESSIONAL DEVELOPMINT: 200 hrs.

(Report here cnly time Y3ick
to speeiyic roscarci,. teacntng or patient acrvice Lnidh §wrnid Fo omy

Hse Off
td

——

Research
Output

A0

""Post Doc. hrs.

)

eniew Beards, ete.)

rot directly relatable
cd in other categorics)

DATE PREPARED 7-24-72
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8. ADMINISTRAT

1
!
Utilizae

ADMIRISTRATIVE ACTIVITY

Cli:  (Such as

ton Coratttees, Patient (hart Coimiitiecs, ete.)
L4 B

&
APPENDIX B (Cont.)
7. ATTIVITIES PRV VING PATIENT SERVICE:
(5215 (ree bolew) HOSP HOURS £ OF ERS AMLLOCATABLE TO
NI CURR PRIVARY AQMIN STUD . MD SIUD  KOUSE
: M coue PURPOSE & PREP CONTACT  TOTAL PAT SERY £0 OFF £0 OTHIR ED
1 5 1 U -~ _196 196 10 &9 10
L _0o__4 I -- 100 1€0 95 5
. o0 4 _UH_ - 200 _200 100
/,'_ _0 4 ~UH -- 109 100 80 10 10
- . :
e ot e ———

Faculty Sernate, Geraral Feculty, Legal Faculty, Search Comatttees, Bed

If Assignable to
Specific Progrems

HOURS ALLOCATAELE 70O

H
}
!
}
}
H
i
e
1
i
i
!
i

i Ted Utilization Corm.

zmatoloqy Sudj. Coma,

i _Ilood Bank Comm.

i General Fac, Meetings

i zpt. Staff Meeotings

[

Please Hote® CWRU AFFILIATED HOSP
_Patient Serv. 20
Undarad. M2d. Ed. 30
Patient Serv. 20
.- 10
-- 50

P
3
i

b

SN D w N
T

P CUKRICLLAR (G POLENT

'”»én Bed Util. Comma. is.assignable to Pat. Serv., while Fac. Senate is not assignable to any specific program.

CODES FOR SECTION 7

ACTIVITY CODES

Private paticnt core with no students

Rounds, spcc. consults, private care with students,
Hse. Off. supervision on werds

Outpetient activities )

Lab, raciolcgic, patn. & other service functicns
Clinical conferernces, grand rounds

Cprrating or d2livery rcom

Other (ldentify)

Co2:S

- hone
- Clinical Science
- Options, Fhase |

UV N e O
[

= Clinical Clerkshi

Options, Phase 11
~ Opticns, Fnase 111

PRIMARY PURPOSE FACULTY ASSIGNED CODES

1 - Teach MD students

2 - Teach house steff

3 -« Tecach other students

4 - Render patient service

Ps

Planning Office
6-12-72
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VI.

Admissions Problems, Follow-up - Visitations Meeting

On February 16, 1973 the AAMC sponsored a Conference

on Visitations to Undergraduate Colleges Concerning
Health Professions Admissions Problems. The memorandum
which follows is a summary of the proceedings and the
conclusions of the group regarding the proposal.

Dr. Grulee, who represented the COD at that meeting may
wish to expand upon that report.
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DATE February 27, 1973

Permanently
Follow-up Dote

TO: ' Departmeﬁt of Academic Affairs

FROM: Dr. Jarecky

SUBJECT: Conference on Visitations to Undergraduate Colleges Concern-
ing Health Professions Admissions Problems - February 16, 1973

The purpose of the meeting was to determine whether team visit-
ations to selected undergraduate campuses should be organized so that
students and faculties might be advised of the realities of securing
admission to health professions schools. The 15 invited participants
(see attached list) plus some 10 AAMC staff members considered this
question in small group meetings during the morning and in- full session

during the afternoon.

None of the groups presented a strong endorsement of the visit-
ation concept. Reactions ranged from a view of faculty advisors as
having little power and therefore being unable to do much with data
provided by a visiting team to a recommendation that 'a basic position
paper, presenting a strategy to deal with the current difficulties of
admission to schools of the health professions, be evolved. Other
suggestions included the development of a detailed handbook for health

- professions advisors, forums to educate deans and administrators about
_the importance of health professions advising, and ways: in which

undergraduate curricula could be made more flexible. .Some participants - B X
felt- that standards of advising will not be fmproved until such time ° e
as thq'quality of advisory programs is directly related to accreditation.
"~ A philosophical objection to team visitations was that this approach,

essentially negative in ‘its goal to reduce the number of applicants to

health professions schools, might be seen as an attempt to dictate

career choices to students whose freedom to seek admission to pro-

fessional schools ought not to be limited by inadequacies in the

educational facilities themselves. All participants believed that

steps should be taken to communicate as straightforwardly as possible

with applicants to health professions schools concerning admissions

problems, but there was no enthusiasm for direct campus visitations to

accomplish this goal.

From the variety of comments and attitudes expressed, two positive
suggestions evolved: '

1. A detailed brochure including current statistics on the ""demo-
graphy" of application and admission to medical and perhaps
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MEMORANDUM
February 2
Page 2 '

7, 1973

“dental schools should be provided to health professions advisors

Enclosure

RKJ /mc

as a supplement to The Advisor. Advisors could then request
copies as needed for distribution to their students.

A meeting of representatives of health professions school
staffs and associations of undergraduate colleges and univer-
sities should be convened to consider the problems created
by excessive numbers of applicants for both colleges and
health professions schools. The general concern of such a
conference would be to consider ways of reducing or fore-
stalling such tensions.
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Relative to Health I'rofessions Admissions Problems

February 16, 1973

C. G. Grulee, Jr., M.D.
Dean
Louisiana State University

Robert L. Tuttle, M.D.

Associate Dean for Academic
Affairs

University of Texas, Houston

George H. Adams, M.D., Ph.D.

Assistant Dean for Student.
Affairs

University of Arizona

Lester Kieft, Ph.D.

Department of Chemistry

Bucknell University

Charles J. Chantell, Ph.D.

Department of Biology

University of Dayton

Harvey I. Scudder, Ph.D.

Galifornia- State Qolle%e ‘
at Hayward

Frederick E. Mapp, Ph.D.
Premedical Advisor
Morehouse College

Dr. Robert M. Tomlinson

Head, Health Occupations
Programs

University of Illinois

" Thomas J. Ginley, Ph.D.

Assistant Secretary
American Dental Association

Mr. Gary Moore

Assistant Secretary for
_ Student Affairs

American Association of
Dental Schools

Thomas Piemme, M.D.

Group on Medical Education
Coxrrespondent

Association of Physicians
Assistant Training Programs

Dianne Klepper, M.D. ‘

Assistant Dean, Admissions
and Student Affairs

University of New Mexico

Paul Elliott, Ph.D.

" Director and Assistant Deaﬁ
. Florida State University o

Ms, Marlene Leonard

Research Associate

Association of Schools of
Allied Health

- Ms. Susan Weiss

Project Director - Jr.-Sr.
College Allied Health
Inventory

Association of Schools of
Allied Health

e
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VI.

Admissions Problems, Follow-up
Matching Plan Meeting

An ad hoc advisory panel is being convened on March 12, 1$73
to review a feasibility study for a medical student admissions
matching program. Attached are the letter of invitation

to that meeting and a list of invitees. Dr. Grulee will
summarize the conclusions of that group for the Admini-
strative Boaxrd.
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FAFORMANTION CO Y

ASSOCIATION OF AMERICAN MEDICAL COLLEGES
SUITE 200, ONE DUPONT CIRCLE, N.W., WASHINGTON, D.C. 20036 L{B p

- The purpose of this letter is to invite your participation in a meeting
of an ad hoc adv1sory panel to review a feasibility study for a medical
student adamissions matching program, scheduled to meet in Washlngton,
D. C., ®sihaax, March 12.

/e UD;}?/
The Association was asked by the Council of Deans to consider the fecas-
ibility of a matching program as one of the approaches to deal with the
admissions crisis. The Council of Deans formalized this request in the
form of a resolution passed at their meeting in Miami at the AAMC Annual
Meeting. This study has been conducted by an AANMC staff committee
chaired by Bob Thompson with technical assistance from a private consult-
ant group.

The Project Commitiee is concerned with answers to the kind of questions
enumerated on the attached list prepared by Dr. Davis G. Johnson. May I
ask that you give this list your careful study and add to it your own '
concerns and questions in preparation for the meeting. '

Participants should plan to arrive on Thursday evening so that we may
begin our discussion promptly at 9:00 a.m. the following morning in the
" AAMC Conference Room at One Dupont.Circle. We will adjourn at approxi- -

'.nately 4: OO p.m. The A35001ablon will prodee for travel expenses.

Please comolete the cnclosod reOlv form and return it to Dr. Thompson at
your earliest convenience. Snoald you have any questions, you may con-
tact him at (202) 466-5154.

Sincerely yours,

August G. Swanson, M. D.
Director of Academic Affairs
Enclosures

cc: AAMC Executive Staff

' Members of the Project Cormmittee
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INVITEES TO AD HOC ADVISORY PANEL ON THE FEASIBILITY O A MEDICAL
STUDENT AD:ISSION MATCHING PROGRAM

Clifford G. Grulee, Jr., M. D.

- Dean

Louisiana State University
School of Medicine in Shreveport

Harold C. Wiggers, Ph. D., Sc. D.
Executive Vice President and Dean
Albany Medical College of Union University

John G. Freymann, M. D.
Director of Education
Hartford Hospital

John Watson, Ph. D.

Associate Dean, Student Affairs
University of California

School of Medicine

Jack M. Colwill, M. D.
Associate Dean
University of Missouri
School of Medicine

Robert L. Simmons, M. D.
Associate Dean

Student Affairs and Admissions
Louisiana State University

School of Medicine in New Orleans

wWilliam Fleeson, M. D. -
Associate Dean
University.of Connecticut
Scho\v of Medicine

Bernard Nelson, M. D.
Assoclate Dean for Education
Stanford University

School of Medicine

Robert L. Tuttle, M. D.

Associate Dean of Academic Affairs
The University of Texas

Medical School at Houston

Lester Kieft, Ph. D.
Department of Chemistry
Bucknell University

Charles J. Chantell, M. D.
Premedical Advisor
University of Dayton

Harvey I. Scudder, Ph. D.

Premedical Advisor

California State College
at Hayward

Frederick E. Mapp, Ph. D.
Premedical Advisor
Morehouse College

Mr. Patrick N. Connell
Class of '74
University of Arizona
College of Medicine

Ms. Rebecca Backenroth
Class of '74

Boston University
School of Medicine

Mr. Billy B. Rankin, Director

University of Texas System

Medical and Dental Appli-
cation Center

Sam L. Clark, Jr., M. D.
Chairman, Department of
Anatomnmy

. University of Massachusetts

Medical School

Mr. A. Geno Andreatta

Dean for Student Affairs
State University of New York
Upstate Medical Center
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2)

3)

4)

5)
6)

7

.. 8)

9

} 2/1/73
ASSOCIATION OF AITIRICAN MEDICAL COLLEGES X

Possible Quesutions tO be Exnlorad in

Proposed Feasibility Ciudy of Aduissions Matching Plan

(Prepared by Davis G. Johnson , Ph.D.)

admissions matching plan?

¥hat are the objectives of an
and school to get top choices

a) maximizing chance for applicant
b) ability to consider entire pool at once

c¢) end of indecision as to when will jearn vwhether accepted and where
¢) end of some applicants holding saveral places

£ vpusical chairs' at end of admissions scason

e) end o

Are there better ways (i.e. less costly, time coasuming and cumbersome)
of meeting the above objectives?
a) via a single common acceptance date?

Is a matching plan mechanically possibie? .
a) Can it adequately include the school's desire for a balanced
class as regards state of residence, college attended, major, minority

group represen ation, etc?

aber of applications filed?

What effect would plan have on nu
ng plan so number of applications

a) 1Is there any way of controlli
doesn't rise greatly?

What effect would matching plan have on "Early Decision Programs?"
a) Would the two programs be compatible or would one preclude the other?

What effect would matching plan have on the quality of applicants
matched with the less competitive schools? '
To what extent should a matching plan be combincd with ANCAS?
How much would it cost to operate a matching plan?
a) How would this cost be shared by the applicant
‘b). How much“pe;sonnelwquce, gomputer service, etc.
-operate a matching plan? T

and -by the school?.
would be needed to

What effect would a matphiﬁg'plan have on the admissions timetable?

a) To have a match early enough for applicants to make their future plaas
(e.g. Maxch 1st) rank owxder lists might have to be filed by January 15
(according to NIRMP preccedent) which would probably mean an application
deadline of around November 15.

b) Would communication with applicanté be a significant problem?

Continues . . ¢ ¢ - ¢
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10)

11)

12)

13)

14) -

15)

~school justify its total ranking of

rds be incorporated into a matching plan to insure

Bow would financial aid awa
orted by aid available at the

e
that students were admitted whio could be supp
eiven school?

a) Would cach student's financial n

matching criteria?

ced have to become a part of the

35S

Vould a "dry run" be nccussary?
a) 1f so, how much would it cost and who would pay for it?
b) VWould it jnvolve all applicants and all schools or a smaller sample

(e.g. applicants to all the schools in New York State)?
additional lawsuits and/or denm

lemands that a
applicants? ’

Would a matching plan invite

plan result in more reliance on grades and test scores

Would a matching
tive factoxs?

and less emphasis on non-cognx

be established and used to £i1l the places

How would "alternate lists"
tually entering medical school?

of accepted students mnot ac
over 20,000 applicants

to medical school? Would
dual system of notification?

What would the emotional impact be of having
notified simultaneously of their rejections
this be bettexr or wWorse than the present gra
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VIiT..

Guidelines for Academic Medical Centers Planning to
Assume Institutional Responsibilities for Graduate
Medical Education

The AAMC Committee on Graduate Medical Education has

prepared the above entitled report which appears on the
following pages. The Executive Council will be asked
to act upon this report at its March 16, 1973 meeting. ,
It appears in this agenda to permit full COD Administrative
Board discussion prior to the Executive Council meeting.

Recommendation: That the COD Administrative Board adopt
the report of the Committee on Graduate Medical Education.
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FOREWORD

The Assembly of the AAMC approved a statement in Novem-
ber of 1971 urging that the academic médical centers assume
institutional respohsibility for‘graduate medical education.
These guidelines have been developed to assist faculties
seeking to develop a plan for institutional assumption of
responsibility for the various internship and residency pro-
grams in their academic centers.

In developing this document, the Graduate Medical Educa-
tion Committee and the staff drew heavily upon earlier commit-
tee reports. These are mentioned in the Historical Summary
and should be referred to by faculties and their planning
committees. The Historical Summary also sets forth the rapid
and accelerating change in graduate medical education in the
United States.

Because the rate of change iﬁ graduate medical educa-

tion has been.paralleled by an increasing complexity of aca-r

demic medidal,éenters,yit has, been necéssary to. keep these -
. UE 1 :

guitelines broad. Major conceptﬁal'ideas for which policies-
and administrative detail must be déveloped are set forth.

It was not intended that a single best solution be promulgated.

The value of these guidelines will be enhanced if the

specific pfoblems which are met and resolved (or not resolved)
by the institutions as they attempt to meet the Assembly's
challenge are communiéated on a national level. From the ag-
gregate experience plans for specific studies in national pol-

icy development can be derived.
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I. INTRODUCTION

Graduate medical education is the process that differ-
entiates the multipotential holder of the M.D. degree into
a.competent, professional physician who has the requisite
knowledge, skills and judgement to begin a'lifelong career
of service and learning in a‘delimited area of medical prac-
tice.

This document sets forth guidelines for the development
of overall institutional responsibility for graduate medical
education. It is particdlarly‘directed towards academic
medical centers with medical schools conducting undergraduate
programs leading to the M.D. degree, but it has broad appli-
cability to all institutions conducting programs fqr the grad-

vate education and training of medical specialists.

II. HISTORICAL SUMMARY . .

Attaining the M.D. degriee now signifies thét the recip-

_ient is prepared for further education rather than for an

independent professional career. The degree is a benchmark
of transition from the first phase of formal medical educaticn
to the second. In the first phase the goal is to educate and

train students in the basic and clinical sciences to the point

- that they are capable of obtaining clinical, social, and cul-

tural data from a variety of patiehts; are able to assimilate

and record these data in a logical and coherent fashion and
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correlate this information, to a limited degree, with the

existing body of biomedical, scientific knowledge in arriv-
ing at diagnostic and therapeutic decisions. As the body of

knowledge has grown and the skills for collecting data and

providing therapy have become more and more complex, the un-
dergraduate phase of medical education and training has been

complemented by a formalized graduate phase.

This phase, largely based upon direct responsibility

for patient care, has developed as an apprenticeship system,

supervised and controlled by each specialty discipline. Na-
tional standards for accreditation of graduate programs and

for certification of individuals by examination have been

evolved by each specialty. Directors for each specialty
graduate program are principally guided by these national

standards.

In general the system has been successful and has pro-

" duced hlghly tralned and. skllled spec1allsts However,. the

rcllance on natlonal pollqmes, establlshed solely by spe01al-

v

is 3 in each discipline, for acéreditation and certification

has not been optimally responsive to societal needs and has
produced a relatively inflexible graduate medical educational
system which tends to neglect the variations in residents,
inétitutional characteristics, institutional missions and
national and regioﬁal health service needs.

The nation's medical schools are now providing staff and

facilities for the graduate education of 80% of their M.D.
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recipients. Thercfore, thesc institutions and their affili-
ated teaching hospitals should properly assume a larger de-
gree of responsibility for the conceptual development of the
graduate phase of medical education and for setting the stand-
ards of accomplishment for the students whom they educate and
train.

Granting the M.D. degree has been the responsibility of
academic institutions for the past fifty years. The assump-
tion of this responsibility terminated the era when medical
education was controlled largely by the practicing professioﬁ.
As a result, new standards derived from.the broad perspective
of the universities promoted an adherence to excellence in
scientific and clinical education and created institutions
capable of scientific investigation and the application of
new biomedical knowledge to medicine.

Medical schools, as they became components of universi-

ties, established their medical educatlonal programs by

fl : & .
achlevelng a consensus of the entlre faculty of the school.

This involved both ba51c sc1cntlsts and clinicians. Cr}terla
for student selection and standards for promotion and gradu-
ation also were considered to be a responsibility of the entire
faculty. While constrained to a degree by state licensure
laws, accreditation standards, and the "conventional wisdom"

of the medical establishment, schools could develop special
curricula and instructional techniéues peculiarly suited to
their students, their resources, and the needs of their commu-

nitics or regions. Until the mid-50's, few schools made sig-




‘that they can be permitted a
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nificant experiments in modifying the conventional (i.e., 2

basic scicnce years, 2 clinical years) mode of the tradition-

al four-year undergraduate education for ‘the M.D. degree.
During the past fifteen years, and particularly during the
past five, new approaches to undergraduate education have

been common. The forces promoting curricular experimenta-

tion are complex, and they vary from one institution to another.

The opportunity to depart from tradition is in large measure
afforded by the willingness of the accrediting agency (the
Liaison Committee on Medical Education), state examining boards
and other public agencies to trust that the "corporéte wis-
dom" of the entire faculty of a medical school will assure
maintenance of basic and fundamental academic standards. This
trust has been enhanced by the emergence of large full-time
faculties in both the clinical and basic science departments.

These faculties are considered to be of such high quality

laréé.deéree_gf ipsﬁitutional
sg%f—determination for.undergpaduat;.mediéal eduéation.
During the perioa when uﬁdergra&uate education was. tra-
ditional and essentially standardized, and most M.D. recip-
ients entered practice after one year of internship, the pur-
pose of graduate medical education was to produce a few qual-
ified specialists in those clinical areas which required de-
tailed knowledge and skills not ordinarily provided in the
fbrmal medical education program. It is not surprising that

the first four boards cstablished during the period from 1916
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to 1932 were in Ophthalmology, Otolaryngology, Obstetrics
and Gynecology, Dermatology and Syphilology. Individuals in
these disciplines, concerned with assuring high standards
of education and training for those who called themselves
specialists, promoted the establishment of Boards to lay down

national standards for program length and content and national

~examinations to assure the competence of those certified as

specialists.

Reliance upon rather rigid standards for program charac-
teristics and individual certification was necessitated by
the diversity of settings for graduate hedical education.
Hospitals, both those affiliated with and not affiliated with
medical schools, were the institutions for graduate medical
education; and in either setting, the program for each spe-
cialty discipline was considered the sole responsibility of
the spec1allsts 1nvolved in that discipline. A broad insti-
tutional respon51b111ty for graduate educatlon, similar to thatil
ta’en by the entlre faculty for undergraduate medlcal educa—
tlon, did not evolve, even as the numbel of specialty Boards
increased and as the setting for graduate medical education
moved more and more into the academic environment of the med-
ical schools.

While initially graduate education was largely conducted ;

i

by full-time practitioner-specialists in the context of their
own practice, the development of fdll—time, clinician-aca-
demicians in medical schools gradually moved the major re-

sponsibility for graduate medical education into the province




grams were now -a major responsibility of these institutions.
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of acadenic medicinc. Students promoted this transition by
preferentially choosing programs established in academic
settiﬁgs over those lacking academic affiliations. During
the past decade, Board members have been increasingly drawn
from physicians in the academic environment.

In 1966 the AMA-sponsored Citizens' Commission on Grad-
ﬁate Medical Education, recognizing the significant engage-
ment of academic medical centers with graduate medical educa-
tion, recommended that the universities assume full respon-
sibility for all of graduate medical education in the hation%
In 1968 the Council of Academié Societies of the AAMC pub-
lished a report of a major conference on "The Role of the
University in Graduate Medical Education." This report
pointed out that although the setting for graduate medical

education had shifted into the academic medical centers,

there was insufficient recognition that these graduate pro-
‘ 2

. .

'In 1971 .the Assémbly of thé AAMC approved a statement urgihg"

- P . ’ . . . .
- thL constituent members of the Association to assume respon-

sibility for graduate medical education in a manner analogous

to their assumption of responsibility for undergraduate medi-
3,4

cal education.

The foregoing has related the movement of graduate medical

“education into the academic environment largely to the develop-

ment of full-time clinical faculties and to studcent preference
fqr the academic setting. Several other factors have been

operant in this evolution.
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The explosion in biomedical knowledge and technology
largely is a product of the university-based medical school,
and the most comprehensive exposure to this new information

can be gained at the university centers. University centers

“have also commanded more resources for procuring advanced

equipment and specialized personhel. While such expenditures
have generally been for research purposes, the opportunity
to learn the latest methodologies for patient care has been
provided to graduate medical students in these settings.
Training programs supported by federal funds haveAlargely
gone to university-based medical centerg. Thus, direct sup-
port for individuals seeking graduate education has been more
available in programs directed by full-time, academic clini-
cians.
The ascendancy of graduate programs in the academic in-
stitutions has been significantly related to external forces,

partlcularly those promotlng rescarch and 1ncreascd spec1al-

'1sm in med1c1ne. The 1nst1tutlons, elther 1nd1v1dually or

in the agglegato, have only recently reallzed that they must

become concerned with the impact of their large graduate medi-
cal education commitments, on their resources and upon the
characteristics and quality of hedical practice in their com-
munities and the nation.

During the bast several years, significant changes have
begun to develop in the national abproach to accreditation

of graduate programs and the certification of specialists.
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Thesc changes can provide opportunities for the faéulties of
graduate medical educational institutions toAmove toward a
broader responsibility.

In the accreditation arena, the formation of the Coordi-
nating Council on Medical Education and the Liaison Cormittee
oh Graduate Medical Education has established for the first
time an opportunity for five major national organizations to
participate in remodeling the accreditation of both under-
graduate and graduate mediéal education. The parent organi-
zations are: the American Medical Assogiation, the Associa-
tion of American Medical.Colleées, the American Board of
Medical Specialties, the American Hospital Association and
the Council of Medical Specialty Societies. These provide
for broad input into both the Coordinating Council and the
Liaison Committee on both undergraduate and graduate medical

education. It is likely that proposals for innovative im-

- provements in-educational programs will receive interested

-and sympathetic attentiodn by‘theSe'ﬁeﬁly—formed bodies.

During the p;ét'décadey the spééialty Boards have beeh
seeking to improve their certification procedures for indi-
viduals. Increasingly they have turned to the National Board
of Medical Examiners for advice and assistance. The National
Board, recognizing that rapid changes are occurring in both
undergraduate and graduate medical education, is in the pro-

cess of reorganizing itself so that it can provide more effec-
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tive service for certifying that recipients of the M.D. de-
grece are prepared for entering graduate education and also
assisting the Boards in developing assessment systems of
high quality and validity.

In the discussion and debates which have led to the es-
tablishment of a new accrediting system and the reorganiza-
tion of the National Board of Medical Examiners, it has been
repeatedly emphasized by many who participated that the in-
stitutions of higher education which conduct programs for
the education of physicians must assume. greater responsibility
for the guality of all programs conducﬁed under their aegis.
Further, there is general recognition that in a complesx, plu-
ralistic society, national agencies cannot effectively over-
see either accreditation or certification without delegating
responsibility to institutions which are dedicated to main-
taining and improving gquality.

At this point in timg, the.égorgénization which has been
écpomplished on the néﬁional‘scehé ﬁrqvidés bo£h:aﬁ opportuF
niéy and a challenge‘tb the aéademié'ﬁedical centers to assume
greater responsibility for and greater authority over gradu-

ate medical education.

III. GUIDELINES

A. DETFINITIONS

l. Graduate medical education is that period in the for-

mal education and training of a physician which usually fol-
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lows the granting of the M.D. degrec and culminates in qual-
ifying for certification in a specific clinical discipline.

Certification is obtained by the satisfactory completion of

‘a proaram of education and training, and passing an exami-
e

nation or examinations conceived and administered by a na-
tional body (Board) representing the discipline.

2. GCraduate medical students are individuals, usually

with an M.D. degree, who are enrolled in a graduate medical
institution and are pursuing education and training in a
program leading to certification in a clinical discipline.

The traditional titles "internh, "residenﬁ", "clinical fgllow"
or "house officer" recognize the hospital-physician role of
these individuals. Although such titles do not convey their
semi-student status or their role in health care delivery
outside the conventional hospital setting, the titles "resi-

dent" or "clinical fellow" are widely understood and are pre-

. ferable to “student"}ér,“traineé";

. 3. - A.graduate medicdl education ‘program is a complete
te . . LA . L . .
"educational and training experience which prepares residents
to assume independent responsibility for patient care in a

specific clinical discipline.

4. The graduate medical education faculty in an insti-

tution ordinarily should include all the full-time and part-
time faculty normally responsible for undergraduate medical
education. The need to incorporate learning opportunities

in the basic scicnces into graduate programs will provide a
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special challenge to the basic science faculty and their clin-

ical colleagues. Institutions utilizing part-time clinician-

teachers are encouraged to provide these individuals with ap-
propriate input into program planning and appropriate recog-
nition.

5. Academic medical centers with institutional resnon-

sibility for graduate medical education are institutions or

institutional consortia which provide the spectrum of scien-
tific and clinical faculty, the facilities, and the aéminis—
trative capability necessary to plan, conduct and evaluate
graduate education and tfaininé based upon policies and goals

derived on an institution-wide basis.

B. THE INSTITUTIONAL SETTING

1. Introduction

Graduate medical education requires a special institu-

. tional settlng Academic medlcal centels plannlng to assume
:respon31blllty fOl grgdUate medlcal educatlon must recognlze_
fthe need for an 1nst1tutlonal system capable- of dellvellng

* health-care services, ranging from primary to tertiary, in

a variety of settings.

In develobing the health services appropriate for grad-
uate programs, the centers will need to encourage the par-
ticipation of individuals, institutions and agencies having
primarily a service commitment, but willing to make a commit-

ment to the academic mission. The new institutional form




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

-12-~

derived from this amalgamation will have both spcciél charac-
teristics and special problems which may rcquire changes in
the conventional managcﬁent and governing policies of either
the academic or the health service institution. The academic
programs and the service programs must be blended. The fac-
ulty must be composed of individuals with a variety of aca-
demic and professional capabilities; and as a faculty, must
be capable of recognizing the contribution of all its seg-
ments to the-common goals of education, service, and research.

Financing, although derived from multiple sources, must
be apportioned to assure that éhe various missions of the in-
stitution remain in dynamic and effective balance.

2. Governance

a. Role of the Governing Board. The academic medical

center which broadens its responsibilities to include grad-
vate medical education must be cognizant of the need for a
governing‘bo;rd.madé.ﬁp of inQiViduals who can under%tahd'
iﬂ; speéial.proglems and rake poliéy deéisions'&hiéh raﬁge
frém.thése felated to academic éovefhénce to those required
in the institﬁtional delivery of health care services. Where
the academic center is a consortium of institutions with
their own governing boards, a governance mechanism represent-
ing all institutions should@ be established to implement policy
decisions related to the overall educational mission of the

center and to articulate these policies with the service mis-

sions of the scveral constituent institutions.
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The provision of health services to the community is

essential for accomplishing the graduate medical education

mission, and the board must be sensitive to the needs of the

community for health services. There should be provisions
made for input to the board from recipients of thesc services.

b. Role of the Facultv. Faculty should be responsible

for policy development and program review of all facets of
graduate medical education. Faculty from both basic and clin-
ical acédemic departments should expect to contribute to the
teaching programs of the various disciplines. In most insti-
tdtions, mechanisms for ensuriﬁg that the faculty exercises
this responsibility have been well developed for the under-
gradﬁate program leading to the M.D. degree. Because of the
greater complexity of graduate education, it is particularly
important that broad participation of members of the facﬁlty,
ranging from basic scientists to practicing clinicians, be
engaged in setting standards for- student selectlon, review-
1ng and approving curllculum.pluns, a;se551ng thc validity

of resident cvaluatlon plocedures, and ratifying the gradua-
tion of residents from various graduate medical programs.

This will necessitate establishing a multidisciplinary re- .
view system for each graduate program. An overall facultf
committee for broad policy development and the adjudication of
disagreements will surcly be nceded.

c. Role of the Residents and Fellows. Because residents

and fellows are expected to educatce and train those junior to
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"them and arc also expeccted to sharc in the supervision of

patient care provided by those with lesscr experience, they
should be provided appropriate involvement in the affairs of
the institution. This involvement should be particularly

directed toward enhancing their teaching and supervisory skills.

3. Aéministrative Arrangements

Administrative systems will vary depending upon the size
and complexity of the academic medical center. The import-
ance of providing for the following relationships is emphasized:

a. The ultimate responsibility and authority for the
educational programs of the academic cehter should be lodged
with an individuvual who has direct access to, and is .also re-
sponsible to, the governing board. When the graduate medical

institution is a consortium of institutions, the relationship

~of this administrative officer to each institutional member

should be explicitly stated.

b. The undergraduate and graauate medlcal educatlon
programs should be admlnlstr;tlvely llnked -

c. Because of the dlfferenelal nature of graduate medi-
cal education, the specific programs leading to different
disciplinary careers should be planned and implemented by
faculty members specifically responsible for each program.
However, the autonomous discreticn of these program directors
should be limited. ?he individual with overall responsibility

for the center's educational programs should have administra-

tive authority over each program director and should assure
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that the selection of students, appointment of facﬁlty, de-~
velopment of curricula, assessment of residents, evaluation
of the educational process and outcomes and the commitment of
resources for all programs are commensurate with the polcies
for graduate medical education established by the entire fac-
ulty.

d. Becausec administéring a health services delivery
system is a complex task, it is likely.that an individual
with particular skills will be delegated this task. It is
extremely important that this individual and his staff under-
stand the interdependencé of the service and educational pro-
grams of the center and that he be a member of the team of

individuals responsible for the educational mission.

C. RESIDENT SELECTION, EVALUATION OF PROGRESS AND GRADUATION
1. Selection
Residents selected shogld oxdinarily have achieved the
M.D. degree or its eéuiyalent. ‘This is not to 'be construed

to'.interdict programs which coordinate theix curricula with

" the undergraduate'medical school curricula of students who

have made early carcer decisions for a specific discipline.
Specific criteria for selection for each program should be
deveioped and approved by the general facultonr a represent-
ative body of the faculty.

2. Evaluation of Progress

_a. General. Procedurcs for evaluation and reporting

the progress of residents in each program should be developced.
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These procedures should include an assessment of knowledge,
skills, performance and judgement in the particular discipline
pursued and an overall assessment of attitudinal development.
No specific examination or rating system is recommended but
evaluation should be carried out by faculty members both

within and without the resident's discipline. There should

' be clear evidence that progress is periodically evaluated (at

- least annually) and reports of these evaluations should be

on file in a central office of the institution. Provision
should be made for regularly apprising residents of the fac-
ulty's evaluation of their proéress. This feedback is essen-
tial. Evaluation reports should be utilized to verify that
residents are ready to graduate and be certified as prepared
for Board examinations.

b. Evaluation of Readiness for Increased Patient Care

Responsibility. A fundamental educational technique of grad-

-uate medical education is caring'for patients in a carefully

‘superviséd setting. As residents achieve increasing knowl-

‘edge, skills and judgement, increased responsibility for

making decisions and providing services is necessary. Faculty
supervision of residents is an importaﬁt and intricate matter.
On one hand, failure to allow residents to grow into increas-
ing responsibility inhibits their professional development,
while on the other hand, permitting prcmature assumption of
responsibility endangers patients énd may encourage the de-

velopment of undesirable attitudes and behaviors which will
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prove detrimental far beyond the training ycars. This dif-
ficult problem of matching responsibility with achievement
cannot be resolved by arbitrarily assuming that after fixed
periods of time in a program, all residents are recady for
similar levcls of responsibility. Verifiable and auditable
methods of determining readinessvfor the next level of pa-
tient-care responsibility should be developed. These may
include reports of direct observations of residents in the
patient-care setting by several faculty members, audits of a
resident's patient records, the use of simulation technigues,

and written or oral examinations to determine knowledge. Spe-

cific and measurable criteria should be determined in advance
in order to achieve optimal evaluation.

3. Graduation

Certification that an individual is prepared for inde-
pendent patient—care responsibility is a dual function shared
by the graduate medical 1nst1tutwon and the Boalds Gradu—
atlon should be acknovleaoco.by Lhe awardlng of a certlflcate
whlch signifies that the entire faculty recognizes that the
individual awarded the certificate has met all of the require-
ments set forth by that faculty. The institution should place
the same stress on its public accountability for the awarding
of such a certificate as do institutions of highef education
in awarding advanced degrees.

Examination by thc appropriate specialty board complectes

the certification procedure.

ot e et =2 g Aot e
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4. Resident Counsecling

An advising and counscling service should be available

to graduate medical residents.

D. CURRICULU:! AND THE LEARNING ENVIRONMENT

1. Curriculum Development

It is recognized that each graduate discipline in medi-
cine has its special body of knowledge and skills. Neverthe-
less, it is not necessary that all graduate programs in a
discipline have either identical content or identical require-
ments for length of training.  Broad guidelines indicating
the expectations of achievement for professionals in each
discipline are achieved through a national consensus and pro-
mulgated by the Boards. Program directors, faculty and res-
idents are encouraged to develop their own curriculum for
each discipline taught within the institution and to experi-
ment with the development of new disciplines which can pro-
vide patient care more effectivefyf

In developing cuf;icuia: ca£efdl_atténtioﬁ sﬁoﬁld be péid
to'the special distin;£ions wﬁich maké each resident unique.
These include prior educational background and cognitive, per-
ceptual and manual skills. Opportunities should be provided
to residents to plan a significant portion of their programs
with the advice and counsel of faculty.

Effective performance in any specialized discipline of

medicine is founded upon general knowledge and skills common
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to all physicians. Undcrgraduate medical school curricula
are designed to provide students with these basic skills.
However, if residents have not had a sufficiently broad esx-
perience in the general clinical areas relevant to their spe-
cialty, this type of expericnce should be provided. The
timing when residents in various disciplines achieve optimal
basic knowledge and clinical skills is of lesser importance
than ensuring thaé these skills are achieved before the resi-
dents are certified for graduation.

2. Balancing Service and Education

It has been repeatedly eméhasized that graduate medical
education is based upon the provision of personal health care
services to patients. A willingness‘to serve patients is an
important professional attitude for physicians. The obliga-
tion to provide patient services must be a part of the learn-
ing experience for all residents. Graduate medical residents
are expected to assume increasing.service loads as they grow

and matule 1nto thell ful] profe551onal roles, and must the1e~:
fcx: w1lllngly accept the responsibility of serving the'needs
of patients in all settings. This emphasis on patient service
must not be construed as condening excessive dependence by
institutions upon residents and clinical fellows for thé pro-

vision of patient services.

3. Continucd Intellectual Growth

While learning in the setting of direct patient carc is

important in graduate medical education, it is essential to




effectively in the clinical setting.
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balance the educational strategy with a similar emphasis on
continued intellectual growth in biomedical knowledge. Res-
idents shculd be taught how to continue to expand their fund
of knowledge in an organized fashion while fulfilling the
demands of accepting incrcasing responsibility for patient
care. |

The development of a 1eerning environment which maintains
residents' interest in the basic biomedical sciences during
the graduate years is both an opportunity and a challenge for
the faculties of academic medical centers. Basic scientists
and clinicians should work together to maintain and stimulate
the intellectual curiosity of these older, now differentiat-
ing residents. The instructional techniques for this group
must be especially tailored. Adherence to the techniques
which are effective for undifferentiated, undergraduate medi-
cal students frequently will not succeed.

Centers assumlng responsmblllty for graduate medlcal ' ¢

L.

edu catlon should plan to c“upport enlarged basic science facul—d"

Y

ties and should seek to recruit ba51c scientists who can teach

E. FINANCING

1. Institutional Financing

Institutions seeking accreditation for graduate medical
education must develop sufficient financial resources for

supporting educational programs to ensurce that administrators
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and faculty with primary respcensibility for education can
devote their principal encrgies to conducting the various
programs.

Because teaching and practicing clinical medicine are
inextricably related, it is expected that faculty having
teaching responsibilities will also care for patients. Pay-
ment for patient services delivered in the teaching setting
by both faculty and advanced residents.is appropriate and
essential. Funds so generated should be collected ana man-
aged in such fashion thap the financial needs of faculty,
residents and educational programs are met effectively and
fairly. This plan should be formally established, agreed to
by the faculty, and its administration should be periodically
reviewed by the governing board.

Residents and faculty both contribute to the services

provided patients by hospitals. Hospitals providing facili-

"ties for graduate medical education must, therefore, contrib-

‘ute to the‘bhdget-fbr,gfaduate médidal'educationr

2, Resident_Fiﬁancing'

Because the graduate education and training of fesidents
is long and the intensity of their responsibility precludes
their earning extra income, the costs cannot be borne soleiy
by ﬁost residents.

Residents, as they advance'throﬁgh their training, pro-
vide essential services to patients both on behalf of hos-

pitals and their physician-tcachers. The financing of resi-
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dents should recognize thesc services, and incone derived

from both hospital charges and professional fces should be

budgeted for their stipends. ' |

F. GUIDELINES CONCERNED WITH RELATED ISSUES

1. Patient Recoxrds

Effective learning and effective evaluation of the learn-
er in the clinical setting are dependent upon the excellence
of patient record systems. Academic medical centers should
make every effort to maintain high guality patient record sys-
tems. The goals should be:

a. To make the patient record an effective instrument
for ensuring excellence in the provicion of care to each
individual patient.

b. To make the patient record an effective instrument
for learning by displaying all data legibly and in a manner

which assures that the rationale for each decision is clearly

evident.
c. To make the patant recomc an effectlve 1nstruﬁent
fo: evaluatlng the gquality of performgnce of the re51dent by
making the records auditable. Accomplishing an audit should
not require extraordinary investment of time by the reviewcr.
An optimal learning environment requires that the learn-
ers and their teachers participate directly iﬁ patient care

and record their obscrvations, opinions and decisions direct-

ly in the patient reccord.
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2. Attitudinal Development

Graduate medical education has developed becausce of the

need to provide specialized knewledge and skills to physi-

‘ciéns in delimited arcas of medical practice. This thrust

has placed an emphasis on the attainment of such knowledge
and skills,.often to the exclusion of cultiﬁating a profes-
sional awareness of the emotional needs and cultural charac-
teristics of patients as individuals or as members of specif—
ic populations. Graduate medical institutions should be
aware that an essential portion of their educational mission
is the maintenance and cﬁltivation of helping attitudes in
their residents. Many institutions have available to them
faculties in the behavioral sciences. These faculties are
showing an increasing interest in participating in medical
education and they should be encouraged. However, the fac-

ulty responsible for graduate medical education must assume

‘primary responsibility for maintaining and c¢ultivating an

awhreness of the physician's responsibility for encompassing

 alI facets of patiémis'l needs——physical,‘emdtional énd_cultural.

3. Education With Other Health Professionals

Increasingly, physicians are dependent upon the knowledge
and skills of other hcalth professionals. Optimal provision
of personal health services to an expanding population with
increasing expectations for hecalth care can only be met by
the efficient utilization of all aQailable talent. The per-

iod of graduatc medical education provides special opportu-




‘nities for training physj

fessionals.

: Professionals othe

In developing Cducationag] policy,

curriculum, and instryc-
tional'plans, membey

1th professions jip the

real context Oof patient care. Having residents develop an
understanding of the speeial abilities of other health pro-
fessionals, Coupled with learning how to ge
bilities to those colleagues,

4. Primary Patient care :
T2 IENt Care

An emphasig

sulted in g5 graduate medical

education System focuseq Princi-
- pally onieducating and training:physiciansffor highly Sspe~ '
fciulizedifelee initne tgeatmentfof’ﬁiéease. The generalise,
fprepared to:assume:pfiﬁary tespon

sibility foy Patients,
not receiveg major attention,

Institutions for graduate meq@i-

cal educationp are Gncouraged to exXperiment witp the

develop—
ment of delivery

Systems ang cducational Programs v
a significant pro
velop career

hich will
eéncourage

Portion of their residents to de-
S as Primary care Physiciansg.
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5. Manpower Distribution by Specialty and Geographic

Location

a. Specialty distribution:

Academic medical centers should plan their program in
graduate medical éducation in accord with specialty manpower
needs of both £heir regions and the nation. In a nation which
is undergoing significant changes in its health care delivery
system, projecting manpower needs reguires complex planning
technology. The geographic mobility of physicians further
complicates local and regional forecasting. Institutions are
urged to utilize resources available locally in developing
manpower projections and to cooperate in national efforts to
estimate the types of specialists needed in medicine.

b. Geographic distribution:

Solving the problems of getting physicians to settle

and work in medically underserved areas is complicated. While

.there are many financial and cultural factors which influence

phwsicians in their decisions for location, the professional

\ .. . b . . . . . . .
experiences- provided - -during. their graduate education may be

influential. Learning while caring for patients in well-run

ambulatory settings remote from the acute-care teaching hos-
pital may provide insights into the feasibility of establish-
ing a practice in more remote areas. By extending graduate
education opportunitics into remote settings, academic medical
centers will also provide opportunitics for continued partic-

ipation in medical cducation by physicians who choosec to es-

tablish their practices in these arcas.
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“VIII.

Report from the Ad Hoc Committee on Continuing
Education

One matter considered by the Board as deserving
priority attention by the Association is the
matter of the role of the Association and its
constituents in continuing education. Attached
is a report of the Association's Committee on
Continuing Education. The Executive Council
will be asked to act on this document.

Recommendation: That the COD Administrative
Board endorse the report of the AAMC Committee
on Continuing Education.
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FOREWORD

I3

The Ad Poc Committec on Continuing lMedical Education was
charged with advising the Association of American Medical Col-
the role that the Association and its con-
stituents should play in continuing cducation in the future.
Implicit in that charge was the view that continuing educa-
tion has not bhecn effective in accomplishing its imputed pur-
posc;—to make Dnv31c1ana of all ages optimally effective in
the perfermance of their professional duties.

Data on performance of physicians (including those hold-
ing full- and part-time academic appointments) are difficult
to acguire, but the information available suggests that there
are significont defects in performance. In the opinion of
the commitiec, there arc two main reasons for these deficien-
cies which are of 1np01Lunce to medical faculties.

The firsz is that the bel;xlﬁ lmp‘lLCd ourlnﬂ.tho aca-
dc\ c ycL Xs éb ﬁot, apparcutly, pcr51gt lono into the pléc;
tice &eais. -The préssures of practice envelop the physician
before he 1a§ an opportunity to adapt to the discipline re
quired to continuce his learning.

Sccondly, decgpite a complete lack of evidence of cffcct-
iveness, the “shotgun“ approach continues to be the pattern
of gontinuing cducation as provided by medical facultics and
associations. The committec guestions the effectiveness of

short couwrscs, audio-tapes, videco-tapes, and even books and
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journale when thay are considered in the licht of the docu-
sented boliavieral chancos expoericnced by the majority ol phy-

3

siciong aftcr thoey becoms involved in the delivery of hoolth

Measuremants ¢f continuing cducatiocn, such as coertilfi-

cates of attondance, recognition rewards, and possibly re-

certification and rclicensure by examination, are not mcasure-
ments of the end objective--improving patient care by chang-
ing the bchavicr of physicians--and have no greater correla-

-

tion with this objective than do grades and class

=

rankings
in medical school with performance during clinical graduate
training.

Therefore, it is the thesis of this committee that con-
tinuing education cannot and should not be separated from
the initial formal education and that medical faculties must
strive to incorporate into the basic and graduate training

A

years thosc continuing education methods which have been‘

: .
. .

sli~n to be ¢ffective. s
The COWuittOG repért devélops tﬂis position and aléo
cemphasizes that the AAMC and its constitucnts must make plans
for instituting educational policics which bear dircctly on
thobproblcn of making physicians continually responsive to

the chancing knosledee and techneloyy of medicine in the con-

text of thoeir daily yesponcibilitics forx paticent care.
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The cowiaittes deloermined that £fuliilling its charge ro-
quired that it considor continuing cducation not in the

content of thae past or present but in the context of future.
There was a consensus that there will be increasing cupecta-
tions by the public for professional accountability (that is,

tainahle at reasonable cost).

o
O,
G

that high quality care be

A modificed Delphi technigue was utilized to obtain opin-

4

Fa

and char-

()
S
0
-
k
ﬁ_\
=
oF
®

ions of the entire committee regarding

acteristics of the health’ care delivery sys:

ext 10 years.

1. Physicians will continue to have the major respon-
sibility for patient care, although they will be increcasing-
ly associated with and assisted by other health professicnals.

. 2. Group pY“CflLG will increase until by the end of

e tho decudn at leas t 50%-=and perhan:z. as high as 80%--oi all

physicians will be membors of organized medical groups.

3. Thesec ré'ls will incrcasingly be associatcd with a
specific no~>1v4f.

4. TForty to scventy percent of physicians will reccive

at lcast threce-fourths of their professional incomes from

5. There will be systomatized methicds of assuring an
acceptable quality of physiciin paerfornannca.  The responoi-

bility for defining accountability will be shaered by:
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(a) practicing

(b)Y the fedoral

DY et L Cam s o mam s .
(c) third-parey incurance carricrs, and
L u

(d) consuincira.

The conmiittoe belicves that thoe Gefiniticn of thoe g

of guality will be

physicians and medi

Pagie

PN R SN R e~ bl -
phocicians and medical cducators,

LRI )Y T 4
Governriont,

KN

I
0O
[

H

£
3!

-
BXREN

-

prodoninantly initiated by practicing

ical educators

6. Efforts to conirol quality of medical practice will

include:

(a) Audit systems such as . the Professicnal Standards

Review Organizations alrecady enacted into la

(b) Relicensure

“

and recertification with recertifica-

tion being distinctly favored.

(c) Periodic updating as a condi

ploymont

+ion for continued cm-

in both private and public clinics.

(d) chuirement for continuing education credit even

though there is 11

ar  ring that phySlClaDS well responsibly modify thelr prac-

L7o evidence that this is effective in

ti. . as knowledge and technology advance.

7. th incre

therce will be an incrceasing cmwphasis on educational proworan.s

for physiciins by h

‘The committoe!

with the hnovloedge

wpected to boe conducted by physici
in organizoed groups

~salary in a social

~

scd demand for public accountability,
ospitals oend clinics.
s recommondations must then be interpretoed
that moedicol practice in the future is
ans predominantly workiing
with the majority rowarded through a

systom d<uunding accountability forx control
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placing an Incrrooing Crphouis on Staity cducalbion.
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1. The wmedical faculty noe CLity to Lmprol:
7 FP S N T TR NP 2 o Y .y
upon &ituds st the proccas ~-odueaiicil 18 Coii-

., oy a e T T e T o~ am ~ Y g o 7 U A Y N T
tinvons and that they arc going to be expecicd to demoii-

' ) - o)

The form in which students and physicians will be asked
to demonsirate competence will vary as thelr carecrs evolve.

ons will play an import-

¢
[N

Initially, writtcen cognitive examinal
ant part in cvaluaticn; but these will becone less freguont
ac skills, attitudes, and ability to cceduce appropriate con-
clusicns from given data are tested. In practice the quality
of care actually being delivered may be the method by which
pb;' ician competence is'conrtantly monitored.

mugt cocrerate with practicing

L
{(h:'."t 28

’ K 7.
2. Jlledieal

' P T DT S R U s I ) cotliag these P
O CHSHPE THET QOGTER R Gl TH N el hese crledtl a
7 P ! .. L. 7 -
are browsli to the alltewldici of phyeicians wlhie ar
.
S e holos Ui comnee b T g
l)x,-JU_-..HA-\. ARG ST EIN Crod SEheTe bt I a,

cen be defined and plans laid,

defore cduacaetional

it is esseontial that the real cducational nceds of physicians

be identificd. Needs must relate to specificd deficicencices
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in knowl o, skills, attitudes, and medical care aclivery
organizational structures which aroe 1mpairing ortimal pa-

- . i P . P T S, o~ . S
tient care. This ceffort connct he uanilatezral. Thoe acadsniic

staff must be as willinca to exarine and corrcect its own de-

2¢ it ig to criticize

r3 0of the nonacedemic cowmunity of phy-

sicians. Students must see that theif mentors are willing
te in rigoxous criticism of thei own clinical
activities. The deveclopnent of pesitive and responsive at-
titudes of open dialogue among lh\.lcians must be imnprinted
as early as possible. Taculty examples of disregard of

criticism may be a significant factor in imprinting and

their willincnoss to participate in lifelong learning.
) l N g g

In deoveloping criteria, both the processes of p“t. ent

care and outcomzs must be scrutinized. Althoucgh the pa“1cnt

population alm thn, mi ssuon of d_\AC":‘._W“C hospitals vary from

nc: =cademic honlbuls, the' conmittee urges that equivalcnt

standards for ens1;1nc opLxm“l aualaty be reguired foxr all

health providers in a community.

Initially, both the establishment of criteria and the

pas

develepment of a fecedback system must be modest in scope,

but ultimatcly criteria for all disciplines and subdiscipline:

of clinical medicine should have a systarmatizoed meothodology.

The arcas where the efficacy of two ox more approaches to the

same problem is unvegsolved must be identifiied and flexible

allowvance made for diffoering professional opinions
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e developsd for accouplicninli reeoimendalb

an undue preoccy

function in conkinuing education. The developnent

ro to improve his

»Ffoctively as poasiblo. Cconsideration shoula

tions of learning styles

the necessit

process.
.
. € .

sc “ing, provisions
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appropriate site for

provision of substitute

tice:; the acadcmic centers arce urged

with organized
4. Evaluwation of
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t1ong ahould be
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Where learning
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directed toward fulfilling

performance as

varia-

, objective-directed lcarning, and
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no skille reguires an on-the-job
should' be made tO bring physicians to the

This may reguire the

. 3 . k]
necaca pPeraiod.

peorsonnel in the physician's prac-

to work porticularly

_

for this need.
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to provide mcthods foxr data collectieon would
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otocols and rescavch applications failing

o]

not survive any

curvent ccientific review process. So toe, with cducational

excrcises at undergraduate, graduatce, and continuing cduca-

tion levels, there should be methods for assessing objectively

As the student progresces in his pr

time~consuming, and expensive but ave, nevertheless, critic
to the success of the

tion should bhe loolked

of prescntation, and

m ., be re-guzmined.

Recommendaition

ciples upoen which the

-

lecarning outcomes have beeon achiceved.
fossional cducation and
beccme irncreacingly sophisticated,

1

O]

educationgl system. Continuing educa-

unen 2% a p”'ﬁmatic cifort to improve

[
bty

and can thus only be evaluated in the
. If the deficicncies toward which an
persist, thoe content, mode

motivatiorzl impetus for the learners ..

.

1 threougl 4 set forth the broad prin-

comaittee belicves the Assceiantien and

its constituents should bace their offorts in continuina

education. The subsucuent reocommendations are dirccted toward

)

speciLfic aveas of concuorn.
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Foearas.

Assessment of both the proceess and outconmes of paticnt
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mancoessont womquires & writion elinicenl rocord which cloardy
scets forii oroblons 4o tiTiod and elttachzda, the logirce
of tha diccausiic and horavoaiic ;Lonn mode, and tho
outcomes of these docisions., Academic faculuics are en-

couraged to c¢volve clinical rocoed syscoors which meet these
eads.  Studaonts sheuld learn from theis vory
experience how to develop such records and should grov to
expect that their recoxds will be reviewed throughout their
professional livesz. TFaculty willingness to accept review

and criticism from colleacvuss in their own and other disci-

plines is essential for inculcating responsible professicnal

Py

U'}

attitudes in the studenits whom their attitudes infiluonce

A uniform paticnt rocoird systum

stituticons in a coenter would
in the measurowont of the quality of patient care.
6. lLedical facultiee should endcavor to apply compucer

“techunoleogy to paticnt reccwd cyst

Lt Yo . 3 e e : :
“c o therapeutic decieion-mantng,

Computers have undovelonced potential for clinical data
managemnent in a real time sense. Notable enperiments are in

process, and much can be learnced from these. Resistancoe Lo

]

jod

o

[oF]
!

the avplication of computers to clinical problicms o
J.L s

-

herence to the h’P“‘L!L cen rocords of the past is a position
which must bo covefully reassesced.  Decause of high cosin

-
i
Y

for both dovelopmontal and operacional compmier applications,

~resource sharing among centors will be escential.
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COIIL.l):l!.Lﬂﬁ.; cducanion nuci o financed £ro several soce-

tors. Traditicenally, theaoe programs have been scll-support-
ing. The process of ovaluation of the cflicacy 0f prograns

physician bohavior and/or improved pa-
tient cara is gsophicticnind, tilmwe-consuning, and chponsive.
As with any otheyr secter cof ecucation, stable base funding
from states, professional sccicties, and the federal govern-
ment is essential in order to ensure the development of a
skilled cadfe of individuals to direct, lead, and evaluate
The committee belicves hau education of health profes-
sicnals, and particularly their continuing education, must

rovenment of

i
b.

be directed toward the goal of the conztan
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health carce throughout the natio:

pe

on a competitive bacis, are necessary in order to stimulate

the deve 10Hr nt and inplementation of new idcas in this area.

Tuition QC‘lVCd from the students. must also be continued

in order to both pro""' > sup.ert for. ongoing programs of

proven worth and to créate an attitudeé of personal investien

by the learncr,

CORCLUSION
Thesze nine recomuendations o not represont cxntiraoxdi-

nary depaviures. All of thon have been doevelepoed and imple-

mented to varying degrees both in acodemic centers and in com-

munity hobpx :als. Thoy do nobt selt continuing cducation apart

from the foirmal acodemic programs for students still in theoilrx
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IX.

Federal Relations _
B. RMP-CHP - AAMC Position Regarding Legislative
Extension

The attached material consists of an AAMC Legislative
Proposal and statement of principles relating to the

extension of RMP-CHP developed by an ad hoc committee
of the AAMC convened for this purpose. The Executwe

Council will be asked to adopt the principles listed

therein.

Recommendation: That the COD Administrative'Board

endorse the principles enumerated.
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ARMC RiAP-CHP LEGISLATIVE PROPOSAL

At a lay 1972 meeting of the Association's Health Services Advisory
Committee, John A.D. Cooper, M.D., AANC President, proposed the establishiient
of an ad hoc cormittes to consider the implications for the Asscciation in
connection with the legislative authorizatiens for the Regional irdical and
Comprehensive Health Planning programs, which expire June 20, 1973.

Committee membership included Dr. Stuart Sessoms, chairman; Dr. William S.
Jordan Jir.; Dr. Alexander M. Schmidt; Dr. William Stewart; Dr. Janes V.
Warren; Dr. Hilliam R. Willard, and Dr. Andrew Hunt. The committee was asked
to give consideration to the following issues:

1. What do RMP and CHP do now, and how does that affect the Association
cons tituency; '

2 \nhat does the Association think RMP and CHP should do, and how should
that affect the Asscciation constituency; and

3. What steps would be necessary to achieve this, with partitu]ar reference
to a possible legislative proposal.

The committee has held a number of meetings, has questioned numerous
experts in the field, and has received assistance from the Association staff,
including reports on site visits to a aunber of CHP and RiP programs or agencies.
Among the persons who appeared before the committee were John R.F. Ingall, M.D.,
Director, Regional Medical Program of testern New York, representing the RMP
Coordinators Association; and Mr, Larry lewvell and Mr. William Hiscock, rep-
resenting the American Association of Comprehensive Health Planning. The major
findings and conclusions of the committee are represented in the accompanying

Outline of.Proposed Legislation.

‘In essence, the Association's legislative proposal is based on the .

l'.fQ]]pwing principles: .

- .1. There .should be established a Council of Health Advisers in the
Executive Office of the President to advise him on national health policy, on
preparation of appropriate legislative proposals, and on preparation of a
biennial Report on the Nation's Health. The Council should be assisted by
a National Advisory Conmission on Health Planning.

2 There should be established a program of grants to states for health
planning and services which would be carried out by state health agencies which,
in turn, would be comprised of a planning unit (providing comprehensive health
planning at both the state and area level) and a health services unit (com-
bining a number of existing foderal health service development programs, the
most important of which is RiP). The principal function of the health services
unit should be to support programs to tranfer more effectively the advancing
knowledge in medicine and biomedical technology from the academic health centers
to the practicing community. Block-grant financing should be provided through
allotments to states of federal funds for health planning and health services.
Public participation should be provided through appropriate advisory groups.
State health planning and services should be required to meet federal standards
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which the HEY Secretary would develop with the review and approval of a
National Advisory Council on Health Planning and Services.

3. There should be a focus at the federal level on health services
research and developiient which would be accomplished by providing for a
permanent, open-ended authorization of appropriations for the Hational Center
for Health Services Research and Development, whose authority is to expire
June 30, 1973.

It is hoped that the Executive Council will study and comment on the Qutline
of Proposed Legislation, which follows, and take the following action.

RECOMENDATION

It is recommended that the Executive Council adopt the principles Tisted above
as Association policy on the extension of RMP-CHP legislation.
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Qutlince of Proposcd Legislation
] 12

Title I
Council of Health Advisers

Require the President to submit to Congress a biennial Report on the
Nation's Health which shall include information on the status of thc nation's
health; on trends in the quality, management and utilization of health
services; on the adcquacy of thc.nation‘s hea1t£ care resources; on the
effect of_govérnmcnt programs in the nation's health; and on methbds or legislation
for meeting identified deficiencies. |

Establish in the Executive Office of the President a three-person
Council of llealth Advisers, comparable to the Council on Environmental Quality.

Authorize the Council to cmpley nccessary officials and to fix their
salaries, and also to employ nccessary ekperts and consultants.

Specify the duties and functions of the Council --

(1) to assist and advisc the President in the preparation of the

ﬁepqéf on té- Natlon s Healuhh
- (2) .Eb gath01 tlﬁcly and quthontatlve 1nloxnatlon conccrnlng “the
con... cions ‘and’ trends in the nqtlon s hecalth both current and prospective,
to analyze and interpret such information for the purpose of detcrmining
whether such conditions and trends are interfering, or are likely to
interfere, with the improvement of tﬁc nation's health and to compile and
submit to the President studics relating to such conditions and trends;
(3) to revicw and appraisc the various programs and activities of
the federal government for the purposc of determining the extent to which

such programs and activities arc contributing to thc improvement of the nation's




by the Speaker of the Housc,. and nine members. appointed by the President.
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health, and to muke recomaendations to the President with respect thercto;
“(4) to dcvclbp and recomeend to the President national policics to

foster and promote the improvement of the nation's hecalth to meet the

sécial, cconomic, hecalth, scicntific, cthical, apd other requircments

and goals of the Nation;

(5) to conduct investigations, studics, surveys, research, and
analyscs relating to hcalth care resources and health scervices delivery;

(6) to document and define changes in the health of the nation
and to accumulate necessary data and other information fof a continuing
analysis of thesc changes or trends and an interpretation of their
underlying causcs;

‘ (7) to report in alternate years to the President on the state and
condition of the nation's health; and

(8) to make and furnish such studics, reports thercon, and recommendations
with respect to matters of policy and legislation as the President may
request.

Establish a 19-person National Advisory Commission on Health Planning
to assist and advise the Council, which shall be composed of five members
appointcd by the Presidont protcmpore of}the.thate,-five.members appointed

: Require thce Council fo'consult:with.thé National Advisory Commission
on Health Planning and to utilize other, nongovermment resources as appropriate.

Provide that the members of the Council shall be full-time cmployces
and fix their pay ratc in the Exccutive Schedule.

Authorizc appropriations to carry out the title of‘$300,000 in fiscal

1974, §700,000 in fiscal 1975, and $§1,000,000 in fiscal 1976.




service systems, assurc coordination among all
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Title 11

lHealth Planning and Scrvices

Findings and Declaration of Purpose
Describe the general nced for the legislation and the purposes for it --

(1) -promote the establishment of more cfficient and effective health
federal heal 1th programs, as

well as with other health related programs and activitics, and with particular

attention to the rclationship between improved organization and delivery of

health services and the planning thereof;
(2) assist in the support of state programs of health planning, public

health services, the initial support of new health services, and the support

of health services meeting particular needs

(3) provide support for rescarch and development (including demonstyration

and ‘training) related to improving the organization, planning, and dclivery of

health services; and

4) prov1do support for demonstrations and experiments in the integration

NeTHI

and coordination.of federal health proqums, and appropriate relutcd progy
leading to the development "of improved h011th S)Stc}% C\tcndlnﬂ hlgh qun‘nty'
¢ S ¢ Te . )

to all, 1mp10v1nv CLflClCﬂC) 1n the Lzo of rCSOUrCeSs,. qnd_promotlng tho

car",

.

effective interrelationship of assistance provxdcd by federal health prograns.
Grants to States for Health Planning and Services
Describe conditions to be met in order for a state to be celigible for
assistance under the scction: designation of a state agency to caryy out

the state's health planning and health service assistance functions (with
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the option at the Sccrcfury's discretion of scparate agencies being so
designated); provision for a statc hecalth planning and scrvice assistance
advisory council, a majority of whosc membership shall be health carc CONSUNILTS |
provision of uassurances to the Socrctar& that the state agency will have
autho%ity to carry out its. functions and that federal funds will increase
state heelth spending rather than supplant it; provision of appropriate
methods of administration, fiscal controls and reporting procedurcs. Provide
that interstate compacts may also qualify for assistance..
| State Health Planning

Describe the state health planning function. Planning shall be
conducted according to criteria established by the Secretary and chall
give first consideration to identification of acutc problems and development
of means to overcome them. State health planning shall be carried on in
cooperation with education, welfare and rehabilitation agencies. State health
planning shall include the relationship between the health nceds of the
people and the capability of the health carc system to deliver health services;
the development and distribution of health personnel; the establishment
of methodshef meaeefing #heﬂquality of.hcaltﬁ care provided in_the statc; ‘
and "the evéieetﬁeﬁ ef.heeleh‘earo.p]anniﬁgfﬁnd.seTVices‘iﬁ the.seafe,;Afhejjj Bt
e . s S ' S
st: - health pianning'agchcy shall review and appfovc”applications for.all
health reclated projccts in the state to be assisted under the Public Health
Service Act, the Social Sccurity Act, or other appropriate provisions of
law, except that it shall not consider applications rclated to biomedical
rescarch or health professions education. Require the state planning agency
to review its plans at least annually. Require the state health plamning
agency to work with health care facilities in the state on a capital
expenditure program. Recquirc the Scerctary to carry on a continuous

program of hcalth scrvice plamning in consultation with statc planning

agencies and provide for federal takcover of state health planning if the
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state apency docs not carry out its yesponsibilitics.  Exclude planning
with respect to the nutional supply of profcessional health personrnel from
the general cmphasis on state-by-state planning.
Statc licalth Scrvice Assistance

Describe the state health scrvice assistance function. The state
health scrvice agency shall be responsible for providing adequate health
services to the people of the state. Services assisted or provided shall
méet criteria as to their scope and quality prescribed by the Secretary
and shall be in accordance with state health plans. If a state designates
separate planning and assistance agencies, then the approval of the planning
agency must be obtainca prior to approval of a projcct by the service
assistance agency. The priority of projects to be assisted is to be
based on the relative nced as determined in the statc health plan.
E*cept for assistance with respect to the national subply of professional
health personnel, health services assistance shall procced primarily on
a state-by-state basis. If the designated state agency does not carry out
its responsibility, the Secrectary shall assumc responsibility for coordinating

the service assistance functions within the state. Applications for health

N\
N,

services assistance may be made by any public or nonprofit private entity

. .
LN

or.combinatioh.ffNO'applicdtionsthlf be disapprovéd by the state action® = - .
t ’ ,. . .. - : 4 '.._ A . * . B '

age . until the agency has afforded the applicant an opportunity for a- .

hearing. The state hecalth scrvice assistance agency may make grants or

enter into contracts for any of the purposes currently provided for in

existing Public llcalth Service Act sections 304 (hcalth services rcscafch

.and development); 314(c¢) (health scrvices development); 904 (establishment

and operation of RHst; 910 (multiprogram services); 314(d) (public health services).
State Aliotmcnts and Payments to States

Provide for thc allotment of appropriated funds to states on the basis

of the population, per capita income, and the extent of the nced for




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

heulth scrvice assistance, provided that no state would receive less than
oné percent of the upprépriution. Fundﬁ may be realletted by the
Sccrctury if not fully uscd by the state to which they were jn}tially
allotted. From cach allotment, the state shall be paid from time to tince
the federal share of expenditurces incurrcd in carrying out the state's
hcalth planning and health scrvice assistance functions. The federal
share is to be 90 percent for states which designeted a singlc agency to
carry out tﬁc two functions, 75 percent for states which designated
separate agencies, and 80 percent for states with separatc agencies but also
with certificate of neecd legislation.
Project Grants for Arcawide Health Planning

Provide for project grants by the state health planning agency to other
public or nonprofit private agencies or organizations for arcawidé health
planning, similar to the planning currently authorized in existing section
314(b). There must be an arcawide health planning council, a majority of
whosec membership must be health care consumers; and the areawide hcalth
planning agency is to assist hcalth care facilities in the dévclopmcnt of
a capital spending program.

- AY

Project Grants ‘for Trairing, Studies and Demonstrations

.
.

Provide’ permanent, open-encded authorization for project grants by
1CTPE; ~ent NOTLZ; PTO) .

tﬁc'\xa{c Healéﬁ:planning agpnéy to any‘publié or nonprofit privatc-ggency,‘
institution, other orgﬁnization, or combination to cover all or any part of
the cost of projects for training, studies, or demonstrations looking toward
development of improved or more cfféctivc comprchensive health planning.
Withholding of Payments
Provide for thc withholding gf funds by the Sceretary when he determines

after rcasonable notice and opportunity for hecaring that there is a failurce
to comply substantiully with cither the applicablce provisions of the law,

the state health plan, or applicable regulations.
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Definitions
Define ternms uscd, including the terms reglonal nedical program,
“medical céntcr, clinical rescarch ccntcr; hospital, nonprofit, and construction
Amual Report
provide for an annual report to the Congress from the Sccrctary on
the effcctiveness of the activities carried out under the legislation,on the

relationship between federal and nonfederal financing for activities undertaken

under this legislation, and on recommended changes in the law.
Authorization of Appropriations

Auth01lhc appropriations of $600 million in fiscal 1974, $700 million in

fiscal 1975, and $800 million in fiscal 1976 for this progran of grants to
states for health planning and ‘'services, and provide that no funds shall be
available to pay for hospital ;are except in connection with research,
demonstration or training carried out under the program.
General Provisions

Provide such gencfal provisions as are necessary to maké the new program
of grants to states for health planning and services conform to routine Public
Health Service Act and DHEW legislative requ;rcments.

. LD A?ederél Stjndaras ,

- PlOVLdG a mechanlsm und01 hﬁlcn tho Scc1ot 1y with' the paltlclp ation and"

approval of the newly: establléhcd National Adv1<ory Counc11 on Health Planning

and Services, shall provide for the development of federal standards for hcalth

planning and scrvices, in cooperation with appropriate regional, state and lecal

review organizations as determined by the Secretary.
and health scrvice agencies to meet such standards. Provide for the development

of interim standards, pending the development of permanent standards.

National Advisory Council on lcalth Planning and Scrvices

Establish a 23-member National Advisory Council on lealth Planning and

Services to advise and assist the Sccrctary in the preparation of general regulatic

Require state health planning
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for, and as to policy mntt&rs arising with respect to, the adipinistration of
this program of grants to stutes for health planning and scrvices, with particular
attention to the relationship among comprchensive health planning, the improved
organization and delivery of health services, and the financing of such

services. The Council shall review at lecast annually the grants made under the
program to determinc their effectiveness in carrying out their purposcs. The Council
is to be comprised of four ex-officio members -- the Secretary, the Chaiwxman of the
Council of Health Adviscrs, the chief medical officer of the VA, and a medical
officer d051gnated by the Defense Secretary -- and 19 members appointed by the

Secretar), a majority of whom are to be repre sentatlves of heal ‘h care consumers.

The appointed members are to be selected from amqng leaders in the fields of the

fundamental sciences, the medical sciences, or the organization, delivery and finan-
cing of hcalth care, officials in state and arcawide health plajnlng agencics,
leaders in health care “dMlnlS ratlon or state ox community or other public
affairs, who are state or local officials,lor_représentatives of cﬁnsumcrs of

health care. The Sccrctary is to be chairman of the Council, and it is to mect

' at least four times a yeur E App01nteo nembC1s of the 0\1<t1ng }xtional'Advisdrx

COU‘““l on- COHPIChCﬂSlVC Health ”1hnn1nﬂ Programs (w11ch the now Coun01l replaces)

5 v * N . ; ' . 3 R . . . .
may . zrve at the Secrctary's dlscretlon as add1t10na1 members of the néw Council

until their existing terms expire.
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Title 117

Oihcr Amendrents to the Public Health Scervice Act
Amend scetion 304(a) (vescarch and demonstrations relating to health

facilitics and services) te provide a permanent, open-cnded authorization

for the National Center for Health Services Rescarch and Development.

. R .




FINAL PROGRAIL .

CONTERENCE OH Thi sMPACT OF

LARGE CENTLER CATEGORTCAL GRANTS ON THE ACADEMIC HEALTH CENTERS

Sponsored by the Council of Academic Societies of the
Association of American tedical Colleges and the

MORNING SESSION - 8:30 a.m.
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'8:30—8:40 a.m.

" 8:40-9:20 a.m.

9:20-9:50 a.m.

9:50-10:30 a.m.

10:30-12:00 noon

10:30-11:00 a.m. -

.:00-11:30" 2.m.
11:30-12:00 noon

12:00-1:30 p. m.

National leart and Lung Institute
Thursday, March 29, 1973

Mayflower Hotel
Washington, D. C.

— Chairman, Robert Petersdorf, M.D., University of Washington

Introduction and Welcome — John A. D. Cooper, M.D.,
Ph.D., Association of American Medical Colleges

The relationship between the source of funding and
the institution being funded - Thomas Kennedy, Jr.,
M.D., NIH -

The impact of center grant programs on the institution -
Linda Wilson, Ph.D., Washington University

Discussion and Coffee

Experience and concerns from two medical centers

* TImpact on the institution - Julius Comroe, M.D.,
University of California, San Francisco

v

impact on medical education ~ A: McGhee Harvey, M.D.,
Johns Hopkins University ' )

Discussion

Luncheon

Speaker - The Honcrable Paul G. Rogers, U. S. House
of Representatives

Presentation on changing patterns in federal funding
of biomedical research as viewed by the legislature




CORFLRLERCE PROGRAM OR LARCYE CENTER
CATECORICAL GRAMTS, Continucd...
Page two

AFTERNGON SESSTION - 1:30 p.m. - Chairman, Ronald Estabrook, M.D., University of Texas,
Southwestern

1:30-4:00 p.m. Center grants versus investigator-initiated rescarch

1:30-2:00 p.m. The challenge of center research - Robert Ringler,
Ph.D., Mational Heart and Lung Institute

2:00-2:30 p.m. Preparation for a center rescarch program - J. Palmer
Saunders, Ph.D., National Cancer Institute

2:30-3:00 p.n. Presentation on the effect of large center prograns
on investigator-initiated research ~ Russell Ross,
D.D.S., Ph.D,, University of Washington

‘ 3:00-4:00 p.m.

4:00-4:30 p.m.

Discussion and Coffce

Implications of large program grants for institutional
management and fiscal responsibility - Robert Stone,
M. D., Univcrsity 'of New Mexico

by .

. . . ) P . P . . ..
Peer review, quality control and performance guarantee -

4:30-5:00 p.m.
o .- Kenneth Brinkhous, M.D., The University of North
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Carolina
5:00-5:30 p.m. General discussion
5:30 p.m. "No host reception"
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& SUITE 20C, ONE DUPONT CIRCLE, N.W.,, WASHINGTON, D ¢ 20036

CAS WORKSHOP ON INDIVIDUALIZED MEDICAL EDUCATION
The Mayflower Hotel, Washington, D.C.
March 29-31, 1973

Thursday, March 29

6:00 p.m. Reception.
Friday, March 30
(’ | 8:30 a.m. Welcome. ODr. August Swanson, AAMC Staff.
8:35 a.m. "The Range of Individualization now Provided in Medical
School Curricula." Dr. Thompson Bowles, AAMC Staff.
9:00 a.m. Discussion,
9:15 a.m. "An Evaluation of Experiences at the Ohio State Pilot

Médical School." Dr. Robert Folk, Ohio State U.

9:45 a.m. Discussion.

10:00 a.m. “An Evaluation of Experiences with an All-Elective Curri-
culum at Stanford." Dr. Oleg Jardetzky, Stanford U.
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10:30 a.m. Discussion.
10:45 a.m. Cuffee Break.
11:00 a.m. “An Evaluation of Experiences with Early Career Tracking

at the University of Washington." Dr. Gary Striker,
U. of Washington.

11:30 a.m. Discussion.




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

CAS WORKSHOP AGENDA
Continued

11:45 a.m.

12:15 p.m.
12:30 p.m.
2:00 p.m.
5:30 p.m.
6:30 p.m.
7:30 p.m.

Saturday, March 31

8:30 a.m.

10:00 a.m.
10:15 a.m.
11:45 a.m.

12:30 p.m.

"Individualization for Students with Unusual Backgrounds
at the University of California, San Francisco."

Dr. John Wellington, U.C., San Francisco.

Discussion.

Lunch.

Workshops convene.

Workshops adjourn.

Réception.

Free Evening.

Workshops reconvene for summary discussion and approval of
final report. :

Coffee.
Plenary Session. Recorder's reports on workshops.
General Discussion.

Adjourn,
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SIMULTANEOQUS WORKSHOPS
Friday, 2:00-5:30 p.m.

Saturday, 8:30-10:00 a.m.

WORKSHOP #1
"Developing an Array of Electives which Meet Student Needs."
Chairman - Dr. D. C. Tosteson, Duke U.
Vice-Chairman - Dr. Oleg Jardetzky, Stanford U.

Recorder - Dr. Thompson Bowles, AAMC Staff.

'WORKSHOP_#2
'"Academic and Career Counselling."
Chairman - Dr. John Wellington, U.C., San Francisco.
Vice=Chairman : Dr. Mitchell Rosenholtz, U. Missouri, Columbia.
Reéorder - Dr. Roy Jarecky, AAMC Staff.
WORKSHOP #3
"The Present Need and Future Means for Assessment of Achievement."
Chairman - Dr. William Schofield, U. Minnesota.

Recorder - Dr. James Erdmann, AAMC Staff.

WORKSHOP #4
"Self-Instructional Program Development."
Chairman - Dr. Merrel Flair, U. North Carolina.
Vice-Chairman - Dr. Douglas Eastwood, Case Western Reserve.

"Recorder - Dr. William Cooper, AAMC Staff.
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SIMULTANEQUS WORKSHOPS
Continued

WORKSIIOP_#5
“Articulation with the Undergraduate College Experience.”
Chairman - Dr. Paul Elliot, U. Florida, Tallahassee.

Vice-Chairman - Dr. Joseph Gonnella, Jefferson Medical College.

Recorder - Dr. Davis Johnson, AAMC Staff.

WORKSHOP_#6

"Extending Individualization Acrcss the Boundary Between Medical
School and Graduate Medical Education.”

Chairman - Dr. William Enneking, U. Florida, Gainesville.

Recorder - Dr. Michael Ball, AAMC Staff.




VRO Studv on Ind ternational fligration of T Healdl

'
N
et

l\('"*owwu

International wigration of'rﬂaliﬂnl“‘npcwor, rerticular
and nurses, has assuzad wajor nronortions and has irnortan
for donor and recipiont countrie 5. uac!,rkuAv data on the o
these professi cnels and their mot ivating Tactors, end the co
LJ“TP movement for health care in affeciod countr1cs ara not
In ordar to provide hasic information necoss ary tor an assess
situation in different countrics and for gair ring an undc 'sc:nd’nq of its

dynamisms, the Herld Health Asserbly of 1972 requasted the director- general
of WHO to undertake a co“prehef,1\e study. Plans and instruments for this
study have been developed in Geneve ..dor the direction of Dr. Alfonso ilejia.
Objectives

The study has the following objectives:

1. To determine dimansions and patterns of migration of physicians and
nurses.

2. To identify characteristics, motivation, satisfaction and dissatisTaclion

of those who migrate. ‘ .
' 3. To determine economic end non-econcmic factors which cause physicians
and nurses to migrate

4. To identify in the affected countries the economic and non-economic
effects of migration.

5. To poatu1aLe a]tLrnuL1\e strategies for monitoring and intervening, if ‘
] necessary; in tn° pro ess of mi g ‘ation. ' :

' p“bhqu

The study will assembdle existing information and conduct five surveys
using questicrnaires. The content of the five surveys is:
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1. Health services subsystem using random sampling of health care institutions.
2. health manpouar subsystem using randem sanling of ohysicians and nursos.
3. Health professicnal education subsystem. - : |

4. General survey of wigration

5. Subject survey of migrant physicians and an"ef in the format of salocu
case sLud1es
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FITTRE . N : . N v e . gy g e HNN
rariiciration a SUJH\U!tdf aconey will be

R T - I8 )
and advizory consititee will be eppointad,

In cach country
faoitiTivd  ond @

R PR [ BRI T T b ~ry NN - . - A N
It is expzoted that the study will recuive ennraxivately o years fos

coapletion,

Countrics

OQut of the proposed countrics between 15 and 25 will be selected for

participation. DILSCWLIy, the following countries are prevosad:

Donors

Africa Cameroon, Ghana, Kenya, Madagascar, Swnegal,
Tanzania

The Americas Argentina, Colowbia, Jama , lexico, Trinidad,
Tobago .

Eastern Mediterransan Iran, Lebancn, Pakistan, Israel

Europe Greece, Itely, Portugal, Spain, Turkey

Southeast Asia India, Republic of Sri Lanka, Thailand

Hestern Pacitic Malaysia, Mew Zealand, The Philippines

Singapora, South Korea, Soutn Pacific Islznds
Recipients
Federal Pepublic-of, Germany, France, Sweden, U.S.

Donnrs and Recipients

Y

Au: ¥ alia, Canada, Unite l Kingdem

Cost
fssuming 20 participating countries, the total cost is estimatad to
amount to U.S. $680,000. For each additional country, approxivately $20,000

nust be addad

Recommendation

In vicw of the cenzral importance of tie issua of the MG in the U.S.
and of tne cxn\"L£L1ow that this study will provide valuzble date, it is
recomionced that AANC endovse Lhn mronosed study by VWA and offor its participation
vithoubt incuriving any financicl J;cnsnb*'lun‘g unioess fundas con be obleinng

by outside sources.




: In,_.nfz'un:! Connnviiug Tayr Lhs
H LI M 1,

AID, through its
propozing to dave !
as an ofvective nochonism for
and particularly, the cuild.
three co”yothc Drodrans

1. To develon an international system for continuin e' ation of Co—fv"
leadars in madical schools and in practice in ¢ 2 oduciive biolar
damegiraphy, matarnal and child heaalth, and fTerti

et (7

2. To initiate a network of female health clinics by the trainad seecialists;

3. To establish a supply system for ecuinment and waterials used in those
clinics. :

i
!

In order to C“V“]Oﬂ a prograin of continuing education which can reach Ob-Cyn
faculties at their request in ccw1Lnlm“ accessible to AID and which may moko i
best apolicaticn of wodarn educat tional to:i&o]ogy, it 1is pr~~~”°d to estahlish !
an international consoviium baich will assums yas ponsibility fTor all these !

‘ pnases of the projact.

Spacivic Project

Y

Since it is widaly recogn1 ad that medi
and frequantly the ow]y resource for 1Lf(e'
1

rsiip end innovation, the participation
of. Cp-Gyn acul'(ﬂJ, madical scheotls anc thair national and international

N
12 ]
assaciations or federations is 11\0,urn Thus, AID is tueni to RANE T
1

::.

1cal clool faculties are an imnortent
S

;._.,-J

turning Tor.
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©assistenca in e::cw]1fq|nﬂ the internationa censortiva Tor the nrojoct. ..

Specificully, ARNC has bean requested to assumrs the rbs; Msibility for the
dnitiation and establishirant of -the consortiun which | then will receive five
years of guarantead sunnor:t for the imnlerentation of the nroject. The contrac
with FAHC will be Tipited to 12-18 months denanding on the progress in the
initial necotiations.
Recorrondation

Since AAMC sovves as a consuliant o ATD in the area of intarnation
eNe since the purpose of the cencracst is 1imitod o initiating the oncas
of health wrofessions education inscitutions in tha w,\,ﬁvt etiore, it 1
recommianced that AN authorize nedotiations of a conirac




SUITE 200, ONLC DUPONT CiRCLL, N.WY., WASHINGTON, D.C. 20036

. . January 31, 1673 *

Or. Sherman M. “e111nxo
University ¢ Californi
School of Medicire

- Los ‘Angetes, California 60024

Our D

ivision of Educational Measurement and Research is becinning
implementation oF ceriain critical phases in the development of a redical College
Ranissicns Assessment Pregram (MCAAP), the name we have given to the effor:
involving the revision and expansion of the current Medical Collece Admission Test.
I am writing to you as Chairman o7 the COD to invite the sarticipation of the
Ceans in the planning and cevelonnznt of such a program o the fuilest extent
they wish. Me obvicusly fee! the need to keep the CCD as fuily inforwed as
possible és to progress and to obiain its support of program objectives 2
have What we believe to be & workable plan to obtain this kind of feecdback and
would welcome your candid reactions.

Suec1n1cox.J, this is what we have in mind. With the aporoval of your
regicral chairmen and their cooperation, our Division oF Educaticnal VMeasurement
and Research ana specitically its MCAAP Statf will attempt to arrange appropriate

‘I’ consideration &t your regional meetings related to pricrities and direction
Tor program devel opment. A representative Tor each region will also be identified
0 serve tnree principle functions:

1. Serve as recorder for regional meetings, coordivating
igeas and cpinions into a statement best representin

the concerns of that region: : ¢
© o« 2, Représent this position at.a regicnal conference sponsored ' .
by AANC wollowing ail the Spring meeti ﬂgs, where representatives.
and chairmen from each council or group will be invited (with
open invitation to any of the membersihip) to sit down at a
cemmon tabie to begin melding the ideas and opinions expressed
into & common statement Tor the group.

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

3. Represent the organization on a task Torce, including members-
at-large, which wiil meet following the AANC regional conferences
with the cxpress cbjective of deveioping a final coasensus for

i program develogment.
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Thank you,

August G. Swenson,!.D.
Director ,
Department of Acadamic
Affairs




existing staff to conduct all of the above
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\ ASSOCIATION OF AMIRICAN MEDICAL COLLEGES

SUITE 200, ONEK DUPONT ClRCLLC, N.W.,, WASHINGTON, D.C. 20036

February 2, 1973"

Dr. Christophier C. Fordhanm 111, Dean
The University of Horth Carolina
School of Medicine

Chepel RilT Morth Caroline 27574

RE: Southern Regicn €OD Participation in MCAAP Development
Dear Dr. Forciham:

Enclosed is the copy of & letter that Gus
2 a

Swanson has recently sent
te Sherm Mellinkef?f a irm

irman of thne COD. As you will note, Gus's purnose
vim to this letter, to obtain his reactions, and to
enlist his cooperation for the proposed activity.

ARMC's concern and
going into a detai
to iiCAT modifica

(9
s for tne testing program it sponsors. lWithout

>t, obtained some type of information related to the
i

istory of the various steps teken thus far related
tion, the following significant events have occurred:

1. A survey of %
regaraing a s
Assessmant. " :

2. An invitational worishop to discuss the feedback from the survey.

3. MNews items and announcements in various AAMC publications
together with discussions by staff at various regional and
national meetings.

ntire ANAC community in February of 1972

n
pecitic proposal for "A Program of Pre-Enrollment

e
e

e
ci

The Division -of Educational Measurement and Research had used its .

activities, and it was not until
Novermber 1, 1972 that staffing dedicated exclusively to MCAT Researci and
Devei- ment could b2 obtainad. ’

(%

ine Division is very happy to announce that as of that date, Mr. Jame

L. Ancel joined the Association and the Division as the Procram Director for
the Hadical College Admissions Assessient Program (MCAAP). Jim was Tormerly
the president of the Educational Rocords Bureau, and priov to that Supervisor
of Testing Services for the state of Onio.  His resnonsibilities are generally ;
those of program cevelopment, including the continuing identification of '
neecs, definition of program cbjectives, and the corresponding developmant
of instruments essential for the progran. -
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The first step in the reatization of the lTong range 1 of updating
and exnending Lhe curvenc toy anu sirocran s to L‘.ino a5 pracisely os
poqv~‘“ the objectives of such a prograi o7 assossment.  Such definition,
to our way of thinking, must involve the constituency much more extensively

|
and with much more obvious

Accordingly, Jim Ang

contact in which ne viill p
feedback.

censcnisus than has cuirrentiy been achicved.

el wiil be fo]]o“‘hb this let
Yopose our suggestions for ac

g tne dus1r°d

e sincere‘y invite your full part ticipation individuaily, and as an
p: that you will feel encouraged to dircct your
to us at all phases of our dCVLlODM» ital activity

orgQ“1zol1c“., Heo would he

_.reactions and suggestions

I

The success of the program depends on an intensive cooﬂeratuve effort.

e hope that enough timo can be dedicated by each of you in

AAMC to achieve our desired goals.

JBE/sh

Cordially,

457, Jamas Evdmanin, PhD.
Director

Division of Educational
Measurement and Research

vorking with
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2 Vrdule 1o 1he Pecpie of Lattora.a

OFFICE OF THE DEAN

SCHOOL OF MEDICINE

THE CENTER FOR THE HEALTH SCIENCES
LOS ANGELES, CALIFORNIA 90024

February 6, 1973

Dr. August G Swanson

Director, Academic Affairs

Association of American Medical Colleges
One Dupont Circle NW

Washington, D.C. 20036

Dear Gus:

Many thanks for your letter regarding the MCAAP.
While I am in sympathy with your grand strategy and am willing
to leave the tactics up to you, I would like to raise a guestion

for your consideration:

Ts it wise to have groups of deans discussing this
technical subject when the people who really know something about
the subject and upon whom I, at least, would have to rely for ad-
vice and decisions, are the Student Affairs Deans, Chairmen of
Admissions Committees or of Admissions Policy Committees, and such

experts in the field of testing as psychiatrists or behavioral .

.scientists? - (My grandmother used to advise against "showing a
foola job half finished", and I qualify as a fool; otherwise I
would not be in this.officel). :

With best regards,

Sincerely,

~ /
4
<~C>1// L/

SHERMAN M. MELLINKOFF, M.D.

SMM: jcm

FLB 06 1973

s o i Y S e ;
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February 16, 1973

Sherman M. Mellinkoff, M.D.

Office of the Dean

School of Medicine

The Center for the Health Sciences
University of California

Los Angeles, California 90024

Dear Sherm:

I am rcspondlng to your letter of February 6 regarding
recommendations for deans to serve on the advisory committee
of the Medical College Admissions Assessment Program.

I sharce with you some of your views that most deans
are not terribly skilled nor probably terribly interested
in the area of tecsting and assessment. llowever, the advisory
committees have been developed so as to provide broad repre-
sentation from the entire AAMC constituency including the
deans. Student affairs deans, individuals involved in ad-
missions, and individuals involved in special arcas of medical
education will also be serving on the panels. I will be glad
to work with Dave Johnson and othcrs to try to 1dcnt1fy one
or two deans who have expressed an interest to us.in being
engaged with the development aof the MCAAP.

Sincerely vours,

August G. Swanson, HM.D.
Director of Academic Affairs

AGS/sd

cc: Dr. Trdmann
Mr. Angel




