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ASSOCIATION OF AMERICAN MEDICAL COLLEGES

MINUTES
ADMINISTRATIVE BOARD OF THE COUNCIL OF DEANS

March 15, 1973
9:00 A. M. - 4:00 P. M.
Conference Room
AAMC Headquarters

Present:

(Board Members) (Staff)

J. Robert Buchanan, M. D. John A. D. Cooper, M. D.*
Ralph Cazort, M. D. Paul Jolly, Ph. D.*
Clifford G. Grulee, M. D. Amber Jones

Andrew Hunt, M. D. Joseph Keyes

William Maloney, M. D. _ James R. Schofield, M. D.
William Mayer, M. D. August G. Swanson, M. D.*
Sherman M. Mellinkoff, M. D. Emanuel Suter, M. D.¥*
Emanuel M. Papper, M. D. Bart Waldman

Robert S. Stone, M. D. Marjorie P. Wilson, M. D.

Robert L. Van Citters, M. D.

IT.

IIY.

iv.

(Guests)
Charles Sprague, M. D.*
Kevin Soden*

Call to Order

Dr. Mellinkoff, Chairman, called the meeting to order shortly

after 9:00 A. M. The first order of business was the presen-
tation of a photographic portrait of the University of Washington
to the Association of American Medical Colleges by Dr. Van Citters.

Minutes of the Previous Meeting

The minutes of the December 14, 1972 meeting of the Council of
Deans Administrative Board were approved as circulated in the

Agenda Book.

Chairman's Remarks

Dr. Mellinkoff thanked the members of the Admistrative Board
and the staff for their assistance in developing the program and
carrying out the meeting in San Antonio.

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

The Board began their discussion of this agenda item with a
critique of the San Antonio meeting. There appeared to be a
consensus that while the program itself may have met the standards
set by the Phoenix meeting, the meeting as a whole compared

*Present for only a portion of the meeting
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unfavorably with the Phoenix experience. The setting was identitied
as the key difference. The Phoenix setting provided a less ’
distracting environment which proved more conducive to informal
interchange among: the deans. The Board agreed that the primary
criteria in selecting the 1974 meeting site should be the

retreat atmosphere such as was created at the Phoenix Biltmore,
because much of what is most valuable about the Spring Meetings
occurs when the deans have more opportunity for informal exchange.
There was substantial sentiment for returning to the Arizona
Biltmore, or to some nearby Phoenix facility of a similar caliber
such as the Camelback Inn or the Wigwam.

One view of the Council of Deans meetings in general, -and this
meeting in particular, was that there seemed to be an excessive
preoccupation with the federal establishment and the problems
created by the medical centers entangling relationships with
federal agencies. It was suggested that there is a need to
generate other approaches to dealing with medical center financial
and programatic problems. Dr. Wilson related several informal
discussions amongst the staff and with members of the Administra-
tive Board relating to the use of the Delphi technique to accom-
plish just such an objective. That is, to stimulate from among
the deans an expression of views regarding issues and problems
that medical centers will face in the future because of changing
political and technological environment and exploring potential
approaches to the solution of some of the problems identified.

Because of the substantial lead time required to develop and

process the survey instruments and to accomplish the necessary
iterations, it was impossible to use the Delphi approach appro-
priately in the time allowed. Consequently, it was decided to
familiarize the deans with the technique by means of a brief
introduction in Dr. Stone's remarks as moderator of the first
session, and to distribute an example of a study done utilizing
this technique by Smith, Klein, and French Laboratories on the
Future of Medicine.

Noting that some fifteen to thirty percent of those attending
the San Antonio meeting were attending a COD meeting for the
first time, one Board member suggested that it would be appro-

- priate to provide background material for new deans on the

organization of the Association and its various activities.

Dr. Grulee who had spent several days earlier in the week visiting
the Association's offices discussed briefly the staff efforts
underway to provide such material to every new dean as he assumes
office. The staff is in the process of developing a packet of
orientation material to be distributed to each new dean. In addi-
tion, the staff of the Department of Institutional Development has
arranged for several pilot visits to Washington for orientation
briefings with appropriate AAMC offices, and meetings with

federal officials heading programs in the health and education
fields. These visits have proven very useful according to the
deans which have thus far participated, and plans are underway

to expand this effort to make such an opportunity available to
interested deans on a continuing basis. Finally, and relating
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to the briefing visit effort, is the development of a document
resource center and study facility which will contain major

works on academic medical center organization, monographs on
modern management techniques, and bibliographies of current documents
and periodicals dealing with organization, management, and gov-
ernance, as well as such issues as affirmative action plans,
faculty unionization, and tenure. One Board member suggests that
this effort and the Management Advancement Program Seminars would
appropriately be supplemented by scheduling learning workshops
for deans and their designated staff at the AAMC Annual Meeting.
This might involve the scheduling of two or three workshops

for one afternoon on such topics as, "Strategic Planning" or
"Management Information Systems", for which people might register

in advance.

The Board then proceeded to take up the issue of the appropriate
formulation of the resolutions adopted by the Council of Deans
at the San Antonio meeting and the determination of the appro-
priate follow-up action. The Board approved the formulation of

the first resolution as follows:

"Phe Council of Deans recommends that the
Ezecutive 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 Coun-
eil, the Council of Deans, the Council of
deademic Societies, and the Council of Teach-
ing Hospitals and ultimate adoption by the
AAMC Assembly."

In considering the issues as formulated in the yellow book, it
became apparent that what is being asked is an enormous under-
taking. Estimates of the time required in order to address the
issues adequately ranged from a year or two to something in the
vicinity of ten years, depending upon the scope of the undertaking,
the staff devoted to the effort, and the depth of the study and

inquiry.

While the issues formulated each had substantial bearing on the
future of medical education, there was some concern that the AAMC
may well be an inappropriate agency to undertake such a study.
Also, there is a very real limit to the time which either the
Association staff or the constituents can devote to such an effort.
On the other hand, the undeniable short-term political and econo-
mic interest of the medical centers may preclude the AAMC from
undertaking the kind of disinterested study of the future of
medical education, medical services, and biomedical research in
the context of the larger public good which is really envisioned.
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A somewhat different view of the problem was expressed by one
Board member who asserted that the Association should be less
concerned with political issues directed specifically to the needs
of medical centers and speak out more forcibly on the urgent

health-related social issues facing the country. In this view,
the Association should address the health issues stirring great
controversy- - - abortion in the current context, and hunger in

America which is viewed as inevitably coming to the fore in the
near future. There was no substantial concensus developed around

this perspective.

Noting the unanimity of the deans favoring the resolution, the
Board interpreted this expression of the deans as an overwhelming
sentiment in favor of the Association stimulating a massive
effort by some appropriate body to assist this nation to come

to grips with the kind of issues raised in the yellow background
paper. One suggested approach was to solicit the interest of

a foundation to finance adequately a working group organized
under a distinguished person and supported with an adequate
staff. Such a study ideally should be unlinked from the routine
processes and day to day organizational interests of this
Association or any other. One view was that this could be
accomplished by a study done under the auspices of the AAMC.

The National Board of Medical Examiners' Goals and Priorities
Committee was cited as one model for such an undertaking. 1In
that effort, the Committee kept the Board informed of its
activities but there was no requirement for interim clearances
of the recommendations prior to the Committee's final report.

On the other hand, that process involved a great deal more
than the out-put of a full-time working staff. Instead, it
required a substantial commitment of time and effort with
many distinguished persons deeply involved in the medical

education process.

.

At this point, the discussion was summarized as involving three

different perspectives:

1) The view that there is no need for such a study, that
the evidence is available for those who wish to see
it and all that is needed is to engage the Council
of Deans in a discussion directed toward public state-

ments on pressing social issues.

2) The view that the action of the Council of Deans at the San
Antonio meeting is an important one to address but that a
great deal more Administrative Board time must be devoted
to a consideration of how it should be implemented than was

available at this meeting.

3) The view that there is a procedure which could be decided
upon at this point, i. e., that the Executive Council be
requested to direct the staff to undertake a study suppor ted
by financing salicited from a major interested foundation.

With the discussion thus summarized, it was suggested that the
following approach be adopted:
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That the principal agenda item of the June Administrative
Board Meeting be a further discussion of the implementation
of the COD resolution; that in the intervening period, the
staff be requested to solicit the interest of foundations
in supporting a strategic planning effort such as would
necessarily be involved; and that in the interim the AAMC
staff develop a discussion paper laying out alternative
approaches to the implementation of the resolution for
discussion and action at the June meeting.

ACTION: On motion, seconded and carried, the Administrative Board
voted to report the action of the Council of Deans in San
Antonio to the Executive Council with a request that it
defer implementation of the COD recommendation pending a plan
for implementation submitted by the Administrative Board
of the Council of Deans subsequent to its June 21, 1973 meeting.

The Chairman directed that the record show he voted in opposition to
the motion.

There was some further discussion subsequent to the adoption of the
motion involving a further specification of the proposal to be dis-
cussed with the foundations. It was suggested that there needs to

be a clear distinction between the continuing work and mission of the
Association and the project being opposed. One Board member was
troubled by lack of clarity and the focus of the preceding discussion.
In his view, there were a series of issues appropriate for considera-
tion by the AAMC as a national organization representing the medical
centers. There was a second set of issues appropriate for considera-
tion by a consortium of national organizations (including the Asso-
ciation) addressing matters of broader scope and significance. There
was a third set of issues which needed to be addressed at each
individual medical school relating to its own planning for the

future.

It became apparent that further deliniation of a specific proposal
to be made to any foundation must await further consideration of
the Board at the June meeting. On the other hand, the Board
expressed its desire that foundations be contacted and that prior
to the June meeting, substantial planning be done. It was empha-
sized that the Board was disappointed with the failure to imple-
ment what it considered a similar proposal resulting from the
Phoenix meeting, that is that the Association stimulate a major
undertaking on a national but supraorganizational level dealing
with the substantial issues facing medical education and medical

care in this country.

In other follow-up action, the Administrative Board approved the
formulation of the second motion adopted at the Spring Meeting in
San Antonio as follows:

"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 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
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enhancing VA medical school relationships."*

V. The OSR: Where It Is, Where It's Going

The Board heard a report from the current Chairman of the Or-
ganization of Student Representatives, Mr. Kevin Soden. Mr.
Soden indicated that the major emphasis of the OSR activities
this year has been to improve communications both among the

OSR members and between the OSR and other student organizations.
The internal communications are being handled by the following

devices:

A. The development of a newsletter from the OSR Chairman to OSR
members distributed on an intermittent, perhaps monthly, basis;

B. Participation in regional meetings with the Group on Student
. Affairs; '

C. Reformat of the OSR Annual Meeting: This year a series of
task-oriented small-group discussions will be held. In addi-
tion, the OSR is encouraging its members to develop information
packets on the AAMC at each school containing all of the
information distributed to the membership from its chairman and
the AAMC staff. Hopefullyv, this device will provide some method
of maintaining a higher level of understanding of the AAMC at
each school and assist in providing a smoother transition for
new OSR members.

In order to improve communications with other student medical
groups, the OSR is developing a liaison with the SAMA and the
SNMA. Mr. Soden is attending meetings of these organizations.

Items taken up at the regional meetins include developments in the
following areas:

A. Three-year schools;

B. The role of National Board Examination, Part I;

C. The potential for a medical school admissions matching program;
D. Primary care programs;

E. The potential for a senior electives catalogue; and

F. A survey of students who participated in projects in international
health.

*This action of the Council of Deans was reported to the Executive
Council on March 16, 1973, but no action was taken by that body.
Follow-up action took the form of letters from Dr. Mellinkoff as
Chairman of the Council of Deans to President Nixon, the Chairmen
of the House and Senate Veterans Committee, and the Administrator
of the Veterans Administration. A copy of that letter is attached
to these minutes (Attachment I).
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A major interest of the OSR is in the development of a procedure
for the surveillance of NIRMP with the object of bringing viola-
tions of the established procedure to the attention of deans and
others who would bé of potential influence in rectifying violations.

The matter of financial realities was discussed. Mr. Soden in-
dicated that a number of the students were concerned that their
participation in the OSR is severely limited by constraints on
travel funds. Board members explained that the schools are under
severe financial constraints at the present time and that travel
funds are hard to come by not only for the students but for faculty
members and others within the institution as well. The Board
explained that it would be inappropriate for it to attempt to exert
any pressure on the deans to make fundlng commitments to the OSR

in the current climate.

The students were also chafing a bit under the organizational
structure which places the OSR in a subsidiary role to the Council
of Deans. It was explained that the students are a second in-
stitutional representative to the Association and that all in-
stitutional representatives needed some organizational relation-
ship within the Association to distinguish them from representa-
tives of other groups within the constituency which are formed

into Councils. In other words, there are legal as well as political
reasons for the existence of the current structure.

The Annual Meeting Program

The Administrative Board agenda book contained a description of the
general outline of the 1973 AAMC Annual Meeting which 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. The theme of this year's Annual
Meeting is "Preparation and Role of the Physician: Comparative
Approaches". The Plenary Sessions will be devoted to examining

the changing role of the physician in the United States and abroad. .
Two or three international speakers will discuss this phenomenon
from the perspective of their countries, and the remdaining speakers
will relate these experiences to the present and future American
physician. The Allen Gregg lecture will provide a global summation
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 tc well over three thousand
participants, it has become an increasingly attractive forum for
political speeches on health. With the meeting location in Wash-
ington, D. C., it would be difficult and politically unwise to
attempt to exclude completely Congressional administrative spokes-

.men. Moreover, the presentations of the political leaders seems

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.

Sunday will serve as the arrival day for most participants, and
plenary sessions will be held on Monday and Tuesday mornings.
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Business meetings of the Councils will be held on Monday afternoon
and the Assembly meeting on Tuesday afternoon. Wednesday morning
will be reserved for a program of the Councils. Sunday afternoon,
Wednesday afternoon, and all day Thursday will be open for committee
meetings and meetings of outside groups (including Academic Society
meetings). Thus, the schematic of the Annual Meeting Program would
appear as follows:

sS4 M5 T6 W7 Th8
//// Council
AM _ Plenary Plenary | Program Misc.
Misc. Council | Assembly .
PM . OSR Business Minority| Misc. Misc.

Indications are that items needing specific COD action may be

few and subject to rather expeditious handling. Thus, it may

be possible to devote a significant portion of the Business

meeting to the presentation and discussion of the reports of the
Association activities of major importance to deans, for example,
developments in the area of accreditation; the activities of the
Coordinating Council on Medical Education; the Liaison Committee

on Graduate Medical Education, etc.; and the efforts of the
Management Programs Coordinating Committee, the Management Advance-
ment Program, and the Management Systems Development Program.

Several suggestions had been received regarding possible COD
programs. These include:

1. A program devoted to medical school information system re-
qguirements,

2. A program devoted to an exploration of the administrative
arrangements and quality control considerations relating to
satelite medical education programs,

3. Joint sponsorship of a program being developed by the AAMC
group on Medical Education and the Group on Student Affairs
devoted to an exploration of the role of internal and external
assessment programs in the selection and promotion of students,

As currently planned, this program would run for a day and consist
of several sessions focusing on the AAMC medical college admissions
assessment program, the role of internal faculty assessment of
students, and the role of external assessment programs including

a consideration of the report of the National Board of Medical
Examiners Goals and Priorities Committee.

4. A program devoted to the examination of the issues involved in
Professional Services Review Organizations (PSRO's), and

5. The role of the academic medical center in the development of
educational programs for the teaching of primary care.
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After extended discussion, the Board agreed to join the Group -
on Medical Education and the Group on Student Affairs in co-
sponsorship of the program on medical student assessment. Other
subject matter such as the PSRO's might be covered either in the
Business Meeting on Monday afternoon or on Sunday afternoon or
evening.

Admissions Problems, Follow-Up
1. Visitation Meeting

Dr. Grulee reported on the February 16, 1973 conference on
Visitations to Undergraduate Colleges Concerning Health
Professions Admissions Problems held under the sponsorship

"of the AAMC. In summary, the participants at the conference
believe that steps should be taken to communicate as straight-
forwardly 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 comments and suggestions made at the conference,
two actions seemed to be called for: 1) a detailed brochure
including current statistics on the "demography" of application
and admission to medical and perhaps dental school should be
provided to health professions advisors as a supplement to

THE ADVISOR. The advisors could then request copies as needed
for distribution to their students. 2) a meeting of repre-
sentatives of the health profession school staffs and associa-
tions of undergraduate colleges and universities should be
convened to consider the problems created by excessive of
applicants for both colleges and health professions schools.
General concern of such a conference would be to consider

ways of reducing forestalling such tension.

2. Matching Plan Meeting

Dr. Grulee also reported on an ad hoc advisory panel which

was convened on March 12, 1972 to review a feasibility study

for medical student admissions matching program. . The panel
concluded that while a matching program was technically feasible
as a means of handling medical student admissions, an alternative
approach to dealing with the problems being encountered in the
admissions process would be substantially more desireable, at
least in the short run. The panel endorsed a proposed four-stage
plan to help alleviate the admissions crisis (Attach. II). The key
points of the plan are summarized as follows:

1) Stage 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. This 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 applicants 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 maximum target of 50% of
the 15,000 places were filled via this plan. It should be
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noted that under this proposal, applicants would have 2 1/2
months to apply, advisors would have until October 15 to

o submit their evaluations and the medical schools would have

’ until November 15 to complete their screening of EDP

. applicants. Indicentally, 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.

The rationale for a significantly expanded EDP is as follows:

a) The approximately 50% of entering students who are so
outstanding that they have an excellent chance of ad-
mission to their first choice school could decide on
this choice a full year before matriculation.

b) Without an expanded EDP, these students would probably
apply to an average of six additional schools to assure
themselves admission.

c) The added applications are largely a waste of time,
effort and money for the six schools and for the ex-
ceptional applicant. This time, effort and money could
better be spend by the schools in evaluating applicants
requiring more thorough consideration.

3) Stage 3 (Uniform Acceptance Date) would allow any EDP applicant
rejected on November 15 a month to file additional applications.
It would 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 per-

-mit the applicant to receive and consider all of his offers
simultaneously. He would also have a full month (rather 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.

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

5) Rejection notices would continue to be mailed as promptly as
possible after all of the rejectee's pertinent admissions
credentials have been received and evaluated by the medical
school. This will allow the rejected applicant to start
making plans as early as possible.

The Administrative Board was impressed with the four-stage plan and
: endorsed it in principle. The Board also endorsed the proposed
- . procedure for consideration and adoption of the plan as follows:

1) Approval in principle of the proposed four-stage plan at the
Spring, 1973 regional meetings of the GSA, OSR and AAHP.
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Official approval of the four-stage plan- (slightly modified
if necessary) at the Fall, 1973 national meetings of the GSA,
OSR and COD. )

Implementation of the national plan starting in November, 1973
to help alleviate the admissions crisis for the 1975-76 entering
class. :

Iﬁplementation of plan on a local or regional level starting
in the Spring of 1973, if desired, to help simplify the appli-
cation process for the 1974-75 entering class.

Guidelines for Academic Medical Centers Planning to Assume Insti-
tutional Responsibilities for Graduate Medical Education

After extensive discussion, this document was given "Provisional
Approval in Principle". The contingency related to the Board's
strong recommendation to the staff that several changes in the
language would be advisable and necessary for full endorsement
by the Board. These changes should modify the emphasis of the
document in two respects:

1.

It should be made guite clear, especially in the foreward,
that the document is a statement of an ideal toward which
the efforts of the institution might be directed. There
should be no indication that the document was in any way
binding on any institution but rather an internal document
for the use of faculties seeking to implement the previously
adopted policy statement.

There should be some further recognition in the document that
faculties are currently constrained from carrying out the
recommended courses of action by restrictions placed on graduate
programs by specialty boards. Some exhortative statements
directed to the Boards would be considered useful by the
Administrative Board.

Report of the Ad Hoc Committee on Continuing Education

The Board declined to endorse the report of the Committee as
written. Instead, it endorsed five of the nine recommendations
contained in the report as appropriate statements of AAMC policy
and recommended their adoption by the Executive Council.

The recommendations endorsed by the Administrative Board were the
following:

1.

The medical faculty has a responsibility to impress upon students
that the process of self-education is continuous and that they
are going to be expected to demonstrate that they are competent
to deliver care to patients throughout their professional lives.

Medical faculties must cooperate with practicing physicians in
their communities or regions to develop acceptable criteria

of optimal clinical management of patient problems. Having
established criteria, faculty and practiticners must devise
and agree upon a system to insure the deficiencies in meeting
these criteria are brought to the attention of physicians who

v
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‘are performing below the expected norm.

. 3. Educational programs must be specifically directed toward

XI.

improving deficiencies in knowledge, skills, attitudes, and
organizational structures detected to the systems developed
for accomplishing recommendation number two. These programs
should be geared to the need for immediate feedback and should
be no more complex than needed to accomplish their goals and
objectives, namely the improvement of patient care.

4. Evaluation of the effect of educational programs should be
planned from their first inception. Evaluation should be
directed toward specific intended modifications of physician
behavior and/or patient management in the setting of day to
day practice. Dependence upon subjective evaluation of par-
ticipants and/or cognitive evaluation may be spurious and
misleading. ' :

5. Financing of continuing education must be based on a policy
which recognizes its essential contribution to the progressive
_improvement of health care delivery.

The remaining recommendations and the text of the committee's report
were considered by the Board to contain comments which were need-
lessly offensive to many who are currently engaged in continuing
education programs. In addition, the remaining recommendations
suggested approaches which were viewed by the Board as untried

and unproven , or at least so controversial that they should not

at this point be adopted as AAMC policy. Thus, the Board recom-
mended that the Executive Council return the report to the committee
for the development of a new paper which would expand upon the
statements of policy adopted by the Executive Council, exploring
their implications and developing a proposed definition of the
appropriate role of the AAMC and its constituents in continuing
education. The Board further recommended that the Association
increase its communication with a number of individuals prominent
in the field of continuing education to obtain their input on

an appropriate role of the Association in their field of endeavor.

The AAMC Position Regarding Legislative Extension of the RMP-CHP
Programs '

The Agenda Book contained a proposed AAMC position on this matter.
The Board took the position that they had insufficient information
available to them to enable them to take any. position to endorse,
to modify or even to comment upon the proposal.

WHO Study on International Migration of Health Manpower

Dr. Emanuel Suter, Director of the Division of International
Medical Education, recommended that the Board encourage AAMC
endorsement of a proposed study by the World Health Organization.

. Dr. Suter pointed out that international migration of health

manpower , particularly of physicians and nurses, has assumed
major proportion and has important implications for donor and
recipient countries. Background data on the movement of these
professionals in their motivating factors, and the consequences
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" of their movement for health care in affected countries are nof

available. In order to provide basic information necessary for an
assessment of the situation in different countries, and for gain-
ing an understanding of its dynamism, World Health Assembly of
1972 requested the Director-General of WHO to undertake a com-
prehensive study. Plans and instruments for the study have been
developed in Geneva under the direction of Dr. Alfonso Mejia.

The study has the following objectives:

1. To determine dimensions and patterns of migration of physicians
and nurses;

2. To identify characteristics, motivation, satisfaction and dis-
satisfaction of those who migrate;

3. To determine economic and non-economic factors which cause
physicians and nurses to migrate; -

4, To identify in the affected countries the economic and non-
economic effects of migration; and

5. To postulate alternative strategies for monitoring and 1nter~
vening if necessary in the process of migration.

In view of the importance of the issue of the foreign medical
graduate in the United States and of the expectation that this
study will provide valuable data, the Board recommended that

the AAMC endorse the proposed WHO study and offer its partici-
pation with a proviso, that it not incur any financial responsi-
bility unless funds could be obtained from outside sources.

International Consortium for the Advancement of Family Health

The Agency for International Development, through its Bureau
of Population and Humanitarian Assistance, is proposing to
develop a program aimed at worldwide improvement of the health
of women as an effective mechanism for raising the standard of

“health of the family and particularly the child. The proposed

project consists of the following three component programs:

1. To develop an international system for continuing education
of ob-gyn leaders in medical schools and in practice in the
area of reproductive biology, demography, maternal and child
health, and fertility control;

2. To initiate a network of health clinics for women by a trained
specialist; and

3. To establish a supply system for equipment and materials used
in these clinics.

In order to develop a program of continuing education which can
reach ob~gyn faculties at their request in countries accessible
to AID in which may make best application of modern educational
technology, an international consortium is proposed to take
responsibility for all of these phases of the project.
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The Agency for Internal Development is turning to the AAMC

. for assistance in establishing the international consortium for
the project. Specifically, the AANC has been regquested to assume
the responsibility for the initiation and establishment of the
consortium which will then receive five years of guaranteed support
for the implementation of the project. The contract with the AAMC
will be limited to twelve to eighteen months depending upon the
progress of the initial negotiations.

The Administrative Board recommended that the Executive Council
endorse a proposal that the AAMC authorize negotiations of the
contract to develop the international consortium for the advance-
ment of family health.

XII. The meeting was adjourned at 3:50 P. M.
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" UNIVERSITY OF CALIFORNIA, LOS ANGELES
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-

BERKELEY * DAVIS *

JRVINE ¢ 1.OS ANCELES * Rl\'ER?]DE * SAN DIECO * SAN FRANCISCO SANTA BARBARA ¢+ SANTA CRUZ

OFFICE OF THE DEAN

SCHOQL OF MEDICINE
THE CENTER FOR THE HEALTII SCIENCES

LOS ANGELES, CALIFORNIA 90024
May ¢, 1973 ;
o .

PRESIDENT RICHARD M. NIXON
The White House

Washington, D.C.

<

Dear Mr. President:

In my capacity of Chairman of the Council of Deans
of the Association of American Medical Colleges, it is my pleasure
to relate to you a recent action of that group.

By unanimous vote, the Council, made up of the deans
of .the nation's 114 medical colleges, acknowledged its appreciation
for the contribution of the Veterans Administration in the support

- of medical education.

The Deans, solicitous of the well-being of the
role of that agency in the education of our future physi-
d their continuing and whole-hearted support for
rtive relationships between the medical
d over a

current
cians, emphasize
the system of mutually suppo
schools and the Veterans Administration hospitals develope

proud history of shared concern for our nation's health. 1In parti-
cular, they expressed their appreciation for the effective leader-
ship within the Veterans Administration which has contributed so
substantially to the enhancement ‘of these relationships.

_Sincerely, -

_SHERMAN M. MELLINKOFF, M.D.
Dean, UCLA School of Medicine
Chairman, Council of Deans,

Assoc;ation of American Medical

Colleges

SMM: jcm :
Identical letters were sent to:

Senator Alan Cranston, Chairman, Committee on Veterans Affairs for the Sen.
Bryan Dorn, Chairman, Comm. on Vet. Aff. for the Hse

Congressman William J.
Mr. Donald E. Johnson, Administrator, Veterans Administration

-
*




ASSOCIATION OF AMERICAN MEDICAL COLLEGES

*Possibly' rename as ''Single Application Stage."
#icould also be instituted at the local or regional levels for 1974-75 entering class if desired but would require special publications.

N.B. Rejection notices should be mailed as soon as possible after the rejectee's admissions credentials have been received and evaluated by the medical school.

Draft of Proposed National Four-Stage Plan to Help Alleviate the Admissions Crisis for the 1975-76 Entering CIass#
Proposed % Advantages of Fach Stage
of Places to (assuming potential 40,000 . .

~ Stage Key Features of Plan be Filled applicants for 15,000 places) Proposed Dates
o -
.g 1 - Information Publicize widely (a) national —_— 1) Should help discourage some poorly Admissions Book Deadline - 11/73
RZ] “dissemination facts such as only 1 in 50 qualified individuals (5,000?) from AMCAS Participation Deadiine - 12/73
g to applicants | out-of-state applicants are applying to any medical school at AMCAS Booklet Deadline - 2/74
Q) 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
8 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
z medical school essentially zero. Future use of MCAAD to help applicants decide
23 3) The above would eliminate 70,000 * whether and where to apply - 1974 on
Q applications.
= .
g 2 - Early Applicant applies to only 1 up to "|1) Would eliminate approximately 45,000 Application| Premedical | Applicants | Applicants
L Decision school by specified date 50% applications (7,500 x 6) or an average Dates Evals. Due Notified Reply by
ol Plan (EDP)* (e.g. 9/15) which he agrees of about 400 per school.
'g to attend 1f 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.
S)
z 3 - Uniform No offers other than EDP 40% 1) Would allow schools to consider re~ 7/1 - 12/15 1/15 2/1S 3/15
Q Acceptance would be made until or more mainder of applicant pool as a whole, 1
> Date : specified date (e.g. 2/15) with more equity for applicants and &
j ’ - ’ better chance to obtain a balanced
o class.
= 2) Would eliminate "musical chairs" for
< all but a maximum of 10% of acceptees.
@ 3) Month to reply to simultaneous offers
ke allows applicant time to consider
‘g financial and other aspects of decision.
8 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
g d Admissions following specified date as regards women, minority group members, Start of After
= (e.g. 2/16) out-of-state residents, etc. . Classes Receipt
g : of Offer
o)
fi=)
|5
g
5
)
A
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Further Consideration'gg the Council of Deans "Green Paper" Resolution

-~

The folloWing paper has been prepared by Dr.
Marjo?ie P. Wilson, with appropriate technical
advise on the strategic planning process, to
assist the Administrative Board in its deliberations
regarding appropriate follow—up.of the COD San Antonio
Resolution. This matter is the major item for Board

consideration as per its decision of March 15, 1973.
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A Discussion Paper for the COD Administrative Board
The COL Kesolution - San Antonio = 1973

This document is a discussion directed to members of the
Administrative Board of the Council of Deans and intended to

generate members' reaction and response prior to their June

meeting.

At the conclusion of its most recent meeting (Ssan Antonio),

the Council of Deans passed a resolution urging the development

by AARMC of a strategic planning "green paper" based upon the

January, 1973 background paper titled Medical Education: The

Institutions, Characteristics and Programs.* That background

paper includes identification of a number of issues or questions.
The cumulative effect of answering those-questions could be
highly influential in determining the course of medical education
in this country for some time into the future.
At its most recent meeting (March, 1973), the Administrative
Board considered the resolution passed in San Antonio and
elected to delay its transmittal to the Executive Council. The
Administrative Board agreed that it should have the benefit of
an analysis of the intent and possible consequences which
could arise from the Council of Deans' resolution. It was agreed
that there would be discussion which might occupy all of the
time of the June meeting and which would serve to clarify for
the Administrative BOard just what it would and should be doing when it
sent the COD resolution up to the Executive Council.
‘In the present paper, a systematic action plan is discussed
which would have as itg outcome transmittal of the COD resolution
from the Administrative Board, accompanied by an outline

of a possible plan of action.

*Referred to in this paper as the YELLOW BOOK.

°
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Presented with a proposal for action the Executive Council

might adopt one or a combination of several alternatives:

1.

Subject to appropriate protocol, the proposal (all or in part)
would be considered by the three Councils and then by the
Assembly.

React to and revise the working draft ahd reconsider it at

its own next meeting having the benefit of, by then, similar
consideration by the Administrative Boards of the three Councils.
Adopt some other possibly delaying action. (Appoint a committee.)

Turning the Issues Identified in the Working Paper Into a Series
of Strategic Action Plans for AAMC

The issues have been extracted from the Januvary, 1973 back-
ground paper and are Appendix A, attached. The issues are in
four'categories: Educational Activity, Biomedical Research, Health
Services, and The Financing of Academic Health Centers. The
resolutioﬁ of these issues is extremely important to AAMC as
an organization and to its constituent groups. Strategic
planning crept into the discussion in San Antonio obviously as
a result of discussion of this concept at recent seminars. However,
we need to be clear on the meaning of strategic planning technically
so that the term is not misused. It is not simply jargon, but
has a special meaning. An explanation and illustration follow.

As a first essential étep in developing a strategic plan for
anything, AAMC as an organization must be clear about its position
or stance with regafd to the issue. In the context of the YELLOW
BOOK ISSUES, that is to say, for each of these issues, how would
}AAMC want to have the question answered ih order to be most
beneficial to its conétituent groups? The consequence of the

statement just made is that AAMC staff and/or elected body must
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~

examine.each one of the issues and then adopt an explicit
‘ position on that issue as a first step.

After a position is adopted on each issue, a set of goals
and objectives should be derived, the acéomplishment of which
would lead to the resolution df the question in the direction
‘which AAMC believes is in the best interest of its constituent

groups. The strategic plan is the acfion plan which AAMC as

an organization intends to pursue in order to gain accomplishment
of the goals and objectives which it is believed will bring
-about the desired outcome of the issue question.

In the course of developing the strategic plan needed to

accomplish each set of goals and objectives some policy state-

ment might need to be adopted as the decision rules which would

. be utilized in the implementation of the strategic plan. The
strategic plan will include a feedback or control loop which
will trigger recurring comparisons between progress towards

attainment of the goals and objectives and the actual goals and

objectives as they were stated at the beginning of implementation
-of the strategic plan. Each time that the comparison is made as

a result of the operation of the feedback loop, the strategic

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

plan itself might be revised, policy statements might be revised,

or goals and objectives might be revised.
Allocation of resources is made at several different
'planning levels. At the highest level there would be an
allocation of some resources to the accomplishment of each one
of the issues in a favorable direction based on perceived
. : relative importance of the issues. Within esach strategic plan
resulting from the setting of goals and objectives for each

‘issue there is further lower planning level allocation of resources.
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It should be recognized that this entire systematic approach
can be applied at each decision-making level in the total organi-
zation depending on the level of éggregation of problems addréssed°

Therefore, the Administrative Board might also want to give some

‘attention to what might be in'a sense called "grand strategy”

for AAMC although this is more appropriate business for the
Executive Council. In looking at AAMC as an organization from
that highly aggregated level one of a large number of issues
facing the organization could bé stated as "what should the
organization do with the January, 1973 working paper?" This
was stated above as one alternative viewpoint for the Executive
Council relative to the COD resolution.

Although not aware of the larger frame of reference at the

time when it took its action, the Council of Deans in San Antonio

was essentially adopting a position relative to this particular

issue, namely that the Executive Council should utilize the

working paper to somehow advance the purposes of AAMC and thereby

its constituency. For each issue a position and strategic plan

is needed. It is important to recognize that each time a position is

adopted by any body of the AAMC, that position itself should be
reassessed on some cyclical basis. Depending on the liability of
the issue, re-examination of the body's position might be considered
monthly, quarterly, yéarly or perhaps every five years.

In summary then if we really mean systematic strategic planning
applied to these issues the approach is as follows:
1. adopt a positidn- - 5. feedback

2. set'goals and objectives

3. state decision rules

4. allocate resources
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‘ II.

A Hypothetical Illustration of Action Following The Course
Described Above

In an attempt to clarify the process described above, a
hypothetical course of action is now described. The substantive
response in this example is not advocated, only the process.

The first issue statement in the background paper 1is:
"should national policy continue to support further expansion
of medical education?“ |

Step Number One. After assémbling an appropriate data base,
supporting documents, and rational arguments staff together with
members from the constituent groups develops a working paper

which finally results in Assembly action to wit: "it is the

position of AAMC that the federal government should directly

support medical education in the United States by the appropriation

of money which will be given directly to the institutions and

by other legislative actions which from time to time are believed

to further the advancement of medical education. It is further
the position of AAMC that the current capacity of the medical
educafion system of this country should be increased each year in
a step-wise fashion such that the percentage of students enrolled
in schools working for the M. D. degree will be in a relatively

constant ratio to the total population of the country. It is

also the position of AAMC that the cost of this yearly increment

should be partially born by fuﬁds derived from federally controlled
sources."

Note that the term "natiénal policy" has been eliminated
from the position statements adopted by}AAMC. Technically no
body‘currently exists with authority to enunciate and implement

"national policy" on this issue. At such time as there might
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be legally established a body which actually has the power to
set "national policy" relative to medical education, the AAMC
Assembly could'adopt the position that: "the National Health
Education Poliéy Board should adopt as policy for the federal
government (that is as a 'decision-making rule' for the federal
governmeht's agencies) 'do everything that you can to further
the expansion of medical education in the United States'."

Step Number Two. A list is prepared of goals and objectives
the accomplishment of which would advance a particﬁlar position
advocated by AAMC. In this hypothetical example, one such
objective might be "to have the 94th Congress pass a law which
authorizes the expenditure of x millions of dolla;s during
each of the next three years for the suéport of increases in
enrollment in the nation's medical schools". Note several things
about this objective. Attainment of this objective alone would
not in and of itself produce the desired outcome fulfilling the

position adopted by AAMC. A number of other objectives also would

have to be attained. These would include, for example, (incompletely)

the appropriation of money and the spending of money by the
executive branch. Note also about this first example of an
objeétive that there is én event or a behavior which we can say
objectively did or did not happen. That is, we could say un-
bequivocally and with agreement by all observefs that it did

happen, did not happen or happened partially, We would say

that it happened partially if instead of the authorization of

x millions of dollars, the authorization was for x minus z millions

of dollars.

' Step Number Three. A strategic plan is now adopted which
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will lead to the accomplishment of each of the objectives listed

in step number two. For example, a plan which AAMC would follow

leading to the attainmasnt of the objective given as an example

in step number two is, (incompletely) as follows:

1.1 Write a letter to each congressman saying that this
authorization must be made. .

1.2 Write a letter to the President asking him to support the
bill: |

1.3 Take.out a full-page ad in the New York Times asking people
to write to their congressmen supporting the bill.

1.4 Demonstrate in front of the White House.

Step Number Four. The strategic plan would include assign-

ment of resources including designation of a responsible person

to see that the plan is carried out. The plan would also include
necessary policy statements or decision rules which that re-
sponsible person would have reference to for gﬁidance in carrying
out the strategic plan. An example of such a policy could be:
"make sure that the dean of the state medical school in every

instance has seen and approved the letter before it goes to the

congressmen representing his state". That is a policy statement

- or decision rule against which the responsible person must

measure each proposed episode of letter writing.

Step Number Five. Provide a feedback loop. For example,
the responsible person assigned the exécution of the strategic
plah shall report honthly to the President of AAMC on the
progress made in the execution of the strategic plan. The
President and the responsible person will then review that
progress and they might then decide to change the strategic plan.

Note that the allocation of resources within the framework

-
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III.

of attainment of the set ofvgoals and objectives which one is
trying to reach is a subset of total budget-making. That is to
say, budget-making also occurs at multiple planning leveis depend-
ing on the aggregation of strategic planning with reference to

the over-arching position regarding obtaining support for ex-
pansion of medical education. The AAMC might decide to allocate
ten percent of its an total resources to furthering the particular
position which it has adopted.. However, because of matters such
aé joint cost, with which we are guite familiar, the disaggregation
from budgetary allocations could be done to such a micro-level
that it is counterproductive. Nevertheless, theoretically

it would be possible to say out of the ten percent of total
resources of the Association assigned to furthering sﬁch and such
a position, ninety percent will be<devoted to attainment of some
specific sub-objective which is considered essential to the
aécomplishment of the next higher level position.

Preliminary Analysis and Comment on Issues Extracted from
Working Paper

As a preliminary step in sharpening the focus on the issues

“and in categorizing these, the following comments on the issues

are offered. Also the Administrative Board may want to ask itself

the questions, "what does COD really mean by the resolution and

what commitment does the Administrative Board have to action by

AAMC on it?" Note that there might be some issues on which the
Administrative Board would adopt a position, other issues on which
the entire COD would adopt a position, different issues on which
the Assembly would take a stand and still others on which the
President and staff must react quickly, without formality. In

choosing to deal with the issues in the background paper, AAMC
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can be highly Selective-with regard to the effort and formality

. ‘ of strategic planning applied to each. This gross sorting could

o be done by the Executi&e Council and/or the President. Somewhere,
of course, the organization should have the'"grand strategy"
explicated.

A "green paper" is a discussion paper which sets for a

position for discuésion. The "white paper" represents the
final position which is adopted. Having just elabbrated by
illustration the meaning of strategic planning as épplied to
accomplishment of obhjectives which would relate to each of
the "issues" in the YELLOW BOOK, one observes that as a first
step, a position must be adopted on each of these issues. Perhaps
there should be a "strategic planﬁ for déveloping a position

. on each of these issues, and then as outlined above, a plan for
accomplishing the objectives underlining each position. In order
to adopt a "position" on these issues, it would appear considerable
work would have to be done to establish the recommended position.
It appears that the important point the COD is making.is its
desire to carry these matters beyond the development and adoption
of a position to a strategic plan for bringing it into effect,

including the definition of clear cut objectives and a clear under-
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standing of the necessary allocation of AAMC (or other) resources

to the achievement of the objectives.

© Again, a look at the "issues" themselves may be helpful.
The issues in the YELLOW BOOK relate to four major categoriés:

_ - Educational Activity
T : A Biomedical Research
: . . - Health Services
The Financing of Academic Health Centers

e et
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A. EDUCATIONAL‘ACTIVITY ISSUES

1. Should national policy continue to Support further expansion

of medical education?

2. What should be the determinants of the rate and extent of

any further expansion:

+++. Perceived health care needs?

««+ Volume of applicants?

3. What should be the distribution of responsibility (public-pri-
vate, Federal—non—Federal) for the resources required for any
further expansion? .

<o« In capital expenditure?

In continued operating support?

° s 0

In assuring the availability of additional faculty?

4. How and by whom should acceptable qualitative levels of

educational programs and performance be assured?

5. Should greater attention be given to national policy develop-

ment for graduate clinical education, its financing and its

role in the Specialty and geographic distribution of physicians?

The first three of these are vVery much interrelated ang could
be restated as follows:

Should there be further expansion in the number of medical

schools and/or enrollment? For what reasons? How should it be

- paid for?

It seems to this writer that the development of a position

on these issues is a project in itself, although it need not be

an elaborate undertaking. It could be done by a professional

level person, with an aid for "leg work", and someone to type

»
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the papers.- The speed with which this type of worklis accom-
plished depends on the style of the professional and the
familiarity of the team with relevant previous work and history.
The equally important question is by whom should the position
be accepted - the Executive Council, the Assembly, the President,
before the strategic plan for its accomplishment is laid out?
Issue four in this group is of interest to two sets of
groups: 1) agencies subsidizing educational programs or
licensing individuals, e. g., Federal and State governments,
and 2) those représenting the profession and concerned with
internal standards, gquality assurance, and taking a responsible
position toward society, i. e., the schools, AAMC and AMA.

One means by which the first of these groups is pursuing its

“interest is through a study on the use of accreditation as a

mechanism for determining institutional eligibility for Federal
funds sponsored by the Office of Education. The study, which
will require a yéar or more to complete, is being conducted

under the direction of Harold Orlans at the Brookings Institution.

- Orlans has at least two professionals working with him on it.

One means by which the AAMC seeks to secure some assurance
as to the quality of educational programs is through its accredi-
tation activities carried out in conjunction with the AMA through
the LCME and with others through the LCGME.and the Coordinating
Council on Medical Education. The AAMC could.well undertake
to formalize its position on this matter. We have a position
under which we operate now and in a sense we have a "strategic
plan" for carrying out the objectives defivative of that position.
Objectives are only partially spelled out, but tﬁere are some.

Resources allocated to their achievement here include on a
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regular basis one full-time professional, an administrative
A ‘ assistant, one secretary plus one third time of another
professional. Additional input is made on an ad hoc basis of,

at the most, one-half FTE professional and one-half FTE secretary.

There is an operating position on "how and by whom" accredi-

tation is done, and it is reiterated briefly on an ad hoc basis

from time to time, but no carefully stated written position has

been developed. It probably should be.

An important aspect of the accreditation wérk is the
quality of its own procedures and process. Addressing this
matter, the Secretary of the LCME last fall introduced the
question of converting the present process to one of self-study
by the institution. There is presenfly before'the LCME Task

‘ _ Force on Accreditation Policy a discussion paper suggesting that
the LCME develop a strategic plan for converting to a self-study
process. On looking into this matter, there is some indication
additional resources may be needed by the LCME for a year or
two which, frankly, had not been in our original thinking.

Issue five in this group deals with graduate education and
implies that attention at the national level shoﬁld be directed

at policy development re:
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Specialty distribution of physicians

Geographic distribution of physicians

Financing of graduate education
The issue as stated does not indicate who should give attention
to this so that would become part of the statement of an "AAMC

position" on this subject. At the present time, AAMC has a

. _ Committee on Graduate Education and a Subcommittee on the

Financing of Graduate Education which reports to the AAMC Committee-

on the Financing of Medical Education. Also, the Coordinating
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Council on Medical Education and the Liaison Committee on
Graduate Medical Education are beginning to include these
questions on their agenda. Again applying the "strategic
pl&nning" concept - AAMC should develop a position on these
issues, then set forth a plan for a;riving at that outcome or
altering the position and outcome, including the delineation of
its resources being applied to this effort.

Some of the existing Committee's effort could be directed
toward the achievement of the AAMC position. It might also be
worthwhile for AAMC to have such a_"going—iﬁ" position explicit
as it becomes involved in discussion of these issues with other
organizations - although this may not be essential. But these
are the types of decisionsvwhich need to be consciously made.

Before moving on to comment on the other three sets of
issues - Biomedical Research, Health Sefvicés, and Financing
of Medical Education, consider where we are in handling the
COD Resolution asAa result of looking at the first set of issues
on Educational Activity.

First of all, they represent a mixed bag. To establish
AAMC positions, old information could be used, but some new
information would have to be generated. Issues one, two, three
and five are somewhét related, cover undergraduate and graduate
education, speak to the number of physicians produced and in
what specialtieé, how they should be distributed, what resources
and facilities are needed to produce them and how those resources

“should be financed.

1. Are these issues of importance to AAMC and its constituency?
Answer: Yes.

2. Should AAMC concern itself with these issues? Answer: TYes.
Wwith the demise of the BHME and health professtions

v
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, assistance legislation due to expire in two years, the
‘ : AAMC needs to worry about where it stands, what the
needs are in relation to national resources, and how
the AAMC best serves its constituency in this context.
What the COD seems to be calling for is a strategic
plan for doing this.

The COD Administrative Board raised the question as to

whether such studies could or shoul& be undertaken within the

present structure of the AAMC co-mingled with the on-going

work. The suggestion was made (See minutes of March 15, 1973

meeting of the COD Administrative Board) that a special group

be established under the direction of an experienced individual
to undertake the necessary studies. In fact, staff was instructed
to test the likelihood of foundation support for such a venture
prior to the June meeting. Hopefuily, the commentary which is
being provided will illustrate why staff failed to respond to

this request. First of all, a clearer statement of what was to
beAdone is necessary before soliciting foundations even informally,
and secondly, it appeared premature until the COD Administrative
Board had an opportunity at the June meeting to formulate its
recommendations more specifically and discuss them with the AAMC

President.

There is, of course, some merit to the idea of a separate

D{ocvument from the collections of the AAMC Not to be reproduced without permission

group either under the direction of the AAMC or advisory to

the AAMC taking this on. The point was made that the decision
as to the appropriate sponsor of the effort should be considered
not only in the context of resource allocation. Of.considerable
significance is the question of whether AAMC can look at these

.' ‘ .~ matters of national priority objectively, and at the same time
primariiy serve the interests of the constituency, or to carry

it a step further, serve the vested interests of its constituency.



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

Page Fifteen

Cc.

To dispose for the moment of the Educational Activity

issues, number four deals with quality of programs and 1is
related but as was pointed out earlier, opens up an additional
group of concerns.

NOTE: 1In order to save space and the time of typists,
would the reader please turn to the Appendix and review the
issues listed under the additional fhree rubrics as we proceed
to comment on each.

BIOMEDICAL RESEARCH

The issues under Biomedical Research neatly summarize the

questions basic to our national biomedical research effort and
are the type of questions which inherently guided planning in
the 0ld days at NIH. The question of the relation of the
expenditures in biomedical research to total national health
expenditures was never satisfactorily answered, although some
attempts were made to rationalize this issue as well as the
others. Needless to say, this set of questions needs to be
constantly addressed, and the conclusions updated as the
picture of health problems changes hopefully as the fruits of
research are applied and new opportunities appear on the horizon.
This could be the agenda of the Planning Office of the NIH,
with access to such explorations open to AAMC for critigue and
input, but this is unlikely and AAMC probably should develop its
own capability for exploring these questiens. The earlier Welt
Committee and the Committee on Biomedical Research and Research
Training which reports to the Committee on Financing Medical
Education have tackled pieces of these issues.

HEALTH SERVICES

The issues set forth under Health Services deal with:

»
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1. The role of the academic health (medical) center
as a'part of the health care system (local, regional,
br national). |
2. The priority assigned internally to this function from
the standpoint of effort, time and resources devoted
to it, and
3. The matter of how this function is financed both in-
ternally and externally. |
Review of this set of issues leaves the uneasy feeling that
these might not be the right issues for the AAMC, even though
they may be the right ones for the institutions themselves.
The "position" of the AAMC on what the institution chooses to
be would probably be that it is the right of the institution to
decide that. The objective of the AAMC would be'to assist
in enhancing the institution's capability for that type of
self-determination and decision-making. That particular objective
for AAMC is beiné achieved in part through the Management

Advancement Program.

AAMC is presently engaged in the area of health services

~and questions related thereto through its Health Services

Advisory Committee, its Subcommittee on Quality of Care and

the newly formed Tésk Force on Primary Care. The set of issues
these committees are dealing with could be looked at against the
backdrop of the issues as stated in the YELLOW BOOK as one way

of determining the AAMC view of priorities in the health services
area. This situation could then be judged as appropriate or not

in the light of the values of the COD Administrative Board.

D. THE FINANCING OF ACADEMIC HEALTH CENTERS

The issues in this set cannot be separated from the first

.
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thfee sets of issues on Educational Activity, Biomedical
Research, and Health Services. The first issue in this set
is in the category of a given or an assumption. The second
and third are both part of the question: Who should pay for
what the academic health (medical) centers do; and the fourth
asks how much or what share should eacy pay and why. The fifth
asks how an understanding of the importance of the role of thé
academic health center can be promulgated and influence national
decision-making so that its vitality and excellence can be main-
tained as a national resource.

The AAMC has a Committee on Financing Medical Education
which submitted a preliminary report to the Aésembly last
November and is working toward a Juné 22nd deadline for submission

of a final report to the Executive Council.

IV. The COD Administrative Board Agenda

This lengthy exercise was not intended to confuse, but to
shed light on the nature of the issues in the YELLOW BOOK and
look at them more carefully. The COD called for a green paper
on these issues and a strategic plan for dealing with them. This
paper is meant to assist the COD Administrative Board in arriving
at a clear understanding of what the COD resolution implied in
itself and what the implications are for the AAMC.

The recitation of the many AAMC committeés at work in these
various areas under consideration was not a veiled protest that
AAMC was dealing with these issues anyway and the deans need not
cdncern themselves with this matter. Rather, it’was intended as
a review of relévant present AAMC activitieé so that the Board is
able to consider its recommendations in this context and develop

a course of action which would be responsive to the needs of the

>
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constituency as the Board perceives them.

These issues may not be those that COD believes address
the appropriats problems for the longer range future. The
discussion of strategy versus tactical approaches at the San
Antonio meeting emphasized the frustration that some of the
membership feels because of their perception that the AAMC uses
the tsctical approach. The COD may be expressing a belief

(whether intuitive or informed) that appropriate "problem finding"

is probably the most critical activity with which the leadership
(group) or executive (group) of an organization can concern itself.
The COD Administrative Board could choose one of the following
courses of action:
1. Transmit the COD resolution as is to the Executive Council
without comment.
2. Transmit the COD resolution to the Executivé Council with
a recommended course of action for the Association.
3. Undertake an éxamination of the YELLOW BOOK ISSUES to
determine if (or which of) these are the key matters for
the constituency.

4. Do the examination suggested in 3. and recommend a

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

course of action to AAMC for dealing with the issues

so determined.
There are no doubt other alternatives the Board could follow.
Just two years ago, the COD and the Administrative Board suggested
that we undertake to identify and define the goals and objectives
of the COD‘itself. It was ultimately decided that rather than

pursue this somewhat difficult and perhaps nebulous undertaking at that

time, that we rigorously attend to productive action programs aimed

at substance, among them making the COD meetings worth coming to

v




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

. Page Nineteen

(viz. Phoenix and San Antonio) and developing programs which

help institutions generally and deans particularly deal with

their real problems as they exist back home (viz. the Manage-

ment Advancement Program. Actions of the COD have led to the

AAMC work on quality assurance and greater attention to admissions
problems. These efforts are specifically traceable to the actions
of the COD and were actually undertaken in the face of some initial
resistance.‘_

Perhaps, now with this experience behind us, and with some
record of success of these ventures, the COD Administrative Board
is in a better position to devote further attention to identifying
and defining its goals and objectives as an impartant part of AAMC
and as the executive group of the COD. Action relative to the COD
resolution or to the YELLOW BOOK ISSUES is a case in point. What
objective is the COD pursuing in making the recommendation that
AAMC develop a strategic plan regarding these issues?

In conclusion, it is hoped that the Administrative Board will
have an opportunity to fhink on these matters before the June 21st
meeting. It is intended, as directed by the Board at its last
meeting, that the agenda will be devoted almost in its entirety to
this matter. It is assumed that should the recommendation to the
Exécutive Council be more than a simple transmittal of the COD

resolution, that that recommendation or proposal can be hammered

out at the June 21lst meeting.
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Medical Tducation, tho Institutions, .
Characterisiics, and Programs )

A EBackground Parver
January, 1973

ISSUzZS

aticnal Activity

Should national policy continue to Support further expansion
of medical education? ' .

What should be the determinants of the rate and extent of
any further expansion: :

/,

. . .-Perceived health care needs?
« « « Volume of applicants?
. . . Diminishment of dependence on foreign medical graduates?

What should be the distribution of responsibility (public-
private, Federal- non~Federal) for Lhe resoulces roqulred
for any further expansion:

« « o In capital expenditure?
« o .. In continued operating support?

In assuring the availability of additional faculty?

How and by whom should acceptable qualitative levels of
educational programs and performance be assured?

Should greater attention be given to national policy
devclopment for graduate clinical education, its financing
and its role in the speClalty and geographic distribution

of phy51c1ans°

Blomcdlcal Research

1.

What should be the magnitude of our national effort in blo—-

medical research?

2.

Hoﬁ should this effort be related to:
« « « National health expehditures;

National scientific capability as measured by good
men and good icdeas;

The rate of attack upon national health problems; -

mhe national effort in health professional education?
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3. What is the ovntimum ratio between the effort to advance
knowledoe and the effort necds to develop -the insight
r ear

e
cdoa
aych into the technology reguired
of national health problems?

ive from such res:
practical solution

-

4. ~How can wo best cultivate the continuing new inflow of
resources in trained men and adeguate facilities to sustain
‘biomedical scicentific productivity in the years ahead?

Health Services

1. What is the avppropriate distribution of effort in acadenic
health centers between health services essential to the
- education of health professionals and health services under-
taken in response to other social needs? ~

2. How can the ability of acadenmic health centers to serve a
regional educational and health service role be made most
effective in reducing needless duplication of expensive
facilities and restraining thne proliferation -of separate
health occupations and functions? ‘ ‘ '

3. How can the methods and terms of operating reimbursement
and capital financing for hospital and health services in
the teaching setting be developed SO that they provide
an adequate and viable financial base for their special

functions?

" The Financing of Academic Health Centers

1. The basic issue presented by the present-day status of
academic medical center financing is how to assure long-~-
term stable support for a set of complex but unified
institutions with a basic long-term functional role in
society in a context of short-term rapidly changing sources

of funding.

2. Put another way, how should the responsibility for financing
. academic medical centers ke distributed between the immediate
beneficiaries of its acktivities (students, patients, progran

sponsors) and the long~term beneficiary of its function,

socicty at-large, and the broad public and private roles
therein? '
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The irmmediczte corollary of this issue iSs the distribution
of the public resweonsibility between the Federal and non-

Federal public interests.

sunpport from each beneficiary be
' al cost basis? If so, how can the
joint cost i om be h“rdlcd in distributing the cost

burden among ‘-;ef1c1ar1es sharing in a common function?

And how can the divisive effects of such a basis for deter-

mining instituti support ke avoided?

Since these institutions are so dependent on each and every
elerment of theilr income structure, how can external decisions
to modify one element be made in such a way as to avoid

. major and unsettling perturbaplons throughout the entire

entity?
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AAMC Policy Statement - The Patient in the Teaching Setting.

The attached proposed AAMC Policy Statement will appear in.
the Executive Council agenda as an action item for adoption
by that body. The item appears here to permit full COD dis-
cussion in advance of the Executive Council meeting.

The items following the statement are provided as background
information. They include an AHA Statement on a Patient's
Bill of Rights, a resolution adopted by the American Public
Health Association on the Selection of Teaching Patients,
and a statement detalllng "Your Rights as a Patient at Beth
Israel Hospital Boston"

Reéommendation: That the Board endorse the adoption of this
policy statement by the Executive Council.
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AAMC. POLICY STATEMENT
THE PATIENT IN THE TEACHING SETTING :A

The.medica1 facu]tfés and staff of the nation's med{cal schools and
teaching hospitals are committed to the phovision of the highest quality
of pehspna] health services. The interrelationship between the hea]th
Care, educétiona1 and research functions of these institutions contribute

to the assurance of these high standards of patient care. Patients seek-

'ing care in the teaching setting are not only.provided high quality health

services, but also an opportunity to share in the training of the nation's

future health care professional personnel through part1c1pat1on in clinical

educatlon

It is the policy of the Assoc1at1on of American Medical Colleges

that axl pat1ents, regardless of econom1c status, service c1a551f1cat1on

.- nature of illness or other categor1zat1on should have the opportunlty to

participate in the clinical education program of the hospital, clinic or
other delivery setting to which they are admitted or from which they seek
care.

In order to assure a single standard of high quality patient care,
and to reinforce student perspectives and attitudes regarding patient
rights and responsibi]ities; the AAMC reaffirms that: |

Se]éction of patients for participation in teaching -
programs shall not be based on the race or sbcio-'

economic status of the patient.

Responsfb1e physicians have the obligation to discuss
with the patient both general and specific aspects of

" student participation in the medical care process.
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and censuiteaiions

The Association of American Medi

reaffirmation of t

will contr1bute to the best interests of patient

appropr1ate educational en

(2)

Provision of patient care is a confidential process.

Pelaticonshins tetuzen the patient, health professional

and student, recarding examinations, treatment, case discussion

s sheuld be treated with due respect to the
patient's right to orivacy.

Fach patient has the right to be treated with respect and

dignity. Individual differences, including cultural and

educational background, must be recognized in designing

each patient's care program.-'

Every teaching institution should haVe programs gnd

procedures vihereby patient gr1evances can be addressed

in responsive and timely fash1on
ical Col]eges believes that the

hese principles in medical schools and teaching h

s and ensure the most

vironment for the tra1n1ng of future health

professionals.

ospitals
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Amrmed by the Doard of Trustees

of ihe

Anseriean

Aszocialion

ST

£1972 by the

Arcrican IIaspital Associalion
840 Mnrth Take Shore Drive
Liincis 60611

s veserved

e US.AL

o sy anar
SSM=1/T0-2053

~ne American Hospital Associa-
4 {ion presents a Patient’s Bill of
Rights with the expectation that ob-

"servance of these rights will con-

tribute to morce cffective patient care
and greater satisfaction for the pa-

* tient, his physician, and the hospital

organization. Further, the Associa-
tion prosents these rights in the ex-
pectation that they will be supported
by the hospital on behall of ils pa-
tients, as an integral part of the
healing process. It is recognized that
a personal rclationship between the
physician and the patient is cssen-
tial for the provision of proper med-
ical care. The traditional physician-
patient relationship takes on a new

dimension when care is rendered .

within an organizational structure.
Lcgal precedent has cstablished that
the institution itsclf also has a re-
sponsibility to the patient. It is in
recognition of these factors that
these rights are affirmed.

1. The patient has the right to

considerate and respectful’

cave.

2. The patient has the right to
oblain from his physician com-
plete current information con-
cerning his diagnosis, trcat-
ment, and prognosis in terms
the patient can be rensonably
expected to understand, When
it is not medically advisable
to give such information to the
patient, the information should
be made available to an ap-
propriate person in his behalf,
He has the right to know, by
name, the physician’ respon-
sible for coordinating his care.

3. The patient has the right to

receive from his physician in-
formation .nccessary to give
informed consent prior to the

ceA

7.

glart o any procedure dndsar
treatment, Ixcepl in emer-
fencies, such information {or
informed  consent should in-
clude but nol nceewarily he
limited to the speciiic proce-
dure and/or treatment, the
medically gienificant ricks in-
volved, and the probuizle dura-
tion of incapacitation. Vhere
medicatly  gipnd
tives for care or lrentment
exist, or when the pelient re-

guzsis informntion concurring

feant alernn-

medical alternatives, the pa-
ticnt hos the right to suehin-
formuation. The palient also his
the right to kuow the name of.
the perom responzible for the
procedurcs and/or trealment.
The padent has the rigit fo
refuse treatment to the extent
permitied by Jaw and 1o be
informed of the medical con-
scquences of his action,

The patient has the right to
cvery consideration of his pri-
vacy concerning his own media
cal care program. Case discus-
sionyconsuliation, examination,
and treatment ave confidential
and should be conducted dis-
creetly. Those not directly in-
volved in his care must lave
the pormission of the putient
to be present.

The patient has the rvight to
expect that all communications
and records pertaining to his
care should be treated as con-
fidential,

Tha patient has the right to
expeet that within its capacity
a hospital must make reason-
able response Lo the requaest of
a patient for services. The hes-
pifal must provide. evaluation,

)

o
-
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aomvice, and/Zor referral os in=-

Cienvnd by the uraeney of the |

L

ciee When medically permis-

st o paticnt may be trans-
foreert to anotber facility only
e e han roccived complete
infortatina d  explanation
conerning the needs for and
sliernatives to such a transfer,
The institetion to which the
pziient is fo be transferred
meet fivst nave aceepted the

proient Jor wansfor

g rhe pationt has the right to
obeoin iz';‘.'r.n:'x'r'.:\lion as to any
relntion: hip of his hospital o
other Leslth care and eduen- '
Viesesl institudions insofur as
pie care iy concerned. The pa-
et huas e vicht Lo ohtain
inronmation as to the existence
of wny professonal relation-
sips amongd in dividuals, by
rane, who are treating him.

9. The putient has the vight {o be
adeioad iF the hoepital pro=
puses to enaape inor perform
nunn esperimentation affect-
e his core or treatment, The
patirnt has the rirht to refuse
L poarticipaie in such research
projects,

10. The patient hus the right 1o

capret reasonnble continuity
of care. Ife has the right to
Vs in L advance what ap-
peintmentiimes and vhysicians
are avarlable and where. The
Wt the hospital will provide
A racchanism w‘u-rcb\' he is
e ‘(" ile of tl.: ph}.slcmn -of
e patient’s continuing health
reeuirenents  following

Pl

- paticnt has the right to expect
1

examine and reccive an GX-
planation of his bill regardiess
of source of payment.

12. The palient has the right 1o
know what hospital rules and
regulations apply o his con-
duct as a patienl.

No catalog of rights can guaranice
for the patient the kind of treatment
he has a right to expect. A hospilal
has many [unctions to perform, in-
cluding the. pr evention and treat-
ment of disease, the educ ation of
volh health professionals and pa-
‘tients, and the conduct of chmcul
research. All these activities must
be conducted with an mmud;n“

. concern for the patient, and, above

all, the recognition of his dignity as
2 human being, Success in achieving
this recognition assurcs success in
the defense of the rights of the pa-
tient.

Statement ‘ ‘

on
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copted by the

GOVE]

Increasad Uiilization of Cantal Auxi

Supperting Statement

. Theoacutz shortage of dental manpowerin the United States cannot
be zlievinted cconomically solely by the training of additional num-
bers of deatisis. Thus, the productivity of the availuble dentisis
must be incremsed. Although great advaaces in deatel techrology
have been made in the past two decades, the major factor in increas-
ing the productivity of dentists has haen the increased use of dental
auxiliaries. Recent studiss have shown thut properly trained aux-
iliarizs can perform additional duties. mainiain a comparable quality
of services, and generate substaniial increases in the productivity.

Resolution

The expanded utilization of dental auxiliaries app2ars 1o be the
most practical, economical, and efiicient approach to delivering high-
quality deatal care to more people
. The Amezrican Public Heaith Associztion recommends and urges
that a program of federa) support be impizmentsd for the accelerated
development of traini pmﬁrm\s to expand the Tunction of dental
auxiliaries, such programs to include support for construction of
facilitics, operation of programs. training of facukies, and fnancial

“dncentives to dental schools that teach students the uss of C\p:"mgd

function auxiliaries, and bz it further resolved. thut each state dental
socisty and board of examiners be urged that forma! programs of
continuing cducation be developed 1o prepare preseatly practicing
dentists to utilize expanded function auxihiuries.
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e Guidelines and standurds for programs to prepare the nurse in
an cxpainded role should coniinue to be u»\c.lopcd and r
by national nursing orzanizations and mezdical speoialiy grot

e Expeorimentation comn e under the auspices of duly aceredited
institutions:

¢ ‘Affiliates stimulate the de \Llommnl of responsible CdUC’ll:U')"l
pro'*r mis within esiablished guidelines and the appropriaie us
of practitioners who have successiully completed such prograins.

&

For over a century most of the patients chosen for clisical teaching
in medicine, dentistry, and olh-;r refated healih fields, have
so selected, directly or indirectly, becausc they are poor. Inaddiitun,
the majority of thesz paticats have been designuted as teaching cusss
without choice on their part. The justilication of such selection has
been that-teaching services have provided health care services o
many who could not have othernwise afrforded it. While there are
stifl many who cannot obtain adequat2 health care, the Amg
Public tlealth Association considers this mcans of desiznating
paticnts for clinical teaching prozrams undesirable.

The present means of selecting teaching patients perpetuates a
two-class health system which is based upon income and social
status. Not only is this socially undesirable, but it is particularly
m'-pp'o-\r::uu 1n settinas where student practitioners are develoniug
perspectives which will persist throughout their professionz! lives.
Most important. however, scicction based on cconomic criteria as
inconsistent with the goal ot APHA (o assure cquality of access
to and quality of healih care for all.

APHA urges the American Medical Association, .»\rwrx'c.‘-
Osteopathic .~\i.\'u\:i.t2§\‘\n the Americun }’mm'-l ~\\\O~l“"

Selection of Teaching Patients
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Your Rights
as a
Patient

at ‘

Beth lsrael
lospital

Boston

Beth Israel Hospital, its doctors,
nurses and enlire stalf are commilted
to assure you excelicnt care as our
patient. It has akways been our policy to
respect your individualily and your
dignity. This lisiing is published to be
certain that you know of the
long-standing rights that are yours as
a Beth Israel patient.

1. You have the right to the best care
medically indicated for your problem,
thatis, to the most appropriate
treatiment avaitable without
considerations such as race, color,
religion, national origin or the source of
payment {or your care.

2. You have the right to be treated
respectiully by oihers; to be addressed
by your proper narne and without undue,
familiarity; to be listened 1o when you

_ have a question or desire more

information and to receive an
appropriate and helplul response.

3. You have the right 1o expect that
your individuality will be respected and
that differences in cultural and
educational background will be taken
into account.

4. You have the right to privacy.
In the clinics. you should be able to talk
with your doctor, nurse, other health
worker or an adminisirative officer in
private, and know that the inlormation
you supply will not be overheard nor
given ta others without your permission.
inthe Hospital, whenyou areina
semi-privale room, you can expecta
reasonable attempt 1o keep the

1 .

conversation private. When you are
examined, you are entitled to privacy —
to have the curtains drawn, to know
what role any observer may have in
your care, 10 have any observers
unrelated to your care leave il you

so request. if you are hospilalized,

no oulsiders can see you without your
permission. Your hospital records are
private as well, and no person or agency
beyond those caring for you can learn
the inlormation in your medical record

- without your specilic permission.

5. You have the right to know the
name of the doctor who is responsible
for your care: to talk with that doctor
and any others who give you care;
ta receive all the information necessary
for you to undersiand your medical
problems, the planned course of
treatment (including a full explanation
about cach day's procedures and tests)
and the prognosis or medical out!ook
for your future; to receive adequate
insiruction in self-care, prevention of
disability and maintenance of health,
You have the right to ask the doctor
any questions that concern you about
your hecaith. You have the right to know
who vill perform a test or an opceration,
and therigh! lo refuse it. Because this
is a universily hospital, you may come
across doclors, nurses and other health
workers in training. or you may be asked
to participate in special studies. We
believe that the presence of students
adds to the quality of care. Nevertheless,
you have the right to have a full
explanation of any research study or
any training program for students before
you agree o panicipate init, and the
right to refuse lo participate. If you .

2

agree to the diagnostic and therapeutic
procedures recommended by your
doctor. you may be asked to'signa
consent form, but if you refuse, you have
the right to receive the best help that

the Hospital can stilt olfer under

the circumstances.

6. You have the rightto leave the
Hospital even il your doctors advise

" againstit, unless you have certain

infecticus diseases which may inlluence
the health of others, or if you are’
incapable of mainfaining your own’
safely, as defined by law. Il you do
decide to leave before the doctors
advise, the Hospital will not be
responsible for any barm that this may
cause you and you will be asked to sign
a "Discharge Against Advice” form.

7. You have the right to inquire about
the possibifity of financial aid to helpin
the payment of your Hospital biils and
the right to receive information and
assistance in securing 5uch aid.

Patienls also have certain
responsibilities which should be carried
out in their own bestinterests:

Please keep appointments, or
telephone the Hospital when you
cannot keep a scheculed
appointment; bring with you
information about pastillnesses,
hospitalizations, medications and
olher matiers relating to your health;
be open and honest with us about
instruclicns you receive concerning
your heaith, thatis, il us know
immediately if you do not understand

3

them or if you feel that ihe

*insttachions are such that you

cannot foliow them.

You bave the responaibidity to be
conuninnan of other panents, and
. af yOur visions are
(e aswelt, padicutarly with
(etoronce 10 noise and smoking,
which are unuslly very annoying to
nee by patients.

Yonu altao hava a iesponsibility 1o
bie peorngt abhont payment of )
oec bl bitie, 10 provide information
nor y Ing insaance Procesing
of coue tall=, and 1o be prompt ahout
barary sty Que SHONS yOou iy have

e
canenring your bills

feth larned Honpitalis inlerested iin.
auin the beat heatih possibie.
2 0ot bhumng teaied

1y, you hiee e nghito
yaur daetor, Burse,

keaping
1y b Ty
fanedy of § e

Yoy
i to e Donel
& Hoe bl Boston

g .0 will receive
aoaataitention,

Thismosn relincts the interest
and phitosupley of the entire sial! of
Coth Iarac! Hospatal,

Mitchet T. Ratkin, M.D.
General Director

4
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VI.

Review of the Closeout of the Freestanding Internship

By the attached letter, Dr. Buchanan has requested that the
COD Administrative Board review the closeout of the free-
standing interships. One of the problems cited by Dr.
Buchanan is the increasing number of students who did not
match for internships this year. Summary data on the NIRMP
follows the letter. »




CORNELL UNIVERSITY : it

MEDICAL COLLEGE
1300 YORK AVENUE
NEW YORK, N. Y. 10021

‘ OFFICE OF THE DEAN

May 4, 1973

Marjorie P, Wilson, M.D.

Director

Department of Institutional Development
Association of American Medical Colleges.
Suite 200

One DuPont Circle, N.W.

Washington, D. C. 20036

Dear Marjorie:

Several recent evenfs have focused my attention on the need to review the closeout
of the freestanding internship scheduled for 1975, These events include:

a. This year we experienced a sharp increase in the number of our
students who did not match for internships. This also occurred at
several other established and respected schools with which | am
familiar.

In the course of our efforts to place these individuals, we discovered
far fewer unmatched hospital positions than in former years. This
undoubtedly reflects the influx of American citizens from foreign
medical schools and the accomplished closure of many internships of
the freestanding variety.

b. Many specialty residency directors are urging applicants to take a
year of general, "mixed" or rotating internships before entering
specialty training. This creates a special demand for one-year
programs more commonly found in the "freestanding" state than in
major teaching centers where the first and second postdoctoral years
of general surgery and internal medicine programs are commonly
coupled.
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c. The requirements of the Academy of Family Practice are presently so
inflexible as to threaten well~established mixed internships in many
of the larger community hospitals where a family practice residency
would otherwise be the logical solution to the problem. This situation
: exists in Duluth, Minnesota and though it is critical to the new medical
. ' school there, a satisfactory outcome probably cannot be negotiated
before the 1975 deadline. : o




Marjorie P. Wilson, M.,D,

Page 2
: ‘ May 4, 1973

d. The demise of NIH support for clinical fellowships will increase the
demand for residency openings which are not likely to be made
available in our university medical teaching centers because of the
current fiscal crisis. Thus, a solution we should be seeking is the
establishment of more residency programs, the majority geared to
produce "generalists" rather than simply to abolish freestanding
internships. This would, of course, require our community hospitals
to spend money on staffing such programs but it would also greatly
improve the quality of medicine in those communities while meeting
a growing national need in medical education.

The foregoing is but a partial discussion of a very important constellation of issues
related to the future of freestanding internships. | would, therefore, request that

this item be placed on the agenda for the June 1973 meeting of the COD Adminis-
trative Board. ~

Thank you.

Sincerely,

J. Robert Buchanan, M.D.
Dean
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PARTICIPANTS

Matched

Unma {ched

X'ed A1l Choices
Did ot Return List
Withdrew

TOTAL MATCHED

U.S. iiedical Schoois
FeGill

Other Canadian Schools
Foreign

Unclassified
Osteopaths

Fifth Pathway

M.D. Radiology Candidates.

TOTAL UNMATCHED

U.S. Medical Schools
McGill

Other Canadian Schools
Foreign

Unclassified

Osteopaths

Fifth Pathway

M.D+ Radiology Candidates

TOTAL X'LED ALL CHOICES

U. S. iMedical Schools
McGill

Other Canadian Schools
Foreign

Unclassified

- QOsteopaths

Fifth Pathway
M.D. Radiology Candidates

TOTAL DID NOT RETURN LIST

PROGRAM XXIT

U.S. Medical Schools
McQill

Other Canadian Schools
Foreign

Unclassified
Osteopaths

Fifth Pathway

. M.D. RAdiotogy Candidates

TOTAL WITHDREW

U.S. Medical Schools
McGill

Other Canadian Schools
Foreign

"~ Unclassified

Osteopaths
Fifth Pathway
M.D. Radiology Candidates

1973-74
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10,
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1973-74

.S. Medical Schools 10,125
latched 8,969
latched 556

X'ed A1l Choices 86
Did Hot Return List 316
Withdrew 198
‘McGill Madical School 29

* Matched 15

* Unmatched 4
X'ed A1l Choices 0
Did Not Return List 7
Withdrew 3

- Qther Canadian Schools 80
Matched 48
Unmatched 13
X'ed A1l Choices 3
Did Not Return List 15

Withdrew 1

Foreign 2,091

. Matched 1,004

" Unmatched 460
X'ed A1l Choices 46

jd Not Return List 499
.thdrew 82
"~ Unclassified ‘44
Matched | 19
Unmatched , 4
X'ed A11 Choices 4

~ Did Not Return List 15
" Withdrew 2
~ Osteopaths 198

~ Matched 107

* “Unmatched 27
~ X'ed A11 Choices 3
~ Did Mot Return List 58.
Withdrew . 3

. Fifth Pathway 73
.0 Matched 55
- Unmatched , 5
-~ . X'ed A1l Choices 3
.. Did Not Return List 8
2 Withdrew 1
- M.D. Radiology Candidates 812
‘- gatched 4 418
. @hmatched 150
" -X'ed A1l Choices 17
" Did Not Return List 191
36
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1970-71
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VII.

Moonlighting House Officers

Dr. Mellinkoff requested that this item be considered by
the Administrative Board. A summary of his concerns
follows:

"I have recently discovered that moonlighting by house-
officers is an extremely widespread practice in Los Angeles
and .I understand across the country. Should the AAMC or

the COD take a position on the compatibility of moonlighting
with approved internship and residency programs? If it is
judged to be compatible, under what circumstances? To con-
tend with what I see as a trend, I believe the individual
institutions need a national policy statement dealing with
this issue."

The AAMC, through the Council of Teaching Hospitals has
conducted a Survey of House Staff Policy. Section C of
the Survey deals with House Officer Employment Policies.
If there are sufficient responses to permit tabulation by
the June 21 meeting, the results will be submitted to the
Administrative Board. »

Following the Survey in this section of the agenda book is
an SSA Part B Intermediary Manual Revision which will permit
licensed house officers to be reimbursed for professional
services performed outside their regular training program

in another -hospital.
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FECOTH Survey of House Staff Policy

March 1973
~ To Be Completed and Returned to:
COTH-AAMC, One Dupont Circle, N.W., Washington, D. C. 20036

HCSPITAL NAME:

A. INTERNS AND RESIDENTS
For the purpose of this survey, please report as follows: _/Ln‘ern = 1st post-MD year; 1st year resident = 2nd post-MD year, etc.

Clinical
A Interns Residents Fellows Total
1. How many house staff positions did you fill in 1972-1973? .
2, How many house staff positions are you offering for 1973-1974? (1f
you share house staff with another institution, please estimate the
full-time equivalencies for your hospital)
3. What is the minimum cash stipend per year? 1972-73 1873-74
) st Post-MD year: $ $
1973-74 stipends are estimated: ‘ . 2nd post MD year
Yes 3rd post MD year
No 4th post MD vyear
Cannot Estimate ________ : © 5th post MD year
' 6th post \MiD year
Clinical Fellowships: 1st year
' 2nd year
4. If minimum stipends vary by department, in which departments do they vary, Departments $Amount

and how much in 1872-73 was the difference for 2nd post MD year?

o o
+ + o+ o+

o

5. Do you have a dependency allowance? YES ___ NO_____

6. What is the estimated total dollars to be spent for intern and residents’ stipends for 1972.737 $

7. What is the estimated cost of fringe benefits (including insurance} to your institution for house staffA
during 1972-73? $

8. What percent of your 1972-73 operational budget is allocated to the costs of stipends and fringe
benefits for house staff? %

9. What sources are used to pay your costs (stipends and fringe
benefits) for interns and residents? {i.e. hospital charges, federal
grants, medical school funds) : : : % of
Sources $ Contribution
. %
b. : | | %
4 ¢ . . . %
* 10. What sources are used to pay your costs for clinical fellowships? % of
Sources 8 Contribution

. b %
c. ; %
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N

. Please check the health insurance beﬂeﬁts for which you pay the full costs of the premiums to insure .

11. Will there be a change in the total nuinber of funded house officer positions for July, 19737 Net Number Increased ___

Net Number Decreased _______

No Change

B. FRINGE BENEFITS

. House Offxrers Dependents
~ : o Hospitalization
: - Medical Surgical
Major Medical
Please indicate the perquisites which you furnish at reduced rates or at no cost to your house officers.
Laundry — . Professional Meetings (travel, room or board)
Duty Uniforms i . — Housing (cash allowances or domicile)
Parking —___ Meals (other than on-call or snacks)
Malpractice insurance
- Life Insurance: Face Value of Policy $
- Other: (please specify}):
None of the above mentioned
. How many weeks of vacation are available to 2nd year Post-MD’s? weeks
. During the past year, which fringe benefits were:

Added? _ Increased? Eliminated? Decreased?

C. HOUSE OFFICER EMPLOYMENT POLICIES

. In addition to their regularly prescribed duties, are your house officers permitted to engage in

the detivery of other medical services at your hospital, such as staffing your emergency room, for

which they earn additional money {moonlighting)? . YES NO
. Does your hospital policy permit house officers to “moonlight” outside your institution? ‘ YES NO
. if NO, is the policy strictly enforced? ‘ YES NO

. Does your hospitat ever hire house officers from other institutions to staff your emergency room

or a similar service? YES NO

D. COLLECTIVE BARGAINING

. Has your hospital, since January 1, 1972, received a request for collective bargaining recognition

from any formally constituted group seeking to represent your house staff regarding wages, frmge
benefits, and/or terms and conditions of employment? . YES NO

. Does your hospital now have a negotiated collective bargaining contract with any segment of your
- house staff regarding wages, fringe benefits, and/or terms and conditions of employment? YES NO

. Has your hospital, since January 1, 1972, experienced any type of job action (e.g., work stoppage,

‘strike, “admit-in,’’ mass resignation, “'sick-out,”’ etc.} by any segment of your house stafi? YES NO

. 'Is any portion of your non-house staff personnel (full-time physician faculty, nurses, paramedical,

non-professional) covered by a negotiated collective bargaining contract? YES NO

E. OTHER

."What is the procedure in the following two departments for “‘nights on""?

a In Medicine, 2nd year Post-MD’s are assigned a “‘nighton”"every_________ weekday andevery_______ weekend.

b. In Surgery, 2nd year Post-MD’s are assigned a “nighton”every ___________ weekday and every o weekend.
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ARTMENT OF HEALTH, EDUCATION, AND WELFARE

ADMINISTRATION

DEP
GOCIAL SECURITY
SALTIHORE, MARYLAND 21233 .

¢ PART
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INTERPAEDIARY MANUA
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REVISION TRANSMITIAL NO., 320

" Replaced Pages

"New Material ' :A o ‘Page No.
21-21.1 (2 pps)  21-21.1 (2 pps)

Sec, 6102.6-6102.8

- geetion 6102.7, Interns and Residents, has been revised to include within

the definition of ohysicians' sorvices" services performed by interns
and residents outside their regular training program in a hospital other -’
than the hospital in which they are in training under such program pro-
- . vided that they are fully licensed to practice medicine in the State in
- ‘\ which the services are rendered and are not compensated by a provider.
- Any services rendered in the hospital with the approved teaching program
ich the interns or residents are in training continue to be
only as provider services. This policy is
applicable to claims not yet adjudicated
laims coming to the carriers' attention.
to locate previously denied

under wh
reimbursable, if at all,
effective on receipt and is
" as well as to adjudicated ¢
Files should not be searched, however,

" claims.

T M. Tiefnexy, MIred
Greau of Health Insurante
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Action Note: Add to the last paragraph of § 6012, "(See, however, '
§ 6102.7B regarding circumstances under which services
of certain moonlighting residents are reimbursable on a

reasonable charge basis.)"




C . 3-73 ' COVERAGE AND LIMITATIONS : .

6102.6

6102.6 Provider-Based Phvsicians' Services.~~The services of provider-

: . . based physicians (e.g., those on a salary, or percentage arrangement, etc.,
. whether or not they bill patients directly) include two distinct elements:

the patient-care componenet, and the provider component, (The services of

interns and residents are reimbursable to the provider on a reasonable

cost basis even though the intern or resident is a licensed physician.)

A. The Professional Comvonent.-~The patient-care component of provider-
based physicians' services includes those services directly related to
the medical care of the individual patient. (No Part B charge can be
recognized for autopsy services.) When such services are performed by a
faculty member of a medicsl, osteopathic, dental, or podiatry school
biiling may be by the school with the physician's authorization, See
§ 6330 for form and procedures for billing for services of provider-based

physicians, See § A6015 for limitations on reassignment under the 1972
Amendments, ’

M1

B, The Provider Component,~-Provider-ba
professional services other than those di

care of individual patients. These may involve teaching, administrative,
and autopsy services, and other services that benefit the provider's
- patients as a group. Such physician services, -not directly related to
(:T* an individual patient, if compensated, must be considered in computing
reimbursable provider costs, Reimbursement for such costs is made under
. Part A where they relate to inpatient services and under Part B where
o they relate to outpatient services and inpatient ancillary services where
‘ ~ there are no ‘benefits payable under Part A, (See § 6852.2 on distinguishing
between professional and provider components for reimbursable purpose.)

sed physicians often perform
rectly related to the medical

C. The Rdales of the Fiscal Intermediary and Carrier,

~~The provider's
Part A intermediary will obtain from the provider information it and the
P

art B carrier need to make payment determinations where the services of
provider-based physicians are involved. The Part A intermediary has the
responsibility for reviewing and approving the reasonableness of the
agreement between provider and physician on the allncation of physician
compensation (received from or through the provider) between (1) the
portion attributable to provider services, i.e., services to the insti~

tution and (2) the portion attributable to physician services, i.e.,
- -ddentifiable services rendered by the physici

If the provider and physician fail to agree
A ' unreasonable, the Part A intermediary and th
B assist in resolving the issue (§ 6852.6),
-~ sible for review and approval,

... . of the basis for Part B charges
RO d.e.,  the schedule of such ch
L; j mination is used, the un
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or if their agreement appears

e Part B carrier will Jointly
The Part B carrier is respon-

in accordance with the applicable principles,
for services of provider-based physiciang,
arges if the item-by-item method of deter-
iform percentage if the optional method of

nit charge if the per diem or per visit

L determination 1is used, or the u
}(:T\  - method is used (§§ 6856ff,)o.

x. . . Rev. 320 e e T




" 6102.7 COVERAGE AND LIMITATIONS | B /J

Group practice prepayment plans which deal directly with the Social
Security Administration may mawke a written agreement with a hospital,

or with physicians in a hospital, to reimburse the professional component
of the hospital-based physician's charge for services to plan-menbers
entitled to Part B. These claims will not be processed by carriers.

o r_b 6102.7 Interns and Residents,~~ - L

A, General.,--For Medicare purposes, the terms "interns" and "residents"
include physicians participating in approved postgraduate training programs
and physicians who are not in approved programs but who are authorized to
pPractice only in a hospital setting (e.g., ‘unlicensed graduates of foreign
medical schools)., As a general rule, services of interns and residents
are reimbursed on a reasonable cost basis by the Part A intermediary,
However, the services of an intern or resident are reimbursable by the
carrier on a reasonable charge basis as physicians' services where the
individual: (1) renders the services off provider premises (however, see
also B below, regarding certain "moonlighting'" interns and residents) ;

(2) is not compensated by a provider; and (3) 1s fully licensed to
practice medicine by the State in which the services are performed.
(See §§ 6704.5 and 6806 regarding the reasonable charge determination,)

See §§ 3101.6 and 3115 of the Part A Intermediary Ménual (HIM-13) - . fi:)

regarding approved programs and coverage as a provider service under
. hospital and medical insurance, ' o

B, "Moonlighting" Intérns and Residents,
intern or resident performs in the outpatie
room of the hospital which has the training
ticipating are reimbursable only on a Part B reasonable cost basis (i.e,,
-all services performed in the hospital with the training program are

. treated as part of the training program). In addition, any services a
" "moonlighting" intern or resident furnishes in the hospital. other than

- the one with the approved training program under which the intern or
resident is in

-~Services a moonlighting
nt department or emergency
program in which he is par-

spital in which such services are rendered
-{or by another hospital), However, such services are reimbursable by

the carrier on a reasonable charge basis as physicians’ services if

- the intern or resident is not $0 compensated and if he ig fully licensed
L_‘ to practice medicine in the State in which the services are performed.
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 6102,8° Suvervising Physicians in the Teaching Setting.-=Medical insurance

covers the services attending physicians (other than interns and residents)
. render in. the teaching setting to individual patients,
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VITII.

ROLE OF OSR AND GSA REPRESENTATIVES IN MONITORING PROCEDURES
OF THE MATIONAL INTERN AND RESIDENT MATCHING PROGRAM (NIRMP)

Backgroﬁnd

At its business meeting in November 1972, the AAMC Group on Student Affairs
(GSA) adopted a resolution urging that the National Intern and Resident Matching
Program (MNIRMP) improve its enforcement of the "all or none" principle for hospi-
tal participation in the program. Similarly, at its Movember business meeting,
the AAMC Organization of Student Representatives (OSR) adopted a resolution to
establish a system of investigating NIRMP violations and reporting them to appro-

~ priate authorities. '

In response to these actions, staff of the Division of Student Affairs de-
veloped a proposal for the role of OSR and GSA representatives in monitoring the
procedures of NIRMP. This staff proposal was approved in principle by Western
OSR and GSA members at their regional meeting in Asilomar, California, in March.

The program outlined below, which is a modification of the original staff
proposal, was drafted and-approved by the Southern region of OSR at its meeting
in Williamsburg in April. This program was subsequently supported in principle
by Southern GSA at the same meeting.

" The basic elements of the Southern region's NIRMP monitoring program were
also approved by the Central region of OSR at its meeting in Starved Rock, Il11i-
nois, in May. Just prior to this meeting, the NIRMP Board of Directors had
agreed that one of its three student members could be appointed by the OSR Ad-
ministrative Board, .so the Central region version of these procedures included
the concept that the QSR National NIRMP Monitor would also be a member of the
NIRMP Board. Central region OSR also suggested that the Coordinating Council
for Graduate Medical Education be included among the recipients of violation
reports in lieu of the AAMC Executive Committee and developed a procedure under
which CCGME could eventually deny accreditation tc any institution of graduate
medical education having a program found to be in repeated violation of NIRMP
rules. Central GSA approved the Central OSR version of the basic monitoring
program but did not act on those portions of the Central OSR proposal concerning
accreditation. :

It is presently planned that AAMC will assume all staffing responsibility for
the functions of the OSR National NIRMP Monitor. Reports of violations will
be sent to the Monitor at AAMC Headquarters and AAMC staff will conduct cor-
respondence and.take action as appropriate in his/her name, with copies of all

“materials forwarded to the Monitor. - x

At its meeting on June 8, the OSR Administrative Board expects to develop
a final proposal for OSR monitoring of NIRMP violations, based on the versions
“approved by OSR and GSA in the three regions which have met this spring, and
to select an OSR National NIRMP Monitor for the coming year. Assuming Execu-
tive Council approval of this program, the final proposal and the name of the
Monitor would be promptly circulated to GSA and OSR members, so implementation
of the OSR role in monitoring NIRMP violations may begin this summer.
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Program ‘ ‘ -

(1) The role of the AAMC Ougan1zat1on of Student Poprcsentat1ves and Group.
on Student Affairs in assisting in the maintenance of the NIRWP should be mainly

. one of channeling student reports of non-conipliance to a committee established

to review such problems by the dean of each medical school.

(2) The membership of this committee shall include a representative of the
OSR and of the GSA as well as any other members appointed by the dean.

(3) When the NIRMP is explainad to the rising seniors, the importance of
working within established procedures should be stressed to them by this commit-
tee. Students shall be asked to report to any member of this committee evidence

of any internship or first-year graduate program trying to seek contract agree-

ments outsxde of the established arrangement for matching.

(4) The committee shall (a) guarantee anonymity to a comp]a1n1ng student,
and (b) be responsible for securing all pertinent data in a form pre-established
by. the complaint review committee. As necessary, any committee member may re-
quest a meeting of the committee to determine whether data submitted merit
follow-up. If it is agreed that violations exist and that the hospital program
in question does not intend to abide by its contract agreements, the committee
will (a) advise the dean, and (b) report the violating hospital and department
to the OSR National NIRMP Monitor.

(5) The OSR Monitor shall send a report of such vio]atibns to the MNIRMP
Board of Directors and to the AAMC Executive Committee. This report shall state

~only that X number of various types of .violations have been reported concerning

Institution Y, Department Z. The Monitor will request that NIRMP acknowledge
receipt of SJCh reports and advise him that appropriate action will be taken.
It shall then be up to the NIRMP to see that prompt appropriate action is taken

- by them and/or by the AAMC Executive Committee as needed:

(6) If the National Monitor has reason to believe that appropriate action
on a reported violation is not being taken by NIRMP, the Monitor may at his dis-
cretion resubmit the report in question to the NIRMP Board of D1rectors, indi-
cating that this is a second notice. 4

(7) The National Monitor shall determine, by the time of the AAMC annual

" meeting, whether (a) all reports of violations forwarded to the NIRMP Board of

Directors and AAMC Executive Committee have been received, and (b) the NIRMP
has taken action on them. The lMonitor shall report these results at the OSR

.annua1 meeting.

(8) The OSR Monitor shall be selected by a maJorxty vote of the OSR Admi-

" nistrative Board during the annual meeting. Assuming agreement with this pro-

cedure by the Central and Northeast GSA and OSR at their 1973 regional meetings,
‘a temporary National Monitor will be appointed by the OSR national chairman to
serve until the 1973 OSR annual maet1ng

(9) This procedure shall bD reviewed every three years.
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IX.

Annual Meeting Agenda Items

In addition to the previously considered COD Business Meeting
agenda items, the following requests for COD meeting time
have been submitted:

1) by the VA - a suggested joint COD - VA meeting
similar to last years;

2) by John Mills of the National Fund for Medical
Education; a request that he be given time to
address the COD. The following memorandums
address these matters more fully.




;  SERVICE ~
%\? ASSOCIATION OF AMERICAN MEDICAL COLLEGES
S : )
% INTER-OFFICE MEMO

| B . ﬁ;‘_ﬁgémc\{,
N R ) ) 5 yrs.
DATE June 4, 1973 e

Perrncnenfly
Follovi-up Date

Retain —6 mos.

R I O

TO: Marjorie Wilson, M.D.
. N

FROM: Bart Waldman |

SUBJECT: Proposed COD/VA Joint Meeting

Ed Friedlander of the Veterans Administration telephoned today and pro-
posed that the Council of Deans again hold a joint session with the VA

at this year's Annual Meeting. After casually mentioning a few eight-

place figures (as VA funds available to the medical schools) and reminding
me of how many deans were upset at having missed Dr. Musser's exposition
last year, Ed made a strong plea for a Monday, Tuesday or Wednesday session.

If the deans are agreeable to such a session, I would recommend the follow-
ing alternative dates and time (in order of preference):

This would méan cutting the COD Business

. 1. Monday, 4:30-6:30 -
’ : Meeting short, but would yield the best
attendance.
2. Wednesday, " " - This would cut into the tail end of the

"Assessment" program and might also find
some dean en route home.

3. Sunday afternoon Ed seemed dead-set against meeting again

or evening _ on the day on which most deans arrive.
4, Tuesday evening - The bias against evening meetings is hard
8:30-10:30 to predict; attendance might suffer.

i would appreciate if if you could have this nailed down by the completion
of the June COD Administrative Board Meeting.
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NATIONAL FUND #<n

Office of the President e
100 University Circle Research Center 2o gy 0"
11000 Cedar Avenue, Room 212

Cleveland, Ohio 44106 « Telephone 216-791-1445

May 29, 1973

Marjorie P. Wilson, M.D.

Director of Institutional Development
Association of American Medical Colleges
1 Duport Circle, N.W. - Suite 200
Washington, D. C. 20036

Dear Dr. Wilson:

Mr. Charles Fentress, Public Relations Officer of AAMC and
Mr. Jay Nelson Tuck of the National Fund for Medical Edu-
cation have been working with the Public Relatioms Group
of the Association. They have suggested that it might be
helpful if I spoke briefly to the Council of Deans to ex-
plain the interest of the National Fund in promoting a
much wider public understanding of the current financial
crisis of our medical schools and the collaborative pro-
gram which Mr. Tuck, Mr. Fentress and others have ini-

tiated

The purpose of this letter is to inquire whether the Council
of Deans wishes to have me appear at its session in November
in connection with the Annual Meeting.

The National Fund for Medical Education is engaged in a pro-
gram of public information as a means of increasing public
understanding and concern for our medical schools and their
several problems particularly those of a financial nature.
One of the activities of the program is to assist the medi-
cal schools of a limited geographic region to obtain access
to mass media on a collaborative basis. Currently Mr. Tuck
is working with the medical schools in I1linois and Michigan.

T trust that you will find it possible to make the proper in-

quiries and inform me as to whether the Council of Deans wishes.
to talk with me.

Sincerely yoursy) .

e

~7John S. Millis

'(i::// President




Following is a listing of health legislation expiring 6/30/73 and

EXPIRING LEGISLATION

dealing with these expiring authorities:

FY 1974 FUIDS

ADMINISTRATION

HEALTR LEGISLATION

CONGRESSTCHAL

the various legislative approaches for

INCLUDED IN OMHIBUS

EYPIRING 6/30/73¢ REQUESTED: LEGISLATICH LEGISLATION BILLS S 1136/HR 78006:
flealth Services Yes S 1633 Yes
Research, Development HR 6590 HR 7274
(Sec. 304)
Health Statistics Yes S 1515 Yes
(Sec. 305) HR 6586 HR 7274 :
__lpublic Health Training Ho Yes
Qi (Sec. 306 and 309)
;éfMigrant Health Yes to be supported Yes
=1 (Sec. 310) through 314(e)
V)
;Z Comprehensive Health Yes S 1632 Yes
~EPlanning (Sec. 314) HR 6588
24 . ‘ ]
% yedical Libraries Yes S 1450 Yes
© ¥ (Sec. 393-398) HR 6387- HR 7274
=t .
§ Hi11-Burton Construction, No S 1006 Yes
Modernization (Title VI)
Allied Health Training Ho Yes
(Title VII , Part G)
Regional Medical No Yes
Proqrams (Title IX)
Population Research and Yes to be supported Yes
Family Planning (Title X) throuch 314(e)
Developmental Disabilities | Yes S 1654 Yes
(Title 1) HR 6589
, ;
5k Community Mental Health Yes Yes
<lcenters (Title II, Part A,B)
o b
Zinlcokol and Drug Abuse Yes S 1634 Yes
Sp(Title 11, Parts C,D,E) HR 6587
tental Health of Yes Yes
Children (Title II, Part F)
[xe) .
g .
! EMandatory Spending NA Yes
ovfi (Sec. 601)
A
o, ey
— Iiaternal & Child Health No S 1543 No
wiproject Grants (Title V) HR 708
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"STATUS OF LEGISLATIVE APPROACHES:

Labor-HEW Appropriations, FY 1974:

Senate bills:

hearings underway in Senate and House.

House bills:

pending before health subcommi ttee

S 1006 pendina before health subcommittee HR 708
" 1136 cleared for Presidential action 6/5 (7806) cleared for ®vesidential action as S 1136
1450 pending before health subcommittee 6387 considered with HR 7274 -
1515 pending hefore health subcommittee 6586 considered with HR 7274 ]
1543 pending before finance comnittee 6587 pending before health subcommnittee
1632 pending before health subcommittee 6588 considered with HR 5608 and HR 7274
1633 pending before health subcoinmi ttee 6569 pending before hcalth subcomnittee
1634 pending before health subcommittee 6590 considered with HR 7274 g '
1654 pending before health subcommittee 7274 hearings concluded, health subcommittee

6/5/73




