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ASSOCIATION OF AMERICAN MEDICAL COLLEGES
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)

Ivan L. Bennett, M.D.
J. Robert Buchanan, M.D.
Ralph J. Cazort, M.D.
John A. Gronvall, M.D.
Clifford G. Grulee, M.D.
Andrew Hunt, M.D.
William D. Mayer, M.D.
Emmanuel M. Papper, M.D.
Robert L. Van Citters, M.D.

(Staff)

Jane Becker
Prentice Bowsher
John A. D. Cooper, M.D.
Evelyn Harrison
Nan Hayes
William Hilles
Doris Howell, M.D.
Paul Jolly, Ph.D.

(Staff, continued)

Amber B. Jones
James R. Schofield, M.D.
John Sherman, Ph.D.
August Swanson, M.D.
Bart Waldman
Marjorie P. Wilson, M.D.

(Guests)

Mark Cannon
Daniel Clarke-Pearson
Sherman M. Mellinkoff, M.D.

ABSENT

Julian R. Krevans, M.D.
William F. Maloney, M.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.

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
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did not permit careful, substantive deliberation.
After discussion of this, 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 priorities 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 scheduling providing for input during
the September meeting 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
of the Board reiterated that there had not been a concern
with the priorities themselves, but with the process of
setting them.

IV. Appointment of a Task Force to Develop AAMC Position on 
the GAP Report of the NBME 

The Administrative Board believes it is essential that a
Task Force be appointed to develop a position 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, Representatives which have already
expressed an interest in the matter. Mr. Daniel Clarke-
Pearson, Chairperson of the OSR, and Mr. Mark Cannon,
Chairperson-Elect of the OSR, were present at the meeting
and strongly supported an AAMC-wide Task Force effort on
this matter.

. Appointment of MCAAP Advisory Panel 

The Administrative 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 capability and
should certainly, 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 it for the Executive Council was
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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.

VI. 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.

VII. 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:

3
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1. The AAMC agrees with the IOM recognition that the
federal government has a role in providing ongoing
support for health professions education.

The AAMC supports the IOM position that the federal
role in supporting health professions education may
be best administered through first-dollar capitation
support, dependent on maintaining the present
production of graduates.

3. The level of capitatin.for medical education recom-
mended by the IOM ($2,450 - 3,900) corresponds to the
basic capitation support level recommended by the AAMC
Committee on Health Manpower ($3,000).

4. The concept of health professional education as in-
cluding components of instruction, research, and
provision of health services which was utilized by
the IOM in allocating costs is similar in principle to
the judgments of the AAMC's Sprague Committee.

There is remarkable agreement between the IOM cost
figures and those determined by the AAMC's Sprague
Committee, despite the empirical judgments involved
in allocating costs in the highly complex process of
educating physicians.

6. The AAMC is attempting to identify the reasons for
differences in the costs determined by the two studies
by looking at the two methodologies.

VIII. Report of the AAMC Task Force on Foreign Medical Graduates 

The Board approved the recommendations as stated in the
AAMC Task Force Report on Foreign Medical Graduates as
amended by :the Council of Teaching Hospitals and the Council
of Academic Societies Administrative Board. Recommendation
Number 7 "Special Categories" was of concern to the Board
members and it was suggested that a remedy would be to
delete the phrase "usually required of the house staff" in
the Council of Academic Societies' Amendment. This report
stimulated more discussion by the Council of Deans Admin-
istrative Board than almost any, other item. The two primary
concerns were (1) undue reliance 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 standpoint 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 diversity. However, the report stipulates the use of



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 five in favor, one opposed,
and one abstention.

IX. Relationships 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.

X. Coalition for Health Funding 

The Board approved the recommendation that the
Council endorse the goals and purposes of the
for Health Funding and support the Coalition's
tions both publicly and in testimony delivered
Congress.

Executive
Coalition
recommenda-
to the

XI. 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
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facilities, as proposed in legislation (S2983)
introduced February 7, 1974, by Senator Javits,
and supported by the Council of Urban Health
Providers.

3. Recommendation: The Executive Council select one of
the above options or propose an additional option and
authorize the AAMC staff to participate appropriately
in any legislative process necessary to carry out the
designated option.

XII. Modification of the 'RMP-CHP)Programs 

After an extended discussion of the relationships of the
lplanning, implementation, and regulatory functions, the
.Board concluded that the recommendation outlined by the
staff for the Executive Council was the most appropriate
.framework for this issue:

1. Supports the organizational structure of the
Kennedy and.Rogers' bills relating to health
planning ,and regulation;

Reaffirms past Association support of a
Presidential panel of .health planning and
regulatory bodies;

3. Authorizes the Association staff to work with
appropriate legislative and Executive agencies
and groups in consideration and development of
necessary legislative ,proposals.

Board members coming from medical schools servicing rural
areas had experienced difficulties with 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 recognized and emphasized. A
figure of 250,000 to 300,000 participants was recommended
as an alternative to the 500,000 serviced in the urban
areas.

XIII. Student Participation in NBME 

The Administrative Board approved the recommendation that
the Executive Council not approve the OSR resolution, but
support in principle the concept of adding student repre-
sentation on the NBME and its committees, and asked the
AAMC representatives to the NBME to report this action.
In the discussion the OSR people were informed that it would
be inappropriate for the AAMC to approve their resolution
because the AAMC does not have decision-making authority
over the NBME and AAMC representatives serve for the overall
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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.

XIV. 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.

XV. 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.

XVI. 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.

7
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In support of the faculty salary study, a wider .
dissemination of the 'report was redommended and
it was suggested that the report be released,
earlier in the year. Several, Administrative
Board members fexpressedsupport. for the ongoing
nature of the Salary survey, stating that it is
useful for salary review and hiring purposes.

3. The staff 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 require.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 havethe Deanauthorize a request for an
additional copy.. No information, goes to any other
level of the :university -Without Consultation and
approval of 'the Dean. .

4, The Annual Council:of:Deans Meeting 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 COTR will be planned
for, November.

5. Dr. Marjorie Wilson was asked to present a brief
progress report on the Management Advancement Program.
Dr. Wilson stated that with thea approval of the grant
request to the Robert Wood Johnson Foundation for an
additional 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 continue.
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 new programs. Interface of all these programs will
insure a more meaningful management strategy at the
institutional level.

Concern was voiced 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 reason that formal communications
should not be reintroduced through this vehicle.

•
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•

4.

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.
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APPENDIX I

Meetings and Important Holidays in March, April and May
Relative to the COD Spring Meeting:

March 26, 1975 . . • • • • LCME

March 27,1975 . . • • . • • Passover

March 27, 1975   Administrative Board *

March 28, 1975   . Good Friday

March 28, 1975 . . .. Executive Council *

April 7, 1975 . . CCME *

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

'May 3, - 6, 1975 AFCR

* Tentative

1. I
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John H. Freeman Building

Texas Medical Center

THE UNIVERSITY OF TEXAS

HEALTH SCIENCE CENTER AT HOUSTON

MEDICAL SCHOOL

May 7, 1974

MAY I3 1974

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:

6400 West Cullen Street

Houston, Texas 77025

713/702-2121

Without even being asked I am volunteering some reactions to the recentlyconcluded Phoenix COD meeting.

The meeting are important and I believe they should be continued. However,I suggest that we should come to some front end decisions about theirobjectives. Are the meetings primarily process oriented, that is, to thenature of the dean's job, interpersonal relations, group formation,esprit de corps, formulation of self identifying elite, etc? Are theycontent oriented, that is, to problem solving experience, increasing thelevel of knowledge on a particular subject, further formulation of policyof the COD and the AAMC, etc.? I believe that the latter should be theprimary objective with the former as the desirable by-product rather thanthey other way around. Given this choice I would argue that: (1) themeeting format should encourage more of the men present to talk. Ashackneyed as it may be the discussion group format does get a largerpercentage of the people involved. Even though all deans may be alphatypes, some are much more alpha than others; (2) The meetings should bearound a central theme rather than a global one. My earnest plea is thatthe 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 luckyenough to get an action by-product, formal action can be taken and saidby-product can be transmitted into the Association's decision makingchannel.

I believe spouses should be tolerated, but not encouraged to come.
Furthermore, there should be an afternoon cocktail hour or reception. Itreally is valuable in pulling the group together. An after dinner program,especially when dinner has been preceded by alcohol, is lethal for middleaged people. Such a program should be as light as possible, should not
feature speakers talking at the audience, but rather should be structuredin such a way that there be wide spread participation from the floor.

12
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May 7, 1974
Page - 2 -

Please forgive these unsolicited comments.. 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 tame despite my
remark about spouses,. With best Wishes.

Sincerely yours,
/7

C eves McC. Smythe, M.D.
'Dean

•

•
13
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III 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 designed 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.)

15
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This section of the program will deal with supra-institutional
issues, 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 allocat-
ing specialty training positions? 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, PSRCIrs?

Who sets standards of quality and how? Is there any necessity for a

national system for facilitating student (Resident) selection? How

should it best be operated?

16
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III 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.

1. 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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III ACTION ITEMS - D 

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.
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES

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

May 7, 1974

MEMORANDUM
*

TO: 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

* * * * * * * * * * * * * * * * * * * * * * * * * *

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 (527.) as non-EDP
applicants (287e) had been admitted to Medical School
as of April, 1974;

2) of those EDP applicants accepted to date, 697 were
admitted to their EDP choice schools under Early Deci-
sion (i.e., by October, 1973), 187 were admitted to
their EDP choice schools as regular candidates (i.e.,
after October, 1973) and 137 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 Science 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
accep tees in general;

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

(cZir)
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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 in the selection of their
1975-76 entering 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 Hopkins, Kansas, Meharry and New York Medical College. All
schools using EDP are identified in their two-page entries in the 1975-
76 edition of Medical School Admission Requirements. 

Questions and/or comments concerning this study should 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
Instruction Booklet for 1975-76 Entering Class.

DGJ/bkg: . - 5/7/74
Attachment

CC: Selected AAMC Staff

W# 8363
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Comparison of EDP & Total Applicants for 1974-75 Entering Class

EDP APPLICANTS TO 43 AMCAS SCHOOLS USING EDP AS OF 4/1,2/74 
Accepted by EDP Schools Acc. by non- ' Total Not Total

VARIABLE Early Later EDP Schools Accepted Accepted Applicants 
(1) (2) (3) (4) (5) (6) (7)

a) Applicants 550 142 105 - 797 747 1,544

b) % accepted to date # # # 527. # 4

c) % EDP accepted 697. 187 137. 1007. # #

d) Mean GPA 3.6 3.4 3.5 3.5 3.2 3.4

e) MCAT
Verbal 566 551 558 555 525 554
Quantitative 630 615 620 626 585 606
General Info. 567 553 556 561 527 546
Science 637 604 624 629 561 596

f) Applications per

5
*Applicant 1 6 11 3 6

A• PPLICANT POOL
(as of 4/26/74)

Applied Accepted
(8) (9)

39,986 11,245

28%

3.2

533
576
535
558

8*

3.5

567
616
564
610

*
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 3x 249 or 747 applications for a
total estimated saving of 5,379.

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

@The average number of applications per accepted applicant is not known as of this date.

W#8363-T

DGJ/bkg 5/7/74
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COD ADMINISTRATIVE BOARD MEETING

ADDITIONAL MATERIALS

Page 17 corrections for the Executive. Council Agenda  1

Page 18 corrections for the Executive Council Agenda  2

Letter from C. G. Grulee, Jr., M.D. on June 3, 1974
Re: Extraneous materials from DREW  3

Reprint from the Federal Register, Vol .39, No.110
Section 223 Proposed Regulations
Limitations on Coverage of Costs Under Medicare...0 • •0000 .• • 4

Letter of May 17, 1974
Re: Legal aspects and the AAMC position  5

Memorandum
• Proposed AMA Guidelines for Housestaff Contracts  6

Draft
AAMC Statement on Moonlighting by House Officers  7

Memorandum
1975 Spring Meeting Facilities  8

Proposed Workshop Agenda
Workshop on the Ethical Aspects of Medical Care  9

Conference Report
Biomedical and Behavioral Research Training  10

Draft Questionnaire
Injuries Sustained During Research  11

Memorandum
Scholarly Activities and Medical School Faculty: A
Historical Perspective  12

Tentative Agenda
COD-COTH-CAS Joint Meeting at the AAMC Annual Meeting.. ...... 13



RATIFICATION OF LCME DECISIONS (continued) Page Three

DEVELOPING SCHOOLS (Schools progressing from Provisional status to fully
developed schools)

DATE OF SURVEY YEARS APPROVED

Mayo Medical School 10/10-12/73

College of Medicine & . 11/26-30/73
Dentistry of New Jersey
Rutgers Medical School

CONVERSION FROM TWO-YEAR TO FOUR-YEAR MEDICAL

University of North
Dakota School of
Medicine

10/23-26/73

REQUEST FOR LETTER OF REASONABLE ASSURANCE

Texas A & M University/ 2/4-6/74
Baylor College of Medicine

* years from date of survey

Continued provisional
approval pending sur-
vey visit in Fall, 1975.

LCME voted to delay
action until its June
meeting at which time
a progress report will
have been received.

SCHOOL

Continued full accred-
itation for the School
of Basic Medical Sciences
until 1977. Provisional
accreditation as an M.D.-
degree-granting institution.

The LCME voted against
issuing a Letter of
Reasonable Assurance
and against granting
provisional accreditation.

17
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c.)

7:3
0
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Q.)

8

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

18
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Office of the Dean

LOUISIANA STATE UNIVERSITY MEDICAL CENTER

P. 0. BOX 3932 - SHREVEPORT - LOUISIANA - 71130

School of Medicine in Shreveport

June 3, 1974

1JUN 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 mi ht be something
to discuss at the Executive Council meeting if you feel it suinble.

CCG:bjw

 3Sr.ae.=UXZ3=2,W2r==...itir,,,,,z.a,
Et

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

WIM7



Title 20—Employees' Benefits

e•CHAPTER 11:—SOCIAL SECURITY ADMIN-
ISTRAHON, DEPARTMENT OF HEALTH,
EDUCATION, AND WELFARE

!Regulations No. 5, further amended

PART 405—FEDERAL HEALTH INSUR-

- ANCE FOR THE AGED AND DISABLED

Subpart 11—Principles of Reimbursement
for Provider Costs and for Services by

Hospital-Based Physicians; Appeals by

Providers

Subpart F—Agrecments, Elections, Con-

tracts, Nominations, and Notices

LIMITATIONS ON (:OVERACE: OF COSTS
UNDER MEDICAUF.

On March 1.0. 1974. there was published

in the leEpEcAt REeisrEn t39 FR 10260) a

notice of proposed rule making with pro-

posed amendments to Subparts 1) and

F of Regulations No. 5 (20 CFR Part

405), regarding implementation of sec-

tion 223 of Public Law 92-603 entitled

"Limitations on Coverage of Costs Under

Medicare." On April 30, 1974, an exten-

sion of the comment period was granted

(39- FR 15045) giving interested parties

until May 18, .1974. to submit written

comments or suggestions thereon. Com-

ments and suggestions received with

regard to this Notice of Proposed Rules

Making, responses thereto and changes

in the proposed regulations are summar-

ized below.
1. Many commenters recommended

that the proposed regulations be revised

to eliminate the necessity for providers to

obtain intermediary approval of provider

charges to beneficiaries for excess costs

and the requirement that similar charges.

be made to all patients because .such pro-

visions are not in accordance with the

law. The proposed regulations have been

revised to clarify that. the intermediary's

only role is to validate the computation

of the charge. Also, the regulations have

been revised to eliminate the require-

ment that a provider electing to make

charges based on excess eost must make

.such charges to all individuals entitled

to benefits under title XVIII. This is not

requirement of the law, and it could

result in unjustifiable hardship and

difficulty.
2. In response to comments. the reg-

ulations have been revised to indicate

that public notice required before a pro-
vider may impose excess charges on

beneficiaries will be published as a notice

in a newspaper of general circulation

serving the provider's locality and such

other notice as the Secretary may re-

quire. •

3. A recommendation was received and

adopted that the definition of "emer-

• genc.y services" in § 405.461(d) be revised

to conform to the definition of "emer-
gency services" used for purposes of pay-

ment to non-participating hospitals.

4. Comments were received indicating

that no limits should be applied to pro-

viders. As this is clearly inconsistent with
the statute,. such suggestions could not
be adopted.

• 5. Comments were received concerning

a possible lack of sufficient recognition in

the limits of the effect of the cost of
teaching program:: in a hospital. Our
analysis of data indicated that Leaching

hospitals tended to be concentrated in
certain classification groups so that al-
most always the limits applied to them

seem to reflect well the costs of similar

hospitals. Nevertheless, the regulations

provide that, where a provider can dem-
onstrate Hutt its costs exceed the ap-

Mica ble limit by reason of teaching effort.

an exception can be made to the applica-
tion of the limit to the extent that the
added costs flow from approved educa-

tional activities and are atypical (al-
though reasonable, for providers in the

comparison group. No definition of a
teaching hospital that could be reflected
in a classification system and could be

assumed to improve the effectiveness of

tho system for setting limits on hospital

inpatient general routine service costs

has been advanced. As a result, no modi-

fications have been made in response to

these comments.
G. A number of comments expressed• 

disagreement with various aspects of the
classification system. It is recognized
that the presently proposed limits may
not be as refined as those which may be

developed in the future. However, the
initial limits will identify hospitals whose
costs are substantially higher than those

deemed necessary for efficient delivery of
hospital inpatient general routine serv-
ices. Efforts to develop a more advanced
classification system—one that will per-
mit. Unproved identification of hospitals
whose costs are excessive—will continue
but awaiting the development of such a
!system is neither desirable nor necessary.
•••• 7. A recommendation was received but

not adopted for the elimination of the

requirement. in § 405.461(a) (2), that a
high-cost provider may not impose
charges on a beneficiary for emergency
services. The basis for this recommenda-
tion is the view that charges could not
in any event be made for emergency
services on the assumption that the cost
limits do not apply to such services. How-
ever, the languagf,: of the law contains
no support for the view that the cost
limits do not apply to emergency Services
but states specifically that no charges
can be made by the high-cost provider
for such services.

8. Recommendations were received, but
not adopted. that § 405.461(a) (4) and
(5) be modified to eliminate the reque.-e-
ment that the Social Security Adminis-
tration identify to the public and the
high-cost provider identify to the bene-
ficiary the specified charges to meet the
costs in excess of costs determined to be
necessaisv in the efficient delivery of
health services under title XVIII.

This requirement is contained specifi-
cally in section 1866(a) of the Social
Security Act as amended by § 223 of P.L.
92-603 and, therefore, this suggestion
could not be adopted.

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

modified by the insertion of "significant"
before "direct, or indirect financial inter-

est." Section 1866(a I of the Social Se-
curity Act as amended by § 223 of Ph.

92-603 contains such wording and such a

change would be contrary to the statute.

10. Under Hie provision for recovery

by new providers of amounts unrchn-

horsed as a result of applieation of cost
limits published in the Notice 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 limited to the lesser of the amount

by which Hie provider's charges exceeded
cost or the amount. by which the tiro-
virtu's costs were less than the appli-
cable limit. As a result of further study,

the Social Security Administration be-
lieves that this provision should cc lib-
eralized and simplified. Thus, the regu-
lations 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 provision is only limited to
the extent. aggregate charges applicable
to health insurance beneficiaries exceed
aggregate costs for services provided to
such beneficiaries during such reporting
period.

11. A number of editorial changes have
also been made in the interest of clarity.
The regulations are isued under the

authority contained in sections 1102,
1861(v), 1866(a). and 1871:49 Stat. 647,
as amended; 79 Stat. :113, PS amended;
79 Stat. 327, as amended; 79 Stat. 331;
42 U.S.C. 1302, 1395x(v), 1395cc(a), and
13951M.

Effective dale.. These regulations will
be effective July 1, 1974.

(Catalog of Federal Domestic Assistance Pro-
gram No. 13.800, health Insurance for the
Aged—liospi).al Insurance.)

Dated: May 21, 1974.

J. D. cieowete,
Commissioner of Social Security,

Approved: May 30, 1974.

FRANK CAltLUC.CI,
Acting Secretary of Health.,

Education., and Welfare.

Part 405 of Chapter III 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:

§ -105.401 Introduction.

(a) Under the healt•It insurance pro-
gram for the aged and disabled, the
amount paid to any provider of services—

i.e., hospital, skilled nursing facility, or

home health agency—for Cho covered

services furnished to beneficiaries is Ye-

(mired by section 1814(b) and section

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

FEDERAL REGISTER, VOL 39, NO. 110—THURSDAY, JUNE 6, 1974
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ble cost of such services subject to the
Provisions of §§ 405.455 and 405.460.

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

§ -105.402 Cost reimbursement: General.

(a) In formulating methods for mak-

ing fair and equitable reimbursement for
services rendered beneficiaries 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. an necessary

and proper expenses of an institution in

the productitin of services, including um.-

mal standby costs, are recognized. Fur-
thermore. the share of the total in-
stitutional cost that is borne 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 other
patients of the institution are not to be
borne by the program. Thus, the appli-

cation of this approach, with appropri-

ate accounting support, %vitt result in
meeting -actual costs of services to bene-
ficiaries as such costs vary from institu-
tion to institution. However. payments to
'providers of services for services
rendered health insurance program ben-
eficiaries are subject to the provisions of
§§ 405.455 and 405.460.

§ 405.455 [Amended]

.3. In § 105.455, paragraph (d) (1) is
amended by adding at the end of the

material Preceding the example the sen-
t• e "However, no recovery may be

in any • period In tvhich costs are
inbursed under § 405.-160."

4. In 5 405.955, paragraph (d) (2) is
revisectto read as follows:
• (2) New provider—(i) General. A new
provider of services .may carry forward

for five succeeding cost reporting periods
costs attributable to program beneficiar-

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 carried forward shall be reim-

bursed to the provider to the extent that

such previously- unreimbursed amounts
carried forward, together with costs ap-
plicable to program beneficiaries in such
subsequent periods, do not exceed cus-
tomary charges with respect to services
to, program beneficiaries in such subse-
quent periods. If such five succeeding
cost reporting periods combined include

fewer than 60 full calendar months, the limits to be applied, providers may be

provider may carry forward costs un—* 
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 area where services

are rendered, allowing for grouping of.
noncontiguous areas having similar

reimbursed under this section for one

additional reporting period.

Example.. A provider begins Its operations

on March 5, 1972. However, It begins to par-

ticipat grae In the Medicare prom as of Jams-
vary I, 1973, and reports on a calendar year

. Since It would be subject to the imp-.
Ion of the provision for its cost report-

1 cried beginning with January 1, 1974, It

would be permitted to accumulate any un-
reinomrqed c0,;ts (exce::s or costs over
charges) incurred during this reporting pe-
riod. Since this cost reporting period ends

before the end of the third year of operation,

its carryover period will be the succeeding

five cost reporting perlods endIng with De-

cember 31, 1979. Had this provider begun

its operation on July 1, 1973. and become a

participating provider as of the same date

ith a fiscal year ending June 30), it would

have been able to accumulate any unrelm-

bur,,ed costs for the t..vo cost reportite4 pe-

riods ending June 30, 1975, and June 3O,

1979. It S carryover period would then be time

live cost reporting periods ending no later

than June 30, 1961. in the case of costs tin-

reimbursed In either of the reporting perimi.;

ending June 30, 1975, and June 30, 1976.

Nt'10 provider base period; in:re-
imbursed costs under lower of cost or
charges. Where costs of a new provider
are unreimbursed under this section but
no costs are unreimbursed under ;405.-
-160 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 aggregate customary charges appli-
cable to health insurance beneficiaries
during any such period exceed the aggre-
gate costs applicable to such benefici-
aries during that period, without regard
to the application of the cost limits
described in 5 405.460(d) during, the re-
covery period; except that no recovery
may be made in any period in which
costs are unreimbursed under § 405.460.

(iii) New provider base period; unre-
imbursed costs under lower of cost or
charges and cost limits. Where costs of
a new provider are unreimbursed tinder
both this section and § 405.460 during the
base period, such previously unreim-
bursed amounts carried forward shall be
reimbursed to the provider in accordance
with 1 405.460(g)(3) (ii).

5. Section 405.460 is added to read as
follows:

§ -1115.160 T..linitations on coverage of
co-as.

(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 needed
health services are excluded. Such esti-
mates may be made with respect to direct
or indirect overall costs or costs of spe-
cific items or services, or groups of items
or services and upon publication in the
FEDreAr. REGISTER Will C011stittlte limits on
amounts otherwise payable under the
program. These limits will be imposed
Prosocctive13,' and may be on a per diem,
per visit, or other basis.
(b) Application.. In determining the

Ilcnographic and economic characteris-ics: 
, 

(3) Size of institution;
(4) Nature and mix of services reit- .

dered; or
(ri) Type and mix of patients treated.
(e) Data. In establishing limits, the es-

timates of the costs necessary for efficient
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 to which limits shall be
applied.

id, Notice of limits to be imposed.
Prior to the onset of a cost period to
which a Ihnit shall be applied, a notice
shall be published in the Federal Register
establishing the limits to be applied to
an identified cost and type and class of
provider of service.

- (el Provider rights to review. A request
by a provider for review of the deter-
mination of an intermediary concerning,
classification for, exceptions to, or ex-
emptions from the cost limits imposed
nucler the provisions of this section shall
be made to the intermediary under the
provisions of §§ 405.490-405.499f.
(f) Exceptions, exemptions, and ad-

justments. The following types of excep-
tions, exemptions, and classification ad-
justments may be granted under this
section but only upon the provider's
demonstration 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 limits applied under this
section on the basis of evidence that such
a classification is at variance with the
criteria specified in promulgating limits
under 1:)aragraph (d) of this section.
(2) Exception of cost oj atypical serv-

ices. Where the actual cost of items or
services furnished by a provider exceeds
the applicable limit by 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 services, the limits may be
adjusted 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 patients treated and
necessary in the efficient delivery of
needed health care, or (ii) the added
costs flow from approved educational ac-
tivities (as described in § 405.421) to the
extent such costs al-C ittypiCal (;d thmoumglt
reasonable) for providers in the com-
parison group. In addition, such adjust-
ments may be made only to the extent
that such justified costs are separately
identified by the provider and can be
verified by the intermediary.
(3) Exception because of extraordi-

in«ry circumstances. Where a provider's

costs exceed the limits due to extraordt-

nary circumstances beyond the control

of the provider, the provider may request

•
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an exception from the cost limits to the
extent, that. the provider shows such

higher costs result, from the extraordi-

DarY circumstances. These circumstances

may include but are not limited to in-

creased costs attributable to strikes. fire,

earthquake, flood, or similar unusual oc-

currences with substantial cost, effects.

(4) Exemption as sole coni in unity pro-

vider. The limitation on costs imposed

under this section shall not be applicable
where a provider by reason of factors

such as isolated location or absence of

other providers of the same type, is the

sole Source of such care reasonably avail-

able to beneficiaries.
(g) New providers; accumulation of

unreimbursed costs and carryover to sub-

sequent periods—(1) General. A new

provider of services may carry forward
for five succeeding cost reporting periods

costs attributable to health insurance

program beneficiaries which are unreim-

bursed under this section and not

charged to patients during any cost re-

porting Period ending on or before the

last day of its third year of operation.

Such period is called the new provider

base period. If the five succeeding cost

reporting periods combined include

fewer than GO full calendar months, the

provider may carry forward such un-

reimbursed costs for one additional re-

porting period.

Example. A provider begins operation on

April 7, 1973. However, It begins to partici-

pate in the health insurance program a as of

January I, 1974. and reports on a calendar

year basis. The provider would be permitted

to accumulate any costs unrchnbursed un-

der this section which were incurred dur-

ing reporting periods end big prior to April 7.

1976. Because the calendar year 1975 cost

reporting period ends before the end of the

third year of operation, its carryover period

will be the succeeding five cost reporting

periods eliding on December 31, 19130. had

this provider begun its operations on July 1,

1973, amd become a participating provider as

of the same date (with a fiscal year ending
June :30), it would have been able to accumu-

late any such unreimbursed costs for the

cost reporting periods ending June 30. 1975,
and June 30, 1979 (the limits are not ap-

plicable to the year eliding June 30, 1971).

Its carryover period- would then be the five

cost reporting periods ending no later than

June 30, 1981, in the case of costs unrelm-
burred in either of the reporting periods end-

ing June 30, 1975, or June 30. 1676.

(2) New provider defined. A new pro-

vider is an institution that has operated

as the type of facility (or the equivalent

thereof) for which it, is certified ill the

program under present and previous

ownership for less than 3 full years.

(3) Recovery of unreimbursed CXCCSS

cost—(1) New provider base period: un-

reimbursed costs under cost. limits. Where

costs of a new provider arc unreimbursed

under this section during the new pro-
vider base period, but 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

limited to the lesser of (A) the amount

by which the provider's current cost limit

under this section exceeds the provider's

reasonable cost for items and services to
which such limit is applied during that
cost reporting period. or (B) the amount
by which the aggregate customary
charges applicable to health Insurance
program beneficiaries during any such
period exceeds the aggregate costs for
such services which are applicable to
such beneficiaries during that period
(see § 405.455).

(ii) New provider base period; unre-
imbursed costs under lower of cost or
charges and cost limits. Where costs of
a new provider are unreimbursed under
the provisions of both this section and
§ 405.455 during the new provider base
period, the amount of such unreim-
bursed costs which a new provider may
recover during any cost reporting period
in which the cost limit is not exceeded is
limited to the extent that such unreim-
bursed costs plus normally reimbursable
costs do not exceed aggregate customary
charges with respect to health insurance
beneficiaries during that period. In the
application of this paragraph, costs pre-
viously unrcimbursed under this section
will be recovered first, in accordance

with paragraph (g) (3) (i) of this section,
and any remaining unreimbursed costs
shall be carried forward to the next suc-
ceeding year within the new provider
base period or carry forward period.
Costs previously unreimbursed under

§ 405.455 may thereafter be recovered to
the extent that aggregate customary
charges with respect to health insurance
beneficiaries exceed the aggregate reim-
bursable costs applicable to such- benefi-
ciaries plus amounts recovered under
paragraph (g) (3) (i) of this section dur-
ing that period: Any remaining unre-

imbursed cosi,s under § 405.155 may be

carried forward to the next succeeding

reporting period within the new provider

base period or carry forward period.

G. Section 405.461 is added to read as

follows:

§ 405.161 Limit:1111ms coveragr 01

cost,“ chargeS to beneficiari,s ii Imet'c
cost limits are applied io services..

(a) Principle. A provider of services

that customarily furnishes all individual

items or services which are more expen-

sive than the items or services deter-

mined to be necessary in the efficient de-

livery of needed health services described

in § 105.460, 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 customary charges for such

more expensive items or services fur-

nished by such provider itt the second

cost reporting period immediately pre-

ceding the cost reporting period in which

such charges are imposed 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

(21 The services are not emergency
services as defined in paragraph (d) of
this section; and
(3) The admitting physician has no

direct or hulireCt financial interest in
such provider; and
(4) The Social Security Administra-.

Lion has provided notice to the public
through notice in a newspaper of general
circulation servicing the provider's lo-
cality and such other notice as the Secre-
tary may require, of any charges the
provider is authorized to impose on
ffiVidllaiS entitled to benefits under title
XVIII of the Act on account of costs in
excess of the costs determined to be nec-
essary in the efficient delivery of needed
health services under such title; and
(5) The provider has, in the manner

described in paragraph (e) 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 determined to be necessary in
tile efficient delivery of needed health
services under title XVIII of the Act.
( b) Provider request to charge bene-

ficiaries for costs in excess of limits. (1)

Where a provider's actual costs tor, if
less. the 'customary charges) in the sec-
ond preceding cost period exceed the
prospective limits established for such
costs, the in 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 does not have

a second preceding cost period and is a
new provider as defined in § 405.460(g),
the provider, subject to validation by the
intermediary, will estimate the current
cost of the service to which a limit is
being applied. Such amount shall be ad-
justed to an amount equivalent to costs
in the second preceding year by use of a
factor to be developed based on estimates
of cost increases during the preceding
2 years and published by the Social Se-
curity Administration. The amount thus
derived will be used in lieu of the second
preceding cost period amount in deter- '
mining the charge to the beneficiary.
(3) To obtain 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 determine the nmotint. Such state-
ment should include:
(i) Producer's name and number;
(ii) Identity of clas.s and prospective

cost limit, for the class in which the
provider has been Included;
(hi) Amount of charge and cost period

in which the charge is to be imposed;
(iv) The cost and customary charge

for items and services rendered to bene-
•ficiaries; and

(v) The cost period ending dale of time

second reporting period immediately

preceding the cost period in which the

charge is to be imposed. The inter-

mediary may request such additional in-

formation as it finds necessary with re-

spect to the request.

(c) Provider charges—( 1) Establishing

the charges. If the actual cost incurred

(or, if less, the customary charges) in

FEDERAL REGISTER, VOL 39, NO. 110—THURSDAY, JUNE 6,
 1974



RULES AND REGULANC:J3 20167

D
o
c
u
m
e
n
t
 f
r
o
m
 t
he

 c
ol
le
ct
io
ns
 o
f
 th

e 
A
A
M
C
 N
o
t
 t
o 
be
 r
ep
ro
du
ce
d 
wi
th
ou
t 
pe
rm
is
si
on
 

the prior period determined under para-
graph, (a) of this section exceeds the
limits applicable to the pertinent period,
the provider may charge the •beneficiary

0the extent, costs in the second preced-
g .cost. reporting period or the.couiva-

lent when there is no second preceding
Period) exceed the current cost limits.
(Data from the most recently submitted
appropriate cost report will be used in
determining the actual costs For exam-

'pie., if a - limit of $58 per day is applied
to the cost of general routine services tor
the provider's cost reporting period start-
ing in calendar year 1975 and if the pro-
vider's actual general routine cost in the
second preceding reporting period, i.e.,
the reporting period starting ill calendar

. year 1973, was $60 per day, the provider
(after first having obtained intermediary
validation and subject to the considera-
tions and .requirements specified in para-
graph (a) of Lids section) may charge
hospital insurance beneficiaries up to $2
per day for general routine services. .

' (2) Adjusting cost. Program reins-
• bursement for the costs to which limits
imposed under § 405.460 are applied in
any 'cost reporting period shall not ex-
ceed the lesser of the provider's actual
cost or the limits imposed under § 405.160.
If program reimbursement for items or
services to WIIICII such limits are applied
plus the charges to beneficiaries for such
Items or services imposed under this sec-
tion exceed the provider's actual cost for

•

such items or services, proerain payment
to the provider shall be reduced to the
extent program payment plus charges (a
the beneficiarin exceed actual cost. If
the provider's actual cost for general
routine services in 1975 was $57,000, the
cost Inuit WM $511,000, and billed
charges to hospital insurance benefici-
aries were 52,000, the provider would re-
ceive $55,000 from the progratn (.557,000
actual cost minus the $2.0u0 in charges
to the beneficiaries).
(d I Definition of emergency services.

Poi purposes of paragraph (a) (2) of this
'section, CIIIMICIICY services are those
hospital services which are necessary to
Prevent the death or serious impairment
of the health of the individual, and
which, because of the threat to the life
or health of the individual, necessitate
the use of the most accessible hospital
(see § 405.192) available and equipped
to 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 to
continue until it, is safe from a medical
standpoint to move the individual to
another hospital or other institution or
to discharge him.
(e) Identification 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 iteths and services
which the individual might need and for

(lie provider imposes charges un-
der this section, and( he charge for each.
Such schedule shall specify that the
charges are necessary to meet the costs
in excess of the costs determined to be
necessary in the efficient delivery of
needed health services under title XVIII
of the Act and shall include such other
information as the Social Security Ad-
ministration considers necessary to Iwo-
lect the individual's rights under this
section. The provider, in arranging los
the inclividual'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 thus is not
feasible, as soon thereafter as is prac-
ticable but no later than at the initiation
of services.

Subpart F—Agreements, Elections,
. Contracts, Nominations, and Notices

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

405.607 1,,,semials of agreementi
provitivrs of scrvices.

Under the terms of the agreement (see
§ 405.606) the provider agrees:
. (a) Not to charge any individual, or
other person (except as d(iscrlbed in
§1 405.609-405,610 and 40.461):

• • • • •

11,71 Doc.74-12867 Filed 6-5-74;8:45 run]
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• 'DEPARTMENT OF HEALTH,

EDUCATION, AND WELFARE

Social security Administration

HOSPITAL COSTS UNDER THE HEA
LTH

INSURANCE PROGRAM

Interim Schedule of Limits

On 'March 19. 1974, there was pub-

lished in the Fratatat REctsrla
t (39 FR.

10313) a Notice of Proposed Sched
ule of

Limits on Hospital Costs Under the

Medicare program for cost reporting

periods beginning on and after
 the ef-

fective date of final regulati
ons imple-

menting section 223 of P.L. 92
403. On

April 30, 1974. on extension o
f the com-

ment period was granted (39 FR 15
060)

giving interested parties until .M
ay 18,

1974. to submit written comm
ents or

suggestions thereon. Comments and

suggestions received with regar
d to this

Notice of Proposed Schedule 
of Limits,

responses thereto, and _chan
ges in the

proposed schedule of limits
 are sum-

marized below:
1. Many commenters suggeste

d that

the term "general routine servi
ce costs"

should be clarified to indicate
 whether

the inpatient routine nursing sa
lary cost

differential payment is to be 
included.

•This suggestion .was adopte
d and the

Notice has been revised to indi
cate that

the limits apply to the total of 
"hospital

inpatient general routine servi
ce costs"

as defined in S 405.452(d) (2) (also see

§ 405.452(d) (7)) and the Inpat
ient rou-

ting nursing salary cost differen
tial pay-

ment defined in § 405.430 and 
excludes

the cost of any inpatient specia
l care

units and ancillary services.

2. One of the comments received
 noted

that the District of Columbi
a was in-

•eluded in both the schedules o
f limits--

within Standard Metropolitan
 Statistical

Area (SMSA) and outside SM
SA. The

Schedule of Limits applicable 
to hos-

pitals located outside SMSA..'s 
hr's been

revised to delete specific dolla
r limita-

tions for hospitals located in
 Washing-

ton, D.C. because the entire area of

Washington, D.C. Is located 
within an

SMSA. The Schedule of Limi
ts for hos-

pitals within SMSA's has be
en revised

to include dollar limitations for hos-

pitals located in a newly desi
gnated and

defined SMSA in Alaska.

3. The Notice has been r
evised to re-

flect a publication (Federal
 Information

Processing Standards Publication—

P.I.P.S. Pub. 8-3) in which the 
definition

and list of SMSA's can be f
ound.

4. Some comments were 
received sug-

gesting that the final publi
shed regu-

lations, rather • than the Notice of

proposed limits, include the detailed

methodology employed to 
establish the

limits on general routine se
rvice costs

for hospitals. The Secretary 
believes it

more appropriate for the Notic
es to de-

scribe the met•hodology used
 in deter-

mining the published limits 
and thus

make it easier for interested p
arties to

understand the methodology. M
oreover,

there may be different methods
 for dif-

ferent types of providers.and
 for differ-

ent types of services. Therefore, th
is sug-

gestIon has not been adopted.

5. A number of comments
 were re-

ceived regarding various aspect
s of the

elitssification system and their effect 
on

setting limits. While it is recognized
 that

the initial limits may not be as refine
d

as those developed in the future, it
 is

believed the initial limits will ident
ify

hospitals whose costs are in eseess 
of

those deemed necessary for efficient de-

livery of hospital inpatient general
 rou-

tine services. Efforts to develop a mo
re

advanced classifications system—One

that will permit improved identific
ation

of hospitals whose costs are excessive—

will continue but awaiting develoPment

of such a system is neither desirab
le or

necessary. These comments althotuzli

not adopted at this time, will be
 token

into account in future efforts, to r
efine

the classification system.

6. Various editorial changes have be
en

made in the interest of clarity. The
 fol-

lowing Notice of Schedule of L
imits on

Hospital inpatient General Routine

Service Costs has been adopted by
 the

Secretary.
Notice is hereby given that the Sche

d-

ule of Limits on Hospital Inpatient 
Gen-

eral Routine Service Costs in the
 Medi-

care program has. been establishe
d by

the Commissioner of Social Security,

with the approval of the Secretary 
of

Health, Education, and Welfare. 
This

interim schedule is applicable for
 cost

reporting periods beginning on or 
after

July 1, 1974, and before the earli
er of

• July 3, 3975 or the effective date o
f any

revised schedule. The schedule set 
forth

herein will be carefully reviewed by
 the

Commissioner in the coming months
 with

a view toward developing a more 
refined

classification system which better ad-

justs for such cost factors as patie
nt mix,

scope-of-services, and the economic

conditions of the local labor market
. As

revised, a new schedule will be pub
lished,

with the approval of the Secretary
, to be

effective for cost reporting periods 
begin-

ning no later than July 1, 1975.

The Schedule of Limits on Hospita
l In-

patient. General Routine Service
 Costs

set out below will apply to the entire

cost reporting period of a provider
 whose

cost reporting period begins du
ring the

effective period of this schedule. The

schedule, as approVed, applies 
to the

total of the cost of routine serv
ices as

defined in 20 CFR, § 405.452(d) 
(2) (also

see § 405.452(d) (7)) and the in
patient

routine nursing salary cost diffe
rential

payment described in 1 405.43
0. These

limits do .not apply to the cos
t of spe-

cial care units or ancillary service
s. Sec-

tion 1361(v) (1) of the Social 
Security

Act as amended by section 223
 (Limita-

tions on Coverage of Costs Un
der Medi-

care) of P.L. 92-603 (the Social
 Security

Amendments of 1972) permits the
 Secre-

tary to set prospective limits on 
overall

provider costs or provider costs f
ur spe-

cific items or SCI'ViCCS based o
n estimates

of the costs necessary in the eff
icient de-

livery of needed health services. 
Separate

schedules of limits will be issued for

skilled nursing facilities and hom
e health

agencies prior to the beginning of
 the

cost reporting period to which s
uch lim-

its would be applied.

To provide adequate sized compar
ison

bases and to permit reasonable 
compari-

sons between providers within a
 group

a classification system was devel
oped to

take into account two principal ele-

ments: hospital size and economic e
n-

vironment essentially reflecting urban

or 110111111)an locations by geographic

groupings. A prco..ider's location 
within

a SI ;milord Metropolitan Statistical 
Area

is used as a proxy- for an urban loc
ation

while providers not located in a Stan
d-

Ord Metropolitan Statistical Area are

considered nonurban. (A Standard 
Met-

ropolitan Statistical Area, as defined 
by

the Office of Management mid Budget
, is

a. comity . or group of contiguous coun-

ties which (1) includes at least one cit
y

of 50,000 inhabitants, or (2) otherw
ise

meets the basic criteria specified by the

Office of Management and Budget 
for

defining such areas. The standard de
li-

nit ion and a complete list of Standard

Metropolitan Statistical Areas can be

found in the Federal Information Pro
c-

essing Standards Publication. (F.I.P.S

Pub. 8-3), which is available from th
e

Superintendent of Documents, United

States . Government Printing Office,

Washington, D.C. 204(12.)

These two principal elements (size and

economic environment) are reflected in

five State groupings with the States clas-

sified according to per capita income as

f ol lows :

Alaska
California

Connecticut

Ila.waii
Illinois

Delaware
Maryland

Massachusetts

Michigan

Arizona

Colorado
Florida .
Indiana
Iowa
Kansas
Minnesota

STATE GROUP I

Nevada
New Jersey

New York

Wasiling ton, D.C.

STATE GROUP II

Ohio
Pennsylvania

Rhode Island

Washington

STATE GROUP III

Missouri
Nebraska
New lIampsh ire

Oregon
Virginia
Wisconsin

STATE GROUP IV

Georgia south Dakota

Idaho
Maine 

Texas

Ur 1Montana Net.1r:11on t

North Carolina Wyoming

Oklahoma
• STATE GROUP V

Alabama North Dakota

Arkansas Puerto Rico

Kentucky South Carolina

LouisianaTennesse
e

MIssinsippl \Vest Virginia

New Mexico

Providers in each of the five Sta
te

groups have been divided betwe
en those

located iii SMSA's and those not In

SMSA's. These 10 groups have been
 fur-

ther divided into 7 bed-size categ
ories

resulting in '70 classes.

The actual limits were developed f
or

each of the 70 groups In the foll
owing

manner:
1. Inpatient routine service cost da

ta

for each participating hospital w
as ob-

Wiled front the fiscal intermediaries
.

2. The data for hospitals in each cl
ass

were arrayed In descending order
 of la-

patient routine. service cost.

3. The 90th percentile ancl the med
ian

were computed for each class.

4. For each class, an amount equal 
to
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• 10 percent of the median was added to Seimiumi Or LIU ITS ON II081`11'.11, 1 til'ATICHT C11NERAI. 1OI:1'1NR S.111tY1C11 CONTS
the 90th percentile amount. lio.mtui. 10Ca fra within S 31 SA'o (tirbon)

5. This sum was adjusted by a factor at  
• a 10.5 percent annual rate to reflect esti-
nate(' cost 1101 81m

.- increases.

G. The amounts calculated In step 5 are
Stato0

- rounded to the next higher dollar which
- . establishes the limit for each class, sub-
- ' ject to adjustment for other than calen-

Al.,1,3nm dar year hospitals.

of the Social Security Act as amended Af k, ,,,--,.'
. 'Under the authority of section 1861(v) 4 1

A 11  '•• 
..1.,11.•

- by P.L. 92-603, the following dollar c,0,,,.,4„ 
limitations apply to the total of the hos- comi-oi•1/1  

1).:1.1w.tr:!.  pital inpatient general routine service iii.oi••t of COI:01.13 

-incurred for special care units and ;Weil- I,I,,m;

.Vided for below, and -are applicable to
lary services), adjusted upward as pro-

iii•ti;m:t 
iiii•.01:: 

_

costs and the inpatient routine nursing i•:••ni•i,  
1;c6rvilsalary cost differentifil (excluding COSIS 11:ov:di 

cost reporting periods beginning on and 1-c.ms.t.;
after July 1, 1974, and before the earlier ',1 cIll !el. y 

of July 1, 3975 or the effective date of any _4NI 11 ne

revised schedule rieVISed schedules of
nr,::trii i !iv! I , 

bill Its% will be published on a periodic Nti , ;...“-.1,:::111  
Mililli ,I•1basis.

,i••••ii.pi 
Where a hospital has a cost reporting .,: i 

period beginning on or after July 1 1,17 1 ‘,., .,,,„, N.1:.oil,$!„:::,Ilt!‘,,

the published limit will be adjusted up- N••ro.11

1 ir-.•

ward by .9•1101.11 of one percent of the N.-a Hnti:p,:hirv 

N,w m.•0,,, 

Nmil. 1.M.m. 

published limit for each elapsed month -
between January 1, 3974, and the month Na r,„ k 

- in which the hospital's reporting period N""h (.:"."lin3 
starts. Adjustment must be calculated oht.. 

. in dollars mid cents. 1/1.1:111616:1 

EXa1npie. Hospital As cost reporting period l'..nio.ylv.ii.li. 
starting in 1974, begins October 1, 1974, and Ja,10, li,"  
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May 17, 1974

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 regulations, which relate to limitation on coverage of

hospital costs under the health insurance program, were the subject of a

letter 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 regulations 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 fct

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 thereafter, or toward the end of this month.

Consideration, then, is being given to the possibility of legal

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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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, file an

• action in U.S. District Court, seeking to preliminarily enjoin the

promulgation 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

O 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.)

O In testing these proposed regulations 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
a following observations, we conclude that the Association (and/or one

O or more of its member hospitals) has a case that the proposed regulations

lack the. requisite rational basis and thus should not be implemented (al-

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

O the likelihood of the outcome of such an action):aa -a _

I. A valid contention can be made that the proposed regulations

do not satisfactorily take into account the several factors that influence

the variability of reasonable costs across hospitals and, in conflict

with statutory requirements and congressional intent, omit certain essential

factors.
0
'a)O 2. The legislative history of SeCtion 223 supports the view that
a Congress contemplated the utilization of variables of concern to thea

Association's membership in ascertaining reasonable costs.
a

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,
,0 which is to limit reimbursement for "unnecessary" costs of health care

• 
5
(5 

services. The Senate Finance Comittee has stated. that Section 223 was

a designed to initiate "reimbursement mechanisms that limit reimbursement

8 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, thereby 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 intemediary

•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 become effective. •

Preferably, an action would be brought after the regulations become
final but prior to the effective date, in an effort to stay the effective-
ness of the regulations. The plaintiff in such an action would have to
demonstrate, among other things, that such a stay would prevent "irrepar-
able injury" and that requisite standing exists, i.e., that the plaintiff

—O 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 fileu::,.. suit be reached.
'50
-,5
.; 

Once effective, an action could be brought to invalidate the regula-

tions. If for no more than strategic purposes; it would be preferableu
• to initiate such a suit as soon after the effective date as is reasonably

O possible.,::,..u,
u I know that you are thinking of the Association's Board meeting ong2,
O 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 thereafter as possible, if a decision to sue is arrivedu

at. If necessary, however, an action could be initiated in the context

u of the effective date, although in my opinion the impact on the court in
-,5 terms of a request for immediate injunctive relief would be less than if,—

the suit were brought right after -the regulations became final.0

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

Very truly yours,
§ (a_. a.....e,-,----,,

8

cc: Dr. John A. D. Cooper
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES

SUITE ZOO. ONE DUPONT CIRCLE. WASHINGTON. D.C. 20036

MN A. D. COOPER.. M.D.. PH.D.

C51DENT

MEMORANDUM

—June 13, 1974

TO: AAMC Executive Council & Administrative 
Boards

FROM: John A. D. Cooper, M.D.

SUBJECT: Proposed AMA Guidelines for Housestaff C
ontracts

WASHINGTON 202: 466-0175

Enclosed for discussion at the June meetin
gs of the Administrative Boards

and Executive Council are proposed AMA
 Guidelines for Housestaff Contracts.

These guidelines have been approved by th
e AMA Board of Trustees and will

be considered by the House of Delegates at
 theirJune meeting. The

attached correspondence between Henry McIn
tosh and Jim Sammons provides

some background on the subject.

Attachment

•

• •
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Executive Committee

American College of Cardiology

., •

•

11cra.ston, Texas 77025

. .
. •

You _will find enclosed a letter fr
om James •Sammons of the

AMA tome 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

country in a unified fashion. My firs
t concerns were aroused

by the article in the AMA News•inclicat
ing that this was under

study and that the AMA was interes
ted in tying in "compulsory

membership" in the A.1‘..1A with the agre
ement to support the

unionization. (I guess the better term would be col
lective

bargaining). . Jim Sammons, ,surprisingly, seems to favor

. such a move. If one questions why, it is not difficult t
o

imagine that .dues of say $50. 00.a year
 as a house officer

-member of the AMA for 50, 000 p
eople would be $2, 500, 000

.•:.:per year, and a large part of the 50, 0
00 might continue

their membership for life.

I-ask you to read carefully the guid
elines that have been

prepared for house staff contracts by.the AM
A and realize

• • -that this will be discussed in commit
tee at the AMA meeting

in Chicago on June 24th..-...
• •

I have two concerns about this matter:

I. • As the chairman of the department of me
dicine, I am

not certain this is the way to create an environ
ment

- in which one can train house officers to bec
ome

. coMpassionate and competent physicians. This may

or may not be of concern to the membership o
f the

College.

.• •

• •

Z. _Of even more importance is the fact that as o
ne trains

a young .person and creates a life style, one ca
n be

certain that this will be prepetuated through lif
e. It

would seem to me that if it was agreed that the m
edical

profession should be unionized ten years from 
now,

there would -be no better way to do this. I believe that

1974-71 (Centint.r.1)
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U
esolution for all intents and

 purposes makes a hospital wh
ich offerS an

• educational experience and 
pays salary for it enter into •co

llective bargaining

u
-,•5 • with an organization that c

annot police its own ranks, c
annot be .responsible

,-
0 • for recruiting and contribu

ting to the long-term solvency
 and strength of

,

0 • the institution. 
..• ,

..-,
•:

uu 

. -•

-8 Our -House Officers Associ
ation has in the past elected it

s officers with

u
-,•5•but a handful of mem

bers present. We have 540 o
r more house officers.

u

g 
Even after the House Staf

f Organization sent out notice
s (see enclosure),

- posted notices on bulletin 
boards, etd., urging wives a

s well as house
,.
5'
'E 

officers to come and bring
 their children to discuss sala

ries and vacations,

c.) With George Jordan and mys
elf mentioned by name as be

ing opposed to the house

• 
staff, only about 100 attended th

e meeting. • Yet, this document states 
on

• page 2, line 24 and 25, "The
 representative status of the

 Houses taff Association

should be expressly accepted
 and recognized in the contract.

"

May 30, 1973

BAYLOR COLLEGE OF 1VIEDICINE
Ths CENTrit

HOUSTON. TENAS 77025

•

James+1. Sammons, M. D.

Executive Vice President D
esignate

AniCrican Medical Associat
ion

535 Dearborn Street

•sD, Chicago, Illinois 60610

0
Dear Jim:

-0

Ybur.letter of May 23 with the 
present status of the Guidelines

. for House-

• 

-0

staff Relationships to Teac
hing Institutions was received

. To say the least•
0
sD,

I.am amazed. I cannot 
understand how a resolution of

 this type, if that be

0 
. what it is called, could ha

ve been formulated and 'appro
ved by the House

• of Delegates to be referre
d to the Board of Trustees a

nd its Committee on

improu
se Staff'Affairs and then get

 back to the House of Delegate
s. This

The document reads like s
ome of the PSRO and Medica

re legislations that

you have 'opposed so viole
ntly because they interfere wit

h the internal

workings of the physician and
 his hospital staff. It seems that the AMA

is encouraging and in fact
 propagating such similar re

strictive and unneces-

sary, in many sectors, le
gislation.

'The AMA 'House of Delega
tes as well as the 1..a.d.ership by 

this action is

deciding, that they want Ameri
can medicine to be unionized ten 

years from now.



As .one trains young -people during their formative period of life, sb will •
they function in later years. It.is inconceivable that the AMA could expect
a house officer to participate actively in collective bargaining on a •

•nationwide basis, albeit salaries, etc. may vary from institution to insti-elpution (but not for long), and not expect that these same doctors. ten years
from 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 effect this type of activity .will have on
the future doctors. It would seem 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
think the leadership should speak out to this point. I have no objection to

0 setting up guidelines. But 1 -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.

0

-0

0

C

C
D
0

I have been intimately associated with house officers for twenty odd years
and have personally visited many programs. I interview countless house
officer candidates each year. I do notbelieve that the "picture" that has
apparently been given by the leaders of the Houscstaff Association is
representative. My concerns are not based only on the experience with
programs here at Baylor. •

vould like to know when this matter vill be brought to the reference
committee and how I can arrarte to testify.

•
Sincerely,

' - Henry D. Mc ntosh, M. D.
• The Bob and Vivian Smith Professor,

.. and Chief of the Medical Service,
The Methodist Hospital, %nd

- Chairman, Department of Medicine,

8 Baylor College of Medicine



REPORT OF 'TME BOARD OF TRUSTEES

• * Subject: Guidelines for Mousestaff Contracts

Presented by: Richard E. Palmer, M. D., Chairman

Referred to: Reference Committee C

(James D. Murphy, M. D., Chairman)

0- • 

-1 At the 1973 Clinical Convention the House of Delega
tes referred

-
2 Resolution 8 to the Board of Trustees and its Commi

ttee on Housestaff

u
sD, 3 Affairs, the Intern and Resident Business Sessio

n, the Council on Eedi-

E•4 cal -Service and the Council on MudiCal Education
. Resolution 8 called

0
.-E- 5 for development of principles and guidelines for 

agreements between

- - 6 housestaff and the institutions in which they serve
, and explorhtion

77;uu 7 of the development of a model contract.

77;• 80;-.sD,u 9 Attached are guidelines which catalogue options 
whLch are appro-

;-.
u 10 priate.for discussion between housestaff and the 

respective institu- .

.0
0 11 tion!and are submitted for the inforMation.of the H

ouse of Delegates.
.- '

Report: P

(A-74)

-----------------

0

0

0

0

0

0

•

Past House Action: C-73:228 .



• CUIDELTNES FOR UOUSESTAFF CON
TRACTS

• •
.1 I. Introduction 

2
3. .This is an outline of ba

sic principles to be applied
 to contracts be-

lt tween Housestaff and th
e institution at which they 

serve. . There are so

5 many variables present fro
m training institution to t

raining institution

.6 that no single form of co
ntract would be helpful. The ANA. has therefore

. 7 developed a set of guidelin
es for the more important s

ubstantive provi-

8 sions of a nousestaff cont
ract.

.'9
.2 10 The subjects here included 

are not intended as the onl
y subjects of

- ..11 importance for a contract o
r appropriate for every con

tract. Moreover,

u .12 -,the definition of. the res
pective responsibilities, r

ights and obligations

sD,
5 13 of the .parties involved ca

n assume various forms: a 
collective bargaining

0
:5 14 contract (which is recomin

ended); uniform individual c
ontracts; or as part

.; 15 of the rules of governmen
t of the institution. In each instance,: it will

.

77;u(.) 16 be necessary for the House
staff Association to evalua

te it needs and the

77; 17 ability of the institution 
to fulfill them and then est

ablish Housestaff

0
sD, -18 - priorities and bargain acco

rdingly with the institution,;-.
u

19 . 
.

;-.
u,c) 

,

0 .20 II. Proposed Terms and Conditio
ns

..,
-21
22 A. Parties to the Agreement

It The representative stat6s
.of the Bousestaff Associati

on should be ex-

u
:5
,,.0

0

25
26
13
28

pressly accepted and recog
nized in the contract.

The contract may be betwee
n a gousestaff Association w

ith members in

several institutions, and 
a group of related institut

ions (such.as all

(.) 29 city hospitals in a cer
tain city), or it may be betw

een a Uousestaff Asso-

(.) • 30 elation and a single insti
tution.

31
32 Position, salary and all o

ther benefits should remain 
in effect with-

33 out regard to rotational a
ssignments, even if they ar

e away from the parent -

5 3A, institution.

35
t.) 36 The agreement should pro

vide coverage for all those
 performing the du-

37 tics of interns, resident
s and fellows. Particular care should b

e taken

38 to protect against the 
practice of unpaid "volunte

ers" performing such du-

39 ties.

40
41 Individual Housestaff Off

icer contracts should he req
uired to he 'con-

42 sistcnt with the principal 
contract.

43
44 Adequate prior notificatio

n of the institution's in
tention not to renew

45 n individual's contract s
hould be required so that t

hC Uousestaff Officer

46 will have sufficient time 
to obtain another appointm

ent.



1 D. Obligation of the.Tnstitution 

2
3 The institution should agree to:

.4.5 provide a training program which mee
ts the standards of the

6 Essentials of Approved Residencies of t
he AMA;

7
8. continuously maintain its staff and it

s facilities in comp.11-

9 - ance with all of the standards of t
he Essentials of Approved

• 10 'Residencies; 
s'

11
12 proscribe increasing the pyramidal n

ature of the training pro- .

13 gram during the tenure of persons alre
ady in or accepted to '

14 that program. . .

0- 15
- 16 C. Obligation of Housestaff 

u 17
sD,
'5 18 , Housestaff members should agre

e to fulfill the educational require
-

°
-,2 19 meats of the residency program, and

 to use their efforts to provide safe

.; 20 and effective patient care as assigned
 or required under the circum-

-0u 21 stances. . .
(.)

22-°0
sD, 23 Housestaff Membersshouldcompl

y with the laws, regulations
 and poll-

,.
u,.. 24 cie to which the institufion is 

subject.
u
,.° 25 ,
0
..,
..,• 26 D. Salary of Uousestaf f 

27

u ,28 ' The salary to be paid to each level of B
ousestaff, , and the day of the

•29 payment should be specified. • If there are to be progressive increases
,

30 the basis for the increase should be spec
ified, together with the time when

u
-,2 31 such increases are to take effect.

0 •32
33 In determining the salary level of a llouse

staff Officer, Credit should

.2
(.) 34 be provided for prior training experi

ence where a House Officer has shifted..,
u
-8 35 from one program or institution to anothe

r.

(.) 36u
-,2 37 A specifi;: salary differential sh

ould be provided for chief resi
dents

g 38 or their equivalent.
.,..- 39
'5

40 Specific salary differentials may
 be provided where appropriate 

in

• (.) 41 particular services.

S• 42
43 E. Hours of Work 

44

45 There should be a recognition of the
 fact that long duty hours exte

nd-

46 ing over an unreasonably long per
iod of time or onerous .on-call se

1edu1.-

47 • ing arc not consistent with the 
primary objective of education or

 the ef-

48 ficient delivery of cyotimum patient
 care. The institution should commit

itself to fair scheduling duty time
 for all Housestaff members, as we

ll

50 .as the provision of adequate and defi
ned off duty hOurs.



F. Off Duty Activities •
•

This is an appropriate *topic for collective bargai
ning between the

110 
ilousestaff Association and the institution; and th

e results of the bar-

gaining on this subject should be clearly set fort
h in the agreement.

'.6 The contract could provide that a Housestaff Officer
 is free to use his

7 off-duty hours as he sees fit, including engaging 
in outside employment

8. so long as such activity does not interfere with
 obligations of the

9 Housestaff member to the institution or to the eff
ectiveness of the edu-

10 cational program he .is pursuing, 
•

- 11 
•

• I

12 G. Vacations and Leave 

13. 
.,

14 The amount of vacation, .sick-leave and education
al leave to which

.2• • '15 each Housestaff Member is entitled should be spe
cified.

- 16

g 17 . Vacation should be expressed in terms of customary
 working days as

• sD, -1.6. defined by the Institution. 
N

'5
O 19
.-5

20 . If vacations may be taken only at certain times of
. the .year, this

-c7su -21 should he expressed. Any requirements for scheduling vacation time al
so

u 22 should be stated.
-c7s
O 23 ;..sD,u;.. 24 Leave provision may also cover maternity, patern

ity, bereavement,

.0 . 25 militar): duty examinations, preparations therefo
r, and ,educational con-.u

0.- .76 fetence purposes. Reimbursements for to expenses incurred at
.-
Z
0

. ..-27 educational conferences should be considered.

41/ 
u

The agreement should se forth any progressive increases in the amount

30 of time allowed for vacations, sick leave and educ
ational leave.

131 .

0 32 Educational leave should not be ,deducted from, vaca
tion •time.

• 33 ,
0
.-u 34 H.. InSurance Benefits-
u ' 35
-8u 16 The insurance benefits which were negotiated sho

uld be set forthwith

I .-.5 -37 particularity and should be tailored to the specif
ic needs of Uousestaff

E 38 Officers.0
39,
AO Some of the more common insurance benefit 

provisions are (a) hospital-

4L ization and basic medical coverage for the H
ousestaff member and spouse

uO . 42 and minor' children; (b) Major Medical cove
rage for Housestaff members and

43 . family; and (c) group life insurance, and
 dismemberment and disability in-

44 surance for the Housestaff member only.

45
.46 It should also be specified whether the 

institution.will pay the full

47 amount of premiums or only a portion ofthe 
premiums, the balance to be

48 'paid by the Housestaff member. Co-paid benefits should be established,

: 49- separately from other hospital employee benefi
ts, as a means of maximiz-.

• 50 .ing benefits.

51
In some instances, free. care for Housestaff Officers and their fa

mi-

lies at the training institutions may be provi
ded.

•

•

• .:,..41/1, . 4
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1 In lieu of insurance benefits, the contract may p
rovide.for fixed

2 -annual payments to the flousestaff Association for
 each Dousestaff Of-

1 ficer so that the Houscstaff Association may dete
rmine and provide for

III 4 insurance or other benefits for Uousestaff Officers. .

5
6 I. Professional Liability Insurance 

7
8 The contract should specify the amount of Profe

ssional Liability

• 9 Insurance which the institution will provide for
 each llousestaff member,

10 together with the limits of. liability applica
ble to such coverage,

11
12 It might also be appropriateto provide in the 

contract that the,

13 Housestaff members and the institution will fully
 cooperate with the

14 insurance company in the handling of any professi
onal liability claim.

.2 15
- .16 J. Committee Participation

u 17sD,
E 18 In so far as possible, the institution should

 agree to provide for

0
.-E• 19 appropriate participation by flousestaff members

 on the various Comr4it-

.; - 20 tees within the institution. This participation should he on Committees

uu 21 concerning institutional professional and admin
istrative -matters. Mem-

-c7s 22 bers should have full voting rights. Housestaff members should be se-

0;-.sD,• 23 lected by the Dousestaff Association members them
selves.

u 
_.

;-. 2Z 
.

u :1
.0
O 25 K. .Crievance Procedures
..,
..,• .260
Z 27 The contract should provide a grievance procedu

re. That procedure

u 28 tYpically involves the following: 
.

29 '

u 30 1 - a definition of the term "grievance" (e.g., a
ny dispute or

.-E 31 controversy about the interpretation or applicati
on of the

,,.O 32 contract, any rule or reaulation, or any policy o
r practice);

O 33-..,u ' 34 2 - timing and sequence of the grievanCe
 steps (initial steps

u _ _
-8 35 referred to the chief of service, then to the m

edical

u
u 36 board or administrator as a review body);

.-E 37
EO 38 3 - a right to legal and other representation

 at each step for

E 39 the Housestaff Officer; .
.-

40 -

u 41 4.- the right of the Bousestaff Associat
ion independently to

0
42 initiate and process a grievance;

43
44 5 - a final stop - binding arbitration to be 

initiated only by

45 the Uousestaff .Association; and

46

47 6 - sharing of arbitration costs.

48

..- 49 . L. Disciplinary Ilearinr,s and Procedure 

• 50

Si The contract should provide a disciplinary 
procedure which guarantees

,411.• :52
53 

"due process" before 
e

.any disciplinary action is taken against a floun
staff

member. Attachment A provides a procedufe which may be 
appropriate or

54 modified for use in a given institution. The procedure adopted should he

55 uet forth in full in the contract ,between the insti
tution and flousustaff

56 Association.

• • 
• ..

•••
• .

'.:57-17F:tre=f, 
,
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. 5

H. Workinl: Conditions and. Patient Care. Issues •

7 The agreement should provide for adequate, comfortable, safe and

• sanitary facilities such as on-call rooms, secure storage areas, secu-

rity,personnel, facilities for books, storage of clothing, comfortable

6 sleeping -quarters, and limitation of the number of beds per room.

7
8 There should be proscription against regular and recurrent perform-

9 ance of duties by Housestaff Officers unrelated to Uousestaff Officer

10 training.

11
12 Patient care issues, educational training, and salary are compensa-,

• II tions for work and arc negotiable.0-
14 • .

-
15 In so far as patient care issues are described in terms of reference

u
sD, 16 to the physician's job description, these frequently fall under contra

ct

E 17 working conditions.0
,-E 18 -... 

a

..

19 The quality of patient care services and facilities may be a speci-77;u
u-- 20 fled feature of the training program contract, .and can include sue41 mat-

21 ters as adequate equipment, bedspace, clinical staffing, and clinical0;-.sD, 22. staff structuring.u;-.
u . 23
.0. - .
O .24 N. Other Provisions..,
.., - .25O ,
Z 26 As indicated, the foregoing provisions are not all-inclusive. Depend-

• I-k ing upon the institution's size, location and affiliations, if any
, and

also dependinguponthe rela.tionshipbetweenthe institution and the House-

29 staff Association, other piovisions may be included. For example:

0 31 payroll deduction of HouSestaff,..dues;,
O 32-..,u 33 agency dues in those jurisdictions where authorized;u
75 34u
u: 35 maintenance of existing. benefits and practices not otherwise
75
E 16 • expressly covered;
O 37
E• 38 housing, meals, laundry, uniforms, living out and telephone al-

39 • loWances;
u 40'0
121 41 adequate Housestaff Association office space, bulletin boards,

0 secretarial assistance;

43
1,4 Housestaff Association. seminars or meetings; and

45
46 Bousestaff renewal or negotiation of the contract at the end of

47 the term.

48
49 III. Legal Assistance -

50

0 1 The processofcollective bargaininganddrafting a contract 
which will

2 effectively reflect the result of such hafg;Jning will involve 
mAny legal

53 considerations. The HouL;cstaff should consider retaining legal counse
l to

. 54 advise and represent them on those matters.
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iTTACHMENT A

11SCIPLTN.ARY 11EARINC AND PROCEDURE 

I - Before any Housestaff member may be reprimanded, 
suspended, expelled,

or suffer a denial of any right or Privilege due by virt
ue of his ap-

pointment as a Housestaff member or under any provision 
of this agree-

ment, said liousestaff member shall be entitled to the be
nefits of the

procedures and appeals provided in this article.

!u to the Housestaff member complained of.
sD,
E0

3 - The Disciplinary Committee shall appoint a Hearin
g Committee consist-

• 
-

ing of physicians - 4°Z o f whom are Housestaff Off
icers to be selected

u by the Honsestaff Association or the Housestaff Officers
 if there is no

u
-c7s Housestaff Association. No member of the Hearing Committee shall be

0
sD, personally involved in the controversy described by the co

mplaint. It;..
u
;..• shall be the duty of the Hearing Committee to conduct a fa

ir and impar-
u
0• tial.hearing, pursuant to the proVisions of. this article a

nd such fur-,.0
..,..,• ther rules of procedure as the Committee may adopt for eac

h hearing,
0
Z which shall not be inconsistent with the provisions of thi

s article.

u
fe - The Hearing Committee shall set a time and place fora

 hearing on the

complaint, which shall allow the accused Housestaff Officer a 
reason-

able period of time to prepare his defense. Thellearing Committee may

,..O extend the time for the hearing liy agreement of the part
ies or as the

O . Bearing Committee may determine. -
-..,uu
-8 5 - The accused' lousestaff member shall not be requir

ed to file a formal

u
u written defense to the complaint. The accused Housestaff member may .

,-E ask the Hearing Committee to order the Complainant to ma
ke the com-

E 
.

O plaint more specific by pointing out, in a written reque
st filed with

E 
the Hearing Committee and served on the complainant, whe

rein the cam-

plaint is vague or ambiguous. if the Hearing Committee so orders, a

u more specific complaint must be promptly filed and se
rved on the ac-

0
121 cused-•Housestaff member.

Action seeking to reprimand, suspend, expel, or to de
ny to any House-

staff member a right or privilege shall be commenced 
by the prepara-

tion of a complaint in writing setting forth the condu
ct complained of

0 and the requested penalty. This complaint shall be filed with the

Disciplinary Committee and a true copy shall be delivere
d personally

6 - Formal rules of evidence shall not prevail at the he
aring conducted by

the Hearing Committee; however, all evidence offered 
and considered

at the hearing must be reasonably related to the facta a
nd statements

contained in the complaint. Both parties may be represented by attor-

neys or by physicians of their choice at all stages of the
 procedure.

No evidence shall be offered or considered by the Hearing 
Committee at

any time except at a duly convened meeting of the Hearing 
Committee and

while the accused Housestaff member is present.

7 — The accused liousestaff member shall not be obligated to present 
any evi-

dence by way of defense until the complainant has presente
d all of the
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evidence in support of the complaint. The accusell Housestaff membqr shall
. .

not be compelled to be a witness against himself, but shall be given a rea-
sonable opportunity and a sufficient period of time in which to present

evidence in support of the defense. - Immediately thereafter, the complain-
ant shall be givenan opportunity to rebut the Houses taff member's evi-

dence but not to offer new evidence which could have been presented pre-
viously.

- After hearing all of the evidence, .the Hearing Committee shall.meet'and

decide if the evidence offered supports the complaint. If 75% or more of

the Hearing Com:Idttee shall join in a decision they shall prepare a formal

• • written document entitled "Findings of Fact" in which they state that the
-allegations of .the complaint have or have.not been proven and summarize the

qv idence in support of that finding. This document shall be filed with the

Disciplinary Committee and a copy shall be delivered to both parties, if

the Hearing Committee finds that the complaint:has not been proven, no fur-

ther 'action shall be taken on the .me facts or occurrenee. If the Hearing

Committee finds that the complaint 'las been proven, the Housestaff member

shall hive the .right to appeal as provided below. If the Hearing Committee

.. 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-

▪ equent complaint on the same charge provided that additional evidence not

• .previously available shall be offered. in support of the complaint.

- If the -Hearing Committee has found the complaint to be proven, the accused

Housestaff member shall be entitled to appeal the decision tri the full Dis-

ciplinary Committee. The accused Housestaff member shall request an appel-

• late hearing in writing and span serve a copy of the request on the com-
•plainant.

1.0 A verbatim transcript of the proceeding.-before the Hearing Committee shall

-be. prepared and filed with 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 equal amount of time for oral

argument. No additional evidence shall be offered at the appellate hear-

ing. The Disciplinary Committee shall confine its considerations .of the

.appeal to the records before the Hearing Committee 'and the appellate argu-

ment.

.11-7 The concurrence of 75% of the members of the Disciplinary Committee shall

be required to affirm the decision of the Hearing Committee. Upon such
concurrence, the Disciplinary Committee shall report its findings in writ.-

ins to the Directors of the institution, together with a recommendation for

punishment or penalty to be imposed. A copy of such report shall be de-

livered to both parties. If the Disciplinary Committee shall not have the

,concurrence of 75Z of its members in any decision, the matter shall be dis-

:posecrof without further action upon filing the report of the Disciplinary

- Committee.

•

:
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12 - Upon receiving .the report of affi
rmance by the Disciplinary -Committee

and the recommendation of the Committee 
as to penalty or punishment,

the Directors Or their delegate(s) may i
mpose punishment or penalty on

the nousestaff member, but not in excess
 of that recommended by the Dis-

ciplinary Committee.

..13 - No Uousestaff member shall be subje
cted to any disciplinary - action or

penalty orloss of any compensation unti
l completion .of . these proced-

ures; provided, however, that a Housestaff
 member may. be suspended, but

with pay, pending hearing and appeal where
 such sullpension shall be re-

quired by substantial and iimminent consi
derations of patient care.

14 7 The contract could provide as a final
 Step in the disciplinary proceed-

ings binding arbitration by a neutral Me
dical expert, mutually selected.

0

7E,•

.•
U

-0
0

sa4
C.)

C.)
.0

411

0

0

0

(1..)

0;-1

E.)

0

• _ - • • - -• •
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Organization of Student Representatives
Association of American Medical Colleges

--DRAFT--

AAMC STATEMENT ON MOONLIGHTING BY HOUSE OFFICERS

AMENDMENT:

1 The Association of American Medical Colleges is concerned

2 about the quality of graduate medical education and any activity

3 which might compromise the quality of this experience.

4 The timely debate regarding house officer "moonlighting"

5 involves a number of considerations which include:

6 a. The rights ,of an individual to engage in whatever legal
7 activities he chooses during the time when his services
8 are not required by his primary full-time employer.

9 b. The dependence that has developed in some sections of the
;10 country upon physicians from training programs for the
11 provision of primary and emergency care during their off-
12 duty hours.

13 c. The financial dependence of some married house officers
14 with children, and other house officers with large previous
15 debts, upon incomes larger than those offered while
16 employed in training status.

17
18
19

d. The broadening educational experience for the house officer
who practices some medicine outside the graduate medical
education institution.

20 e. The possible injury to the health of the house officer
21 . by working excessive numbers of hours.

22 f. The possible impairment of the caliber of training
23 opportunities experienced 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 community when its
28 employees serve in a secondary capacity as a part of a
29 health care system outside the aegis 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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32 that the very occaS7lonal time spent pursuing additional work

33 opportunities for income has diverted house officers from their

411 34 primary responsibilities to their own education and to the patients

35 charged to their care by the training institution.

• 36 THEREFORE, as a matter of general principle, the Association

37 of American Medical Colleges urges that institutions of graduate

38 medical education and house officers recognize the importance of the

39 graduate medical education experience both for the individuals'

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

41 medical resources. Further, the AAMC believes that the house

42 officer, as a medical graduate qualified and accepted by an

43 accredited AmeriCan graduate medical education program is a mature

44 individual capable of being responsible for his/her own educational

45 development but urges that ;.the house officer consider the following

46 matters before engaging in additional work opportunities:

47 a. The capacity of the house officer to fulfill his/her
48 educational objectives while, at the same time, pursuing
49 additional work opportunities for income;

50 b. The nature of the work opportunity, including its educational

51 Value;

52 c. The needs of the community, and

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

SUITE 200, ONE DUPONT CIRCLE, NAY., WASHIN
GTON, D.C. 20036

MEMORANDUM

TO:

FROM:

SUBJECT:

June 17, 1974

The COD Administrative Board

Joseph A. Keyes, Director, Division of Institutional

Studies

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 adequate.
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES

SUITE 200, ONE DUPONT CIRCLE, NW., WASHINGTON, D.C. 20036

June 20, 1974

MEMORA.NDUM

TO: COD, GAS 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 Columittee 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 Sepf.ember, 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.

Attachment
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TENTATIVE AGENDA

WORKSHOP ON THE ETHICS 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

I. .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.

II. Justice Issues of Resource 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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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

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

Kerr L
Profes
The Jc
'of

This topic will
responsibility c
processes. Host
and utilization
bodies at the J(
Medical Educatic

White, M.D.
r of Medical Care and Hospitals

Hopkins University School
lic Health and Hygiene

)ncern itself with the ethical
those participating in accreditation

:al committees such as tissue review
)mmittees as well as accreditation
and the Liaison Committee on
are empowered to assess and monitor

various funetioi in the medical system. These
committees recea-ie their authority 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.

IV. Ethical Assumptions of Various Care Settings - 2t50 p.m.

Rich; Magraw, M.D.
Presi,,ent
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 its 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.

V. 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 Association of American Medical Colleges.
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[CONFERENCE COMMITTEE PRINT]
JUNE 10, 1974

OD CONGRESS HOUSE OF REPRESENTATIVES Rreotrr2d Session f No. 

NATIONAL RESEARCH TRAINING AND PROTECTION OF
HUMAN RESEARCH SUBJECTS ACT OF 1971

-_______.—Ordered to be printed

Mr. , from the committee of conference,
submitted the following

CONFERENCE REPORT

[To accompany U.R. 7724]

The committee of conference on the disagreeing votes of the twoHouses on the amendments of the Senate to the bill (H.R. 7724) toamend the Public Health Service Act to establish a national programof biomedical research fellowships, traineeships, and trhining to assurethe continued excellence of biomedical research in the United States,and for other purposes, having ma, after full and free conference,have agreed to recommend and do recommend to their respectiveHouses as follows:
That the House recede from its disagreement to the amendment ofthe Senate to the text of the bill and agree to thesame with an amend-ment as follows: •In lieu of the matter proposed to be inserted by the Senate amend-ment to the text of the bill insert the following:

_ Section 1. This Act may be cited as the "National Research Train-ing and Protection Of Human Research Subjects Act of 1974".

TITLE 1—B IO MEDIC AL AND BEHAVIORAL RESEARCH
TRAINING

SHORT TITLE

Sta. 101. This title may be cited as the "117ational Research, ServiceAward Act of 1974".

FINDINGS AND DECLARATION OF PURPOSE

SEc. 102. (a) Congress finds and declares that—(1) the success and continued viability of the Federal biomedi-cal and behavioral research effort depends on the availability of



2
excellent scientists and a network, of institutions of excellence
capable of producing superior research. personnel;(2) direct support of the training of scientists for careers in
biomedical and behavioral research is an. appropriate and neces-
sary role for the Federal Government; and(3) graduate research assistance programs should be the key
elements in the training programs of the institutes of the National.Institutes of Health and the Alcohol, Drug Abuse, and Mental

. Health Administration.(b) It is the purpose of this title to increase the capability of the
institutes of the National Institutes of Health and the Alcohol, Drug
Abuse, and Mental Health. Administration to carry out their respon-
sibility of maintaining a superior national program of research into.
the physical and mental diseases and impairments of man.

BIOMEDICAL AND BEI7AVIORAL RESEARCH TRAININGSEc. 103. Part H of title IV of the Public Health Service Act is
amended by adding after section 461 the following new sections:

"NATIONAL RESEARCH SERVICE AWARDS"SEc. 462. (a)(1) The Secretary shall provide National Research
Service Awards for—

"(A) biomedical and behavioral research at the National In-
stitutes of Health and the Alcohol, Drug Abuse, and MentalHealth Administration in matters relating to the cause, diagnosis,
prevention, and treatment of the disease (or diseases) or otherhealth problems to which the activities of the Institutes andAd-
ministration are directed,"(B) training at the Institutes and Administration of individ-uals to undertake such research,"(C) biomedical and behavioral research at non-Federal pub-lic institutions and at now)rofit private institutions. andND) pre- and postdoctoral training at such, public and privateinstitutions of ?ndinduals to undertake such research.A reference in this subsection: to the National Institutes of Health

or the Alcohol, Drug Abuse, and Mental Health Administration shallbe considered to include the institutes, divisions, and bureaus included
in the Institutes or under the Administration, as the case may be."(2) National Research Service Awards may not be used to support
residen.7ies.

• "(3) Effective July 1, 197,5, National Research Service Awards may
be made for research or research, training in only those subject areas
for which, as determined tender section 463, there is a need for
personnel.
"(b) (1) No National Research Service Award may be made by the

Secretary to any individual unless—"(A) the individual has submitted to the Secretary an appli-cation therefor and the Secretary has approved the application;"(B) the individual provides, in such form and manner as the
Secretary shall by regulation, prescribe, assurances satisfactory to
the Secretary that the individual w. ill meet the service requirement

._'of subsection (c) (1) ; and

•••
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"(C) 2'n the case of a National Research Service Award for a
purpose described in subsection. (a) CO (0) or (a) (I) (D), the
individual has been. sponsored (in such manner as the Secretary
may by regulation. require) 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 in farmation„.a.s the Secretary may by regula-
tion prescribe.
"(2) The award of National Research 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 Awards, or (B) at which such research or training will be
conducted.
"(3) The period of any National Research 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 Awards 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
(including, the cost of faculty sala'ries, supplies, equipment, general
research support, and related items) 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 reasonable costs of the institution for establishing and maintain-
ing the quality of its biomedical and behavioral research and training
programs.
"(c) (1) (A) Each, individual Who receives a National Research

Service Award shall, in accordance with. paragraph (3), engage in—
" (i) health research or teaching,
"(ii) if authorized under subparagraph (B), serve as a 'mem-

ber of the National Health Service Corps or serve in his specialty,
or
"(iii) if authorized under subparagraph (C), serve in a health

related activity approved under that subparagraph,
for a period computed in, accordance with paragraph (2).
NB) 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 application to the Secretary, be authorized by the Secretary to—

" (i) serve as a. member of the National Health. Service Corps,
"(ii) serve in his specialty in private practice in a geographic

area designated by the Secretary as requiring that specialty, or
"(iii) serve in his specialty as a member of a nonprofit prepaid

group practice which may be reimbursed under title XV III of. .
the Social Security Act,
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in lieu of engaging in health research or teaching if the Secretary de-termines that there are no suitable health research or teaching posi-tions avail able to such individual. .
"(C) 117 here appropriate. the Secretary may, upon application, au-thorize a recipient of a National Research. Service Award, who is nottrained to provide health care directly to individual patients, to en-..gage in. a health-related activity in lieu of engaging in health research' or teaching if the Secretary determines that there are no suitable healthresearch or teaching positions available to such individual."(2) For each. year for which an individual receives a Natiorull.Re-2. search,Service Award he shall--

"(A) for twelve months engage in health research or teaching
—

or, if so authorized, serve as a member of the National HealthusD, Service Corps, or'5"(B) if authorized under paragraph (1)(B) or (1)(C), for
0•

twenty months serve in his specialty or engage in a healeh-related—• activity.
"(3) The requirement of paragraph (1) shall be complied with. by

-ouc.) any individual to whom it applies within. such reasonable period of-o time, after the completion. of such. individual's Award, as the Secre-tary shall by regulation prescribe. The Secretary shall (A) by regu-lation prescribe (i) the type of research and teaching which an individ-
;..
u• ual, may engage in to comply with such. requirement, and (ii) such
,.0
0 other requirements respecting such research. and teaching and alterna-
,-,- tive service authorized under paragraphs (1)(B) and (I) (C) as he
0
Z deems necessary; and (B) to the extent f easible, provide that the mem-bers oft he National Health Service Corps who are serving in the Corps
u
0 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) If any individUal to whoM the requirement of paragraph0 '(1) is applicable fails, within the period prescribed by paragraph,(3), to comply with. such. requirement, the United States shall 'be en-:0— titled to recover from such. individual an amount determined in ac-

,-c.)u cordance with the f ormula--8u
u

A=0  
IE •.:0

in. which. 'A' is the amount the United States is entitled to recover;-'' co' 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.c.) . amount which. would be payable if at the time it Was paid it was a loan0121• bearing interest at a rate fixed by the Secretary of the Treasury after. tak,ing into consideration private consumer rates of interest prevailingat the time each Award to such individual was made; 't' is the totalnumber of months in such individual's service obligation; and 's' isthe number of months of such. obligation served by him in accordancewith. paragraphs (1) and (2) of this subsection.
"(B) Any amount which the United States is entitled to recoverunder subparagraph. (A.) shall, within the three-year period beginningon the date the United States becomes entitled to recover such amount,

: •. • . •

• -",,Inv^,•-•.. , „  - • " '"
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be paid to the United States. Until any amount due the United States
under subparagraph (A) on. account of any National Research Serv-
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
"(B) The Secretary shall by regulation provide for the waiver or

suspension of any such obligation applicable to any individual when-
ever compliance by such individual is impossible or would involve
extreme hardship to such, individual and if enforcement of such ob-
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 $207,947,000 for the fiscal
year ending June 30,1975.

"STUDIES RESPECTING BIOMEDICAL AND BEHAVIORAL RESEARCH PERSONNEL

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

"(1) establish (A) the Nation's overall need for biomedical and
behavioral research personnel, (B) the subject areas in which
such personnel. are needed and the number of such personnel
needed in each such. area, and (C) the kinds and extent of training
which, should be provided such. personnel;
"(0) assess (A) current training programs available for the

training of biomedical and behavioral research personnel which
are conducted under this Act at or through, institutes under the
National Institutes of Health and the Alcohol, Drug Abuse, and
Mental Health Administration, and (B) other current training
programs available for the training of such personvelt
- "(3) identify the kinds bf research positions available to and
held by individuals completing such programs;
"(4) determine, to the extent 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 ?>rograms referred to

in paragraph (2) are required to meet the needsestablished.under
paragraph (1). . .. •

"(b) (I) The Secretary shall request the National Academy of SCi-
CnCeS to conduct the study required by subsection (a) under an ar-
rangement under which the actual expenses incurred by such. Academy
in conducting such study will be paid by the Secretary. If the Na-
tional. Academy of Sciences is willing to do so, the Secretary shall
enter into such an arrangement with suck 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 with other appropriate nonprofit private

rr- 7,4,27
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groups or associations under which such groups or associations will-
conduct such study and prepare and submit the reports thereon as pro-
vided in. subserti on (c).
"(c) A report on the results Of S,,eh stua'y shall be submitted by the

Secretary to the Committee on Interstate and Foreign 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."

CONPORMINO 4MENDMINT8

&a. 104. (a) (1) Section 301 of the Public Health. Service Act is
amended (A) by striking out naraaraph (c) (B) by striking out in

. paragranh (d) "or research. trainina" each place it occurs. "and re-
search training programs". and "and research training program":
and (C) by redesianating parnaraphs (d), (e), (1), (q). (A), and (i)
as narnaraphs (c). (on. (e). ( f). (9). and (h). respectively.
(2)(A) Section. 303(a)(1) of such. Act is amended • to read as

follows:
"(1) to proride clinical trainina and instruction, and to estab-

lish and maintain clinical trainerships (with. such. stipends and
allowances (includino travel and subsistence expenses and de-
pendency allowances) for the trainees as the Secretory may deem
necessary) :".

(B) Section 303(7)) of such Act is amended by inserting before the
h!rst sentence the followina "The Secretary moy provide for training,
instruetion. and traineeships under subsection (a.) (I) through grants
to public and other nonprofit institutions.".
(3) Section. 402(a) of such Act is amended (A) by striking nut.'

"training and instruction" in paragraph (3) and insertina in lieu
thereof "clinical training b nd instPuction". and (B) by striking out
paragraph (I) and hy redesionating paragraphs (5), (6), and (7)
asparaoranhs (4). (5). and (6).respectively.
(4) Section. 407(7)) (7) of such Act is a.mcnded (A) by strikina out((and basic research and treatment", and (B) by striking out "where

. appropriate".
(5) Section 408(b)(3) of such. Act is amended by inserting

be fore. "train ma" earh place it occurs.
(0) Section. 412(7) of such Act is amended bu strikjna out "(1)

establish and maintain." and all that follows down through and in-
dyflipa "maintain trainreshins" and insertina in lieu thereof ". pro-
vide clinical training and instruction. and establish and maintain clini-
cal train ee sh ps".
(7) Section 413(a) (7) is amended by inserting "clinical" beforeCCproarnms".
(8) Section 415(7)) i!,1 amended by insertina before the period at the

. end of the last sentence thereof the following ;": and the term.'train-
ing' does not include research training for which fellowship support
may be prorided under section. 462".
(9) Section 422 of such Act is amended (A) by strikina out -

paragraph. (c) and by redcsionating paragraphs (d). (e). and (f) as
paragraphs (c), (d), and (c), respectively, and (B) by striking out

••••"""f te-
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"training and instruction and establish and maintain traineeships" in
paragraph (e) (as so redesignated) and inserting in lieu thereof
'clinical training and instruction and establish and maintain clinical
traineeshi ps".
(10) Section 434(c) (2) of such Act is amended by inserting "(other

than research training for which National Research Service Awards
may be made under section 462)" after "training" the first time it
occurs.
(11) Sections 433(a), 444, and 453 of such Act are each amended

by striking out the second sentence thereof.
(12) The heading .for part H of tille. IF of such Act is amended

by striking out "ADMINISTRATIVE" and inserting in lieu thereof
"GENER.4L."
(b) The amendments made by subnection (a) shall not apply with,

respect to 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).

SEX DISCRIMINATION

SEC. 105. Section 799A 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—

"(1) on the date of the enactment of this sentence 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 sex, 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 yea?' beginning
after June 30,1979."

0

FINANCIAL DISTRAWS GRANTS

SEC. 106. Section 773(a) of the Public _Health Service Act is
amended by striking out "$10,000,000" and inserting in lieu thereof
"$15,000,000".

TITLE II—PROTECTION OF HUMAN SUBJECTS OF
BIOMEDICAL AND BEHAVIORAL RESEARCH

PART A—NATIONAL COMMISSION FOR THE PROTECTION OF HUMAN
SUBJECTS OF BIOMEDICAL AND BEHAVIORIAL RESEARCH

ESTABLISHMENT OF COMMISSION

Sec. 201. (a) There is established a Commission to be known as
the National Commission for the Protection of Human Subjects of
Biomedical and Behavioral Research (hereinafter in this title referred
to as the "C ommission").

_ ..mtmorrret.v.svr,
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.(b) (1) The Commission shall be composed of eleven members ap-pointed by the Secretary of Health. Education. and Welfare (herein-after in this title referred to as the "Secretary"). The Secretary shallselect members of the Commission from individuals distinguished inthe fields of medicine, law, ethics, theology, the bioloairal. physical,behavioral and social sciences. philosophy, humanities, health adminis-tration, oorernment, and public affairs ; but fire (and not more thanfire) of the members of the Commission shall he individuals who are orwho have been. engaged in biomedical or beharorial research involvinghuman subjects. In appointing members of the Commission. the Sec-retary shall give consideration to recommendations from the NationalAcademy of Sciences and other appropriate entities. Members of theCommission. shall be appointed for the life of the Commission. A mem-ber of the CommiSsion shall not be eligible for appointment to theNational Advisory Council for the Protection of Subjects of Bio-medical and Behavioral Research..
(2)(A) Except as provided in subparagraph. (B), members of theCommission shall each be entitled to receive the daily equivalent of theannual rate of the basic pay in effect for grade GS-18 of the GeneralSchedule for each day (including traveltime) during which they areengaged in the actual. performance of the duties of the Commission.(B) 31embers of the Commission who are full-time officers or em-ployees of the United States shall receive no additional pay on accountof their service an the Commission..
(C) While away from their homes or regular places of business inthe performance of duties of the Commission. members of the Cam-.-mission shall be allowed travel expenses, including per diem in. lieu ofsubsistence, in the same manner as persons employed intermittentlyin the Government serVice are allowed expenses under section 5703(b)of title 5 of the United States Code.
(c) The chairman of the Commission shall be selected by the mem-bers of the Commission from among their number.(d)(1) The Commission may appoint and, fix the pay of such staffpersonnel. as it deems desirable. Such. personnel shall be appointed sub-ject to the provisions of title 5. United ,C'tates Code. govermno appoint-Tnents .;,he competitive service. and shall. be Paid in accordance withthe .provisions of chapter 51 and subcha.pter of chapter 53 of suchtitle relatino to classification and General Schedule pay rates.(2) The Commission may procure temporary and intermittent serv-ices to the same extent as is authorized. by section. 3109(b) of title 5 ofthe United States Code, but at rates for individuals not to exceed thedaily equivalent of the. annual rate of basic pay in effect for grade08-18 of the General Schedule.

COMMISSION DUTIII8
SEC. p0.2. (a) The Commission. shall carry out the following:(1)(A) The Commission shall (i) conduct a comprehensive investi-gation and study to identify the basic ethical. principles which, shouldunderlie the conduct of biomedical and behavioral research involvinghuman subjects, (ii) develop guidelines which, should be followed in
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such research to assure that it is conducted in accordance with suchprinciples, and (iii) make recommendations to the Secretary (I) forsuch administrative action as may be appropriate to apply such guide-lines to biomedical and behavioral research conducted or supportedunder programs administered by the Secretary, and (II) concerningany other matter pertaining to the protection of human subjects ofbiomedical and behavioral research.
(B) In carrying out subparagraph. (A), the Commission shall con-sider at least the following:0 (i) The boundaries between. biomedical or behavioral research

..
involving human subjects and the accepted and routine practice

..
! of medicine.u (ii) The role of assessment of risk-benefit criteria in the deter-mination of the appropriateness of research involving human0 

subjects..-.5.. (iii) Appropriate guidelines for the selection of human subjectsfor participation in.biomedical and behavioral research.-ou 
(2v) The nature and definition of informed consent in various

c.)
-o research settings.o
;-. (v) Mechanisms for evaluating and monitoring the perform-ance of Institutional Review Boards established in accordance
;..
u with section 464 of the Public Health Service Act and appropriate,.0
O enforcement mechanisms for carrying out their decisions..-

(C) The Commission shall consider the appropriateness of apply-°
Z "in.g the principles and guidelines identified and developed under sub-paragraph (A) to the delivery of health services to patients underu
• programs conducted or supported by the Secretary.

(2) The Commission shall identify the requirements for informedconsent to participation in biomedical and behavioral research by chil-dren, prisoners, and the institutionalized mentall1; infirm. The Com-O mission shall investigate and sttq,ly biomedical and behavioral researchconducted or supported under pivgrams administered by the Secretary0.. .and involving children., prisoners, and the institutionalized mentally.-c.)u infirm, to determine the nature of the consent obtained from. such per-sons or their legal representatives before such persons were involvedc.) 
in such. research; the adequacy of the information. given them. respect--u
inq the nature and purpose of the research, procedures • to be used,

.-.5
E risks and discomforts, anticipated benefits from. the research, and otherO 

matters necessary for informed consent; and the competence and the
-'' freedom of the persons to make a choice for or against involvement insuch. research. On the basis of such. investigation and study the Com-mission shall make such recommendations to the Secretary as it deter-c.)O mines appropriate to assure that biomedical and behavioral research121 

'conducted or supported under programs administered by him. meetsthe requirements respecting informed consent identified 6 y the Com-mission. For purposes of this paragraph, the terra "children" meansindividuals who hare not attained the legal age of consent to partici-
pate in research 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

-
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menially ill. mentally retarded. emotionally disturbed, psychotic, or
senile, or who hare 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 research not subject to regulation. by the
Secretary are protected. 1/ the Commission determines that such a
mechanism is needed. it shall develop and recommend to the Congress
such a mechanism. The Commission ?nay contract for the design of
such, a mechanism, to be included in such recommendations. • •
(b) The Commission shall conduct an investigation and study of

the nature and extent of research involving living Muses. the purposes
for which such research has been undertaken. and alternative means for
achieving such purposes-. The Commission shall, not later than four
months after the month, in which the Commission is established, reC-
ommend to the Secretary policies defining the circumstances (if any)
under which such research may be conducted.
(c) The Commission. 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, evaluate the need for it, and recommend to
the Secretary policies defining the circumstances (if any) under which,
its use may be appropriate. For purposes of this paragraph, the term“psychosurgery" means brain surgery an (1) normal brain tissue of
an individual, who does not suffer from any physical disease, for the
purpose of changing or controlling the. behavior or emotions of such-

ar (2) diseased brain, tissue of 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 does not include brain surgery designed to cure or ameliorate the
effects of epilepsy and electric shock treatments.
(d) The Commission shall make recommendations to the Congress

respecting the furPtions and authority of the National Advisory Co-un-
- oil for the Protection of Subjects of Biomedical and Behavioral Re-
search to be estabilshed under seation 217(f) of the Public Health.
Service Act.

SPECIAL'STUDY

SEC. 903. 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 for 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 evaluation, of public understanding of and
attitudes toward suc/i implications and laws and principles; and
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(5) an analysis and evaluation of implica.tions 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

—0 - Six. 204. (a.) The Commission may for the purpose of carrying out

— its duties under sections 202 and 203 hold such. hearings, sit and act

at such, times and places. take such testimony, and receive such evi--
c..5
sD, dence as the Commission deems advisable.

'5 (b) The Commission may secure directly from any department or

agency of the United States information necessary to enable it to0
:5— carry out its duties. Upon the request of the chairman of the Corn.-

mission, the head of such department or agency shall furnish such.,
uc.) information to the Commission.

-o (c) The Commission shall not disclose any information reported
0 to or otherwise obtained by it in carrying out its duties which. (1)

u;.. identifies any individual who has been the subject• of an activity

u studied and investigated by the Commission., or (0) which, concerns,.0
0 any information which contains or relates .to a trade secret or other,-
,- matter referred to in. section 1905 of title 18 of the United States Code.0
Z (d) Except as provided in subsection (b) of section 002, the Com-

u - mission shall complete its duties under sections 202 and 203 not later

• 
tiro.» t wenty-four months after the month in tehioh the Commission. is

established. The COliime'ssion shall make periodic reports to the 1' rest.-

u dent, the Congress, and the Secretary respecting its activities under

:5 sections 002 and 203 and shall, not later than ninety days after the

0 expiration. of such twe)it y- loan-mon ths. make a final report to the Presi-

dent, the Congress, and the Secretary respecting such activities and

—,- including its recommendations for administrative action. and0
c.)u legislation.
-5' (e) The Commission shall cease to exist thirty days following the
c.)
u submission of its final report pursuant to subsection (d).

:5
E 

DUTIES OF TFIE SECRETARY

o
..;-' ,Sc. 205. Within 60 days of the receipt of any recommendation made

by the Commission under section 202, the Secretary shall publish i
t

in the Federal Register and provide opportunity for interested per-'

c.) sons to submit written data, views, and arguments with respect t
o

0
121 such recommendation. The Secretary shall consider the Comm

is-

sion's recommendation and relerant matter submitted with respect

to it and, within 180 days of the date of its publication in the Federal

Register, the Secretary shall (1) determine 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 (le/ermines that such tietiOit is not go a pprop
riate.publ ish

in the Federal. Registee such determination together with an 
adequate

statement of the reasons for his determination. 17 the Secretary
. de-

termines that administrative action recommended by the COD27
112SSiOn
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should be undertaken by him, he shall 'undertake such act eon. as ex-
peditiously as is feasible.

PART B—MISCELLANEOUS
NATIONAL ADVISORY COUNCIL FOR THE PROTECTION Op SUBJECTS OF

BIOMEDICAL AND BEHAVIORAL RESEARCH

• Sec. all. (a) Section en of the Public Health Service Act isamended by adding at the end the following new subsection:
"(1)(1) There shall be established a. National Advisory Council forthe Protection of Subjects of Biomedical and Behavioral Research(hereinafter in. this subsection referred to as the 'Council') Which shallconsist of the Secretary who shall be Chairman and not less thanseven nor more than fifteen. other members who shall be appointed bythe Secretary without regard to the provisions of title 5. united States

Code, governing appointments in. the competitive service. The Secre-tary shall select MeraCre of the Council from individuals distin-
guished in. the fields of medicine, law, ethics, theology, the biological,physical. behavioral and social sciences. philosophy.humanities,healthadministration. government, and public affairs; but three (and notmore than. three) of the members of the Council shall be individualswho are or who have been engaged in biomedical or behavioral researchinvolving human subjects. The appointed members of the Council shallhave 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 theSecretary shall, at the time of appointment. designate a term of officeof less than four years for members first appointed to the Council."(2) The*Couneil

"(A) advise. consult with. and make recommendations to theSecretary concerning all mattem pertaining to the protection ofhuman subjects of biomedical and beharioralwesearch.;
"(Ti) reriew policies. regulations. and other reqlrli'ernejltR of theSecretary gorerning suah research to determine the extent to'which such polieies.?egulations. and requirements require and areeffective in. requiring obserranee in such research of the basicprinciples whieh should underlie the conduct of such research. and,to the extent such policies. regulations. or -requirements do notrequire or are not effectirr in requiring obseprance.of suchmake recommendations to the Secretary respecting appro.?mote revision of xurh regulations, or requirements; and"(0) review periodically changes in. the scope, purpose, andt ypes of biomedical and beharioral resea).ch being comb/clef/ and• the impact such changes hare on the policies. regulations, andother requirements of the ,Slecretary for the protection of humansubjects of such research.

"(.9) The Connell 7)7fly (1;•k•Vnillifite to the public sach information.,recommendations. and other matters relating to its function$ as itdeems appropriate.
"(4) Section 14 of the Federal Advisory Committee Act shall notapply with respect to the Council."
.(b) The amendment made by subsection (a) shall take effect Jtily 1,107G.

INSTITUTIONAL .nErww BOARDS; ETHICS GUIDANCE PROGRAM
SEE. 212. (a) Part H of title rr of .the Public Health ‘ervire Act,'asomended by section Jai of this A ct,is amended by adding at the endthe following new . section.: - • •
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"INSTITUTIONAL REVIEW BOARDS; ETHICS GUIDANCE PROGRAM

"SEC. 464. (a) The Secretary shall by regulation require that each
entity which applies for a grant or contract under this Act for any
project or program which 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 sans f actory to the Sec-
retary that it has established (in accordance with regulations which
the Secretary 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 rights of the human. subjects of such research.
"(b) The Secretary shalt establish a program within• the Depart-

ment under which requests for clarification and guidance with respect
to ethical issues raised in- connection witit biomedical or behavioral
research involving human subjects are responded to promptly and•
appropriately."
(b) The Secretary of Health, Education, and Welfare shall within

040 days of the date of the enactment of this Act promulgate such
regulations as may be required to carry out section 464(a) of the
Public Health Service Act. Such regulations shall apply with respect
to applications for grants and contracts under such Act submitted
after promulgation of such regulations.

LIMITATION ON RESEARCH

SEc. 213. Until the Commission has made its recommendations to
the Secretary pursuant to section 202(b), the Secretary may not con-
duct or support research in the United States or abroad on. a living
human. fetus,be fore 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

SEC. 2.14. (r. Subsection (c) of section 401 of the Health Programs
Extension. At / 1973 -is amended (I) by inserting "(1)" after "(c)",
(2) by redesignating paragraphs (I) and (3) as subparagraphs (A)
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 OP behavioral research
under any program. administered by the Secretary of Health., Educa-
tion, and Welfare. may—

"(A) discriminate in the employment, promotion., or termina-
Hem of employment of any physician or other health care person-
nel, or
"(B) discriminate in the extension of staff or other privileges

to any physician or other health. care personnel,
because be performed or assisted in the performance of any lawful
health service or research activity, because he refused 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 01 moral con vic-
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tions, or because of his religious beliefs or moral convictions respect-ing any .such service or activity."(b) Section 401 of such Act is amended by adding at the end thefollowing new subsection:
"(d) No individual shall be required to perform or assist in, the per-formance of any part of a health service program or research activityfunded in whole or in part under a program: administered by the Sec-retary of Health, Education, and Welfare if his per formarwe or assist-ance in the performance of °such part of such program or activitywould be contrary to his religious beliefs or moral convictions."

SPECIAL PROJECT ORANTS AND CONTRACTS
SEC. 215. Section 772(a)(7) of the Public Health Service Act isamended by inserting .immediately before the semicolon at the endthere(' f the _follow; figs". or ( 6') pi.oeiding loemoNed emphasis On. theethical, social, leg al, and moral implications of advances in biomedicalresearch and technology with respect to the effects of such advances on.individuals and society".
And the Senate agree to the same.That the House recede from its disagreement to the amendment ofthe Senate to the title of the bill and agree to the same.

0
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DRAFT QUESTIONNAIRE - INJURIES SUSTAINED DURING RESEARCH

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 treat 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?

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

Older Adults

1,`
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4. How many patients/subjects have been seriously injured as a direct
result of participation in research projects conducted by your
institution?

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

6. 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?

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

8. What insurance option does your institution utilize?

Self-insured
Insured through

Insured through State Government
Insurance Carrier

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

What is your maximum liability under this program?
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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



ASSOCIATION OF AMERICAN MEDICAL COLLEGES

SUITE 200, ONE DUPONT CIRCLE, NW., WASHINGTON, D.C. 20036

June 20, 1974

MEMORANDUM

0
TO: CAS Administrative Board

FROM: Michael F. Ball, M.D., Director, Division of BiomedicalsD,
Research

0

-0

-c7s
(.)

0
sD,

0 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 at41/ its fall meeting. We would appreciate receiving your comments and

criticisms.

7/7

0

0
•.

Q.)

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

0

a Attachment

0
121 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-

1,2
cated in any other country. This 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 the 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, and how rapidly differentiation and specialization took

place."
2 
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
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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 practice 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-

ened dogmatism."
1 
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

• • ',•17,,,,'!"!'" • ,r•errcrl.
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data, the framing of hypothesis and the checking-up of 
results.ul

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. In addition, state revenues began

to be used to support medical education. Many schools made increasing

efforts to support research and to appoint to their faculties pro-

ductive scientists. The medical school faculty became our nation's

biomedical research scientists and their salaried, equipment and

supplies were paid for from the budget of the medical school. In

1932, for the first time, attention was called to the increasing re-

search emphasis in the schools of medical education.
3 

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
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4
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 faculty

on a full-time or a geographic full-time basis, particularly in the

clinical departments. 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 32% 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 research. 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,

4
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 scientific 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 productive scientist. There is room

for men of another type -- the non-productive, assimilative teacher

of wide learning, continuous receptivity, critical sense and responsive
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interest. 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."
1 

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 the medical 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 42% of the entire expenditures of

5
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 dcxelopment 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

- - '
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•

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

fortunes to the brains of the universities and the universities be-

came crowded with students. Emphasis in medical education was on

training students to 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

education of medical students were developed. Between 1910 and 1925

German medical education deteriorated to the point where the educa-

tion provided to medical students was comparable or even less satis-

2
factory than that accomplished in other countries of the world.

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-

ification for the existence of low quality, high volume, proprietary

medical schools 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.

..t,,)".", • "
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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

1
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 and virtual, increases •with his competency. A well-qualified

doctor may perhaps at a central point set up a small hospital, where

the seriously ill of the entire district may recEive 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-

1
ceeded in forcing an incompetent into every hamlet of 5 and 20 souls."

During the mid-1960s, the increasing 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
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the research oriented medical school. Some medical educators re-

sponded to this pressure by developing the concept of a community-

based medical school. In these programs, the student receives his

basic science education at an academic medical center, or, in other

models, at a university science 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 scholarly activities, such

as biomedical research.

Development of the community-based, '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 less 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

care 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 of medicine, must develop the

specialists and teachers of the next generation and must investigate

the problems of health and disease. Thus, scholarly pursuits such

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 eagerness to communicate

this knowledge and provide an atmosphere conducive to the develop-

ment of scholarship. The institutional commitment of the 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 preserved, institutional 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 of scientific 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 involved 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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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

lead discussion which
and the three speakers
is open to the floor.)

Th-bs section o6 the pkogkam iz dig vied to Lay out the okganizationae, educa-
tional and 6inancing -(1z/sum PLom the vakying peupectivez o6 thoe within the med-
ical centek who peay key /totes in gkaduate medical education and upon whom the
zucceis4 o any move towakd inistitutionat kesponsibility wilt depend. Quationz
to be addkez4ed include: How will pkiokitie6 be se-t and kezoukcm ateocated?
By whom? Thkough what okganizationat 6kamewokk? Wheke will the kezoukcez be
dekived? And at what cozt?

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

ThLo zection oi the pkogkam will cleat. with 6upka-inztitLttionat i46ue.s, ok
tho4e. which may invotve the opekation o national bodies Ok national tevel coop-
aation among the inztitution4. Que6tion4 to be addkezzed include: Should theke
be a national zytem 6ok ateocating specialty tkaining po6itioA4? 16 60, i4
th,bs a goveknmentat ok a non-goveknmentae {unction? What ,bs the appkopkiate
con6igukation iS OILzuch a body? On what bais,b5 showed zuch decisions be made?
What is the AD& o6 exteknat az4u,sment pkocedukez, acckeditation, PSRO'z? Who
zetis 6tandakd's o6 quatity and how? 16 theke any nece,mity Ok a national 6-
tem 6ot 6aciatating ztudent (kezident) selection? How should it be6t be opekated?
Showed a qauti6ying exam be inAtituted at the undekgkaduate-gkaduate intek6ace?
The 6inancing ,bszue wowed be appkoached OLom the 4tandpoint oiS nationa tong
/Lange paicy.
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535 TIORT If DEARBORN STREET • CHICAGO. ILLINO
IS 60610-* PHONE (312) 751-6000 • TWA 910

.221 0300

Es N yo.wcus. Lt. n
Pio, cull: Des 4:Nve40

Henry D. McIntosh, M. D.

Chairman, Department of Medicine

. Baylor College of Medicine

Texas Medical Center

Houston, Texas 77025

•'Dear Henry:

I have deliberately not responded to 
your letter of April 18 until now

in order to be able to give you some 
positive answers to the questions that

you raised.

May 23, 1974

•
•

•

• .•

Let me tell you what the present status 
of the GOidelineS for House-

staff Relationships to Teaching Institut
ions is.. First of all, the Board

of Trustees, at its meeting in April, a
pproved these Guidelines for trans-

Mission to the House of Delegates, at w
hich time, in June, they will be re-

ferred to the appropriate reference c
ommittee of the House where general

-discussion and debate, both pro and co
n, will occur. Following said debate,

the reference committee will then make 
a recommendation to the House to eithe

r

approve, disapprove, amend or table this
 document. Frankly, I understand the.

problems that you present in terms of Bayl
or's particular situation; however,

In all candor, I must also acknowle
dge that there are teaching institutions

in the country in which some form of d
ue process must be instituted if the

training programs are to continue to pur
vive because of activities that have

occurred over the past several years. .
Happily,. thiS does not refer to Baylor.

I am aware that all Housestaff situ
ations are different, and particular

-

ly in terms of Baylor's relationshi
p with the hospital district, the VA

, the

Methodist, and St. Luke's, and I also
 am aware that certainly this com

mittee

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 tra

ining pro-

grams across The country, that s
ome sort-of guidelines for at least

 reasona-

ble stability is indicated.

I do not know what the response o
f the AMA !louse will be; however,

 I

would encouiage you to appear before 
the reference committee here in C

hicago

during the course of the Annual 
Convention to present the point of 

view which

you have enunciated in your le
tter, and also to review the Guidel

ines that

the Board is referring for study.
 In order to. help you with that evaluation,

Lam enclosing a copy of the Boar
d report which includes a "due pr

ocess" pro-

cedure.

5.7,W• •

-• •

• •; ^1,-. ,r747117,-. -
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- Insofar as your comments relative to the National Society for Medic
al

Research are concerned, I am just now getting into the proble
m of NSMR and

will be in a better position to respond the next time I se
e you. ,Xt the

moment, I must confess that I am not very familiar with th
is organization.

Sorry that I missed you during the course of the Texas 
Medical Asso-

ciation -meeting; however, I am glad that Russ and I had breakfast 
with Joe

Merrill, and felt it was very productive.

. •0

Enclosure.
0
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Best personal regards,

A
Jas D. Sammons, M. D.

•

•

• • C.
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