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COUNCIL OF DEANS
ADMINISTRATIVE BOARD

Conference Room, AAMC Headquarters
June 20, 1974
9:00 a.m. - 4:00 p.m.
Minutes of the Previous Meeting . . . . . .

Chairman's Report

Action Items:

A. Review of the 1974 Spring COD Meetlng, Planning
1975 Sprlng Meeting

Annual Meeting Program Pianning e o & o o
Election to Institutional Membership
_Election'of Distinguished Service Members

Green Book REVIeW .« . « v v o u e u o .

Review of Executive Council Agenda Items

Discussion Item:
A. Report of the Organization of Student Representatives

Information Item:

Report on ‘the Early Decision Plan for Medical School.
Admissions
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES
o MINUTES
ADMINISTRATIVE BOARD OF THE COUNCIL OF DEANS

March 21, 1974
9:00 a.m. - 3:00 p.m.
Conference Room
AAMC Headquarters

PRESENT

(Board Members) : : : (Staff, continued)

Ivan L. Bennett, M.D. Amber B. Jones

J. Robert Buchanan, M.D. - James R. Schofield, M.D.
Ralph J. Cazort, M.D. John Sherman, Ph.D.

John A. Gronvall, M.D. ' August Swanson, M.D.
Clifford G. Grulee, M.D. Bart Waldman

Andrew Hunt, M.D. Marjorie P. Wilson, M.D.

William D. Mayer, M.D.

-~ Emmanuel M. Papper, M.D.

Robert L. Van Citters, M.D. " (Guests)

(Staff) _ Mark Cannon
: : ‘Daniel Clarke-Pearson

Jane Becker - Sherman M. Mellinkoff, M.D.

Prentice Bowsher -
John A. D. Cooper, M.D.

Evelyn Harrison ABSENT

Nan Hayes , :

William Hilles ' Julian R. Krevans, M.D.
Doris Howell, M.D. William F. Maloney, M.D.

Paul Jolly, Ph.D.

I. Call to Order

Dr. Papper, Chairman, called the meeting to order shortly
after 9:00 a.m. '

‘II. Minutes of the Previous Meeting

"The minutes of December 13, 1973 meeting was approved as
circulated. -

- III. ' Setting of AAMC Priorities

At the December 13, 1973 Administrative Board Meeting,
Board members not at the Officers' Retreat registered
their dissatisfaction with the AAMC's process for setting
annual priorities, noting that being provided a write-up
of the retreat conclusions on the day of the Board Meeting

I
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Iv.

did not permit careful, substantive deliberation.

‘After discussion of thls, the Board voted to
‘recommend that the Executive Council place on its .

March ,agenda the matter. of the retreat and . the

'process by .which AAMC.priorities for the year are‘

developed reviewed: and approved.

A method of setting of prlorltles ‘was set forth in the
agenda for the ‘March - 21, -1974 Executive Council
Meeting. . There was a ‘consensus that the modifications

- suggested were entirely appropriate and acceptable.

The concern the Council of Deans originally expressed
about. the limitation of time relative to priority
setting at the Executive Council Meeting following the
December retreat has been ameliorated by the proposed
adjustments. in schedullng providing for input durirng

~the September meetlng of the Board and the annual meet-

ing of the Council in the fall and expanding the meeting
of the Executive Council in January to. two days. Members

0f the Board reiterated that there had. not. been a coencern
‘with the" priorities themselves, but w1th ‘the process of
settlng them. ' '

'App01ntment of a Task’ Force to Develop AAMC P051tron on
the GAP: Report of the NBME S

.The Admlnlstratlve Board believes it is essential that a
' Task Force be appointed to. develop a p081tlon on this very -
' important report and that the AAMC Task Force should seek

input ‘from both the Group on Medical Education and the
Organization of Student Representatlves which have already
expressed an. interest in the. matter. Mr. Daniel Clarke-
Pearson, Chalrperson of the OSR, and Mr. Mark Cannon,
Chairperson-Elect of the OSR, weére present at the- meeting
and strongly supported an AAMC-wrde Task Force effort ‘on

~ this matter.j

App01ntment of MCAAP Adv1sory Panel ;

-The Admlnlstratlve Board .discussed the development of the

report of the Task Force on. the Medical College Admissions

- Assessment -Program study which was provided to the

Executive Council as information at the last meeting.
Also discussed was the status report on MCAAP projects
included in the. agenda for: this meeting. The comment was
made that the AAMC might well concentrate on the first

‘'seven areas because of its own unique capablllty ‘and

should certalnly take advantage of the ongoing research

.by other groups on items 8 and 9. (See Executive Council
" Agenda.) It was the concensus that. the substitute :
.proposal to appoint an ad hoc committee to review the Task

Force report and evaluate 1t‘forvthe Executive Council was
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VI.

VII.

entirely appropriate. There was some discussion about where
the emphasis should come from in terms of a revision of the
Medical School Admission Assessment Program. Some in-
dividuals felt that the administrators of the medical
schools who have responsibilities for undergraduate educa-
tional process should have primary input. Others commented
on concerns of the public with the quality of the products
of the medical education process. No conclusions were
reached on these issues. However, it was concluded that
there should be a substantial amount of money allocated for
these studies to insure an adequate and in-depth methodology
and an analysis. It was further suggested that all members
appointed to the Task Force understand the time commitment
that will be required of them. Action in this area was to
support the appointment of the Task Force as stated in the
Agenda. - ' . :

Resolution on Safeguarding Data System

The resolution on Safeguarding Data Systems came from the
OSR Annual Meeting. Considerable discussion revolved '
around the general availability of personal evaluations and
the resultant loss of confidentiality. It was concluded
that specific policy would be handled at the institutional
level. However, in order to emphasize the importance of
this issue and to indicate the concern of the Board, it was
recommended that the Executive Council approve the follow-
ing statement: The AAMC urges its member institutions to
establish a mechanism for monitoring automated and non-
automated personal data systems. There should be no personal
data recordkeeping systems whose existence is secret. Note
that the Board deleted parts b. through e. as set forth in
the Executive Council agenda. It was the concensus that

. specific policies on this matter would necessarily be develop-

ed at the institutional level.

AAMC Response to the IOM Report

Many members. of the Administrative Board had not received a
copy of the Institute of Medicine Report and voiced some
concern about approving a document that they had not seen.
It was emphasized that the Board was not being asked to

- endorse the report, but to help in developing an AAMC

response to its general subject matter. Of particular
interest to the group was the lack of information on specific
methodology from the IOM; such a document is not expected to
be released for three to six months. It was agreed that
there was similarity on major issues in both the IOM Study
and the AAMC Sprague Committee Study and therefore a method
of response, supporting the points outlined in the Executive
Board Agenda, would be appropriate, namely:
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VIII.

1. The. AAMC agrees with- the’IOM recognition that the

- federal government has a role in providing on901ng
support for health profe551ons education.

'52,_ The AAMC supports the I0M p051tlon that the federal

" .role in supporting health. profe3310ns education may
be best administered through first-dollar capitation

_ support ‘dependent on malntalnlng the present
productlon of graduates.»

3. The level of capltatxn for med1ca1 education recom-ﬂ
' -mended by the IOM ($2,450 - 3,900) corresponds to the
basic capltatlon support’ level recommended by the AAMC
'Commlttee on. Health Manpower ($3, 000). :

4. The concept of health profe531onal educatlon as in-

"‘rcludlng components .of 1nstructlon, research, and
prov1s1on of health services which was utlllzed by
the IOM in allocating costs is similar in principle to
the Judgments of the AAMC s Sprague Commlttee.

.5, There is: remarkable agreement between the IOM cost

figures and those determined by the AAMC's .Sprague
Committee, desplte the emplrlcal ‘Judgments involved
'in ‘allocating costs 'in the hlghly complex process of
educatlng phy81c1ans. :

6.~'The -AAMC is attemptlng to 1dent1fy the reasons for =
~ differences in the costs determined by the two studies
'by looklng at the two methodologles.-

‘ Report of .the AAMC Task Force on Forelgn Medlcal Graduates

.The Board approved the recommendatlons as’ stated in the

AAMC Task Force Report on Forelgn Medical Graduates as
amended by..the Counc1l of Teachlng Hospitals and the Council
of 'Academic Soc1et1es Administrative Board. Recommendation
Number 7 "Spec1al Categories" was of concern to the Board
members. and it was suggested. that a remedy would be to
delete the phrase "usually requlred of the house staff" in
the Council of Academic. Societies' Amendment. This report
stimulated more discussion by the Council of Deans Admin-

:1strat1ve Board than almost any other item. The two primary
- concerns were (1) undue’ rellance on the Foreign Medical
‘Graduates for patient services and (2) dual standards for

admission to graduate education programs.  The matter of
greatest concern from the standp01nt of the report itself was

' the requirement that every student, whether U.S. or foreign
- trained, would be required to take Parts I and II of the .
‘National Board in order to be eligible for appointment to

approved graduate medical education’ programs. -Concern was

.also expressed that this limited our capacity for education-
‘al. dlver51ty,h However , the report stipulates the use of
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IX.

XI.

Part I and II only until another examination becomes
available. While there is great reluctance to impose
inflexible controls, the suggested solution is the
only way to come to grips with the problem of FMG
training and ultimately with the distribution problems.
Concluding that, since the recommendation was not im-
mutable when better methods become available, the
Council of Deans Administrative Board moved to accept
the report as amended with flve in favor, one opposed,
and one abstention.

Relationéhips of AAHC and AAMC

The Board recommended that the Executive Board approve
the document "Relationships of the AAHC and the AAMC,"

- noting that the prepared statement has not yet been

passed by the AAHC.

Coalition for Health Funding

- The Board approved the recommendation that the Executive

Council endorse the goals and purposes of the Coalition
for Health Funding and support the Coalition's recommenda-
tions both publicly and in testimony delivered to the

Congress.

Modification of the Hill-Burton Program

The Administrative Board endorsed the third option listed

in the recommendation in the agenda on the subject of the
modification of the Hill-Burton Program. It was recognized
that the principles of item three proposed in 1972 AAMC Staff
Memo are probably not exclusive of option four and a con-
sistent approach to these two would be appropriate. Options
three, four and the recommendation follow:

1. Option three: Extend and modify the program as proposed
in a 1972 AAMC staff memorandum: shifting the emphasis
from construction of new hospitals to modernization of
existing facilities and construction of outpatient
facilities; replacing the rural-biased allotment formula
with a more equitable formula based on need; increasing
the emphasis on assistance for teaching hospitals and
outpatient facilities; calling for priority assistance
to projects for facilities which will promote the use
of innovative and experimental methods of construction

- and methods of providing hospital and outpatient care.

2. Option four: Convert the program from a formula to a
project-grant basis, with or without priorities for
urban versus rural hospitals or for certain kinds of




, fac111t1es, as proposed in leglslatlon (82983)
introduced February '7, 1974, by Senator Javits,
and supported by the Counc1l of Urban Health
.Prov1ders.‘ :

RéCommendation°- The Executive Council select one of
the above options or propose an additional option and
authorize the AAMC staff to part1c1pate appropriately

. in any legislative process necessary to carry out the
:de51gnated optlon. - :

‘Modification of the*RMP-CHPYPrqgrams

After an extended dlscu551on of the- relatlonshlps .0f the
" .planning, implementation, and regulatory functions, :the
:Board concluded that the xecommendation outlined by the
.staff for. the Executlve Counc1l was the most appropriate
.framework for thlS 1ssue°

. : ul;' Supports the organizational structure of the
. . Kennedy and. Rogers' bills relatlng to health
: : “f.plannlng and regulatlon,

“2,tﬁReaff1rms past Assoc1atlon support of a
" ‘Presidential panel of health: plannlng and
'regulatory bodles,' :

3.. .'Authorlzes the Association staff to work with .
- appropriate legislative and Executive agencies
and groups in consideration and development of
" necessary leglslatlve proposals.

Board members comlng from medical schools servicing rural
areas had -experienced dlfflcultles w1th the definition of
a minimum health service area. Rural areas cannot handle
the same numbers of people as urban :areas, and it was felt
that this concern should be recognlzed and emphasized. A
flgure of 250,000 to 300,000 participants was recommended

as an - alternatlve to the 500,000 serviced 1n the urban
areas.-
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XIII. Student Part1c1patlon in NBME

jThe Admlnlstratlve Board approved the recommendatlon that
the Executive Council not approve the OSR resolution, but
support in principle. the concept of addlng student repre-
sentation on. the NBME and its committees, and asked the
AAMC representatlves to the NBME to report this action. .
"~ In the discussion the OSR people were informed that it would
" bhe 1nappropr1ate for the AAMC ‘to .approve their resolution
because the AAMC-does not have dec151on-mak1ng authority :
‘over the NBME and: AAMC representatlves serve for the overall ‘
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XIV.

AAMC and do not represent just one element of the
constituency. Dr. William Mayer made the statement
that he saw no difficulties in adding students to
the committee on undergraduate subjects for the NBME
and anticipated that student representation would be
forthcoming.

OSR Request for Additional Administrative Board Meetings

The recommendation that the Executive Council approve an

increase in the number of OSR Administrative Board Meetings

from two (2) to four (4) not including the meetings held at
the time of the Annual Meeting was supported. OSR members
emphasized their desire to come into sequence with other
councils in order to become a more effective part of the
AAMC. This action was supported unanimously.

" OSR Request for Budget for an OSR Bulletin

Mr. Daniel Clark-Pearson, Chairperson of the OSR, presented
the OSR request for a budget for an OSR Bulletin. The

Board discussed the OSR's request, which was not on the
Executive Council Agenda, and endorsed the goal of incorpo-
rating student opinion into existing AAMC publications.
Further, the Board emphasized the need to examine all AAMC
publications from the standpoint of their continued
existence, bearing in mind the importance of their relevance
to the student population. The request for a budget for a
separate OSR bulletin was not approved. A number of :

" suggestions were made for increasing the visibility of the

OSR concerns: editorials and letters to the editor in JME,
the use of local institutional publications, and reports

in the President's Weekly Activities Report of special
student activities. '

Discussion Items

1. The Council'of Deans Administrative Board received the
report of the OSR Chairperson, Mr. Daniel Clarke-Pearson.

2. Discussion was invited on the AAMC faculty salary survey.
Staff solicited suggestions regarding the means by which
the accuracy and utility of the survey might be enhanced.
Some of the Board felt that the survey was not a useful
instrument because figures have not been representative
of specific institutional salaries. There was also
concern that the data received was not always accurate
and that in some geographic areas only a limited number
of institutions return the questionnaire. Need for a
clarification about the point of origin of salary data
and clearer indication of base salary and supplementary
income for geographic full-time faculty was emphasized.




In support of the faculty salary study, a wider:
dissemination of the report was recommended and
. 1t was suggested that the report be released.
' earlier in the year. Several Administrative
Board members - expressed support. for the ong01ng .
- nature of the salary survey, stating that it is
- useful for salary review and hiring purposes.

3. TheYStaff also requested guidance on the distribu—
: tion of confidential reports. Discussion about
confidentiality resulted in the following approved
‘motion: Confidential reports will go only to the
Dean as has been customary in. the past. If other
‘members of the institution requlre the .data, they
~are to be advised that the Dean's Office has it and
that they should either obtain it from the Dean's
Office or have the Dean. authorize a request for an
additional copy. No information goes to any other
level of the. university - ‘without consultatlon and
'approval of the Dean.

4. The Annual. Coun01l of Deans Meetlng Agenda was dis-
cussed with the conclusion that the business meeting
of the Council of Deans will be shortened and a
‘combined’ meeting with CAS and COTH. will be planned
for. November. D o .

5. _Dr. Marjorle Wllson was : asked to present a brief
- progress. report on' the Management Advancement Program.
Dr. Wilson stated that with the:approval of the grant
request to the Robert Wood Johnson. Foundatlon for an .
addltlonal three years, ‘plans for the future of the-
program -are well under way.. The first Phase III of
. this program will be held in June of 1974 with an
- additional Phase III planned for January 1975. Both
of these Phase III seminars have been over-subscribed,
~and it appears that the demands on the program contlnue.
" The Planning Coordinators' group and the Business
Officers have expressed an interest in the MAP and are
“in the process of developing a similar program which
will complement COD efforts. The consultants for the
Management Advancement Program will be called upon for
\these neéw programs. Interface of all these programs will
insure a more meaningful management strategy at the
1nst1tutlonal level.
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6.-1Concern was’ v01ced ‘about the need to relate to the
~ Veteran's: Administration on a formal basis. It was
- stated that starting in April, eight site visits to the
Veteran's Administration supported proposed new medical
schools will be undertaken. The Liaison Committee with
the Veteran's Administration has not met for about a
year but there-is no reasorn that formal communications -
should not be relntroduced through this vehicle.
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Adjournment

Dr. Papper adjourned the Administrative Board Meeting
at 3:00 p.m.
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III ACTION ITEMS - A

Review of the 1974 Spring COD Meeting; Planning for the
1975 Spring Meeting

Traditionally the Administrative Board considers the
strengths and weaknesses of the Spring Meeting just concluded
at its next Board Meeting as a prelude to its determinations

‘regarding the subsequent meeting. Your comments are there-

fore solicited on the Phoenix meeting program, format and
setting. The attached letter has been received from Cheves Smythe
in which he provides comments and recommendations. ‘

We need to begin immediately planning for the 1975 meeting.
Tentative reservations have been made at teh Broadmoor in
Colorado Springs March 26 to 29, 1975 (Wednesday - Saturday) .
Unfortunately these dates include both Good Friday and Passover.
Reservations have also been made at Colonial Williamsburg
April 24 to 27 (Thursday - Sunday). The Broadmoor's rates
are far more favorable (approximately $22/day single) than
Williamsburg ($29-$40/day single or double) Neither includes
meals and no American Plan is available.




APPENDIX I

.Meetlngs and Important Holldays in March, Aprll and May
Relative to the CcoD Sprlng Meetlnq.

March 26,'1975*; ;z.,. ... . . LCME

.March'274-1975 ,'.,; coe e e e ‘Passover

'March 27, 1975..‘; e e e e e e Vo Administrative Boara *

March 28,_1975[.;{'. . .. . ¢ Good Friday |

March,28; ;975 :-, e e e e e : Exacutive Cotncil * -
 April - 7, 1575 e lu . CCME *

April 13-16, 1975 . . . . . . . MAP Phase II (or III)

iMay»3!-’6; 1975 C e . .*,f,fw . AFCR

 * Tentative . o - _ ‘
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. ‘ ' I suggest that we should come to some front end decisions about their
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. ) THE UNIVERSITY OF TEXAS
: HEALTH SCIENCE CENTER AT HOUSTON

MEDICAL SCHOOL

- John H. Freeman Buildiﬁg : ) Ma.y 7, 1974

Texas Med ical Center

6400 West Cullen Street
Houston. Texas 77025

,MAY 13 1974 713/792-2121

Marjorie P. Wilson, M.D., Director
Department of Institutional Development
Association of American Medical Colleges
One DuPont Circle, N.W.

Washington, D.C.. 20036

Dear Marge:

Without even being asked I am'volunteering some reactions to the recently
concluded Phoenix COD meeting.

The meeting are important and I believe they should be continued. However,

objectives. Are the meetings primarily process oriented, that is, to the
nature of the dean's job, interpersonal relations, group formation,
esprit de corps, formulation of self identifying elite, etc? Are they
content oriented, that is, to problem solving experience, increasing the
level of knowledge on a particular subject, further formulation of policy
of the COD and the AAMC, etc.? I believe that the latter should be the
primary objective with the former as the desirable by-product rather than
they other way around. Given this choice I would argue that: (1) the
meeting format should encourage more of the men present to talk. As
hackneyed as it may be the discussion group format does get a larger
percentage of the people involved. Even though all deans may be alpha
types, some are much more alpha than others; (2) The meetings should be
around a central theme rather than a global one. My earnest plea is that
the next one center on the financing of graduate medical education; (3)
They should be structured so that the dean's learn, but if we are lucky
enough to get an action by-product, formal action can be taken and said

by-product can be transmitted into the Association's decision making
channel.

I believe spouses should be tolerated, but not encouraged to come.

Furthermore, there should be an afternoon cocktail hour or reception. It

really is valuable in pulling the group together. An after dinner program,

especially when dinner has been preceded by alcohol, is lethal for middle

aged people. Such a program should be as light as possible, should not

feature speakers talking at the audience, but rather should be structured
. L in such a way that there be wide spread participation from the floor.




¥3
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May 7, 1974

Page -2 -

Please forg1vé these unSoliCited commenfs They follow up on our.

‘discussion of Sunday morning as we were leaving. I thought the last

meeting was great and I am very glad that Polly and I came despite my

.remark ‘about spouses. W1th best” wishes.

Sincerely yours,
4

 6§;€§£;ﬁi; Smythe, M D

-_TDean

I3
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IIT ACTION ITEMS - B

Annual Meeting Program Planning

The staff is currently working on conceptualizing
a joint meeting of the COD, the CAS and the COTH to be
held on November 13, 1974 at 2:30 p.m. Attached is a
draft of our current thinking. We would appreciate
your comments and recommendations for speakers.

The COD business meeting is scheduled for November 12, 1974.
It is not anticipated that the business agenda will lead to
extended debate or deliberations; The meeting is therefore
scheduled for only 2 hours.
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AGENDA
COD-COTH-CAS JOINT MEETING
NOVEMBER 13, 1974

AAMC ANNUAL MEETING
NOVEMBER 12-16,1974
CHICAGO, ILLINOIS

INSTITUTIONAL RESPONSIBILITY FOR GRADUATE MEDICAL EDUCATION: -
- ISSUES AND ANSWERS?

2:00 - 3:30 Policies for the allocation of medical center resources

and facilities for graduate medical education:
What is at stake?

2:00 - 2:15 The Hospital Administrator Speaks
2:15 - 2:30 The Dean Speaks
2:30 - 2:45 The Faculty Speaks

2:45 - 3:30 Discussion (Moderator and the three
speakers lead discussion which is open
to the floor.)

This section of the program is de51gned to lay out the organ-
izational, educational and financing issues from the varying per-
spectives of those within the medical center who play key roles in
graduate medical education and upon whom the success of any move
toward institutional responsibility will depend. Questions to be
addressed include: How will priorities be set and resources
allocated? By whom? Through what organizational framework? Where
will the resources be derived? And at what cost? '

3:30 - 3:45 COFFEE BREAK

3:45 - 4:30 Qualitative and quantitative assessment:
Who calls the shots?

3:45 - 4:05 Should the number of residents in each
specialty be controlled and by whom?

4:05 - 4:25 Who is (or should be) responsible for
: standards of quality?

4:25 - 4:45 Student (Resident)selection- Problems
and opportunities.

4:45 - 5:30 Discussion (Moderator and the three speakers
lead discussion which is open to the floor.)

I5
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AGENDA

. PAGE. TWO.

This sectlon of the program will: deal with supra-institutional

'1ssues, or those which may involve the operation of national bodies

or national level cooperation among the institutions. Questions to :

be addressed include: Should there be a national-system for alloc¢at~

ing specialty training pos:.t:.ons‘> If so,is this a governmental or

a non-governmental function? What is the appropriate configuration
for such a body? On what basis should such deeisions be made? What
is the role of external assessment procedures, accreditation, PSRO's?
Who sets standards of quality and how? Is there any necessity for a
national system for fac111tat1ng student (Resident) selectlon’ How -

should it best be Operated?

6
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IIT ACTION ITEMS - C
Election of Institutional Members

The following medical schools have received full
accreditation by the Liaison Committee on Medical Education,
have graduated a class of students and are eligible for full
Institutional Membership in the AAMC:

1. University of Massachusetts
Worcester

2. State University of New York at’
Stony Brook Medical School

3. Texas Tech University
School of Medicine

4, 'University of Texas Medical School
at Houston

The following medical school has received full accred-
itation by the Liaison Committee on Medical Education
(conversion from a two-year to four-year medical school),
has graduated a class of students and is eligible for full
Institutional Membership in the AAMC.

l. University of North Dakota
School of Medicine

Recommendation: That the COD Administrative Board recommend
that the Executive Council nominate to the Assembly these
institutions for election to Institutional Membership in the
AAMC, provided that this action is ratified by the full
Council of Deans on November 13, 1974.
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IIT ACTION ITEMS - p

Election of Distinguished Service Members

Last year at this time the COD Chairman, at the request

‘of the Administrative Board appointed a committee to propose

candidates for the proposed membership category of Distinguished
Service Members. At the subsequent COD Meeting the Council
nominated the following persons:

Charleton B. Chapman, M.D.

Robert J. Glaser, M.D.

John R. Hogness, M.D.

Robert B. Howard, M.D. ‘

William N. Hubbard, Jr., M.D.
" Thomas H. Hunter, M.D.

Robert Marston, M.D.

David Rogers, M.D.

Charles C. Sprague, M.D.

Robert S. Stone, M.D.

The election process requires an affirmative vote of the
Assembly upon recommendation of the Executive Council. Executive
Council action was completed December 14, 1973. Assembly action
is anticipated this fall.

The question before the Board is whether additional
nominations should be made by the Council of Deans at the
Annual Meeting and whether the Board wishes to take any
specific actions in this regard, such as the appointment

~of a nominating committee.

By the way of background, the folloWing, previously
elected Senior Members are now by virtue of the Assembly
action in November, Distinguished Service Members.

William G. Anylan, M.D.
Peter P. Bosomworth, M.D.
Kenneth R. Crispell, M.D.
Merlin K. DuVal, M.D.
George T. Harrell, M.D.
Philip R. Lee, M.D.
Manson Meads, M.D.
Richard R. Overman, M.D.
John W. Patterson, M.D.
Robert D. Sparks, M.D.




III ACTION ITEMS - E
Green Book Review
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III ACTION ITEMS - F

Review of Executive Council Agenda Items
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- ASSOCIATION OF AMERICAN MEDICAL COLLEGES

SUITE 301. 1776 MASSACHUSETTS AVENUE. N.W.. WASHINGTON, D.C. 20036

May 7, 1974
MEMORANDUM
* ok ok k ok kxR k%
T0: ~ Admissions Officers of U.S. Medical Schools _
Chief Premedical Advisors of U.S. Undergraduate Colleges
FROM: Davis G. Johnson, Ph.D., Director, Division of Student Studies

SUBJECT: Encouraging Findings of New Study of Early Decision Plan

R R A B R S AR M S

A new study of experience with the Early Decision Plan (EDP) for the
1974-75 entering class offers considerable encouragement to both admis-
sions officers and preprofessional advisors. Significant findings of
this study include the following:

- 1) almost twice as many EDP applicants (52%) as non-EDP
. applicants (28%) had been admitted to Medical School
as .of April, 1974;

2) of those EDP applicants accepted to date, 69% were
admitted to their EDP choice schools under Early Deci-
sion (i.e., by October, 1973), 18% were admitted to
their EDP choice schools as regular candidates (i.e.,
after October, 1973) and 13% were admitted to schools
not participating in EDP, Thus it would appear that
candidates not admitted under EDP still have a reason-
able chance for admission at a later date;

3) although applicants accepted early by EDP schools
have slightly stronger credentials (e.g., grade point
averages of 3.6 and Sclence MCAT of 637) than those
accepted by all Medical Schools (GPA of 3.5 and Science
"MCAT of 610), those admitted later to EDP schools have
slightly weaker credentials (3.4 and 604) than those of
acceptees in general;

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

4) since EDP applicants accepted by their EDP choice schools
as regular candidates have slightly lower credentials
(3.4 and 604) than those accepted to non-EDP schools
(3.5 and 624), it appears that admissions committees may
' be giving some preference to applicants who indicate by
. participating in EDP that their school is definitely
their first choice;

5) over 5,000 needless applications were prevented by the
use of EDP. Since the applicants accepted early under

' (éer)
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EDP were a particularly well-qualified group, they would
"have required even more travelling, advising, interview-
ing, committee discussion, etc., than the ordinary appli-
cants.. Thus the saving in time and money on the part of
applicants, advisors and admissions officers was even .
greater than that represented by 5,000 typical applications.

It is hoped that the above information and the additional details provided

in the attached table will be of immediate help in advising applicants

about applying to.the 58 schools: using EDP- 1n the selection of their

'1975-76 enterlng classes.

The growing popularity of EDP. is: evidenced by 59 schools. using EDP in
selecting their 1975-76  entering class as compared: with 51 schools usin;
it last year. Of the 59: schools using EDP for 1975-76, all but 8 are
also participating in AMCAS and are identified in the AMCAS Information
‘Booklet and on the blue AMCAS Designation: Form (which also provides for
a signed declaration regarding the provisions of EDP). The 8 EDP schools
not participating in AMCAS are Baylor, Boston University, Brown, Dart-
mouth, Johns Hopklns Kansag Meharry and New York.Medical College. All
schqols using EDP are identified in thHeir: two-page entries in the 1975-
76 edition of Medical School Admission: Requirements.

Questions and/or comments concerning this?study-shoﬁld'be directed to

‘the Division of Student Studies. General. information about the actual

administration of EDP for 1975 76 may be found on page 26 of Medical
School Admission Requirements, 1975-76, and on page 2 of the AMCAS
Instructlon Booklet for 1975 76 Enterinnglass

DGJ/bkg "~ 5/7/74

'Attachment

cC:. Selected AAMC Staff
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_ AAMC DIVISION OF STUDENT STUDIES
Comparison of EDP & Total Applicants for 1974-75 Entering Class

W¢-ﬁED?LAE?LIQANESM?Qm43wé¥9éS¢SCH0!bwﬁw.r@mw“mwlﬂma”.;ﬂ,”ﬁi/74 TOTAL _APPLICANT POOL
Accepted by EDP Schools . Acc. by non- " Total Not Total (as of 4/26/74)
VARIABLE Early Later ' EDP Schools Accepted Accepted Applicants Applied Accepted
(1) (2) (3) 4) (5) . (6) N (8) (9
a) Applicants 550 142 105 . 797 747 1,544 39,986 11,245
b) % accepted to date i# # # 52% | # : # # 287,
c) % EDP accepted 69% 187% 13% 100% # - # o #
d) Mean GPA 3.6 3.4 3.5 35 3.2 3.4 3.2 3.5
e) MCAT : : _ _

. Verbal 566 551 558 555 _ 525 554 533 567
Quantitative 630 615 620 626 585 606 576 616
General Info. 567 553 556 563 527 546 535 564
Science . 637 604 624 629 561 596 558 610

f) Applications per A v . *
Applicant , 1 6 11 3 6 5 ' 8 @

*Since the 1 544 EDP applicants in this study filed an average of 3 fewer applications than did applicants in general
there was a saving of 3x 1,544 or 4,632 applications for this group alone. Assuming the same experience for the
249 EDP applicants to non-AMCAS schools, there would be an additional saving of 3 x 249 or 747 applications for a
total estimated saving of 5,379.

#No figures are entered because they would not be applicabie to the given variable.

CThe average number of applications per accepted appliéant is not known as of this date.

Document from the collections of the AAMC Not to be reproduced without permission
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CCD ADMIWISTRATIVE BOARD MELTING

ADDITIONAL MATERIALS

Page 17 corrections for the Executive Council Agenda.

Page 18 corrections for the Executive Council Agenda.

Letter from C. G. Grulee, Jr., M.D. on June 3, 1974

Re: Extraneocus materials from DHEW.....0ocereooooess

Reprint from the Federal Register, Vol.39, No.l1l1l0
Section 223 Proposed Regulations
Limitations on Coverage of Costs Under Medicare..

Letter of May 17, 1974
Re: Legal aspects and the AAMC position....cocooos

Memorandum
Proposed AMA Guidelines for Housestaff Contracts.

Draft
ABMC Statement on Moonlighting by House Officers.

Memorandum
1975 Spring Meeting FacilitiesS...coveoeroocoons oo

Proposed Workshop Agenda

©

Workshop on the Ethical Aspects of Medical Care.......

Conference Report ®

Biomedical and Behavioral Research Training......

Draft Questionnaire
Injuries Sustained During Research......c.ceeceee

Memorandum

Scholarly Activities and Medical School Faculty: A
Historical Perspective....ciceicoocaesscosocanoosnscs

Tentative Agendsa

COD~COTH-CAS Joint Meeting at the AAMC Annual Meeting

o e ¢ 6 o

°

10

11
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RATIFICATION OF LCME DECISIONS (continued) ' Page Three
: ‘ | DEV.ELQEING SCHOOLS (Schools proéressing from Provisional status to fully
: developed schools)
DATE OF SURVEY YEARS APPROVED '
Mayo Medical School - 10/10-12/73 Continued provisional | f

approval pending sur-
vey visit in Fall, 1975.

College of Medicine & . 11/26-30/73 LCME voted to delay
Dentistry of New Jersey action until its June
Rutgers Medical School ‘ meeting at which time
» a progress report will
have been received. ;
CONVERSION FROM TWO-YEAR TO FOUR-YEAR MEDICAL SCHOOL ‘ ’ f
University of North 10/23-26/73 Continued full accred-
Dakota School of itation for the School
Medicine of Basic Medical Sciences
until 1977. Provisional
accreditation as an M.D.-
degree-granting institution.
REQUEST FOR LETTER OF REASONABLE ASSURANCE
Texas A & M University/ 2/4-6/74 The LCME voted against
Bay]or College of Medicine issuing a Letter of

Reasonable Assurance
_ ~and against granting
o provisional accreditation.

* years from date of survey
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ELECTION OF INSTITUTIONAL MEMBERS

The following medical schools have received full accreditation by the

Liaison Committee on Medical Education, have graduated a class of students

and are eligible for full Institutional Membership in the AAMC:

1. University of Massachusetts
Worcester

2. State University of New York at
Stony Brook Medical School

3. TéXas Tech University
School of Medicine

4. University of Texas Medical School
at Houston

18
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LOUISIANA STATE UNIVERSITY MEDICAL CENTER
. P. 0. BOX 3932 - SHREVEPORT - LOUISIANA - 71130

School of Medicine in Shreveport

. ~Ofticé of the Dean
June 3, 1974

UN 6 1974

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:

Recently we ‘have been deluged by materials from the United States
Department of Health, Education, and Welfare, Office of Education.
There are reams of paper and you have to spend quite a bit of time
going through it to find out what the real purposes are. When you
do, you're not sure you understand them and when, after wasting quite
a bit of time, you make inquiry by phone, -you find out they were for :
primary or secondary education and not for medical education. Is
there any way that we can prevent receiving all this extraneous
material, when indeed this is the case, by having the AAMC monitor
it and advise HEW?

A further consideration is that, with modifications, some of these
programs could be very helpful to medical education and we are
informed that legislative pressufes have allowed for the inclusion

of new categories of institutions in the past. It might be something
to discuss at the Executive Council meeting if you Teel Tt Suitable.

Since‘”e]/

C. G. Grulee, Jr., M.D.
Dean

Document from the collections of the AAMC Not to be reproduced without permission
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» Tille 20—Employzes’ Benelits
ACHAPTER Hi—SQOCIAL SECURITY ADMIN-

ISTRATION, DEPARTHIONMT OF HEALTH,

EDUCATION, AND ViELFARE

{Regulations No. 5, further amended]

. PART 405—FEDERAL HEALTH INSUR-
ANCE FOR THE AGED AND DISABLED

Subpart D—Principles of Reimburscment
for Provider Costs and for Scrvices by
Hospital-Based Physicians; Appeals by
Providers

Subpart F—Agrecments, Elections, Con-

tracts, Nominations, and Notices

LIMITATIONS ON COVERAGE OF COSTS
UNDER MEDICARE :

On March 19, 1974, there was published
in the Feperat REGISTER (39 'R 10260) &
notice of proposed ruie making with pro-
posed amcendments to Subparts D and
¥ of Resulations No. 5 (20 CFR Part
405>, regarding implementation of scc-
tion 223 of Public Law 92-603 entitied
“Limitations on Coverage of Cosls Under
Medicare.” On April 30, 1974, an exten-
sion of the comment period was granted
(30 'R 15045) giving interested partics
until May 18, 1974, to submit wrilten
comments or stgpestions theveon. Com-
ments ansd  sugpgestions received with
regard Lo this Notice of Proposed Rules
Making, responses therelo and changes
in the proposed regulations are suminar-
ized below.

1. Many commenters recommended
that the proposed regulations be revised
1o eliminale the necessity for providers Lo
obtain intermediary approval of provider
charges to beneficiaries for excess cosls
and the requirement that similar charges
be made to all patients because such pro-
visions are not in accerdance with the
Jaw. The proposed regulations have been
revised to clarify that the intermediary’s
only role is to validale the computation
of the charge. Also. the regnlations have
been revised to climinate the require-
ment that a provider electing to make
charges based on excess cost must make
such charges to all individuals entitled
“to benefits under title XVIIL This is not
a requirenient of the law, and it could
result in  unjustifiable hardship and
difliculty.

2. In response to conunents, the reg-
ulations have been revised Lo indicate
that public notice required belore a pro-
vider may impose excess charges on
beneficiavies will be published as a nolice
in a newspaper of gencral circulation
serving the provider's locality and such
other notice as the Secretary may re-
quire. . :

3. A recommendalion was received and
adopted that the definition of “emer-
“pency services” in § 405.461(dy be revised
to conform to the definition of “‘emer-
geney services™ used for purposes of pay-
ment to non-participating hospitals.

4. Comments were received indicating
that no limils should he applied Lo pro-
viders. As this is clearly inconsistent with
the statule, such suggestions could not
__be adopted.

5. Comments were received concerning
a possible lack of suflicicnt recognition in

FEDERAL

the limits of the cffect of the rost of
teaching programs in a hospital, Our
analysis of dotw indicated that lenching
hespitals tended to be concentrated in
certain classitication groups so that al-
most alwavs the lhnils applied to them
seem to reflect well the eosts of similar
hospitals. ivevertheless, the regulitions
provide that, where a provider can dem-
onstrate that ils costs excced the ap-
plicable limit by reason of teachiny effort,
an exception can be mmade to the applica-
tion of the limit Lo the extent that the
added costs flow from approved cduca-
tional activities and are atypical (al-
though reasonabler for providers in the
comparison group. No definition of a
teaching hospital that could be refllected
in a classification system and could be
assumed to improve the effectiveness of
tho system for sctiing limits on hospital
inpatient gencral routine service costs
has been advanced. As a result, no modi-
fications have been made in response to
these comments.

6. A number of comments expressed
disagrecment with various aspects of the
classification system. It is recognized
that the presently proposed limils may
not be as refined as those which may he
developed in the future. However, the
initial lmits will identify hospitals whose
costs are substantially higher than those
deemed necessary for efficient delivery of
hospital inpaticnt general routine serv-
ices. Efforts to develop a more advanced
classification svstem—one that will per-
mit improved identification of hospilals
whose costs are excessive—will continue
but awaiting the development of such a

'}sychm is neither desirable nor necessary.

7. A recommendation was reccived but
not adopted for the elimination of the
requirement. in §405.461(a) 2y, that a
high-cost provider may not impose
charges on a beneficiary for emergency
services. The basis for this reccommenda-
tion is the view that charges could nob
in any cvent be made for emergency
services on the assumption that the cost

limits do not apply to such services. How- -

cver, the language of the law contains
no support for the view that the cost
limits do not apply 1o emergency services
but states specifically that no charpes
can be made by the high-cost provider
for such services.

8. Recommendalions were received, but
not adopted. that § 405.461¢0) (42 and
(5) be modificd to eliminate the requive-
ment that the Social Securily Adminis-
tration identily to the public and the
high-cost provider identify to the bene-
ficiary the specilied charges to mceet Lthe
costs in excess of costs determined Lo be
necessary in the cefiicient delivery of
health services wnder title XVIILL

This requircment is contained specifi-
cally in section 18G6fa) of the Social
Sccurity Act as amended by § 223 of P.L.
92-603 and, therefore, this suggestion
could not be adopted.

9. A comment was reccived, but not
adopted. that the requirement in section
405.461() (3), that the admitting physl-
cian have no direct or indirect financial
interest in the high-cost provider which
is making charges to his paticnts be

REGISTER, VOL. 39, NO. 110-—THURSBAY, JUNE

madificd by the inzertion of “significant”
before “dircet or indirect financial inter-
est.” Seetion 1866(a0 of the Social Se-
curity Act as amended by § 203 of P.L.
92-603 contains such wording and such a
change would be contravy to the statute.

10. Under the provision for recovery
by new providers of amounis unreim-
bursed as a result of application of cost
limits published in the Notlice of Pro-
posed Rule Making or the lower of cost
or charges provision, a new provider's
recovery during any year of the new
provider base period or recovery period
was limiled to the lescer of the amount
by which the provider's charpes exceeded
cosl or the amount by which the pro-
vider's costs were less than the appli-
cable limit. As a result of further study,
the Social Seceurity Administration be-
lieves that this provision should vwe lib-
eralized and simplified. Thus, the regu-
Iations have been revised to provide that
where costs in the current reporting pe-
riod are below the cost limit, the amount
of the recovery of accumulated unreim-
bursable costs under the lower of cost
or charges provicion is only limited lo
the extent aggregzate charges applicabie
to health insurance bencficiaries exceed
ageregale costs for services provided to
such bheneficiaries during such reporting
period.

11. A number of editorial changes have
also been made in the interest of clarity,

‘I'he regulations are issucd under the
anlhority contained in sections 1102,
18G1(v), 1866(a), and 1871; 49 Stat. 647,
as amended; 79 Stab. 313, as amended;
79 Stat. 327, as amended: 79 Stat. 331
42 U.S.C. 1302, 1395x(v), 1395cc(a), and
1395hh.

FEffcclive dute. These regulations will
be effective July 1, 1974.
(Catalog of IFederal Domestic Assistance Pro-

gram No. 13800, Iealth Insurance for the
Aged—Hospital Insurance.)

Dated: May 21, 1974.

: J. B. CanpwWELL,
Commissioner of Social Sccurily.

Approved: May 30, 1974.
Frank CarLucct,
Acting Sceretary of Hceallh,
Education, and Wecllare.

Part 405 of Chapler 1IT of Title 20 of
the Code of Federal Regulations is
amended as follows:

Subpart D—Principles of Reimbursement
for Provider Costs and for Services by
Hospital-based Physicians; Appeals by
Providers
1. In §405.401, paragraph (a) is re-

vised to read as follows: )

§ 105.101
() Under the health insurance pro-

gram for the aged and disabled, the

amount paid to any provider of services—

i.c., hospital, skilled nursing facility, or-

home health agency—for {he covered

services furnished to beneficiaries is re-
quired by scction 1814(h) and scction

1833(a) (2) of the Act to be the reasona-

Iniroduction.
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ble cost of such services subject to the

© provisions of §§405.455 and 405.460.

L] . . . L]

o In- § 405.402, paragraph (a) is re-
to read as follows: |

8 105,402 Cost reimbursement: General,

() In formulating methods for mak-
ing fair and equitable reimbursement for
scrvices rendered beneficiavies of the pro-
gram, payment Is to be made on the basis

“of current costs of the individual pro-

vider, rather than costs of a past period
or a fixed negotiated rate. All necessary
and proper expenses of an institution in
the production of services, including nor-

- mal standby costs, are recognized. Fur-

thermore, the share of the total in-
stitutional cost that is horne by the pro-
gram is related to the care furnished
beneficiaries so that no part of their cost
would need to be borne by other patients.
Conversely, costs -attributable to otlher
patients of the institution are not to be
borne by the program. Thus, the appli-
cation of this approach, with appropri-
ate accountling support, will result in
meeting actual costs of services to bene-
ficiaries as such cosis vary from institu-
tion to inslitution. However, payments o
‘providers of scrvices for services
rendered health insurance program ben-
éficiaries are subject to the provisions of
§§ 405.455 and 405.460.

§ 405.455 [Amended]

3. In § 405.455, paragraph (d) (1) s
amended by adding at the end of the
material preceding the example the sen-

tegre “However, no recovery may he
:» in any period in which costs are
Pimbursed under § 405.460."

4, In §$405.455, paragraph (d)(2) is
revised toread as follows:

(2) Ncw provider— (1) General. A new
provider of services.may carry forward
for five succeceding cost reporting periods
costs attribulable to program bheneficiar-
ies which are unreimbursed under the
provisions of this section during a base

* period, which includes any cost reporting

period which begins after December 31,
1973, and ends on or before the last day
of its third year of operation. Where
beneficiary charges exceed reasonable
cost in the five succeeding reporting pe-
riods, . such previously unreimbursed
amounts carricd forward shall be reim-
bursed to the provider o the extent that
such previously: unreimbursed amounts
carried forward, together with costs ap-
plicable to program beneficiaries in such
subsequent periods, do not cxceed cus-

" tomary charges with respeet to services

to. program beneficiaries in such subse-
quent periods. I such five succeeding
cost reporting periods combined include
fewer than 60 full calendar months, the
provider may carry forward costs un-+*
reimbursed under this section for one
additional reporting period.

Eramjile. A provider begins 1ts operations
on March 5, 1972, However, It beglins to par-
ticipate In the Medicare program as of Jan-
wary 1, 1973, and reports ou A calendar year

. Since 1t would be subject Lo the ap-
fon of the provision for its cost report-
)

erlod beginning with January 1, 1974, 1%

FEDERAL

RULES AND REGULATIONS

would be permitted to accumulate any un-
reimbursed costs  (excess of costs over ity
charges) tncurred durlng this reporting pe-
riod. Since this cost reporting perfod ends
before the end of the third year of operntion,
s carryover period will be the succeeding
five cost reporting perlods ending with le-
cember 31, 1979, Had this provider begun
fts operation on July 1, 1973, and become s
participating provider as of the smne date
(sith u fiseal year ending June 30), it would
have been able to accumulate any unrelim-
bursied costs for the two cost reportineg pe-
rieels ending June 30, 1975, and June 30,
1976. Its carryover period would thicn be Lhe
five cost reporting periods ending no Iater
than June 30, 1981, in the case of costs un-
relmbursed in either of the reporting periods
ending June 30, 1975, and June 30, 1976.

(ii) New prosider base period; unre-
imbursed costs under lower of cost or
charges. Where costs of a new provider
are unreimbursed under this seclion but
no costs are unreimbursed under § 405.-
360 during the new provider base period,
such previously unreimbursed amounts
which a provider may recover during
any cost reporting period in the new
provider base period or carry forward
period is limited to the amount by which
the asgregate customary charges appli-
cable to health insurance bencficiaries
during any such period exceed the aggre-
gale costs applicable to such benefici-
aries during that period, without regard
ta the application of the cost limits
described in § 405.460¢c) during the re-
covery period; except that no recovery
may be made in any perviod in which
cosls are unreimbursed under § 405.460.

tiit) New provider base period,; unrc-
imbursed costs under lower of cost or
charges and cost limits. Where costs of
o new provider are unveimbursed under
both this section and § 405.460 cduring the
base period, such previously unreim-
bursed amounts carried forward shall be
reimbursed to the provider in accordance
withy § 405.160(g) (3) (ih.

5. Section 405.460 is added to read as
follows: :

§ 105.160

costs,

(a) Principle. In the determination of
the allowability of provider costs, costs
estimated to be in excess of those nec-
essary in the efficient delivery of nceded
health services are excluded. Such esli-
mates may be made with respect to direct
or indirect overall cosls or costs of spe-
cific items or services, or groups of items
or services and upon publication in the
Feprrarl REGISTER will constitule limits on
amounts otherwise payable under the
program. These limits will be imposed
prozpactively and may be on a per diem,
per visit, or other basis.

thy Application. In delermining the
Himils to be applied, providers may bhe
classified by type of provider (e.g., hospi-
tals, skilled nursing facilities, and home
health agencies) and within each pro-
vider class by such factors as the Secre-
tary shall find appropriate and practical,
such as:

(1) Type of services rendered;

(2) Geographical arca where services
are rendered, allowing for grouping of,
noncontiguious areas having similar

Limitations on coverage of

.
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~the applicable limit by

20165

demographlc and economic characteris-
Lics; -
(3) Size of institution;

(4) Nature and mix of services ren-.

dered; or

5 Type and mix of patients treated.

(¢) Data, In establishing limits, the es-
timates of the costs neeessary for efliclent
delivery of health services may-be based
on cost reports or other data providing
indicators of current costs, with current
and past period data being adjusted to
arrive at estimated costs for the prospec-
tive periods Lo which Jimits shall be
applied.

td) Nolice of limils to be imposed.
Prior to the onsct of a cost period to
which a limit shall be applied, a notice
shall be published in the Federal Register
establishing the limits to he applied to
an identified cost and type and class of
provider of service.

() Provider rights (o revicw. A request
by a provider for review of the deter-
mination of an intermediary concerning
classification for, exceptions Lo, or ex-
cimplions from the cost limits imposed
under the provisions of this section shall
bhe made to the intermediary under the
provisions ol §§ 405.490-405.499f.

(f) Exceptions, excmnplions, and ad-
justments. The following types of excen-
tions, excmplions, and classification ad-
justments may be granted under this
section but only upon the provider's
demonsiration that the conditions indi-
cated are present:

(1) Reclassification. A provider shall
be entitled to obtain adjustment of its
classification by the intermediary for the
purpose of cost lirnits applied under this
scction on the hasis of evidence that such
a classification is at variance wilth the
criteria specified in promulgating limits
under paragraph (d) of Lhis section.

(2) Exception of cost of atypical scrv-
ices. Where the actual cost of items cor
services Nurnished by a provider exceeds
reason of the
provision of items or services that are
atypical in nature and scope as compared
to the services generally provided by in-
stitutions similarly classified and appro-
priate reason exists for the provision of
such items or sevvices, the limits may be
adiusted upward to reflect any added
costs flowing from the delivery of such
items or services. Such adjustments may
only be made where the provider demon-
strates; (i) The provision of the atypical
items or services were by reason of the
special needs of the paticants treated and
necessary in the efticient delivery of
needed health care, or (i) the acdded
costs flow from approved educational ac-
tivities (as described in § 405.421) 1o the
extent such costs are alypical (although
reasonable) for providers in the com-
parison group. In addition, such adjust-
meuls may he made only to the extent
that such justified costs are sceparately
identificd by the provider and can be
verificd by the intermediary.

(3) Exceplion beeause of extraordi-
inary circumstances. \Where a provider's
costs exceed the Hmits due to extraordt-
nary circwmstances beyond the control
of the provider, the provider may request
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an exception from the cost limits Lo the:
extent that. the provider shows such
higher costs result from the extraordi-
nary circumstances, These circumslanees
may include bul arc not limited to in-
creased costs attributable to strikes, fire,
carthquake, flood. or similar unusual oc-
currences with substantial cost cllects.

(4) Excmplion as sole communily pro-
vider. The limilation on cosls imposed
under this section shali not be appticable
where a provider by reason el factors

such as isolated location or absence of

other providers of the same lype, is the
sole source of such care reasonably avail-

able to beneficiavies.

() Ncw prowiders: uccumulation of
unrcimbursed costs and carryover lo sub-
sequent periods—(1) Gencral. A new
provider of services may cany {forward
for five succecding cost reporting periods
costs attributable to health insurance
program beneficiaries which are unreim-
bursed under this section and not
charged to palients during any cost re-
porting period ending on or before the
Jast day of its third year -of operation.
Such period is calied the new provider
base period. If the five succceding cost
yeporting  periods  combined include

~fewer than 60 full calendar mouths, the

provider may carry forward such un-
reimbursed costs for one additional re-
porting period.

Example. A provider begins operation on

- Aprit 7, 1973, However, 1t begins Lo partici-

pate in the health insurance programn as of
January 1, 1974, and rcports on a coalendar
year basis. The provider would be permitted
to accumulate any costs unrcimbursed un-
der Lhis section which were incurred dur-

. Ing reporting periods ending prior to April 7,

1976, Because the calendar year 1975 cost
reporting period ends before the end of the
third year of operation, ils carryover period
will be the succeeding five cost reporting
periods ending on December 31, 1980. liad
this provider begun its operations ot July 1,
1973, and become a participating provider as
of ihe same date (with a fiscal year ending
June 30), it would have beenr able te accumu-

“late any such unreimbursed costs for the

cost reporting periods ending June 30, 1975,

‘and June 30, 1976 (the limits are not ap-
“plicable to the year ending June 30, 1974},

Its carryover period would then be the five
cost reporting periods ending no later than
June 30, 1081, in the case of costs unrchu-
hureed in cither of the reporting periods end-
ing June 30, 1975, or June 30, 1976.

(2) New provider defined. A new pro-
vider is an institution that has operated
as the type of facility (or the cquivalent
thercof) for which it is certified in the
program under present and previous
ownership for less than 3 [ull ycars.

(3) Recovery of unrcimbursed cxcess
cosl— (i) Necw provider basc period; un-
reimbursed costs under cost limils. Where
cosls of a new provider are unreimbursed
under this section during the new pro-
vider base peviod, bul no costs are un-
reimbursed under § 405.455 during such
base period, such unreimbursed amounts
which a provider may recover during any
cost reporting period in the new provider
base period or carry forward period is
limiled to the lesser of (A) the amount
by which the provider's current cost limit
under this section exceeds the provider's
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reasonable cost for items and «ervices to
which such limit is applied during that
cost reporting period, or (BB) the amount
by which the argregate customary
charpes applicable to heaith Insurance
program bepeficiaries during any such
period exceeds the apgregale costs for
such services which are applicable to
such beneficiaries during that period
(see § 405.455) .

{ii) Ncw provider base period; unre-
imbursed costs under lower of cost or
charges and cosl limits. \Where costs ol
a new provider are unreimbursced under
the provisions of both this section and
§ 405.455 during the new provider base
period, the amount of such unreime-
bursed costs which a new provider may
recover during any cost reporting period
in which the cost limit is not excceded is
limited to the extent that such unreim-
bhursed costs plus normally reimbursable
costs do not exceed aggregate customary
charges with respect to health insurance
bheneficiaries during that period. In the
applicalion of this paragraph, costs pre-
viously unreimbursed under this seclion
will be recovered first, in accordance
with paragraph () (3) (i) of this seclion,
and any remaining unrcimbursed costs
<hiall be carried forward {o the next suc-
cecding year within the new provider
base period or carry forward period.
Cosls previousty unreimbursed under
§ 405.455 may thereafter be recovered to
the exltent that aggregate customary
charges with respect to health insurance
beneficiaries exceed the aggregatle reim-
bursable costs applicable to such benefi-
ciaries plus amounts recovered under
paragraph (g) (3) () of this section dur-
ing that period. Any remaining unre-
jmbursed costs under § 405455 may be

carried forward to the next succceding -

reporting period within the new provider

base period or carry forward period.

6. Scction 405.461 is added to read as
follows: :

§ 405.161 Limitations on_ coverage of
costsy chiarges to heneliciaries where
cost limits arc applicd 10 services..

(a) Principle. A provider of scrvices
that customarily furnishes an individual
jtems or services which are nmore expen-

sive than the ilems or services deter--

mined to be necessary in the efficient de-
livery of nceded health services deseribed
in §405.460, may charge an individual
entitled to benefits under title XVIII for
such more expensive items or services
even though not requested by the indi-
vidual. The charge, however, may not ex-
ceed the amount by which the cost of (or,
if less, the cuslomary charges for) such
more coxpensive ilems or scrvices fur-
nished by such provider in the sccond
cost reporling period inmmediately pre-
ceding the cost reporting period in which
such charges are imposcd exceeds the
applicable limit imposed under the pro-
visions of § 405.460(d). This charge may
be made only if:

(1) The intermediary determines that
the charges have been calculated prop-
erly in accordance with the provisions
of this section; and -

-
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(2) The scrvices are not emergency
services as defined in paragraph (d) of
this section; and

(3 ‘The admitting physician has no
direct or indirect financial interest in
such provider; and

(4 'The Social Sceurity Administra-,
tion has provided notice to the public
through notice in a newspaper ol general
circulalion servicing the provider's lo-
calily and such other notice as the Secre-
tary may require, of any charges the
provider is authorized Lo impose on in-
gividuals entitled to benefits under title
NVIII of the Act on account of costs in
excess of the costs determined to be nec-
essary in the cflicient delivery of needed
health services under such Litle: and

(5) The provider has, in the manner
described in paragraph (c) of this sec-
tion, identified such charges to such
individual or person acting on his behalf
as charges to meet the costs In excess of
the costs delermined to be necessary in
the eflicient delivery of nceded health
services under title XVIIT of the Act.

(h) Providcr request to charge bene-
ficiaries for costs in cxcess of limils. (1)
Where o provider's actual costs tor, if
less. the customary charges) in the sec-
ond preceding cost period exceced the
prospective limits established for such
costs, the intermediary shall, at the pro-
vider's request, validate in advance the
charges which may bo made to the
beneficiaries for the excess.

“(2) Where a provider docs not have
a second preceding cost period and is a
new provider as defined in § 405.4060(g),
the provider, subject to validation by the
intermediary, will estimate the current
cost of the service Lo which a limit is
heing applied. Such amount shall be ad-
justed to an amount cquivalent to costs
in the second preceding year by use of a
factor to be deveioped based on estimates
of cost inecrcases during the preceding
2 yvears and published by the Social Se-
curity Administration. The amount thus
derived will be used in licu of the second
preceding cost period amount in deter-
mining the charge to the beneficiary.

(3) 'To oblain consideration of such a
request, the provider must submit to the
intermediary a statement indicating the
charge for which it is seeking validation
and providing the data and method used
to delermine the amount. Such stole-
ment showld include:

(i) Producer's name and number;

(if) Identity of class and prospective
cost limit for the class in which the
provider has been Included;

(iiiy Amount of charge and cost period
in which the charge is to be imposed;

(iv) The cost and customary charge
for ilems and services rendered Lo bene-

‘ficiaries: and .

(v) ‘The cost period ending dale of the
second reporting  period  immediately
preceding the cost period in which the
charge is {o be imposed. The inter-
mediary may request such additional in-
formation as it finds necessary with re-
spect to the request. .

(¢) Provider charges—(1) Establishing
the charges. If the actual cost incurred
Cor, if less, the customayy charges) in
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the prior period deterniined under para-
cgraply () of this section exceeds the
limits applicable Lo the pertinent period,
the provider may charge the -beneliciary
the extent costs in the sccond preced-

g cost reporting peried tor the cquiva-
lent when there is ho second preceding
period) exceed the current cosb litnils.
(Data from the most recently submilted
appropriate cost report will he used in
determining the actual cost.) For exam-
‘ple, il a limit of 838 per day is applicd
to the cost of general routine services tor
the provider's cost reporting veriod start-
ing in calendar year 1975 and if the pro-
vider's actual general routine cost in the
second preceding reporting period, ie.,
the reporting period starting in calendar
year 1993, was $60 per day, the provider
(after fivst having obtained intermediary
validation and subject to the considera-
tions and requirements specified in para-
graph (a) of this sectiony may charge
hospital insurance heneficiaries up Lo §2

per day for general routine services.

(2) Adjusting cosi. Program reim-

-bhursement for the costs to which limits

imposed under § 405.460 are applicd in
any ‘cost reporting petiod shall not ex-
ceed the lesser of the provider's aclual
cost or Lhe limits imposed under § 405.460.
If program rcimbursement for items or
services Lo which such limits are applied
plus the charges to beneficiavies for such
items or services imposed under this sce-
tion excecd the provider's actual cost for

RULES AMND REGULATICHE

such items or services, procratn payment
to the provider sholl be reduced Lo the
exteud procraan paynient plus charges (o
the hencliciariey exceed actual cost. 1€
the provider's actual cost for general
routine services in 1975 was $37,000, the
cost  limit  was  §58,000, and  billed
charges Lo hospital insurance benelici-
aries were $2,000, the provider would re-
ceive $55,000 from the program (357,000
actunal cost minus the $2.000 in charges
to the beneficiariesy,

(dy» Definition of emergency services.
For purposes of paragraph () (2) of this

‘section, enrmerpency scrvices are thosc

hospitad services which are necessary to
preventl the death or scrious impairient
of the healtir of the individual, and
which, because of the threat to the lile
or health of the individual, necessitale
the use of the most accessible hospilatl
(sec §405.192) available and equipped
Lo furnish such services. Where an in-
dividual has been admitted to such hos-
pital as an inpatient because of an emer-
gency, the emergency will be deemed Lo
continue until it is safe from a medical

standpoinl to move the individual to

another hospital or other institution or
to discliarge him,

(¢) ldentification of charges to indi-
vidual. For purposes of paragraph (a) (5)
of this section, a provider shall give or
send to the Individual or his representa-
tive, a schedule of all items and services
which the individual might need and for

.§105.607
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which the provider imposes charges un-
der this section, and~the charge for ecach.
Such schedule shall specify that the
charges are necessary to meet the cosls
in excess of the costs determined to e
necessary in the cflicient delivery or
needed health services under title XVIII
ol the Act and shatl include such other
information as the Social Securily Ad-
ministration considers necessary to pro-
fect the individual’s rights under tins
section, The provider, in arranging {or
the individual's admission, first service.
or start of care, shall give or send this
schedule to the individual or his repre-
sentative when arrangements arc being
made for such services or if this. is not
feasible, as soon thereafter as is prac-
Licable but no later than at the initiation
ol services.

Subpart F—Agrecments, Elections,

Conltracts, Nominations, and Notices

7. In §405.607, paragraph (a) is re-
vised to read as follows:

Fascntials of agreements with
|)I‘(I\'il‘(‘l'$ uf S(‘l’\'i('(‘s.

Under the terms of the agreement (see
§ 405.606) the provider agrees:

(a) Not lo charre any individual, or
olther person (except as déscribed in
§3405.608-1405.610 and 405.461) ;

* L L] * *

.[I"‘R Doc.74-12867 Filed 6-5-74;8:45 am]
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 'DEPARTMENT OF HEALTH,
* EDUCATION, AND WELFARE

' Social Sccurity Administration

HOSPITAL COSTS UNDER THE HEALTH
INSURANCE PROGRAM

toterim Schedule of Limits

On March 19, 1874, there was pub-

C Jishied in the FLDERAL RecisTER (39 TR

103 A Notice of Proposed Schedule of

.. Limits on Iospital Costs Under the

e Medicare pvopram for cosl reporting

= "o periods beginning on and after the cf-
feclive date of final yegulations imple-
menting scction 223 of P.L. 02-6G03. On
Aprit 30, 1974, an exlension of the com-
ment period was granted (39 'R 15060)
giving interested partics until May 18,
1974, to submil written comments or
suggestions  thercon. Comments  and
suggestions received with regard to this
Notice of Proposed Schedule of Limits,
responses thercto, and changes in the
proposcd schedule of limits .are sum-
marized below:

1. Many commenters suggested that
the term “general routine service costs™
should be clavified to indicate whether
the inpalient routine nursing salary cost
differential payment is to be included.
“This suggestion was adopled and the
‘Notice has heen revised to indicate that
the lhnits apply to the total of ““hospital
inpatient general routine service costs”
as defined in § 405.452() (2) (also sce
§ 405.452(d) (1)) and the tupatient rou-
tine nursing salary cost differential pay-
ment defined in § 405.430 and excludes
the cost of any inpatient special care
“units and ancillary services.

2. One of the comments received noted
that the Distriet of Columbin was in-
.cluded in both the schedutes of Jimits—
within Standard Metropolitan Statistical
Arca (SMSA) and oulside SMSA. The
. Schedule of Limils applicable to hos-
pitals located outside SMSA’s has been
revised to delete specific dolliar limila-
tions for hospitals located in Washing-
ton, D.C. because the entire area of
- wWashinglon, D.C. Is located within an

SMSA. The Schedule of Limils for hos-
“pitals within SMSA's has been revised
to include dollar limitations for hos-
pitals located in a newly designated and
defined SMSA in Alaska.

3. The Notice has been revised to re-
flect a publication (Federal Information
Processing Standarvds Publicalion-—
FIP.S. Pub. 8-3) in which the definition
and list of SMSA's can he found.

4. Some commenis were received sug-
gesting that the final published 1cgu-
Jations, rather -than the Notice of

proposed limits, include the detailed
melhodology emploved Lo establish the
limits -on general routine service costs
for hospitals. The Secretary believes it
more appropriate for the Nolices to de-
seribe the methodology uzed in deter-
mining the published limits and thus
make it easier for interested parties Lo
understand the methodotogy. Moreaver,
there may be different methods for aif-
ferent types of providers.and for dilfer-
cnt types of services. Therefore, this sug-
gestion has not been adopted.

5. A number of commecnls were ve-
ceived regarding vavious aspects of the
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classification system and their cMect on
setting limits, While it is recognized that
the initial limits may not be as refined
as those developed in the future, it is
believed the initial limits will identify
hospitals whose costs are in excess of
those deemed necessary for eflicient de-
livery of hospital inpatient general rou-
tine services. Bfforts to develop a more
advanced  classifications system—one
that will permit improved identification
ol hospitals whose costs are exeessive—
will continue but awaiting development
of such a system is netther desirable or
necessary. These comments althoueh
not adopted at this time. will be taken
into account in future cflovts. to refine
the classification system.

6. Various editorial ehanges have heen
made in the interest of clarity. The fol-
Jowing Notice of Schedule of Limils on
Iospital  Inpatient General  Rouline
Service Costs has been adopted by the
Secretary.

Notice is hereby given that the Sched-
wle of Limits on Hospital Inpatient Gen-
eral Routine Scrvice Costs in the Medi-
carc program has becen established by
the Commissioner of Social Sceurity,
with the approval of the Seerctary of
Jlcalth, XEducation, and Weifare. This
jnterim schedule is applicable for cost
yeporting periods beginning on ov after
July 1, 1974, and before the earlier of
or the cifective date of any
revised schedule. The schedule sct forth
hercin will be carefully revicwed by the
Commissioner in the coming months with
a view toward devcloping a more refined
classification system which better ad-
justs for such cost faclors as paticnt mix,
scape-of-services, and the economic
conditions of the local labor market. As
revised. a new schedule will he published,
with the approval of the secretary, to be
effective {or cost reporting periods begin-
ning no later than July 1, 1975.

The Schedule of Limils on Hospital In-
patient General Ttoutine Service Costs
set out below will apply to the entire
cost reporting period of a provider whose
coxt reporting period begins during the
effcctive period of this schedule. The
schedule, as approved. applies to the
total of the cost of routine services as
defined in 20 CFR, § 405.452() (2) (also
sce § 405.452(d) (1)) and the fnpatient
routing nursing sajary cost differential
payment described in § 405.430. These
limits do .not apply to the cost of spe-
cinl care units or ancillary services. Sec-
tion 1861(v)(1) of the Social Sccurily
Act as amended by section 223 (Limita-
tions on Coverage of Costs Under Medi-
care) of P, 92-603 (the Sacial Sceurity
Amendments of 1972) permits the Scere-
tavy to sct prospective limils on overal
provider costs or provider cosls for spe-
cific items or services based on estimales
of the cosls necessary in the efficient de-
Jivery of necded Thealth services, Scparale
schiedules of limils will be issued for
skilled nursing facilitics and home health
agencies prior to the beginning of the
cost reporting period to which such lim-
its would be applied.

To provide adequate sized comparison
bases and Lo permit reasonable compati-
sons between providers within a group
a classification system was developed to

take into account two principal ele-
ments: hospilal size and cconamic en-
vironment cssentially reflecting urban
or nonurban locations by wpcographic
proupings. A provider's loeation within
a Standard Metropolitan Statistical Area
is used as a proxy for an urban Jocation
while providers not located in a Stand-
ard Melropolitan Statistical Arca are
considered nonurban, (A Siandavd Mcet-
ropolitan Statistical Ared, as defined by
the Office of Management and Budaet, is
a couuty or group of contizuous coun-
ties which (1) includes at least one city
of 50,000 inhabitants, or (2) otherwise
meets the basic criteria specified by the
Ofiice of Management and Budpet for
defining such arveas. The standard defi-
nition and a complete Jist of Standard
Metropolitan Statistical Areas can be
found in the Federal Information Proc-
cssing  Standards Publication, (F.ILP.S
Pub. 8-3), which is available from the

Superintendent of Documents, United
Slates . Government  Printing Office,

Washington, D.C. 20402.)

These two principal elements (size and
economic environment) are reflected in
five State groupings with the Slates clas-
sified according to per capita income as

follows:
State Grour 1

Alazka Nevada
Cali{ornia New Jersey
Counccticut New York

Hawadi Wwashington, D.C.
1llinols

State Group 1I

Delaware Ohlo

Maryland rennsylvania
Massachusetts Rhode Isiand
Michigan washington
State GRroup JII
“Arizona Missouri

Colorado Nebraska

Florida New Hampshire
Iudiana Oregon
" Iowa Virginia

Kansas Wisconsin
Minnesola .

StaTE GrROUP IV
Genrgia Soulh Dakota
Idaho Texns
Maine Utah
iMontana Vermont
North Cavolina Wyoming
Oklahoma

StaTE GrouP V
Alabama North Dakota '
Arkansas Puerto Rico
Kentueky South Carolina
Louisiana Tennessee
Mlssissippl West Virginia

New Mexico

Providers in cach of the five Stale
groups have been divided between thoze
located in SMSA's and those not in
SAISA's. These 10 groups have been fur-
ther divided into 7 bed-size categories
resulting in 70 classes.

The actual limits were developed for
cach of the 70 groups In the following
manner: : :

1. Inpatient routine service cost data
for cach participating hospital was ob-
tained from the fiscal intermediaries.

2. The data for hospitals in each class
were arrayed In descending order of 1n-
patient routine service cost.

3. The 90th pereentile and the median
were computed for each class.

4. For cach class, an amount equal to
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.

- 10 percent of the median was added to
the 90th percentiie amount.

5. This sum was adjusted by a factor at

a 10.5 pereent amnual rate to reflect esti-

: mated cost increases.
.. 6. The amounts calculated In step 5 ave

rounded to the next higher dollar which
- establishes the limit for each ciass, sub-
©ject to adjustment for other than calen-
dur year hospitals,
_'Under the authority of section 1861 (v)
of the Social Sccurity Act as amended
by P.L. 92-603, the following dollav
Jimitations apply to the Lotal of the hos-
pital inpatient general routine scrvice
costs and the inpatient routine nursing
salary cost difTerential (excluding costs
Ancurred for speeial carve units and ancil-
Jary services?, adjusted upward as pro-
vided for below, and are applicable to
cost reporting periods beginning on and
after July 1, 1974, and before the cartier
of July 1, 1975 or the effective date of any
revised schedule. Revised schedules of
limits will be published on a periodic
basis,
Where a hospital has a cost reporting
period beginning on or after July 1, 1974,
‘the published limit will be adjusted up-
ward by 9710Lh of one percent ol the

published limit for cach elapsed month -

between Januavy 1, 1974, and the month
in which the hospital's reporting period
starts. Adjustment must be calculated
in dollars and cents.
Exawmple. Hospital A's cost reporting period
starting in 1974, begins October 1, 1974, and
- ends September 30, 1975, The cost factor for
© Hospltal A's group for calendar year 1974
‘Is $83.00.

. i Computation. of adjusted cost limit
: st factor. L ann $83. 00

TTPlus:  Adjustinent for 9-mo. perlod
(Jan. 1, 1974 Lo Sept. 30, 1974, 9
mos. X .9 pereent:==8.1 percent, 8.1

pereent X $83.00. e e cociaenoio G.72

Adjusted cost 1imit applicable to hos-
pital A for the Oct. 1, 1974, to Sept.
30, 1975, reporting periodo_. .- ...

NOTICES

Scnepure oF Livirs ox ITosricaL

INPATIENT GrNERAL

Hoapiltuls located within SMSA’s (urban)

~
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RouviNg Srevicy Cosrs

. Ro sire
State
lessthan 551099 100 0 163 170 (o 6t 2045 to 404 405 to (St GSS ar
85 HIOKY
&1 74 a7 &7 YR
JRR) K3 13 1 T
116y M Mi N7 )
il K H7 7 |
TH X m " rm
ceman 100 Ny NG N7 )
Commeetivnt, . 1 11D m e 1
Pelaware, Lo .. ] ap B ol om
Distriet of 1t HG 11 e | &1}
Ilagidiy, g A K N il
¢ 7l 77 il s YK
X3 121 127 p e LK
i 57 h KL e
18] BN m 12 m
(1] i Ry 87 i
s i i N7 )
100 K R N 'K}
Wentueh v, i i a7 7 T
Lavisinnee, 7l 71 67 71 T
M 7t 77 o 78 TT
St ol SY " w
st ol KBS [} oy
. 81 ot 83 ui [
Mivtneata, 100 b Ri N7 )
Misissingd 71 7l H7 71 T
Mizouris 1 N N N7 o
7 7 w TN kEi
160 At G N7 "
11y 102 1 ne 1a
100 Y N s7 ®}
Now Jersey o i Jus 11t 12 120
New Moy 7l 7t 67 Tl i
New Yk, 1t Jos i 12 I WL}
Nortls Caroding o 77 i ™ T
Natth Daketa, 71 74 67 g T
Ohio. .. &1 wt NS o oy
I 71 7 TH 8 v
10 NG My K7 M)
f 4 8 o1 8 o1 w
I'uvtto B, 6 . T2 NI K
Rbwde Weloed ool L. 0 “ 8= H H ") N
Seteh Carelina. .o o oLl. 0! 71 67 K w 1! 4
Kenth Prakot 7t “ T ™ " w i
Penuesser, (o 71 KL 67 W wm Tt Tt
K 71 ki k{ ™8 i 77 77
fwhoo oo 7t 7 iy ™ 7, I 37
Nermont 1, RS NP - SR TIIITieeenan
Vivginia.. ... 100 86 Kt} §7 K2 ) o
Washimeto, st ol R% 1 s 0y 124
West Vitginia 7! 74 07 it T e i
Wiscansin, .., 100 86 2 4 o0

Wyoring 1

# No Staudard Metropolitan Statlstleal Areas for these States,
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by

(Catanlog

Aged—Hospltal Insurance.)
Dated: May 21, 1974,
Approved: May 30, 1974,

of Federal Domestic Assistance Program No. 13.800, Health

FraNK CARLUCCT,
Acting Scerctary of Healll,

Education, and Welfare.

Commissioner of Social Sccurity.
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May 17, 1974

Dr. Richard M. Knapp, Director

- Department of Teaching Hospitals

. It

Association of American Medical Collégeé
One Dupont Circle, N.W., Suite 200
Washington, D. C. 20036

Dear Dr. Knapp:

This concerns the proposed regulations to implement Section 223 of
the Social Security Amendments of 1972 (P.L. 92-603) which appear in the
March 19, 1974 Federal Register (20 C.F.R. Part 405) (Regulations No. 5).
These proposed Tegulations, which relate to limitation on coverage of
hospital costs under the health insurance program, were the subject of a
Jetter of comment from the Association to the Social Security Administra-
tion dated April 18, 1974,

This letter of comment contained the Association's contentions that
these proposed regulaticns reflect erroneous interpretations of congres-
sional intent and conflict with the statute they are to ostensibly imple-
ment by not screening out only excess costs which flow from inefficiency
in the delivery of health care services. On this latter point, the
‘Association expressed its concern that incurred costs of teaching hospitals
may be disallowed (i.e. deemed "unnecessary'') notwithstanding the foct
that such costs are, in every respect, reasonable, in contravention of the

intent of Congress.

The comment period with respect to these proposed regulations closes
on May 18, 1974, and we understand that they will be signed within seven
to ten days thercafter, or toward the end of this month.

Consideration, then, is being given to the possibility of lcgal
action by the Association to forestall the adoption of the proposed regu-
lations in their present form. At the outset, however, it must be noted
that there is no avenue of approach here that offers great certainty of
success. Moreover, legal action would be premature pending the signing
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Dr, Richard M. Knapp, Director -2 - May 17, 1974

of these regulations in final form, inasmuch as a court will review an
agency's action only when "final' and once all administrative remedies
have been exhausted.

The Association could, once the regulations become final, filc an
action in U.S. District Court, seeking to preliminarily enjoin the
promilgation of the regulations and seeking a ruling that the proposed
regulations are "arbitrary and capricious' on the ground that they exceed
and conflict with the intent of Congress and perhaps that they are con-
stitutionally deficient as well. In this regard, the court will look
to see if the regulations have a rational basis in relation to the under-

lying legislation. (I should note that there does not appear to be any

productive basis for attacking the pertinent statutory sections themselves.)

In testing these proposed rcgulations against the statute and its
legislative history to see if they have a rational basis in relation to
the statute and the intent of Congress in enacting it, and based upon the
following observations, we conclude that the Association (and/or one
or more of its member hospitals) has a case that the proposed regulations
lack the requisite rational basis and thus should not be implementcd (al-

" though it is not possible at this time to forecast with any specificity

the likelihood of the outcome of such an action):

1. A valid contention can be made that the proposed regulations
do not satisfactorily take into account the several factors that influence
the variability of reasomable costs across hospitals and, in conflict
with statutory requirements and congressional intent, omit certaln essential
factors. '

2. The legislative history of Section 223 supports the view that
Congress contemplated the utilization of variables of concern to the
Association's membership in ascertaining reasonable costs.

3. A persuasive case can be made that these proposed regulations
fail to meet and would in fact impede the ultimate goal of Section 223,
which is to limit reimbursement for ‘'unnecessary' costs of health care
services. The Senate Finance Conmittee has stated that Section 223 was
designed to initiate "reimbursement mechanisms that limit reimbursement
to the costs that would be incurred by a reasonably prudent and cost-
conscious management'. However, it appears that, at least as applicable
to teaching hospitals, the proposed regulations would screen out costs
which are attributable to factors other than inefficiency, thercby contra- -
vening the expressed intent of Congress.

4, It seems clear that the proposed regulations exceed the scope
of the statute they purport to implement, by requiring the intermediary
to approve the charge of 'excess charges' by the provider.
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The question as to when such an action might be instituted depends
in part, upon the following factors: (1) whether the comment period can
be further extended, (2) when the regulations are signed into final form,
and (3) the date the then-final regulations are to bccome effective. -

Preferably, an action would be brought after the regulations become
final but prior to the effective date, in an effort to stay the efiective-
ness of the regulations. The plaintiff in such an action would have to
demonstrate, among other things, that such a stay would prevent "irrcpar-
able injury' and that requisite standing exists, i.e., that the plaintiff
is an "aggreived" party or a party ''suffering a legal wrong''. As we have
discussed, consideration should be given to the possibility of including
as plaintiff one or more teaching hospitals, should a decision to file
suit be reached.

Once effective, an action could be brought to invalidate the regula-
tions. If for no more than strategic purposes, it would be preferable
to initiate such a suit as soon after the effective date as is reasonably
possible.

I know that you are thinking of the Association's Board meeting on
June 20 in this connection. Assuming no extension of the comment period,
these regulations will undoubtedly become final about three weeks in ad-
vance of that meeting. As discussed, a suit could be--and probably should

be--filed as soon therecafter as possible, if a decision to sue is arrived

at. If necessary, however, an action could be initiated in the context
of the effective date, although in my opinion the impact on the court in
terms of a request for immediate injunctive relief would be less than if
the suit were brought right after the regulations became final.

- I know the foregoing will prompt additional questions and I will be
pleased to discuss them with you at your convenience.

Very truly yours,

%Vvi/ﬁﬂp 2. Q._“{/WV\/‘*'—\

cc: Dr. John A. D. Cooper
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These guidelines have

" attached correspondence between Henry Hc

ASSOCIATION OF AMERICAN MEDICAL COLLEGES

SUITE 200, ORE DUPONT CIRCLE, N.W,, WASHINGTON, D.C. 26036

-

~

 MEMORAKDUM

TO: AANC Executive Council & Administrative Boards

- “FROM:  John A. D. Cooper, M.D.

SUBJECT: Proposed AHA Guidelines for Housestaff Contracts

Enclosed for discussion at the June meetings of the Administrative Boards

and Executive Council are propose
been approved by the AMA Board of Trustees and will

be considered by the House of Delegates at ‘their June meeting. The
Tntosh and Jim Sammons provides

some background on the subject.

Attachmént

d AMA Guidelines for Housestaff Contracts.

WASHINGTON: 202: 4663178
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et , . . . . .
" May 31, 1974 | : C. - OFFICT OF THE PRESIDENT L.
: . - T . Flcese Teply To: -*
’ . © The Methedist Hospital
. ’ : - . ' 6510 Bestner Boulevard
e R . . . Houston, Texas 27025 ©.
. Exccufive Committec : : \ :
American College of Carxdiology . :

You will find enclosed a letter {rom James Sammons of the
~ AMA to mc in reply to my letter to him regarding clarification
of the rumor that we had heard that the AMA was supporting

the collective bargaining of house officers throughout the
My {first concerns were aroused

b CROCKETT, ¥4.D.
Secretary

Tj. HALL, 24.D.

. - . . countryina unified fashion.

. CURRY.M.D.
§ ;{')f;",j;_;;h‘;}!cx:",._L_.M_D' by the article in the AMA News indicating that this was uncer
‘21, Peord of Gevernors study and that the AMA was interested in tying in "compulsory
%‘;’;i-‘zi{c‘“f‘ ey -  membership" in the AMA with the agree?acnt to supporf.: the . .
S LD, NILLICAN , unionization. (I guess the betfer term would be collective ‘
‘g';"c‘";g\"\,gr°' bargaining). Jim Samm.on:s., ~su‘rp,r151f1g}yv, secx?*\s- tc favor ’
.. . _such a move. If onc questions why, itis not difficult to
2 e L LE r-ihmagine thaot .dues of say . $50.00.2 year as a house officer
Sl member of the AMA for 50, 000 people would be $2, 500, 000
Bl e e Jioper year, and a large part of the 50, 000 might continue
Sl S "their membership for life. o : )
(Z)' PRI " Iask you to read carcfully the guidelines that have been :
2“ .70 .. .. prepared for house staif contracts by.the AMA and realize '
j%,’"“ o LR -that this will be discussed in committee at the AMA meeting
%_ ' ) .. -7in Chicago on June 24th.s . . 5 . . o .
o~ : o { have two concerns about this matter: -
s . - 7 - 1, - As the chairman of the dcpai‘trnent of medicine, I am
g ) L. " " jot certain this is the way to create an environment
g_ L Coie ‘in which one can train house officers to become CoL
;;’ s el L compassionate and competent physicians. This may .
%:._; SRR e T “or may not be of concern to the membership of the v
M : . . - .
- . i 2. Of even more importance is the fact {hat as one trains
.- - . a young person and creatzs a life style, one can be L
) ’ : certain that this will be prepetuated through life. It
prre T + °  would scem tome that if it was agreced that the medical
. . . © . profession should be unionized ten ycars {rom now, .
. v . therc would'be no better way to do this. "I believe that ‘
A'ﬂ.v- . .' . RS ..- . e . o . .
7o . T - ) o SR R
i 192813 (Centinned) . 1924-78 . 102477 . 1907¢-78 1674-79

Ricusen Cortive, M D. Dovato A. Ourtre, 84D,

er 1. Apamy, N D

i veard, MO
E. Crecatar. MDD

7. Cueney, R.D.

&0 5. Drrrevs, M.D.

Foseny JoHaty, N D,

fowaro W, Hanirorat, M.D.
Eowaro S, Qreaiv, N.D. .
Joreri ¥ Testcnr, M D,
Sitvar L Wtistuac, MO,

© Harky I, 2assses, MO,

Arstazo Pancranent, M.D.
Cart. }. VWittran Cov, MC USH
Sasutt M, Foy, HHL MDL
Leowmast Scntety, M D,

Borrs Svaawnicz, M0,

Axtnus=C. Rratt, Jz., M.D,
Txtouont-Lacrin, M4 D,
Samutt Kartar, M D,
Drax T. Masos, MDD,

M. ). C. Swan, HLO, Th.D.

Dovato C. Hasennon, K8 O,
Peenay Dl Melnros, MO
Witiaw C. llaoeests, MDD
Daviv C. Sasistow, Ja., M.D,

Nfasn Astew faoig, 0O,
Crastgs Jracru, N DL
Nusray S, Hirinvav, 8D,

Jouw L. L')crnu.t t, 14.D.

‘e

i §

DR e R R 17



the AMA is being ve ry short sighted in not apparently showing
@onccrn over v'hat is the long tc rmm 1mphcahon of collectwe

'\wl} ‘g;w_p -up :su@h .a “.h.fs: .s.ty.l@-.- M -

-
..

I bchcve that we are looking at a sitvation which can have a profound cifect

.....

' pn the mecdical profession over the next decade and from then on, and will

:détemmine the attitudes of the public to physicians. 1t is possible that this

;'.C:'-' is what the vast majority of physicians swant. If so, Ithink that we should
PR glve careful th oug,ht to thc matter before mstltutmd it.

. :tz‘_.-.._-,. . \
that the Colleﬂc should be conccrncd about this actxon.‘ !

hcrc{ore, P! t}nnk

;1'1ev\, that Lhc Colle{rc -should fake a stand that we are aware of the plans.

Ve are.aware that some house officers rnay not have had an ideal type of

S LeRviro onment in which to learn and might hz.ve had to work extra hours, and

: .‘agpn. Wé, however, feel that: nythlnrr awvith such profound long range

' '._.imp scations should be entered into cautiously” I believe that the College
< ghould urge a period of thoughtful reflection over a year or so. 1 would

f:hmk that the merr‘bershlp of the Collcac would suaport such a dcmswn.

Would you
i _l_1d .g;yg ,n_v_:e a g:all \W1th1n the next week? :

‘t
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A SZ4u01
Mdy 30,-1973 ' ' ’ . :
. : . <
. . . . . . i
. 5
!
" James+H. Sammons, M. D. ] . )
© Executive Vice President Designate ) J
- American Medical As sociation . _ ‘ 7

535 Dearborn Street
. Chicago, Illinois 60610

Dear Jim:-"~

resent status of the Guidelines {for House-
ctaff Relationships to Teaching I To say the least’
Iam amazed. I cannotunderstand how a resolution of this type, if that be

"~ what it is called, could have been formulated and approved by the House

of Delegates to be referred to the Board of Trustees and its Committee on
to the House of Delegates. This

| ‘_Housc Staff Affairs and then get back
esolution for 21l intents and purposes mazkes a hospital which offers an
s salary for it enter into -collective bargaining

t police its own ranks,
the long-texrm solvency and strength of
- e

Your letter of May 23 with the p
nstitutions was received.

educational experiencc and pay
with an organization that canno
. f{or recruiting and contributing to

cannot be responsible

. the institution. L.
Association‘ha.s in the past elected its officers with

We have 540 or more house officers.
n sent out notices (sce enclosure),

, urging wives as well as house

Our House Officers
but 2 handiul of membexrs present.
Even after the House Sta{f Organizatio

" .posted notices on bulletin boards, etc.
P b
their children to discuss salaries and vacations,

name as being opposed to the house

“Yet, this document states on
¢ Housesta{f Association

officers to come and bxing
with George jordan and myself mentioned by
staff, only about 100 attendcd the mecting.
page 2, linc 24 and 25, "The representative status of th
. should bec expressly accepted and recognized in the contract. "

reads like some of the PSRO and Medicare legislations that
because they interfere with the internal

s hospital staff. It seems that the AMA
such similar restrictive and unneces-

The document
you have ‘opposed sO violently
workings of the physician and hi
is encouraging and in fact propagaling
sary, in many sectors, legislation. .

s well as the lcadership by this action is

jonized ten ycar s from now.

I “The AMA House of Declegates a

deciding. that they want American medicine to be un

g ey

R N
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As'one trains yo‘ung people during their formative period of life, s will
they function in later years. It'is inconceivable that the AMA could expect
a housec officer to participate actively in collective bargaining on a *
_ -nationwide basis, albeit salaries, etc. may var'y from institution to insti-
“\;tion'(but not for long), and not expecct that these same doctors ten years
Afrom now will be negotiating ‘with their hospitals and other agencies through
collective bargaining. Maybe this is a part of the grand plan. I urge that
serious thought be given to what effcct this type of activity .will have on
the future doctors. It would secem to me that this will deprofessionalize
the profession as much as anything I have seen. .

‘Maybe it is thought that the profession should become a union, if so, I 4
think the leadership should speak out to this point. I have no objection to
setting up guidelines. But I do think that it is wrong to indicate that these
guidelines relate to an-organization who is constantly changing and by the )
mere nature of the activities of the potential members attracts only a rela-

tively small vocal few. o

I have been intimately associated with house officers for t.\venty odd years . ' ' )
and have personally visited many programs. I interview countless house

officer candicdates each year, 1 do not believe that the ''picture’* that has

apparcntly been given by the leaders of the Housestaff Association is

representative. My concerns are not based only on the experience with

programs here at Baylor,

“w.ould like to know when this matter will be brought to the reference
- committee and how I can a2rranje to testify. ‘ '

e

Sincerely,

Henry D. Mcntosh, N.D.
. The Bob and Vivian Smith Professor, .
-..2nd Chief of the Medical Service,
The Methodist Hospital, and
- Chairman, Department of Medicine,
" Baylor College of Medicine

' HDM:sd

TS i et vt s gy ey,
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_for development of principles and guidelines for agre

-~

.
.~

. 5 REPORT OF .ijli BOARD OF TRUSTEES .
) o , o . choft: P
. ) (A-74)
" Subject: Cuidelines for Housestaff Contracts

Presented by: Richard E. Paluer, M. D.} Chairman

Referraed to:. Reference Committce'C
(James D. Murphy, M. D., Chairman)

A

—— o o

At the 1973 Clinical Convention the louse of Delegates referred
Resolution 8 to the Board of ‘Trustees and its Committee on Housestaff
Affairs, the Intern and Resident Business Session, the Council on Medi-
cal-Service and the Council on Medical Education. Resolution 8 called
cments between
housestaff and the institutions in which they serve, and exploratioan
of the development of a model contract.

‘Attached are guidelines which catalogue options which are appro-
priate for discussion between housestaff and the respective institu-
tion'and are submitted for the information. of the louse of Delegates.

“Past liouse Action: c-73:228
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I. Tntroduction

~sions of a llousestaff coatract. .

* .the definition of- the re

11, Proposcd Terms and Conditions

. GUTDELINES FOR NOUSESTAFT CONTRACTS

~

This is an outlinc of basic principles to be applied to contracts be-
tween lousestaff and the institution at which they serve. . There are so
present from trn;ning-inscitution to training institution

atract would be helpful. The AMA.has thercfore

for tihe more important substantive provi-

many variables
that no single form of co
developed a set of guidelines

s
are not intended as the only subjects of

ce for a contract or appropriate for every contract. tloreover,
spective responsibilitics, rights aad obligations
of the parcies involved can assume various forms: a collective bargaining
contract (which is recomsnended); uniform individual coutracts; or as part
of the rules of government of the institution. In cach instance, it will
‘be necessary for the llousestaff Association to evaluate its needs and the
ability of the institution to fulfill them and then establish Housestaff
priorities and bargain accordingly with the institution.

04

The subjects here included
jmportan

A. DParties to the Apreement

of the lousestaff Association should be ex-

The representative status
cd in the contract.

pressly'acccpted and recogniz

sestaff Association with members in
ted snstitutions (such as all
cen a lousestaff Asso-

The contract may be between a Hou
several institutions, and a group of: rela
city hospitals in a certain city), or it way be betw
ciation and a single institution. :

salzry and all other benefits should remain in effect with-

Position,
1 assignments, even if they are away from the parent-

out regard to rotationa
institution. .

The agreement should provide coverage for all those performing the du-
Particular care should be taken

tiecs of intcrus, residents and fellows.
d “voluntcers' performlng such du-~

to protect against the practice of unpai
ties.

Individual Housestuff Officer contracts should be ;cqulrcd to be con=

sistent with the principal contract.

the institution's intention not to renew

Adequate prior notification of
co that the liousestaff Officer

an individual's contract should be required
will have sufflcient time to obtain another appointment.

h Y
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24
25
26

27
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30
31
- 32
.33
34
35
36
37.
38
39
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41
L2
43
L4
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47
48
49
50

s

Oblipation of the: Tnstitution S

The institution should agree to:

provide a training program which meets the standards of the
Essentials of Approved Residencics of the AMA; e

continuously maintain its staff and its facilitics in compli-
. ance with all of the standards of the Essentials of Approved

‘Residencicss;

proscribe incrcasing the pyramidal nature of the training pr6~
geam during the tenure of persons already in or accepted to

ARY

that progranm.

C. Oblipation of Housestaff

_ llousestaff mezmbers should agree to fulfill the educational require-
ments of the residency progranm, and to use their efforts to provide safe
and cffective patient carxe as assigned or required under the circum-

PR

stances.
Housestaff Members should comply with the laws,regulationsand poli-
cieg to which the institution is subject.

“ .

D. Salary of llousestaff

The salary to be paid to each level of Housestaff, and the day of the
payment should be specified. If there are to be progressive incrcases,
the basis for thcincrenscshould‘bespecified,togetherwith the time when
such increases are to take effect. :

"~
..

. . v ‘

In determining the salary level of a llousestaff Officer, credit should
be provided for prior training experience where a llouse Officer has shifted
from one program or institution to another.

A specific salary differential should be provided for chief residents
or their equivalent.

-

Specific salary differentials may bc‘providcd where appropriate in

particular scrvices.

E. Hours of Work

There should be a recognition of the fact that long duty hours extend-
y long perlod of tlme or oncrous on-call schedul-
ation or the ci-
The institution should commit
aff members, as well

ing over an unreasonabl
ing arc not consisteat with the primary objective ol cduc
ficient delivery of optimum patient care.
itself to fair scheduling duty time for all lousest
.as the provision of adequate and defined off duty hours.
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‘F. Off Duty Activitices ' o

*

This is an appropriate topic for collective bargaining between the
llouscestaff Association and the institution; and the results of the bar-
paining on this subject sliould be clearly set forth in the agreement.
Yhe concract could provide that a Housestaff Offfcer 4s free to usce his
off-duty hours as he sces fit, including engaping in outside cmployment
so lonp as such activity does not jnterfere with oblipations of rhe
Mousestaff member to the institution or to the cffectiveness of the edu-
cational program he is pursuing. ' S

GC. Vacations and Leave

AR ]

The amount of vacation, .sick-lecave and educational leave to which

‘each Housestaff meiber is entitled should be specified.

Vacation should be expressed in terms of customary working days as
defined by the Institution. ~ :

If vacations may be taken only at certain times of the yecar, this
should be expressed. Any requircments for scheduling vacation time also

should be stated.

Leave provision may also cover maternity, paternity, bercavement,
military duty examinations, preparations therefor, and educational con- .
ference purposes. Reimbursements for tuition -and expenses incurred at

cducational conferences should be cqnsidcrcd.

The agreement should sef forth any progressive increascs in the amount
of time allowed for vacations, sick leave and educational leave.

Educational lecave should not be deducted from. vacation time.

.

‘0

H. Insurance Benefits

The insurance benefits which were negotiated should be set forthwith
particularity and should be tailored to the specific needs of lousestaff

Officers.

Some of thie more common insurance beneflt ‘provisions are (a) hospital-
ization and basic medical coverapce for the llousestalf memher and spousc
and minor children; (b) Major Medical coverage for lousestafl members and
family; and’ (c) group life insurance, and dismemberment and disability in-
suriance for the lousestaff mewber only.

It should also be specificd whether the instituctlon will pay the {ull
amount of premiums or oaly a portion of the premiums, the balance to be
"paid by the lousestaff member. Co-paid benefits should be established,
scparately froa other hospital employee benefits, as a means of maximiz—
ing benefits. ’ ) :

In somc instances, f{ree care for Housestaff Officers and their fami-
lies at the tralning institucions may be provided.

"~
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In licu of insurance benefits, the contract may provide for {ixed

annual payments to the Housestall Associdtion for cach lousestaff Of-

ficer so that the Housestaff Association may determine and provide for
insurance or other benefits for Housestaff Oilicers.

-

A e ——

I. Professional Liahilitv Tusurance _ '«

The contract should specif{y the amount of Yrofessionnl Liability
Insurance which the instirtutionwill provide for cach llonsestaff woeasber,
together with the limits of- liability applicable to such coverage.

It might also be appropriate o provide in the contract that the, .
Housestaff members and the institution will fully cooperatre with the’ '
jnsurance company in the handling of any professional liability claim. '

Ve

J. Committec Participation S

- In so far as possible, the instirution should agrec to provide for
appropriate participatioa by lousestaff members on the various Conunlt—
tees within the institution. This parricipation should be on Commirrecs
concerning institutional professional and administrative matters. lem-
bers should have full voting rights. llousestaff members should be se-
lected by the lousestaif Associarion memoers chemselves. .

B Y
K. .'Grievance Procedvurces ] . .

The contract should provide a grievance procedure. That procedure
typically involves the following: ' : ) L.

1 - a definition of the term “grievance" {e.g., any dispute or
controversy about the inrerpretation or application of the
contract, any rule or regulation, or any policy or p;actice);

2 - timing and sequence of the grievance steps (initial steps
referred to the chief of service, then to the medical
board or administrator as a review body); ’

3 - a right to legal and other representation at each step for
the Nousestaff Officer; ) . '

" 4 - the right of the louscstaff Association independently to
initiate and process a grievance;

§ — a final step - binding arbitratrion to be initiated only by
the Mlousestaff Associatlon; and . .

'6 - sharing of arbltration costs. -

L. Disciplinary llearines and Procedure - .

The contract should provide a disciplinary procedure which guarantees
“due process't before any disciplinary action is taken apalnst a lHouszestaff
member.  Attachment A provides a procedure whlch may be appropriate or
modified for use in a given institurion. The procedure adopted should e
set forth in full in the contract between the institution and Housucstaff
Association. ’

P e LA
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M. Workine Conditions and Patient Care Isnsuces .-
o *

The aprecment should provide for adequate, comfortable, safe and

- sanitary facilities such as on-call rooums, sccure storage arcas, sccus

rity persoancl, facilities for booxks, storapc of clothinyg, cowmfortable
slecping quarters, and limitation of the nuuber of beds per roon.

There should be proscription against regular and recurrent perform-
ance of duties by louscestaff Officers unrelated to Housestaff Officer
craining. i I

Patient care issucs, educational training, and salary are compensa-,
tions for work and arc negotiable. ’

In so far as paticent care issues are described in terms of reference
to the physician's job description, these frequently fall under contract
working conditions. "

- N

The quality of patient care scrvices and facilities wmay be a speci-
ficd feature of the training program contract, and can include such mat-
ters as adequate equipment, bedspace, clinical staffiny, ond clinical

staff structuring.

N. Other Provisions

-
.

As indicated, the foregoing provisions are not all-inclusive. Depend-
ing upon the institution's size, location and affiliacions, if any, and
also depending upon the relationship between the institutien and the House-
staff Association, other provisions may be included. TFor example: '

payroll deduction of llousestaff-dues;

agency dues in thosc jurisdictions where authorized;

maintenance of existing benefits and practices not otherwise
expressly covered; E

housing, meals, laundry, uniforms, living out and telephone al-

" lovances;

adequate llousestaff Association office space, bulletin boards,
sceretarial assistance;

Hlousestaff Association.seminars or mectings; and

Housestaff renewal or negotiatlon of the coatract at the end of
the tern. L N

II1. Lepal Assistance- S .

The process of collectlve barnaininganddfpfting a contract which will
effcctively reflect the result of such bargidning will involve many legpal
consideratlons. The llousestaif should conslder retainlng legul couascl to
advise and represent them on those matters.
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oz . ' ATTACHHENT A

~

. DISCIPLIRARY HEARTNG /\.‘.‘l) PPROCENURE

1 - Before any Houscstaff member may be reprimanded, suspended, expelled,
‘or sulfer a denial of any right or privilepe duc by virtue of his ap-
pointment as a Housestalf momber or under any provision of this agree-~
ment, said Housestaff member shall be entitled to the benefits of the

. procedurcs and appeals provided in this article.

2 - Action sceking to reprimand, suspend, expel, or to deny to any llouse-
staff member a right or privilese shall be commenced by the prepara- '~
tion of a complaint in writing setting forth the conduct complained of
and the requested penalty. This complaint shall Le filed with the
Disciplinary Cowmmittee and a true copy shall be delivered personally

_to the Housestaff member complained of. .

= .

3 - The Disciplinary Committee shall appoint a llearing Committee consist-
ing of physicians = 407 o f whom are Houscstaff Officers to be selected
by the Housestaffl Association or the Housestaff Officers if there is no

. llouscestafi Association. o member of the licaring Committee shall be
' personally invelved in the controversy described by the complaint. It
shall be the duty of the llcaring Committee to conduct a fair and impar-
tial hearing, pursuant to the provisions of this article and such fur-
ther rules of procedure as the Committce may adopt for cach hearing,
which shall not be inconsistent with the provisions of this article.

. 4 - The learing Commirtee shall set a time and place-for a hearing on the
complaint, which shall allow the accuscd llousestaff Officer a rcason-—
able period of time to prepare his defense. The Hearing Comunittee may
extend the time for the heating by agreement of the parties or as the
Hearing Cornmittee may determine. © ' . :

5 - The accused llousestaff member shall not be required to file a formal
written defense to the complaint. The accused Housestaff member may
ask the Hearing Committee to order the Complainant to make thé con- '
plaint more specific by pointing out, in a written request filed with
the Mearivyg Cowmmittee and served on the complaluant, wherein the cow-
plaint is vague or ambiguous. Lf the Hearinyg Committee so orders, a
more specific complaint must be prouptly filed and scrved on the ac-
cused llousestaff member. '

6 — Formal rules of evidence shall not prevail at the hearing conducted by
the Nearing Comnittee; however, all evidence offeved and considered

at the hearlug must be reasonably related to the facty and statuvments
contained in the complaint. Both partics may be represented by attor-
neys or by physicians of their choice at all stages of the procedurc.
No evidence shall be offcered or considered by the llcaring Comnittee at
any time except at a duly convenced mecting of the Nearing Coumittec and
while the accuscd lousestaff member is present.

." 7 = The accuscd Housestaff member shall nog be obligated to present any evi-

dence by way of defense until the complainant has presented all of the




Be of T. Rep. P - pngc'B

.
-~

evidence in support of the complaint. The accuscd llousesta(f mcmbér shall
_ not be compelled to be a witness against himself, but shall be given a rea-
' sonable opportunlty and a sulficicnt period of tiwe in which to present
: evidence in support of the defense.  Imaediately thercafter, the couplouin-
ant shall be given an opportunity to rebut the lousestaff wember's evi-
dence but not to offer new evidence which could have been presented pre-
viously. -

8 - After hearing all of the cvidence, .the licaring Committee shall. meet and
decide if the evidence offered supports the complaint. If 757 or wmore of -
the Hearing Cosmnittee shall join in a decision they shall preparea formal
written document entitled "Findings of Fact" in which they state that the
allegations of rhe complaint have or have.not been proven and summarize the
“ev idence in support of that finding. Thisdocument shall be filed with the
Disciplinary Committee and a copy shall be delivered to both parties. 1L
the Nearing Committee finds that the complaint has not been proven, no fur- :
“ther action shall be taken on the ‘'me facts or occurrence. If the Hearing ;
Committec finds that the complaint aas been proven, the lHousestaff umember .

“shall. have the right to appeal as provided below. If the learing Cowmittec . I

. is unable to reach a decision as aforesaid, they shall so report and no

- further action shall be taken, but such decision shall not preclude a sub-
*Sequent complaint on the sawe charge provided that additional evidence not
previously available shall be offéred in support of the complaint.

N

: - } .
"9 - If the llcaring Committee has found the complaint to be proven, the accused
. .. lousestaff member shall be entitled to appeal the decision to the full Dis- ] .
..ciplinnry Committee. The accused Housestaff member shall request an appel- .
late hearing in writing and shall serve a copy of the request on the com-
plainant. ' B
.
10 - A verbatim transcript of the proceedinggpbcforc the Hearing Committee shall
“be prepared and filed wicth the Disciplinary Committee before the appellate
hearing shall be convened. Each party also shall have the right to file a
written argument with the Disciplinary Committee before the hearing date.
A copy of any written argument shall be served on the other party. At the
appellate hearing, both parties shall have an cqual amount of time for oral
argument. No additional evidence shall be offered at the appellate hear- 3
ing. The Disciplinary Committee shall confine its considerations of the .
" appeal to che records before the lHearing Committee and the appellate argu-
ment., C : ) :
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"1l = The concurrence of 75% of the members of the -Disciplinary Committee shall:

e be required to afiirm the decision o6f the lHearing Committee. Upon such
concurrence, the Disciplinary Comaittee shall report its findings in writ—
ing to the Divectors of the Instltution, together with a recommendation for
punishment or penalty to be fmposed. A copy of such repoct shall be de-
livered to both parties. If the Disciplinary Committee shall not have the
concurrence of 757% of its members in any decision; the matter shall be dis-
‘posed’of without further action upon {iling the veport of the Disciplinavy
Conmittee.

- s o .
‘ . . : .
»
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Upon reeeiving the report of affirmance by the Disciplinary “Comnittec
and the recommendation of the Committee as to penalty or punisluwent,
impose punisliment or penalty on

the Directors or their delegate(s) may
ss of that recommended Ly the Dis-

the Mowuscestalf wember, but not in exce
_ciplinary Committcee. :
No lousestaff member shall be subjected to any disciplinary action or
pcnalty or loss of any compensation until completion of these proced-
ures; provided, however, that a llousestaff member may be suspended, but
with pay, pending hearing and appecal where such suspension shall be re-
quired by substantial and jwminent considerations of patient carc.

-

act could provide as a final step in the disciplinary procecd:

The contr )
1 expert, wutually selected.

ings binding arbitration by a neutral medica

L)
.

b

<
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. Assocliation of American Medlcal Colleges '

® | - =-DRAFT~~

AAMC STATEMENT ON MOONLIGHTING BY HOUSE OFFICERS

AMENDMENT ¢
o1 The Association of American Medical Colleges 1s concerned
2 about the quality of graduate medical education and any activity
- 3 which might compromise the quallty of this experience.
8 _ " _
~§ L The timely debate regarding house officer "moonlighting"
£ 5 1nvolves a number of considerations which include:
o] . . . :
< .
E 6 a. The rights.of an individual to engage ln whatever legal
2 7 - activities he chooses during the time when his services
é 8 are not'required by his primary full-time employer.
S .
3y 9 b. The dependence that has developed in some sections of the
3 ;10 : country upon physicians from training programs for the
e 11 provision of primary and emergency care during their off-
g 12 : duty hours,
(2) . 13 c. The financial dependence of some married house officers
g 14 ' wlth children, and other house officers with large previous
o ' 15 debts, upon incomes larger than those offered while
f 16 employed in training status.
o
é 17 : d. The broadening educational experlence for the house officer
2 18 ' who practices some medicine outside the graduate medical
2 19 education institution.
= 20 : e. The possible injury to the health of the house officer
g 21 . by working excessive numbers of hours.
5 22 f. The possible lmpairment of the caliber of training
% 23 opportunities experlienced by a house officer whose free
] - 24 time is not available for study and recreation.
25 g. The relationship of the educational institution that has
26 primary responsibility for recruitment and training of house
27 officers to the larger consumer comnunity when its
28 - employees serve in a secondary capacity as a part of a
29 health care system outside the aegls of the primary employer
30 In creating a statement regarding house officer "moonlighting"

. 31 the AAMC recognizes that there is no documentation which suggests
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that the very occaszional time spent pursulng additional work
opportunities for ilncome has diverted house officers from theirl
primary responsibilities to their own education and to the patients
charged to th;ir care by the training institution.

THEREFORE, as a matter of general principle, the 4ssoclation
of Americgn Medical Collegés urges that institutlons of graduate
medical education and house officers recognlze the lmportance of the
graduate medical education expeyiénce both for the individuals'

professional ‘development and for the development of the nation's

- medical resources., Further, the AAMC belleves that the house

officer, as a medical graduate qualified and accepted by an
accredited American graduate medical education program,_is a'mature
1nd1vidual capable of being responsible for his/her own educational
development but urges that:the house officer conslder the following
matters before engaging in additional work opportuhities:
a. The capaclty of the house 6fficer to fulfill his/her
educational objectlves while, at the same time, pursuing

additional work opportunitles for income;

b. The nature of the work opportunity, including its educational
value; '

c. The needs of the community, and

d. the financial need of the individual.
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES .

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

June ‘17, 1974

MEMORANDUM
TO: The COD Administrative Board
‘FROM: Joseph A. Keyes, Director, Division of Institutional

Studies

SUBJECT: 1975 Spring Meeting Facilities

On June 10, I visited Colonial Williamsburg to examine
the adequacy of their facilities for our 1975 Spring COD
Meeting. The previous tentative arrangements voted in the
agenda involved using the Inn and Lodge and the Williamsburg
Conference Center. In my judgment these arrangements were
inappropriate because of 1) the expense involved, 2) the
dispersion of the rooms and range of prices, and 3) the
scheduled meeting room was a large auditorium. :

Williamsburg has another facility available however; the
Motor House and Cascades Meeting Center. I was able to secure
a tentative hold on these facilities for the dates April 17-19
(arrival Thursday, departure Sunday) and April 20-22 (arrival
Sunday, departure Wednesday). The rooms while not spectacular
are quite adequate and are offered at the uniform rate of $27
a day European Plan (no meals). They are set in a wooded area
which is quite attractive. The meeting rooms are a short walk
away in the Cascades Meeting Center and appear to be well
adopted for our needs. Meals at moderate prices are available
in a restaurant in the same building, less expensive meals may
be had in the cafeteria located nearby.

Recreational opportunities, in addition to visiting the
restored area, include: golf, tennis, swimming, bicycling,
badminton, croquet, lawn bowling, skeet and trap shooting and
horseshoes.

Transportation involves a 20 minute limousine ride from
‘the Patrick Henry International (Newport News) airport. Flights
into the airport include daily: 5 from Washington National; 1
from Baltimore; 3 from New York-JFK International; 3 from Boston;
3 from Philadelphia; 2 from Chicago; and 2 from Atlanta. Airlines
serving PH International include United, Northwest and Allegheny.
Norfork has a similar schedule of flights and is approximately an

‘hour away by cab (fare $25).

While Williamsburg is thus not as accessible as Phoenix,
the air service would appear to be nearly adeguate.

o e e s m o emr o < o e spmmem a v e e et ey g




ASSOCIATION OF AMERICAN MEDICAL COLLEGES

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

June 20, 1974

MEMORANDUMNM

TO: COD, CAS and COTH Administrative Boards
FROM: John A.D. Cooper, M.D.

SUBJECT: Proposed Workshop on the Ethical Aspects of Medical Care

Enclosed please find a preliminary agenda for a proposed workshop
jointly sponsored by the AAMC and the National Academy of Sciences
which is planned for September 18, 1974. It is proposed to invite
the administrative boards of our three Councils, individuals from
} the Liaison Committee on Medical Education and selected AAMC staff
. to participate in this one day workshop which will be held at the
NAS.

The proposed program is presented to you for comment and an expres-
sion of your interest in participating in this program on Wednesday,
September 18, the day before the September, 1974 administrative
board meetings. '

One problem whic should be considered before endorsing the program
is that Tuesday, September 17 is Rosh Hashana. Certain of our Jew-
ish colleagues may not be able to participate because of this con-
flict. The next possible date for the proposed program would be
prior to the March, 1975 administrative board meetings.

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

TENTATIVE AGENDA

WORKSHOP ON THE ETEICS OF MEDICAL CARE
National Academy of Sciences

September 18, 1974

Moderator: Bernard Towers, M.B., Ch.B.
Professor of Pediatrics and Anatomy

University of California, Los Angeles

. Overview of Educational Objectives - 9:30 a.m.

. Bernard Towers, M.B., Ch.B.
Professor of Pediatrics and Anatomy
University of California, Los Angeles

This presentation will focus on the educational
objectives that are to be achieved in the teaching

of ethical issues involving medical care. To
accomplish this, the areas of traditional medical
ethics -- the value problems that emerge in the

individualized physician-patient relationship --
will be discussed with the idea of showing how
these issues are related to the broader social
justice issues concerning the distribution of
medical services.

Justice Issues of Rescurce Allocation
in Health Care - 10:50 a.m.

Roger J. Bulger, M.D.
Executive Officer
Institute of Medicine

" The justice issues of how money and resources should

be allocated in health care is of particular importance
now with the potential development of a national health
insurance system. This topic will deal with the concept
of the preciousness of life from the standpoint of
government decision making. It might include an analysis
of the implications of the recent passage of the provision
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ITI.

IV.

-~

in the Social Security Amendments which cover treatment
of end-stage renal disease. In selecting one category
of disease, what happens to those who are suffering from
other conditions which may also be very expensive and
require life-saving technology? How. are decisions made
regarding government allocation programs and what are
the value questions that should be elucidated when such

~decisions are *~ing made?

12:10-1:30 p.m.  LUNCH

Ethics and Accountability in Medical Care - 1:30 p.m.

Kerr I White, M.D.

Profes 1 of Medical Care and Hospitals
The Jc¢ s Hopkins University School
"of F lic Health and Hygiene

This topic will >ncern itself with the ethical
responsibility ¢ those participating in accreditation
processes. Hosp :al committees such as tissue review
and utilization >mmittees as well as accreditation
bodies at the J( 1 and the Liaison Committee on

Medical Educatitc are empowered to assess and monitor
various functior in the medical system. These
committees recexve their duthority from society and
therefore are invested with an ordering of responsi-
bilities, not only to the providers of medical care

but also to the consumers in the society in general.

With the emergence of large-scale peer review through
PSRO's, the issues surrounding the ethical responsibility
of such monitoring groups becomes particularly important.
The medical students of today are more and more likely
to become participants in one way or another on such
review committees. ‘

Ethical Assumptions of Various Care Settings - 2:50 p.m.
Richi . Magraw, M.D.
Presaiuent

Norfolk Area Medical Center Authority

The value assumptions of various settings for providing
care to patients will be examined. The care settings,
which range from the individual proprietorship or
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fee-for-service medicine in a highly organized prepaid
setting such as health maintenance organizations,

affect considerably the way in which care is provided

to consumers. Each of these settings creates 1ts own
incentives for the provider of care and thereby

influences the benefits which are received by the

patient. Inevitably some of the ethical considerations.
surrounding medical settings are related closely to

those: involved in decisions regarding resource allocation.

Existing Teaching Programs in Medical Ethics - 4:10 p.m.

E.A. Vastyan

Associate Professor and Chairman

Department of Humanities

College of Medicine

The Milton S. Hershey Medical Center
of the Pennsylvania State University

This presentation will deal with an overview of some
of the existing programs in the teaching of medical
ethics. This overview will discuss not only the
advantages but also the pitfalls and limitations of
various programs.

Summary of Workshop - 5:20 p.m.

We will probably consider-someone like Dr. Bernard Towers
to chair the entire workshop and to present the summary
at the end where he attempts to integrate the beginning
statements pulled all together into a conceptual
foundation and end with possibly the recommendation for
a continuing effort between the Institute of Medicine
and the Asscciation of American Medical Colleges.
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[CONFERENCE COMMITTEE PRINT].
- Juxe 10, 1974

93p CoxNGREss HOUSE OF REPRESENTATIVES { Rrrory
2d Session

[ R
»
o NATIONAL RESEARCH TRAINING AND PROTECTION OF
% HUMAN RESEARCH SUBJECTS ACT OF 1974
|
jo3
é ......... ~—Ordered to be printed
E
<l
é Mr. el , from the committee of conference,
£l ' submitted the following
2 CONFERENCE REPORT
Q
g [To accompany H.R. 7724] \
(2) . The committee of conference on the disagreeing votes of the two
j Houses on the amendments of the Senate to the bill (H.R. 7724) to
amend the Public Health Service Act to establish & national program , )

2| of biomedical research fellowships, traineeships, and trhining to assure
=) the continued excellence of biomedical research in the United States,
@ and for other purposes, having mét, after full and free conference,
8 have agreed to recommend and do recommend to their respective
2 Houses as follows:
= That the House recede from its disagreement to the amendment of
5 the Senate to the text of the bill and agree to the'same with an amend-
2| ment as follows: :
= In licu of the matter proposed to be inserted by the Senate amend-
S| ment to the text of the bill insert the following: .
hd§ . Section 1. This Act may be cited as the “National Research Train-
g ) . ing and Protection of Human Research Sub jects Actof 19747,
Q@ | TITLE I—BIOMEDICAL AND BEHAVI ORAL RESEARCH

TRAINING

Saorr Tirre

. Src. 101. This title may be cited as the “National Rescarch Service
Award Act of 1974,

FINDINGS AND DECLARATION OF PURPOSE

Skc. 102. (a) Congress finds and declares that— .
(Z) the success and continued viability of the Federal biomedi-
cal and behavioral research effort depends on the availability of

‘ - . la
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for which, as determined 1
personnel,

2

excellent scientists and a netiworlk: of institutions of exccllence
capable of producing superipy research. personnel;

(2) direct support of the {raining ]
biomedical and behavioral research 73
sary role for the Federal Govcmmcnt; and
graduate research assistance programs should de the Rey

elements in the traim ing programs of the nstitutes of the National
Institutes of Health and the Alcohol, Drug Abuse, and Mental
- Health Administration.

(8) 7t is the purpose of this titl
institutes of the National I'nstitutes of Health ond the Aleokol, Drug
Abuse, and Mentar Health 4 dministration to carry out their res
sibility of maintaining q superior national Program of research
the physical and mental discases and unpairments of man.

BIOMEDICAL AND BEHAVIORAL R

ESEARCH TRAINING
Ske. 103. Part 7 of title IV of the Pudlic Health Service Aot X3
amended by adding ajter section 461 the following new Sections

€ to increase the capadility of the

“NATIONAL RESEARCH SERVICE AWARDR

“See. 462, ( @) (1) The Secretary shall provide National Researck
Service Arards for—
“(A) diomedical and behavioral research at the National In-
stitutes of Health, and the Alcohol, Drug Abuse, and Menta?
Health Administration ; ; ; 3

tivities of the Institutes and Aq-
ministration are directed,
“(B) training at the Institutes and
vals to undertale such research,
“(C) biomedical ang behavioral researep,
lic institutions and at nonprofit
“(D) pre- and postdoctoral
institutions of individ uals'to undertalkie sye), research.
4 reference in this subsection to the National Institytes of Health
or the Alcohol, Drug Adbuse, and Mentql Health Administration shall
be considered to inclyde the institutes, divisions, and burcays included
n the Institutes or under the A (Zmz'nist'mtz'on, as the casec may be.
“(2) National Research Service Awards may not pe used to support
resider >ies, '
Y(3) Efective July 1,1975, National Research Ser
e made for research or research training in only
nder section 463, th

“(0) (1) No National Leseanr

Administration of individ-

at non-Federal pup-
private institutions, and

training at sucl, public and private

vice Awards may
those subject areqs
ere s a need for

ch Service Award

may be made by the
Secretary to any individual unless—.

“(4) the individual hag submitted .
cation therefor and the Secretary has approved the application;

“(B) the'individuay provides, in such form and manner qg the
qulation preseribe, assurances satisfactory to

indivi il mect the service requirement
‘of subsection (e)(2); and
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“(C) in the case of a National Research Service Award for a
purpose described in subsection (a)(1)(C) or (a) (1) (D), the
mndividual has been sponsored (in such manner as the Secretary
may by regulationrequire) by the institution at which the research
or training under the Award will be conducted.

An application for an Award shall be in such form, submitted in such
manner, and. contain such information,.as the Secretary may by regula-
tion prescribe.

“(2) The award of National Rescarch Service Awards by the Sec-
retary under subsection (a) shall be subject to review and approval by
the appropriate advisory councils to the entities of the National Insti-
tutes of Health and the Alcohol, Drug Abuse, and Mental Health
Administration (A) whose activities relate to the research or training
under the dwards, or (B) at whick such research or training will be
conducted.

“(3) The period of any National Resecarch Service Award made to
any individual under subsection (a) may not exceed three years in the
aggregate unless the Secretary for good cause shown waives the appli-
cation of the three-year limit to such individual.

“(4) National Research Service dwards shall provide for such
stipends and allowances (including travel and subsistence expenses

' and dependency allowances) for the recipients of the Awards as the
‘  Secretary may deem necessary. A National Research Service Award
made to an individual for research or research training at a non-
Federal public or nonprofit private institution shall also provide for
payments to be made to the institution for the cost of support services
(tncluding. the cost of faculty salaiies, supplies, equipment, general
research support, and related wtems) provided such individual by such
institution. The amount of any such payments to any institution shall
be determined by the Secretary and shall bear a direct relationship
to the reasonabdle costs of the institution for establishing and maintain-
ing the quality of its biomedical and behavioral research and training
programs.

“(e) (1) (A) Lach individual who rcceives a Nutional Research
Service Award shall, ir. accordance with parcgraph (3), engage in—

“(3) health research or teaching,

“(2) if authorized under subparagraph (B), serve as a mem-
ber of the National Health Service Corps or serve in his specialty,
o
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“(ii2) if authorized under subparagraph (C), serve in a health
related activity approved under that subparagraph,
for a period computed in accordance with paragraph (2).
“(B) Any individual who received a National Research Service
Award and who is a physician, dentist, nurse, or other individual
trained to provide health care directly to individual patients may,
‘upon a{)plz'cat-ion to the Secretary, be authorized by the Secretary to—
‘(1) serve as a member of the National Health Service Corps,
“(di) serve in his specialty in private practice in a geographic
area designated by the Secretary as requiring that specialty, or
“(12) serve in his specialty as a member of a nonprofit prepaid
L group practice which may be reimbursed under title XVIII of
’ o the Social Security Act, ot

s
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in liew of enganing in health research or leaching if the Seeretary de-
termines that there are no suitable health research or teaching posi-
tions available to such individual. . :

“(C) Where appropriate the Secretary may, upon applicalion, au-
thorize a recipient of @ National Research. Service Award, who s not
trained to provide health care dircetly to individual patients, to en-

.gage in a kealth-related activity in lien of enqaging in health research
‘orteaching if the Secretary determines that th ere are no suitable health
research or teaching positions available to such individual.

“(2) For each year for w:hich an individual receives a National Re-
search Service Award he shall—

“(A) for twelve months engage in health research or teaching
ory if so authorized, serve as a member of the National Health
Service Corps, or ‘

“(B) if authorized under paragraph (1) (B) or (1)(C), for
twenty months serve in his specialty or engage in a health-related
activity.

“(3) The requirement of paragraph (1) shall be complied with by
any individual to whom it applics within such reasonable period of
time, after the completion of such individual's Award, as the Secre-
tary shall by requlation prescribe. The Secretary shall (4) by regu-
lation prescribe (3) the type of rescarch and teaching which an individ-
ual may engage in to comply with such requirement, and (72) such:
other requircinents respecting such research and teach ing and alterna-
tive service authorized under paragraphs (1) (B) and (1) (C) as he
deems necessary ; and (RB) to the extent feasible, provide that the mem.-
. Vers of the National Health Service Corps who are serving in the Corps
C to meet the requirement of paragraph (1) shall be assigned to pa-
tient care and to positions which utilize the clinical training and ex-
perience of the members. ' .

“(4) (A) 1} eny individial to whom the requirement of paragraph
(1) is applicable fails, within the period prescribed by paragraph
(8), to comply with such requirement, the United States shall be en-
titled to recover from such individual an amount determined in ac-
cordance with the formula— ’

As (t —t1/2s)

in which ‘A’ is the amount the United States is entitled to recover;
‘¢’ is the sum. of the total amount paid under one or more National Re-
search Service Awards to such individual and the interest on such
‘amount which would be payable if at the time it was paid it was a loan
_ bearing interest at a rate fived b y the Secrctary of the Treasury after
taking into consideration private consumer rates of interest prevailing
. at the time each Award to such indiridual was made; ‘L’ is the total
number of months in such individuals service obligation; and ‘s’ i3
the mumber of months of such obligation served by him in accordance

. with paragraphs (1) and (2) of this subsection.
“(B) Any amount which the United States s entitled to recover
under subparagraph (A shall, within the th ree-year period beginning
on the date the United States becomes entitled to recover such amount,
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be paid to the United States. Until any amount due the United States
under subparagraph (4) on account of any National Research Scrv-
ice Award is paid, there shall accrue to the United States interest on
such amount at the same rate as that fixed by the Secretary of the
Treasury under subparagraph (A) to determine the amount due the
United States.

“(4)(A) Any obligation of any individual under paragraph (3)
shall be canceled upon the death of such individual.

“(B) The Secrctary shall by regulation provide for the waiver or
suspension of any such obligation applicable to any individual when-
ever compliance by such individual i3 impossible or would involve
eatreme hardship to such individual and if enforcement of such o0b-
ligation with respect to any individual would be against equity and
good conscience.

“(d) There are authorized to be appropriated to make payments
under National Research Service Awards S207,947,000 for the fiscal
year ending June 50,1975, : .

“STUDIES RESPECTING BIOMEDICAL AND BEHAVIORAL RESEARCH PERSONNEL

“Sec. 463. (@) The Secretary shall, in accordance with subsection
(), arrange for the conduct of a continuing study to—

“(1) establish (A) the Nation's overall necd for biomedical and
behavioral rescarch personnel, (B) the subject arecas in which
such personnel are needed and the mumber of such personnel
needed in each such area,and (C) the kinds and extent of training
which should be provided such personnel; .

“(2) assess (A) current training programs available for the
training of Liomedical and behavioral research personnel which
are conducted under this Act at or through institutes under the
National Institutes of Health and the Alcolol, Drug Abuse, and
Mental Health Admanistration, and (B) other current training
programs available jor the'training of such personnels .

“(8) identify the kinds of research positions available to and
held by individuals completing such programs;

“(4) determine, to the cxtent feasible, whether the programs
referred to in clause (B) of paragraph.(2) would be adequate to
meet the needs established under paragraph (1) if the programs
referred to in clause (A) of paragraph (2) were terminated; and,

“(5) determine what modifications in the mrograms referred to
in paragraph (2) are required to meet the needs-estadlished under
paragraph (1). ‘ T .

“(b) (1) The Sccretary shall request the National Academy of Sci-
ences to conduct the study required by subscction (a) under an ar-
rangement under which the actual expenses incurred by suck Academy .
in conducting such study will be paid by the Secretary. If the Na-
tional Academy of Sciences is willing to do so, the Sceretary shall
entcr into such an arrangement with such Academy for the conduct of
such study. : :

“(2) If the National Academy of Sciences is unwilling to conduct
such study under such an arrangement, then the Secretary shall enter
into a similar arrangement cith other appropriate nonprofit private
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groups or associations under whick such aroups or associations will
conduct such studiy and prepare and submit the reports thereon as pro-
vided in subsection (c).

“(c) A report on the vesults of such study shall be submitted by the

Secretary to the Commitice on Interstate and Forcian Commerce of -

the House of Representatives and the Committee on Labor and Public
Welfare of the Senate not later than March 31 of each year.”

CONFORMING AMENDMENTS

Sec. 104, (e) (1) Section 301 of the Public Health Sernice Act 43
amended (AN by striking owt paraaraph ( e (B by striking out in

 paragranh (d) “or research. training® each place it occurs. “and re-

search trainina proarnms™. and “and research traiming program”.
and (C) by redesionating parnaraphs (dY, (e). (7). (q). (%), and (2)
as paroarophs (e). (d)N. (e). (1), (9). and (k). respectinely.
(2)(A) Section 303(a)(1) of such Act iz amended to read as
follows:
“L1Y to provide clinieal training and instruction and to estab-

lish and maintain elinieal traineeships (with such stipends and’

allowances (includinag travel and subsistence expensez and de-
pendency allowances) for the trainees as the Secrctary may deem
neeessary) .

(B) Section 303(hY of surk Aet is amended bv inserting before the
first sentence the followina : “The Secretary may prowde for training,
instruction. ond_trainceships under subsection (@) (1) through grants
to public and other nonproft institutions.”. )

() Section 402(a) of such Act 7s amended (A) by striking out
“Urainina ond instruction in paragroph (3) and inserting in liey
thereof “clinical training and instruction”. and (B) by striking out
paragraph (4) and by redesianating paraqgraphs (5). (6). and (7)
as paraaraphs (1), (5. and (6). respectirely.

(4Y Section J0T(BY (7Y of such Act 73 amended (A) by striling ot
“and bosic vesearch ond trentment”, and (B) by striking out “where
approprinte®, '

(6) Section J08(B)(3Y of sueh Act is amended by inserting “clini-

.eal” hefore “irainina® each place it occurs.

(6Y Rection L12(7Y of such Act is amended by striking out “(71)
estohlish and maintain® and all that followrs down throuqghk and in-
cludina “maintain traineeships” and inserting in liew thereof . pro-

“wide clinical fraining and instruction and. establish and maintain clini-
cal traineeships”,

(7) Section }13(a)(?) iz amended by inserting “clinical® before
“proarams™.

(8) Section 415(bY iz amended by insert’na before the neriod af the

.end of the last sentence thereof the following : “: and the term. ‘train-

ing’ docs not include research training for which fellowship support
mav be provided under scetion 4627,

(9) Section 422 of such Act is amended (AY by striling out
paraqraph. (¢) and by redesianating paragraphs (dV. (e). and (f) as
paragraphs (c), (&), and (e), respectively. and (B) by striking out
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' ‘ ' ~ “raining and instruction and establish and maintain traineeships” in

' paragraph (e) (as so redesignated) and inserting in licu thereof
“clim’ca[ training and instruction and cstablish and maintain clinicad
traineeships™.

(10) Section 434(c) (2) of such Act is amended by inserting “(other
than rescarch training jor which National Rescarch Service Awards
may be made under seclion j62)” after “training” the first time it
occurs.

(11) Scctions 433(a), 444, and 453 of such Act are each amended
by striking out the sccond sentence thercof.

(12) The heading jor part IT of title IT of such Act is amended
by striling out “ApyiNisTraTIVE” and inserting in liew thercof
“GENERAL.”

. (6) The amendments made by subsection (a) shall not apply with

- respect lo commitments made before the date of the enactment of this
Act by the Secretary of Health, Education, and Welfare for research
training under the provisions of the Public Health Service Act
amended or repealed by subsection (a).

BEX DISCRIMINATION

Skc. 105. Section 7994 of the Public Health Service Act is amended
by adding at the end thereof the following: “In the case of a school
of medicine which— '

“(I) on the date of the enactment of this sentencé is in the
process of changing its status as an institution which admits only
female students to that of an institution which admits students
without regard to their sea, and

- “(2) change is being carried out in accordance with a plan ap-
' , : proved by the Secretary, :
. . the provisions of the preceding sentences of this section shall apply
’ only with respect to a grant, contract, loan guarantee, or interest sub-
sidy to, or for the benefit of such a school for a fiscal year beginning
after June 50,1979.” ,

FINANCIAL DISTRESS GRANTS
Sec. 108. Section 773(a) of the Public Health Scrvice Act s

amended by striking out “S$10,000,000” and inserting in liew thereof
“$15,000,000”.

TITLE I[—PROTECTION OF HUMAN SUBJECTS OF
BIOMEDICAL AND BEHAVIORAL RESEARCH

Parr A—Narronar Coxurssion For THE Prorecrion oF HuUiman
SuBsECTS OF BroxepicaL AND BENAVIORIAL RESEARCH

ESTABLISHMENT OF COMMISSION ~
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Sec. 201. (a) There is cstablished a Commission to be known as
i the National Commission for the Protcction of Human Subjects of
Biomedical and Dehavioral Research (hereinafier in this title referred

to as the “Commission’). :
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* ject to the provisions of title 5. Un

B underlie the condurt of biomediral and behav

8 i .

(D) (1) The Commission shall he composed of cleven members ap-
pointed by the Secretary of Iealth. £, ducation, and Welfare (hercin-
after in this title referred to as the “Secretary™). The Secretary shall
select members of the Commission from individuals distinguished in
the felds of medicine. law, ethics. theology. the bioloaieal. physical,
bdehavioral and sociol scicnces. philosophy. humanitics. health adm inis-
tration, gorernment. and public affairs; but five (ond not more than
five) of the members of the Commission sholl he individuals who ore or
who have been engaged in biomedical or beharorial research involiing
human subiects. In appointing members of the Commission. the Sec-
retory sholl give consideration to recommendations from the National
Academy of Sciences and other appropriate entitics. Members of the
Commission shall be appointed for the life of the Commission. A mem.-
ber of the Commission shall not be eligible for appointment to the
National Advisory Council for the Protection of Subjects of Bio-
medical and Behaovioral Research.

(2)(A4) Except as provided in subparagraph (B), members of the
Commission shall each be entitled to receive the daily equivalent of the
annuol rate of the basic poy in effect for grade GS-18 of the General

Schedule for each day (including troveltime) durin g which they are
engaqed in the actual performance o f the duties of the Commission,

(B) Members of the Commission who are full-time officers or em-~
plovees of the United States shall receive no additional pay on account
of their service on the Commission. '

(C) While away from their homes or reqular places of business in
the performance of duties of the Commission. members of the Com~
mission shall be allowed travel ezpenses, including per diem. in lew of
tubsistence, in the same manner as persons employed intermittently
in the Government service are allowed cxpenses under section 5703 (b)
of title 5 of the United States Code.

(¢) The chairman of the Commission shall be selected by the mem-
bers of the Commission from. among their number.

(@)(1) The Commission may appoint end. fir the pay of such staff
personnel as it deems desirable. Sueh. personnet shall be appointed sub-
ited States Code. governing appoint-
ments in the competitive service. and shall be paid in accordance with
the provisions of chapter 51 and subchapter I71 of chapter 53 of such
title relutine to classification and General Schedule pay rates.

(2) The Commission may procure temporary and intermittent sery-
ices Yo the same extent as 7s authorized by section 3109(b) of title 5 of
the United States Code. but at rotes for individuals not to exceed the
daily equivalent of the annual rate of basic pay in efiect for grade
GS-18 of the General Schedule. .

COMMISSION DUTIES

Sec. 202. (a) The Commission shall carry out the following :
(1) (A) The Commission shall (7) conduct a comprekensive investi-
gation and principles which should

ioral research involving
human subjects, (i) develop guidelines which should be followed in

study to identify the basic ethical




- mission shall mmake such recommendati

mines appropriate to assure that biomedical and behavioral research -
cconducted or supported under programs aedministered by him meets
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suck research to assure that it is conducted in accordance with such
principles, and (iif) make recommendations to the Secretary (I) for
such administrative action as may be appropriate to apply such guide-
lines to biomedical and behavioral research conducted or supported
under programs administered by the Secretary, and ({1) concerning
any other matter pertaining to the protection of human subjects of
biomedical and behavioral research.

(B) In carrying out subparagraph (A), the Commission shall con-
sider at least the following :

(z'; T'he boundaries between biomedical or behavioral research
involving human subjects and the accepted and routine practice
of medicine.

(2) The 2ole of assessment of risk-benefit criteria in the deter-
mination of the appropriateness of research involving human
subjects.

(tii) Appropriate guidelines for the selection of human subjects
for participation in biomedical and behavioral research.

(w) The nature and definition of informed consent in various
rescarch settings.

(v) Mechanisms for evaluating and monttoring the perform-
ance of Institutional Review Boards established in accordance
with section 464 of the Public Health Service Act and appropriate
enforcement mechanisms for carrying out their decisions.

(C’g’ The Commission shall consider the appropriateness of apply-
‘tng the prz'ncj[)les and guidelines identified and developed under sub-
paragraph (A) to the delivery of health services to patients under
programs conducted or supported by the Secretary.

(%) The Commission shall identify the requirements for informed
consent to participation in biomedical and behavioral research, by chil-
dren, prisoners, and the institytionalized mentally infirm. The Com-
mission shall investigate and study biomedical and dehavioral research.
conducted or supported under programs administered by the Secretary
and involving children, prisoncrs, and the institutionalized mentally
infirm to determine the nature of the consent obtained from such per-
sons or their legal representatives before such persons were involved
in such research ; the adequacy of the information given them respect-.
ing the nature and purpose of the research, procedures to be used,
risks and discomforts, anticipated benefits from the research, and other
matters necessary for informed consent; and the competence and the
freedom of the persons to make a choice for or against involvement in
such research. On the basis of such investigation and study the Com-
ns to the Secretary as it deter-

the requirements respecting injormed. consent identificd by the Com-
mission. For purposes of this paragraph, the term “children’ means
indiciduals who ﬂarc not attained the legal age of consent to partici-
pateinresearch as determined under the applicable law of the jurisdic-
tion in which the research is to be conducted, the term “prisoner”

“means individuals involuntarily confined in penal institutions; and the

term “institutionalized mentally infirm” includes individuals who are

. . . . [e— s e a e
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mentally ill. mentally retarded. emotionally disturbed, psychotic, or
scnile, or wcho harve other impairments of a similar nature and who
reside as patients in an institution.

(3) The Commission shall conduct an investigation and study to
determine the need for a mechanism to assure that human subjects in
biomedical and behavioral rescarch not subject to requlation by the
Secretary are protected. If the Commission determines that such a
mechanism s nceded. it shall develop and recommend to the Congress
such a mecharism. T'he Commission may contract for the design of
such a mechonism to be included in such recommendations. '

(0) The Commission shall conduct an investigation and study of
the nature and cxtent of rescarch involving living jetuses. the purposes
forwhich such rescarch has been undertal-en, and alternative means for
achicving such purposes. The Commission shall, not later than four
months after the month in which the Commission 1s established, rec-
ommend to the Secrctary policies defining the circumstances (if any)

under which sueh vesearch may be conducted.

(¢) The Comanission shall conduct an investigation and study of
the use of psychosurgery in the United States during the five-year
period ending December 31, 1972. The Commission shall determine the
appropriateness of its use, cvaluate the need for it, and rccommend to
the Secretary policics defining the eircumstances (i f any} under which
its use may be appropriate. For purposes of this paragraph, the term
“psychosurgery’ means brain surgery on (1) normal brain tissue of
an individual, who does not suffer from any physical discase, for the

purpose of changing or controlling the behavior or emotions of such.

individual, or (2) discased brain tissue of an individual, if the sole ob-

ject of the performance of such surgery is to control, change, or affect .
any behavioral or emotional disturbance of such individual. Such .

term docs not include brain surgery designed. to cure or ameliorate the
effects of epilepsy and electric shocl: treatments.

(d) The Commission shall make recommendations to the Congress
respecting the functions and authority of the National A dvisory Coun~
oil for the Protection of Subiects of Biomedical and Behavioral Re-

search to be estabilshed wnder section 217(f) of the Public Health.

Service 4ct. )
SPECIAL BTUDY

Ske. 203. The Commission shall undertake a comprehensive study

of the ethical, social, and legal implications af advances in biomedical-

and behavioral research and technology. Such study shall include—
(1) an analysis and evaluation of scientific and technological
advances in past, present, and projected biomedical and behavioral
research and services; :
(2) an analysis and evaluation of the implications of such ad-
vances, both for individuals and jor society;

(3) an analysis and evaluation of laws and moral and ethical
principles governing the use of technology in medical practice:

(4) an analysis and evalvation of public understanding of and
attitudes toward such implications and laws and principles; and

1
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(5) en analysis and evaluation of implications for public policy
of such findings as are made by the Commission with respect to
advances in biomedical and behavioral research and technology
and public attitudes toward such advances.

ADMINISTRATIVE PROVISIONS

Skc. 204, (a) The Commission may for the purpose of carrying out
its dutics under sections 202 and 203 hold such hearings, sit and act
at such times and places. take such testimony, and receive such evi-
dence as the Commassion deems advisable.

b) The Commission may secure directly from any department or
agency of the United States information mecessary to enable it fo
carry out its duties. Upon the request of the chairman of the Com-
mission, the head of such department or agency shall furnish such
information to the Commission. :

(¢) The Commission shall mot disclose any information reported
to or otherwise obtained by it in carrying out its duties whick (1)
identifies any individual who has been the subject. of an activity
studied and investigated by the Commission, or (2) which concerns
any information whick contains or relates.to a trade secret or other
matter referred to in section 1905 of title 18 of the United States Code.

(d) Facept as provided in subsection (b) of scction 202, the Com-
mission shall complele its duties under sections 202 and 203 not later

thaw twenty-four months aftcr the month in which the Commission s
established. The Commission shall malke periodic repoits to the Presi-
dent, the Congress, and the Secretary respecting its activities under
sections 202 and 203 and shall, not later than ninety days after the
capiration of such ticenty-fourwmonths. make a final report to the Presi-
dent, the Congress, and the Secretary respecting such activities and
including its recommendations for administrative action and
legislation.

(e) The Commission shall ccase to exist thirty days following the

submission of its final report pursuant to subsection (2).

DUTIES OF THE SECRETARY

See. 205. Within 60 days of the reccipt of any recommendation made
by the Commission under section 202, the Secretary shall publish it

in the Federal Register and provide opportunity for interested per-

sons fo submit written data, views, and_arguments with respect to
such recommendation. The Secretary shall consider the Commis-
sion’s recommendation and velevant matter submitted with respect
to it and, within 180 days of the date of its publication in the Federal
Register, the Secretary shall (1) defermine whether the administra-
tive action proposed by such recommendation is appropriate to assure
the protection of human subjects of biomedical and behavioral re-
search conducted or supported under programs administered by him,
and (2) if he determines that such action is not <o appropriate. publish
in the Foderal Register such determination together with an adequate
statement of the reasons for his determination. 11 the Secretary de-
termines that administrative action recommended by the Commission
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slould be undertaken by him. he shall undertake such action as ex-
peditiously os is feasible.

Parr B—Miscerransouvs

NATIONAL ADFVISORY COUNCIL FOR THE PROTECTION OF BUBJECTS OF
BIOMEDICAL AND BENHAVIORAL RESEARCH

Sre. 211. (a) Section 217 of the Public Hecalth Service Act 78
amended by adding at the end the following new subsection :

“UN) (1) There shall be established a National Advisory Council for
the Protcction of Subjects of Biomedical and Behavioral Research
(hereinafter in this subsection referred to as the ‘Council’y ichick shall
consist of the Secretary who shall be Chairman and not less than
seven nor more than fifteen other members who shall be appointed by
the Secretary without regard to the provisions of title 5. United States
Code, governing appointments in. the competitive service. The Secre-
tary shall select members of the Council from indiridunls distin-
guished in the flelds of medicine. law, ethics, theology, the biological,
physical. beharioral and social sciences. philosophy. humanities, health
administration. government, and public affairs; but three (and not
more than three) of the members of the Council shall be ndividuals
who are or who have been engaged in biomedical or behavioral research
wnvolving human subjects. The appointed members of the Council shall
have terms of office of four years, except that for the purpose of stag-
gering the expiration of the terms of office of the Council members the
Secretary shall, at the time of appointment. designate a term of office
of less than four years for members first appointed to the Council.

“(2) The Council shall— '

“(AY advise. consult with. and male recommendations lo the
Seerctory concerning all matiors pertaining to the protection. of
hman subjects of hiomedicol and heharioralwesearch ;

“AD2) reriew policies. sequlations, and other requirements of the
Secretary gorerning such research to defermine the extent lo
which suck policies. requlations. and requirements require and are
effective in vequiring obserrance in snuch rescareh of the basic
principles which should undeilic the conduct of such reseaveh and,
to the exrtent such policies. requlations. or requivements do not
require or are not cffectire in requiring obserrance of such prin-
ciples. make recommendations to the Secietary vespecting appro-.
priate revisioi of such policies. vequlations. or requirements; and

“O) rvericw peviodically changes in the scope. puipose. and
tupes of hiomedical aud belurioral reseaicl being ronducted und

© the impact such changes harve on the policies. vequlations, and

other vequivements of the Secretary for the protection of human
subjects of sueh rescarech. :

“(3) The Council may disseminate to the publie suel information,
recommendations. and other mattcrs velating to its functions as it
decims appropriate,

“(4) Section 14 of the Federal Advisory Committee Act shall not
apply with respect to the Council.”

() The amendment made by subsection (a) shall take effect
July'1,1926.

INBTITUTIONAL REVIEW BOARDS,; ETHICS GUIDANCE PROGRANM
S£c. 212 (a) Part 11 of title IV of the Publie ITealth Rervice Act,'

as.amended by section 103 of this Act, is amended by adding at the end
the following new section Ct

e

- v e gy
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“INSTITUTIONAL REVIEW BOARD8; ETHICS QUIDANCE PROGRAM

“See. 464. (a) The Secretary shall by regulation requirve that each
entity which applies for a grant or contract under this Act for any
project or program whick involves the conduct of biomedical or be-
havioral research involving human subjects submit in or with its ap-
plication for such grant or contract assurances satsfactory to the Sec-
retary that it has established (in accordance with regulations which
the Secrctary shall prescribe) a board (to be known as an ‘Institu-
tional Review Board’) to review biomedical and behavioral research
involving human subjects conducted at or sponsored by such entity in
order to protect the vights af the human subjects of such research.

“(b) The Seccretary shall establish a program within the Depart-
ment under which requests for clarification and guidance with respect
to ethical issues raised in connection with biomedical or behavioral
research involving human subjects are responded to promptly and
appropriately.” ' ‘

(b) The Sceretary of Health, Education, and Welfare shall within
240 days of the date of the enactment of this Act promulgate such
regulations as may be requived to carry out section j64(a) of the
Public Health Scrvice Act. Such regulations shall epply with respect
to applications for grants and contracts under such Act submitted
after promulgation of such regulations.

LIMITATION ON RESEFARCH

Seec. 213. Until the Commission has made its recommendations to
the Secretary pursuant to scetion 202(d), the Secretary may not con-
duct or support research in the United States or abroad on a living
human fetus, before or after the induced abortion of such fetus, unless
such research is done for the purpose of assuring the survival of such

fetus.
INDIVIDUAL RIGHTS
Holed

Skc. 214. (¢* Subsection (c) of section 401 of the Health Programs
Eatension Ao f 1973 is amended (1) by inserting “(1)” after “(c)”,
(2) by redesignating paragraphs (1) and (2) as subparagraphs (4)
and (B), respectively, and (3) by adding at the end the following new
paragraph

“(2) No entity which receives after the date of enactment of this
paragraph a grant or contract for biomedical or behavioral research
under any program. administered by the Secretary of Health, Educa-
tion, and Welfare may—

“(A) discriminate in the employment, promotion, or termina-
tz'c;n of employment of any physician or other health care person-
nel, or : :

“(B) discriminate in the cxtension of staff or other privileges
to any physician or other health carc pcrsonnel,

because be performed or assisted in the performance of any lawfiul
kealth scrvice or research activity, because he rcfused to perform or
assist in the performance of any such service or activity on the grounds
that his performance or assistance in the performance or such service
or activity would be contrary to his religious beliefs or moral convic-

e e et e L e o o o e < ot RSB ie A PAe Ah 3 < W o ATerTes < << sl @me = te s, amegray aimi < =
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tions, or because of kis religious beliefs or morad convictions respect-
ing any such service or activity,”

(8) Section 401 of such Act is amended by adding at the eng the
following new subscetion

B “(@) No individual shall be re

quired to perform or assist in the per.
formance of any part of a health

funded in whole or in part under a program administered by the See-
retary of Iealth, Fducation and Welfare if his performance or qssist.

; SuCh part of such program gp activity
would be contrary to his reli

gious beliefs or moral convictions.”
BPECIAL PROVECT GRaNTS AND coON

Skc. 215, Section 772(a) (?) of the Public fealth Service Act 8
amended. by nserting immediately before the semicolon at the end
Usor () providing incicased emphasis on, the

TRACTE

And the Senate agree to the same,

That the House recede from its disa

greement to the amendment of
he bill and agree to the same,

O

~ar
N O ek IR i il
< o

- vy

service program or researcl, activity.
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DRAFT QUESTIONNAIRE - INJURIES SUSTAINED DURING RESEARCH N

TO: Deans

As a result of the increasing national concern about the ethical
aspects of biomedical research, legislators are beginning to raise
questions about the number of subjects of biomedical research who have
been injured or harmed as a consequence of participation in biomedical
research programs. In order to develop information to serve as a data
base from which inquiries can be answered, the following brief ques-
tionnaire has been developed. We shall tfeét your response in a con-—
fidential manner and, following collation of the data, will not iden-

tify responses provided from an individual school.

During the past five years:

1. What is the approximate number of all research projects involving
human subjects conducted over the past five years?

o

2. What is the approximate average number of persons participating
as subjects of biomedical research projects at your institution
each year? ’

3. What is the approximate age distribution of your research subjects?
(Check in order as primary, secondary, tertiary Children
or not included)
; Adults

0lder Adults
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How manylpatients/subjects have been seriously injured as a direct
result of participation in research projects conducted by your
institution?

How many of these injuries have resulted in claims against your
institution or its .staff?

. How many of these claims have been settled at a cost to your insti-

tution or its insurance carrier?

What is your best estimate of these costs?

How many possible claims have been '"deferred" by institutional
delivery of services, care or other considerations?

What insurance option does your institution utilize?

Self-insured o

Insured through

Insured through State Government
Insurance Carrier

Does your current insurance program cover the innocent victim of
biomedical research?

What is your maximum liability under this program?




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

10. If your current insurance program does not include coverage for
the innocent victims of research, could you briefly indicate
the reason?

11. School

6/11/74
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ASSQCIATION OF AMERICAN MEDICAL COLLEGES

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

June 20, 1974

MEMORANDUM

TO: CAS Administrative Board
FROM: Michael F. Ball, M.D., Director, Division of Biomedical ¢[§
Research AW

SUBJECT: Scholarly Activities and Medical School Faculty: A Historic
Perspective

The attached document entitled "Scholarly Activities and Medical
School Faculty: A Historic Perspective'" has been prepared by the Bio-
medical Research Committee for presentation to Executive Council at
its fall meeting. We would appreciate receiving your comments and
criticisms.

Attachment

MFB:ms &
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SCHOLARLY ACTIVITIES AND MEDICAL SCHOOL FACULTY

A HISTORIC PERSPECTIVE

At the turn of this century physicians graduating from German
universities were publicly acknowledged to be superior to those edu-
cated in any other country}’zThis excellence of German education re-
flected a unique characteristic of the German system of medical
education which developed during the second half of the 19th century.
In Germany a student studied medicine in a university medical school
where teaching and investigation were regarded as equal factors in
the formulation of medical education. The German university gave
comparable emphasis to scientific investigation and to teaching, and
eminence in research, as well as ability to teach, became the accepted

basis for promotion at the university.

In reviewing the history of th? evolution of German medical edu-
cation, Abraham Flexner noted 'How rapidly, once the fundamental im-
portance of successful research to the ambitious teacher was estab-
lished, the requisite facilities, clinical and laboratory, were ob-
tained, énd how rapidly differentiation and specialization took
place."z.Both basic scientists and clinicians aspiring to academic

medicine were deliberately trained to be competent investigators.

‘By 1910, German university medical schools had well-equipped and

supported laboratories in each of the primary medical disciplines.

In contrast, during the same period in the United States, poorly




g
(@]
Tk
1%}
Q
Q
=
o]
=
B
el
[
2
=l
o
=
Q
15}
=
ol
O
(@]
=
-
o
z
E,
Q
=
Gy
o
%)
g
(@]
=
|53
Q
=
(@]
o
Q
=
g
o
[i=)
=
Q
g
=
Q
o.
@)

~

trained doctors were being produced by proprietary schools unaffili-

ated with universities. Biomedical research and scholarly pursuit

by the faculty were unknown. In his classical monograph on American

medical education published in 1910, Abraham Flexner noted "Investi-
gation and éractice are thus method and object ... an exacting dis-
cipline cannot be imparted except in a keen atmosphere by men who

are themselves in training. Of course the business of ‘the medical
school is the making of doctors; nine-tenths of its graduates will,
as Dr. Osler holds, never be anything else. But practitioners of
modern medicine must be alert, systematic, thorough, critically open-

minded; they will get no such training from perfunctory teachers.

.Educationally, then, research is required of the medical faculty be-

cause only research will keep the teachers in condition. A non-pro-

ductive school, conceivably up-to-date today, would be out-of~date

tomorrow; its dead atmosphere would soon be careless and unenlight-
. "1 . . . . . .

ened dogmatism. Flexner viewed medicine as a science in which no

distinction can be made between research and practice, rather than

as a classical art. In elaborating on this point, Flexner stated,

"If -medicine is classified as an art, in contradistinction to a sci-

‘ence, the practitioner is encouraged to proceed with a clear conscience

on superficial or empirical lines; if, on the other hand, he is acutely

" conscious of the responsibility to the scientific spirit and scien-

tific method, he will almost inevitably endeavor to clarify his con-

.ceptions .and to proceed more systematically in the accumulation of
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data, the framing of hypothesis and the checking-up of results."l

It is impossible to over-emphasize the impact of Abraham Flex-
ner on the evolution of the twentieth-century American medical school.
At the time of completion of Mr. Flexner's studies, there were 23,927

(Table 1)
students enrolled in 148 American medical schools. Over the next 15
years, 68 schools closed and the number of students enrolled decreased
by more than 5,000. Medical education became a university discipline

with finite educational standards. Teaching in the laboratory and

the hospital became a central part of the process of medical educa-

tion. The costs of these revolutions were high but many voluntary

health organizations, philanthropic agencies and industrial firms :
contributed to help. Schools financed these additional responsibil-
ities from large private gifts. 1In addition, state revenues began

to be used to support medical education. Many schools made increasing
efforts to support research-and to éppoint to‘their faculties pro-
ductive scientists., The medical school faculty became our nation's
biomeaical research scientists and their salarie:;, equipment and‘
supplies were paid for from the budget of the medical school. 1In
1932, for the first time, attention was called to the increasing re-

‘ S . . 3 .
search emphasis in the schools of medical education. Particular

concern was expressed about isolating medical research from the edu-

cation of medical students. By 1941, 17 medical schools had research
budgets in excess of $100,000 a year and research expenditures con-

stituted 11% of the budgets of the schools, with 98% of the funds

Al
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for sponsored research derived from non;federal grants. Coincident
with the increase in university affiliation of the medical schools,
there was a progressive trend to employ more medical school faculfy
on a full-time or a geographic full-time basis, particularly in the
clinical departmenté. ‘Teaching and research had become inseparably
intertwined. In many schools the chief consideration in the selec-

tion of full-time faculty became proven research ability. By 1950,

. research expenditures constituted 327 of the expenditures of four-

year medical schools.4 Complaints about the over-emphasis on research
became louder. As was indicated by one dean of a privately supported
school, "There is over—emphasis on résearch.' It is trite to say this
because it has been reiterated ad nauseam, but the fact still remains
that we do not place enough emphasis on teaching, nor do we compen-
sate adequately for the capacity to teach. We give lip service con-
stantly to the importance of teachipg, but when the chips are down,
research always tips the balance." Medical school faculty seemed

to have forgotten Abraham Flexner's balanced emphasis; '"The truth

is that an instructor, devoting part of his day under adequate pro-
tection to investigation, can teach even the elements of his subject
along rigorously scientifié lines. On the other hand, it will never
happen that every professor in either the medical school or the uni-
versity faculty is a generally productivg scientist. There is room
for men of another type —- the non-productive, assimilative teacher

of wide learning, continuous receptivity, critical sense and responsive




=)
(@]
7
1%}
£
L
=7
EIR
o]
=
Al
o
[
2
©
o
=
Q
15
=
Q|
O
(@]
=
-
o
P
=
Q
k=
[
o
%)
=)
(@]
=1
Q
(5]
=
(@]
o
|
k=
g
o
fi=)
=
o
g
=]
5
o
@)

interést‘ Not infrequently, these men, catholic in their sympathies,
scholarly in spirit and method, prove the purveyors and distributors
through whom new ideas are harmonized and made current. They pre-
serve balance and make connections."l Between 1950 and 1965 biomedical
research activities of the schools of medical education continued to
increase and the federal government assumed a progressively larger
responsibility for the support of biomedical research activities of
medical schools. In 1961, 73% of theAmedical school expenditures
for sponsored biomedical research derived from federal grants. By
1965, medical research conducted in schools of medical education
cost $375 million and constituted 427% of the entire expenditures of

the academic medical center.

By early 1960, public outcry against the disappearance of gen-
eral practitioners, the increasing specialization of physicians, the
demand for increased accessibility to health care, caused some med-
ical educators to begin to rethink the university affiliated, re-
search oriented medical school and suggest the dcvelopment of a new

type of medical school, the community-based medical school.

It is appropriate to review German medical education between
1910 and 1925 if we are to place the evolution of the new "community
based medical school" in perspective. As noted earlier, by 1910 the
university based medical schools in Germany were superior to those

in any other country. However, as Germany began to prepare for the

TSSO, L Ty e i e e i i R



first world war, distinct murmurs began to be heard that biomedical
research was not only becoming more and more costly, but the medical
research laboratories were less important than the development of a
new warship. Money became short; apparatus, supplies, animals and

books became unobtainable. The empire attached its own political

‘fortgnes to the brains of the universities and the universities be-
came crowded with students. Emphasis in medical education was on
training students té practice medicine and to minimize the time de-
voted to research on the part of the faculty. Research was removed
from the universities and scientific institutes isolated from the
educétion of medical students were developed. Between 1910 and 1925
.German medical education deteriorated to the point where the educa-
tion providéd to medical students was comparable or even less satis-

factory than that accomplished in other countries of the world.

[y

o

It is interesting to observe that this deterioration in German
medical education coincided with the shift from the scientific based
medical school to a clinically oriented school designed to turn out
large numbers of physicians. This historical.precedent is comparable

to that in the United States at the turn of the century when the just-

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

ification for the existence of low quality, high volume; proprietary
medical séhools was the acute need for more doctors. In commenting
on the public cry for more doctors, Flexner indicated "The problem
is, of course, practical and not academic. Pending the homogenous

filling-up of the whole country, inequalities must be tolerated.
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Man has not been inaptly differentiated as the animal with 'the de-
sire to take medicine'. When sick he craves the comfort of a doctor,
any doctor rather than none at all, and this he will not be denied.
The question is, then, not merely to define the idea of training of

a physician; it is just as much, at this particular junction, to
strike the solution, that economic and social factors being what they
are, will distribute as widely as possible the best type of physicians
so distributable." ... "It would appear, then, that over-production
on a low basis does not effectively overcome the social or economic
obstacles to spontaneous dispersion.” In commenting on the shortage
of physicians in some localities, Flexner indicated "It would appear,
then, that perhaps the salvation of these districts might, under ex-
isting circumstances, be better worked out by a different model. A
large area would support one good man, whereas separate fragments

are unable to support even one poor.man. A physician's range, ac-—
tual ana virtual, increases with hié competenéy. A well-qualified
doctor may perhaps at a central point set up a small hospital, where
the seriously ill of the entire district may reccive good care. -The‘
region is thus better served by one well-trained man than it could
possibly be even if over-production on a low basis ultimately suc-

ceeded in forcing an incompetent into every hamlet of 5 and 20 souls."

During the mid-1960s, the increésing American public demand for
more readily accessible medical care produced a public out-cry against
the scarcity of doctors, the increasing specialization of physicians,

the high cost of medical care, the high cost of medical education and

e e Evmen v errp e
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the fesearch oriented medical school. Some medical educators re-
sponded to this pressure by developing the concept of a community-
based medical school. 1In these programs, the student receives his
basic sﬁience education at an academic medical center, or, in other
modéls, at a university écience center unaffiliated with a medical
school. Physical diagnosis, clinical clerkship and electives are
developed at affiliated community hospitals staffed by a small core
of full-time faculty. The major portion of clinical teaching is
provided by volunteer or part-time practicing physicians. The full-
time faculty at these community hospitals are full-time teachers
who spend a small portion of their time in the delivery of health
care and a‘negligible portion devoted to scﬁolarly activities, such

as biomedical research.

Development of the community—bésed, 'modern' medical school

was not the only response of medical education to the public demand
for greater accessibility to high-quality medical care. Many insti-
tutions began to increase their involvement in programs directed to-
ward the delivery of health care. As noted earlier, in 1965 medical
research conducted in schools of medicine cost $375 million and con-
stituted 42% of the entire expenditures of the academic medical cen-
ter. By 1971, expenditures for biomedical research were $481 million
but this constituted only 28% of the expenditures of the entire aca-

demic medical center, which rose from $882 million in 1965-66 to

5
$1.713 billion in 1970-71. Biomedical research had become a
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relatively 1éss dominant part of the activities of the academic medi-
cal center. Indeed, certain medical educators and state legislators
suggested that the United States duplicate the German experience,
where biomedical research would be conducted in research institutes
and medical schools would devote their entire effort to the education
of physicians who would be trained to deliver health care. Some have
suggested that physician faculty should put down their test tubes,

get out of the ivory towers and participate in the delivery of health
éafe in order to improve our nation's health. This commentary should
not be interpreted as a cynical response to the demand of the American
public for increased accessibility to health care and a clear cut need
to reform our system of health care delivery. Nevertheless, it is
clear that the concept of a medical school devoted solely to the in-
struction of candidates for the M.D. degree would create a non-viable
institution. Medical schools must .also provide opportunity for ad-
vanced study in the various fields 6f.medicine, must develop the
specialists and teachers of the next generation and must investigate
the problems of health and disease. Thus, scholarly pursuits suéh

as biomedical research are a critically important part of the activi-

. ties of medical school faculty. Our own history and the German ex-

perience tell us that the development of medical schools which place
insufficient emphasis on the need for scholarly activity by faculty
will ultimately result in a system of medical education which pro-

duces poorly trained physicians.
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Although participation by the faculty in scholarly pursuits
such as biomedical research should be on a voluntary basis, it is
important that the medical school encourage among its faculty a

‘
zest for the discovery of new knowledge, an eagermess to communicate
this knowledge and provide an atmosphere conducive to the develop-
ment of scholarship. The institutional commitment of ;he modern
American medical school to the academic growth and development of
its faculty should include a guarantee that the faculty will have
sufficient time to participate in scholarly pursuits as part of its

regular academic program. Biomedical research programs are expen-—

sive and the faculty should be encouraged to solicit research sup-

.port through gifts, grants and contracts to provide support for their

research programs. Although it is imperative that the investigator's
freedom in research, including the direction of the program and com-
munication of results, be preserve%, institutionai biomedical re-
search policy should ensure that these activities conform to the

purposes of the institution and provide an appropriate balance be-

tween research, instruction and patient care.

SUMMARY

Modern medicine is concerned with the application of a changing
body of knowledge and technology to the problems of health and di-
sease, It is essential that the student of medicine have a direct

encounter with the scientific processes involved in the current state
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of knowledge in the biomedical sciences. The exponential rate at

which medical knowledge has grown in the recent past, and the like-
lihood that it will continue to expand at the same rate in the fu%
ture, make it imperative that the physician be able to evaluate for
himself the results ofAscientific investigation and have the ability
to discern their usefulness and application. To develop these char-

acteristics in a physician, medical education must encompass the

- opportunity for the medical student to engage with exemplary fac-

ulty in the use of the scientific method for investigative processes
directed toward the discovery of new knowledge. This can only be

accomplished by a faculty that is in&olved in adequate measure with
the development of knowledge at the frontiers of the health sciences

through their own research activities.

6/11/74
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AGENDA ' /3

COD-COTH-CAS JOINT MEETING
NOVEMBER 13, 1974

AAMC ANNUAL MEETING
NOVEMBER 12-16, 1974
CHICAGO, ILLINOIS

INSTITUTIONAL RESPONSIBILITY FOR GRADUATE MEDICAL EDUCATION:
ISSUES AND ANSWERS?

2:00 - 3:30 p.m. Policies for the allocation of medical center resources and
facilities for graduate medical education: What is at stake?

2:00 - 2:20 The Hospital Administrator's Perspective

2:20 - 2:40 The Dean's Perspective

2:40 - 3:05 The Faculty's Point of View

3:05 3:30 Discussion (Moderator and the three speakers
lead discussion which is open to the floor.)

This section of the progham 48 desdgned fo Lay out the organizational, educa-
tional and financing Lissues grom the varying perspectives of those within the med-
Leal center who play key rofes in graduate medical education and upon whom the
success of any move fowarnd institutional responsibility will depend. Questions
fo be addnessed include: How will priorities be set and resources allocated?

By whom? Through what organizational §ramework? Where will the resources be
derived? And at what cost?

3:30 - 3:45 p.m. COFFEE BREAK
3:45 - 4:30 p.m. Qualitative and quantitative assessment: Who calls the shots?
3:45 - 4:05 How should the number of residents in each
specialty be controlled and by whom?
4:05 - 4:25 How can genuine educational quality be ensured?
4:25 - 4:45 Student Selection - The issues of quality and
continuity in the transition to the graduate phase.
4:45 - 5:05 How should responsibility for financing graduate
medical education be assigned?
5:05 Discussion

: This section of the program will deal with supra-Limstitutional issues, ohr
those which may Lnvolve the operation of national bodies orn national Level coop-
eration among the institutions. Questions fo be addressed include: Should there
be a national system for allocating specialty training positions? 1§ s0, i

this a governmental or a non-governmental function? What 48 the appropriate
configuration for such a body? On what basis should such decisions be made?

What 48 the nole of external assessment procedwres, accreditation, PSRO's? Who
sets standands of quality and how? 15 there any necessity forn a national sys-

tem pon gacilitating student (resddent) selection? How should it best be operated?

Showld a qualifying exam be instituted at the undergraduate-graduate internface?
The {§inancing issue would be approached grom the sfandpoint of national Long

nange policy.
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“ﬁn’-mx Deswnale . . . o
R May 23, 1974 o )

Henry D. McIntosh, . D.

Chairman, Department of Medicine ) ’ ..
. Baylor College of Mzdicine B}

Texas Mediczl Center ’ e
" Houston, Texas 77025 : k . .

A)

“Dear Henry:

our letter of April 18 until now

I have deliberately not responded to Y
' ers to the questions that

in order to be able to give you some positive answ
you raised. -

Let me tell you what the present status of the Guidelines for House-
staff Relationships to Teaching Institutions is.  First of all, the Board
of Trustees, at its meeting in April, approved these Guidelines for trans-
o the House of Delegates, at which time, in June, they will be re-
ferred to ‘the appropriate reference cormittee of the House where general
~discussion and debate, both pro and con, will occur. TFollowing said debate,
‘the reference committec will then make a reconmendation to the louse to either
C _.apprdve, disapprove, amend or table this document. Frankly, I understand the,
“ problens that you present in terms of Baylor's particular situation; houwever,
- 4n all candor, I must also acknowledge that there are teaching institutions
in the country in which some form of due process must be instituted if the
training programs are Lo continue to survive because of activities that have
: .~ occurred over the past several years. . Happily,- this does not refer to Baylor.
p
i1 am aware that all Housestaff situations are different, and particular-
ly in terms of Baylor's relationship with the hospital district, the VA, the
Methodist, and St. Luke's, and 1 also am aware that certainly this comnmittee
can "create many problems' but at the same time, 1.think we must all acknowl-
edge that at the .moment, since they are in excess of 50,000 in training pro-
'ugrams across ‘the country, that some sort-of guidelines for at least reasona-

ble stability is indicated.
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I do not know what the response of the AMA House will be; however, I
would cncourage you to appear before the reference committee here in Chicago
“during the course of the Annual Convention ‘to present the point of view which

you have enunciated in your letter, and also to revicw the Guicdelines that
the Board is referring for study. In order to help you with that evaluation,
I am enclosing a copy of the Board report which includes a "duc process' pro-

cedure. ‘ 4
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Insofar as your comments rclative to the National Socicty for Mcdical
Research are concerned, I am just now getting into the problem of: HSHR and

will be in a better position to respond the next’ time I see you. At the g
moment, I must confess that I am not very familiar with this organization. *
Sorry ‘that I missed you during the course of the Texas Medical Asso- J
ciation meecting; however, I am glad that Russ and I had breakfast with Joe :
v -

Merrill, and felt it was very productive.

.

Best personal regards,

- Qg

Jax‘ﬁs H. Sammons, M. D. z 5
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