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

AGENDA
FOR

' COUNCIL OF DEANS

ADMINISTRATIVE BOARD -

WEDNESDAY. JANUARY 14, 1976

9:00 am - 1:00 pM
WASHINGTON HILTON HOTEL
EDISON ROOM

5

ASSOCIATION OF AMERICAN MEDICAL COLLEGES

One Dupont Circle, N. W.

Washington, D. C.




a
Q
- -
172}
172}
E
5]
=¥
=
Q
=
B
=
D
2
=
[e]
=
joy
1)
=
)
o
Q
S
-
[e]
Z
s
q)
g
L
(@]
[72]
a
Q
=
5]
D
=
o
151
)
=
g
o
&
=
1)
g
=
3]
(@]
@)

FUTURE MEETING DATES
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COD Administrative Board —=~-=----ee—e——--
Executive Council ----==—m——emmm e

COD Administrative Board ----=---=====n---
Executive Council ----m-=——mmmco e

COD Administrative Board =---———-m—c—ee—w-
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COD SPRING MEETING ===mm=—mmmee o ommemmmee

January 14, 1976
January 15-16, 1976

March 25, 1976
March 26, 1976

June 24, 1976
June 25, 1976

September 16, 1976
September 17, 1976

April 25-28, 1976
Belleview Biltmore Hotel
Clearwater, Florida
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COUNCIL OF DEANS
ADMINISTRATIVE BOARD
January 14, 1976
9 a.m. - 1 p.m.
Washington Hilton Hotel
Edison Room

AGENDA

Call-fo Order

Chairman's Report

~Action Items

A. Approval of Minutes ———--==———mmm

B. Executive Council Actions--
l. CCME Report: Physician Manpower & Distribution:
The Role of the Foreign Medical Graduate
(Executive Council Agenda)..c..veeeeeneaeeea.(33)

2. Association Membership in FASHP (Executive
Council Agenda)...................,.........(36)

C. Review of LCME "Draft Propdsed Guidelines for
Peripheral Clinical Components" -——=-———rmomcmmmmmee o

Discussion Items

A. Control of Hospital Routine Service Costs (Executive
Council Agenda) e eeeeerseeeeeeeeeneeeenasenennans (38)

B. Financial Assistance to Medical Students ~=——=————————-

C. OSR Administrative Board Discussions
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES

ADMINISTRATIVE BOARD OF THE COUNCIL OF DEANS

Minutes - -
September 18, 1975 - ‘ <::::§:Q>
\ :i :>

-9 a.m. - 1 p.m.
Monroe Room East

Mark Cannon, M.D. A
Cynthia B. Johnson, Ph.D.

I. Call to Order

3l

The meeting was called to order at 9:00 a.m. by Dr. Ivan L.
Bennett, Jr., Chairman.

g Washington Hilton Hotel

g -

2, PRESENT

- A _

% - (Board Members) , (Staff)

= _

§ Ivan L. Bennett, Jr., M.D. : Gerlandino Agro

§ J. Robert Buchanan, M.D. Robert J. Boerner

=y Ralph J. Cazort, M.D. : Perry D. Cohen

= Christopher C. Fordham III, M.D. George R. DeMuth, M.D.
° Neal L. Gault, M.D. , Hilliard Jason, M.D.
b John A. Gronvall, M.D. H. Paul Jolly, Ph.D.
Z Andrew D. Hunt, M.D. Joseph A. Keyes

S} ‘ Julius R. Krevans, M.D. ‘ Susan R. Langran

= William H. Luginbuhl, M.D. Diane Mathews

b Robert L. Van Citters, M.D. - Jaimee S. Parks

e _ ‘ Emanuel Suter, M.D.
o (Guests) : Marjorie P. Wilson, M.D.
2 .
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II. Minutes of the Previous Meeting

The minutes of the June 19, 1975 meeting were approved as
written.

III. Executive Council Actions

A. The Role of the FMG

The report on "The Role of the Foreign Medical Graduate"
approved by the Coordinating Council on Medical Education

. on June 5, 1975 was sent to members of the Executive Council
for preliminary review and comment.
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In general, the responses were favorable regarding most
aspects of the report and its recommendations; but some
reviewers warned against the overextension of institutional
resources and they expressed concern about the control of
quality of proposed programs. Support was given to the
concept that the United States should be self-sufficient
in the scope of its programs. for phy51c1an education, and
that solutions. for domestic health service problems should
not depend upon the immigration of FMGs. Similarly, the
importance was stressed of having high admission standards
for FMGs into graduate programs in the United ‘States
comparable to those for U.S. graduates and of having hlgh
quality educational opportunltles for accepted FMGs.
Strong support -was also given to the recommendation that
the original purpose of the exchange visitor program be

- reestablished, and some felt that teaching hospitals be

. included as approved sponsoring institutions for such
‘programs in addltlon to accredited medical schools.

The two items which' received the most criticiSm were the
recommendation for the development of remedial programs
for resident FMGs who have failed to qualify for ECFMG
certification or licensure and the recommendation that
the Fifth Pathway be utilized.as a mechanism for entry
of U.S. citizens studying medicine abroad. It was also
stressed. that the State Department should not overcommit
United States medical institutions in an attempt to reach
agreements with other countries trying to train physician
manpower. .Ultimately, the final decision' in .the United
States for the initiation of an-exchange program must
rest w1th ‘the Amerlcan 1nst1tutlon.

The approprlateness of spec1f1c recommendations regardlnc
training requlrements for licensure of both U.S. and foreign
medical graduates was questloned because they are not germane
to this document and because the CCME does not have authority
or power of enforcement.
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Dr. Emanuel Suter, . Dlrector, Division of Internatlonal
Medical Education was on hand to discuss the document
presented for Executlve Councrl con31deratlon

The staff recommended approval of the report with the
exception of the sections referring to 1) the initiation
of remedial programs for hitherto unqualified resident
FMGs and 2) the Fifth Pathway. The staff also recommended
that the letter of conveyance to the CCME of the Council

action indicate AAMC disapproval of the policies implicit
in these sectlons._ Dr Suter commented on the staff - ‘

2




recommendations noting strong feeling that there are

probably higher priorities in U.S. medical schools than
initiating_remedial programs for foreign students who

repeatedly fail to qualify for licensure. Dr. Suter also

suggested that the Fifth Pathway is an undesirable approach

to handling the problem of U.S. citizens who have studied

abroad and wish to practice in the U.S. It does not result

in the award of the M.D. degree and does not qualify the !
participant for licensure in many states which require
either: 1) ECFMG certification or 2) an M.D. degree from

an accredited U.S. medical school, thus making it impossible
in some states for them to be licensed. Furthermore, the
Fifth Pathway has created a disturbing element in some
states by opening the legislature to considerable pressure
to change the policy on licensure to include these students
as eligible persons, which in a way threatens a reasonably
well-proven system of controls. Staff recommended that the
AAMC adopt at least an internal policy on the Fifth Pathway,
for the counsel and assistance of its member institutions.

i)

The question was asked of the staff in regard to whether
the sponsoring agencies have a line item veto in the CCME,

. : which would mean that the recommendations of the Council :
to except those sections of the report would have to be ?
heeded. Dr. Marjorie Wilson stated, with the support of
Dr. Julius Krevans, that that was, indeed, the case. ;

Action:

The Board recommended Executive Council approval of the
report on the Role of the Foreign Medical Graduate of

the. Coordinating Council on Medical Education excepting
the: following: :

)

--Recommendation B~11l which states:
"That on an interim basis special programs of graduate
medical education be organized for immigrant physicians
P who have failed to qualify for approved residencies and
- who have immigrated to this country prior to January 1,
1976. [This time restriction does not apply to physicians
entering the U.S. with Seventh Preference visas (refugees) . ]
Immigrant physicians applying to such programs must present
credentials acceptable to the sponsoring schools; the
purposes of these special programs are:
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a. - to provide a proper orientation to our health care
system, our culture and the English language, and
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b. to identify and overcome those educational deficits
that handlcap FMGs in ach1ev1ng their full potential

as phys1c1ans in the U.S. health care system,"and

-—Recommendatlon C—6-.wh1ch states:
"That U.S. medical schools continue to offer on a voluntary
and- temporary basis to qualified U.S. nationals who

have studied medicine -abroad and have completed all of
-the formal requirements of the foreign medical school
except internship ‘and/or social service, an academic ot
year of superv1sed clinical training  (The Fifth Pathway

Program) prior to entrance into the first year of

approved graduate medical educatlon " , :

The Board further recommended that the letter of conveyance

- of the Council's decision to the CCME indicate the judgment
that these were matters of policy, not mere editorial
suggestlons. : .

B. U.SL Citizens'Stndying Medicine Abroad

The Executive’ Counc;Ll agenda contained a four-page report ‘
on the status of U.S. citizens studying medicine abroad

with two tables appended. " The first table specified

the experiences over the past 5 years of such persons

re-entering the United States and the profession of medicine

via: 1) . ECFMG certlflcatlon, -2) COTRANS; 3) Fifth Pathway.

The second. table displayed information relating to states

permitting licensure of Fifth Pathway physicians and U.S.

medical schools offerlng or contemplating Fifth Pathway

programs. The paper described problems and issues

associated with these, phenomena and offered the staff

recommendatlon for an Executlve Council pollcy statement. B

Dr. Hunt ob]ected to the pejoratlve tone of the statements
, relatlng to foreign-trained physicians and expressed his -
view that the document requires the addition of paragraphs
emphasizing the positive contributions made by forelgn trained
physicians and their particular capabilities for serving
certain of our foreign-= speaking populations. Dr. Buchanan
referred ‘to a report of the New York Regents emphasizing
the state's needs for more physicians. He predicted that
unless we had appropriate alternatives, the proposed
policy statement would be viewed as self- -serving and
received hostilely. Dr. Gronvall pointed out the general
nature of the first recommendation and the difficulties
associated with implementing the operational portions of ‘
the second. Dr. Luginbuhl indicated his concern that in
the absence of a. generally accepted target for the production
of physician manpower we will be constantly vulnerable to
criticism 1f we take positions which will have a’ limiting

-
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effect. Dr. Krevans expressed the view that at the present
time there is no appropriate statement that can be made.

We are vulnerable if we criticize the influx of foreign-
trained physicians and programs which facilitate it, but

we cannot morally support programs which are not good
programs. A system which would work best puts responsibility
on the individual school but this may not be politically 5
tenable at the present time. He opposed any efforts to

set national academic standards. Dr. Bennett felt that

if such a statement were adopted, the AAMC would lose all
credibility in New York.

Action:

The Board acknowledged the importance of the subject of
U.S. citizens studying medicine abroad, but did not

believe that the two statements offered for its approval
are appropriate for adoption by the Association at this

time. i
C. LCME Procedures for Levying Charges To Schools for
' - Early Stage Accreditation Site Visits and Provisional
Accreditation : :

The LCME, in June 1975, acted to levy charges to medical
schools seeking initial Provisional Accreditation as well
as a Letter -of Reasonable Assurance for federal support as
a developing medical school. The parent Councils, in June

- 1973, approved levying charges for Provisional Accreditation
but not for a Letter of Reasonable Assurance. In both
situations, the cost to the school would include the full

- cost of the travel to and housing on site of the four to
Six survey team members and a flat fee of $1,000. This
action is not to be construed as inhibition of the long
standing practice of providing staff consultation to a

new program at LCME expense, at the initiative of the LCME T
or its senior staff members.

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

Action:

The Board endorsed Executive Council approval of the |
principle that the LCME levy charges for Letter of '

Reasonable Assurance site visits to developing medical
schools.
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D. LCME Voting Representation of the Canadian Medical Schools

In October 1974, the LCME considered the desirability for
greater participation in the accreditation process by the
Association of Canadian Medical Colleges, which now represents
sixteen colleges of medicine accredited by the LCME. The

LCME Chairman discussed with the President of the Executive

.Committee of ACMC  the feasibility of appointing a Canadian

voting representative to the LCME. The Executive Committee,
ACMC, in its meeting of May 1975, appointed Dr. R. Brian
holmes, Dean of the University of Toronto Faculty of Medicine
to be  the voting Canadlan representatlve

Actlon:

The Board endorsed Executive Council approval of the
seating of a representative of the ACMC as-a voting member
of the LCME. ,

E. Election of‘Institutional Members

The follow1ng 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
Membershlp in the’ AAMC. :

UniVersity_of South Florida”
College of'Medicine'

' Southern IllanlS University
~School of Med1c1ne

Action:

The Board endorsed Executive Council recommendation of
election by the Assembly of the University of South Florida
College of Medicine and the Southern Illinois University
School of Medicine to Institutional Membership in the AAMC,
contingent upon ratification by the full Courncil of Deans.

F. Amendment of the AAMC Bylaws to Establish a Category of
Correspondlng Members

At its last meeting ‘the Executive Council approved the Report

of the COTH Ad Hoc Membership Committee, recommending that
a category of Corresponding Members be established. It was
specified that each of the three Councils would be able to
nominate Correspondlng Members within the criteria developed
by the Councils and approved by the Executive Council. It
was also recommended that Corresponding. Membership dues be
set at $500 per year, and that an absolute requirement for

-6-
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becoming a Corresponding Member would be ineligibility
for any other class of membership in the Association.

Correspondlng members would have not voting participation

- in the Association affairs and the governing structure of

the AAMC would remain unchanged. Corresponding members

"~ would receive notification of all open AAMC meetings, as

well as certain specified AAMC publications and communications
(e. g. Journal of Medical Education, President's Weekly

Activities Report, other appropriate publications and
memoranda. )

The fbllowing additions to the AAMC Bylaws were proposed:
Title I, Section 1, Paragraph I:

I. Corresponding Members - Corresponding Members
shall be schools, organizations, hospitals or
‘other institutions (in the United States) which

. do not meet the criteria established by the
Executive Council for any other class of
membership listed in this section.

Title I, Section'3, Paragraph F:

F. Corresponding Members will be recommended to the

' Executive Council by either the Council of Deans,
Council of Academic Societies, or Council of
Teaching Hospitals.

Because of reservations regarding the use of the term

"member" as applied to institutions which do not meet
the criteria of the Executive Council for Association
membershlp, but which wish to keep on top of developments
in the Association, the Board took the following actions.

Action:

The.BdardAsuggested that the proposed amendments of the
AAMC Bylaws be modified to read as follows:

Title I, Section 1, Paragraph I:

I. Corresponding Members - Corresponding Members shall
be hospitals involved in medical education (in the
‘United States) which do not meet the criteria
established by the Executive Council for membership
in the Council of Teaching Hospitals.

-7-
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Title If-Section 3, Paragraph‘F:

F. Correspondlng Members will be recommended to the

Executlve Council by the. Counc1l of- Teachlng Hospitals.

Actlonf

-The Board also recommended the establlshment of the

subscriber service which would make available for a’
set fee AAMC- publlcatlons and mailings.

G. Report of the National Health Inhsurance Review COmmittee

At its April meeting, the Executive Council requested:

that the Chairman appoint a small Review Committee to
recommend appropriate action on a national health insurance
policy statement which had been. forwarded for consideration
by the Coordinating Council on Medical Education and the
Liaison Committee on Graduate Medical Education. The
Committee was also requested to recommend. appropriate
additions or modifications to the existing AAMC Natlonal
Health Insurance Policy in accord w1th the recommendatlons
to the CCME LCGME.

An oral Commlttee Report was presented at the June Executive

Council meeting by David Thompson, M.D. After brief discussion,

the Executive Council voted to table the Committee Report
until its September meeting so that a written report could
be formally. included in the meeting agenda.

Dr. Mark Cannon questioned the deletion of the LCGME/CCME
Recommendation regarding the consideration of residents
and clinical fellows as part of the medical staff of the
teaching institution. Dr. Buchanan, as a member of the

"Review Committee, explained that the Committee felt that

the institutions have the right to establish their own
definitions of medical. staff of the teaching 1nst1tutlon.
He also pointed out that such definitions are guite often
subject to the approval of outside agen01es.

Action-

The Board recommended Executive Council approval of the
Committee report which 1s appended to these mlnutes.‘

-8~
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concern that the process of approving new specialties be

H. Recognition of New Specialty Boards

The recognition of new specialties to permit their developing
certifying boards and accreditation programs for residencies
has historically been the responsibility of the Liaison
Committee for Specialty Boards (LCSB). The ABMS and the
Council on Medical Education of the AMA have equal membership
on this Committee. Final action on the recommendations

of this Liaison Committee has been the prerogative of the
House of Delegates of the AMA and the membership of the ABMS.

_ With the foundation of the Coordinating Council on Medical

Education and the LCGME, it appears logical that decisions
regarding the formation of new certifying boards and
accredited residency programs for a hitherto uncertified

and .unaccredited specialty should be the responsibility

of the Coordinating Council with concurrence of its parent
organizations. This is important because the growth of
specialties has an impact upon all the member organizations
of the Coordinating Council and has serious implications for
the public interest.

An ad hoc committee was established by the Coordinating
Council and the Liaison Committee on Graduate Medical
Education in the Spring of 1975 to study this matter. This
Committee has had two meetings. The second of these was
with the LCSB. The Committee has made no recommendations
and appears to be unsettled as to its charge. Meanwhile,
the House of Delegates of the AMA has approved a set of
standards developed by the Council on Medical Education for
residency training in emergency medicine.

Dr. Krevans was concerned with the phrase indicating that
all parent organizations of the CCME must be in on the
approval process for the development of new specialties.
While he made it clear that his intention was not to promote
the rapid addition of new specialties, he expressed the

an expeditious one and did not see this happening by going
through the parent organizations. While rules of the CCME
require approval of the parent organizations on all policies
in this case that requirement might best be left unemphasized
to permit the development of some flexibility in the future.

The Board voted to recommend deleting the phrase "and its
parent organizations."

-g-
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Action:

The Board recommended that the following statement (with
indicated phrase deleted) be sent to the Coordinating
Council on Medical Education and its member organizations
as a pOSltlon of the Executive Council:

"The Executlve Coun01l of the Association of American
Medical Colleges believes that the authorization of the
formation of new 'specialty boards and the development

of accreditation programs for new specialties must be

the responsibility of the Coordinating Council on Medical
Education and-its-parent-erganizatiens. The Coordinating
Council, in conjunction with the Liaison Committee on
Graduate Medical Education, should establish specifications
and procedures for, the authorization of the development
of new specialties certifying boards and r951dency
accredltatlon programs."

I. Modlflcatlon of "Recommendatlons of the AAMC Concerning
Medlcal School Acceptance Procedures"

The Early Decision Plan (EDP) permlts' a medical school ‘
applicant to file a single application (usually prior to
August 15) and guarantees that the applicant will receive
a prompt decision by that school (usually on or prior to
October 1). 1In 1973-74 EDP reduced the total number of
applications by approx1mate1y 5000 and in 1974-75 by
approximately 6500, thereby lessenlng the admission burden
of all medical schools :

Regardless of whether all medical schools participate fully
in the Early Decision Plan, this program is deemed beneficial
by the 59 schools which do: currently participate. The
establlshment of a unlform first date for notification of
acceptance among all medical schools, whether participating
in EDP or not, strengthens EDP for those schools which do
find it useful in the following respects: (1) Assures that
EDP applicants who are not accepted have the opportunity

to apply to other schools before any acceptances are offered
or any places are filled; and (2) Assures that EDP appllcants
will be notified of action on their applications well in
advance ‘'of notification to non-EDP applicants.

In recognltlon of these facts- the Group on Student Affairs

(GSA) has endorsed the follow1ng statement and recommends

that it be inserted as procedure number 2 in the "Recommendations

of the AAMC Concernlng ‘Medical School Acceptance Procedures": ‘

-10-
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Each medical school should agree not to notify its
applicants (except for those applying via EDP) of

acceptance prior to November 15 of each admission
cycle.

Action:

The Board endorsed Executive Council approval of the

recommendations of the GSA Steering Committee.

J. Planning Agency Review of Federal Funds Under the
Public Health Service Act Titles IV and VII

At its April meeting, the Executive Council appointed a
special task force to review the new Health Planning and
Resources Development Act of 1974, P.L. 93-641. The task

- force, chaired by Charles A. Sanders, M.D., General

Director of Massachusetts General Hospital, was charged
with the responsibility for identifying the particular
issues which require AAMC attention and providing guidance

to AAMC staff. On May 22, 1975 the task force held its
first meeting.

The following document was prepared by the task force in
response to a request from HEW's Bureau of Health Resources
Planning and Development. It represents the task force's
comments on the interpretation of the section of the law
pertaining to planning agency review of proposed uses of
Federal funds under Title IV (Research) and Title VII
(Health Manpower Training). Due to the timeliness of the
issue and the need for AAMC input to be received during
the preliminary regulation development process, the paper
has been submitted to Eugene Rubel, Director of the Bureau
of Health Planning and Resources Development.

Action:

‘The Board recommended that the Executive Council approve

the task force report. It further recommended that the
matter be fully discussed at the Executive Council meeting,
so that the grave implications of this legislation be

fully recognized.

-11-
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K. Recovery of Medicaid Funds and Sovereign Immunhity-

The 11th Amendment and the doctrine of sovereign immunity

bar the exercise of the judicial power of the United States
(any action in federal courts) in any suit against a state
prosecuted without the state's consent. There is no bar,
however, to such a suit seeking a court order requiring a
state of its officials to comply with or cease violating
federal law. This has .resulted in an anomalous situation

in the case of state participation in federal welfare programs.
A claimant may sue to assert his rights to future benefits, '
but he may not receive redress for the denial of past

benefits unlawfully withheld. (Edelman v. Jordan)

This matter has- relevance to the Association because at
least one of its members has a claim against a state for
reimbursement for services delivered under the Medicaid
- program which the state refuses to pay. The law in its
current posture bars litigationh of this claim which amounts
to over several millions of\dollars.

S$.1856 introduced by Senator Taft with Senators Stevenson,
Percy, Case, ‘McGovern and Gravel, is designed to remedy .
this situation by 1mp051ng, as an express condition to a
state's partlclpatlon in a federal welfare program, a
_requlrement that the state waive any 1mmun1ty it may enjoy
from a suit brought by or on behalf of any claimant for aid
Or assistance under such program or for redress for violation
- of any other requirement of federal law relating to such
program. The Association has’ been asked to support actively
the enactment of S5.1856. '

On the one hand this would appear to be of direct interest
and benefit to our member institutions. It would permit them
to seek adjudication of their claims and cuts off the ability
of state to shirk their responsibility. On the other hand,
the Association has consistently opposed. the federal

- government's exploitation of 'its spending power to achieve
indirectly objectlves which would be precluded by the
Constitution if attempted directly (e.g. mandatory service,
uniform currlculum, enrollment increases).

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

At this p01nt in the meetlng, ‘Dr. Gronvall assumed the chair
for Dr. Bennett, who had a conflicting engagement. Mr. Keyes
elaborated on the involvement of the particular member
institution in this ‘situation. The concern was raised as to
how far the Association should go in taking a stand on such
a constitutional questlon. It was agreed that the AAMC should
speak to the issues in which it has expertise and support its. ‘
constituent institutions and that perhaps the Association should
pursue further knowledge of the broader implications of such
legislation. It was agreed the AAMC should take no stand

~on thls 1eglslatlon at thls time.

. _12f'
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Action:

After consideration and discussion of the matter, the

Board. expressed its belief that institutions should be
reimbursed for services delivered by them and that some
way of accomplishing this should be established. However,
the Board expressed its lack of expertise on the broader
implications of the proposed legislation and recommended
that the Association take no stand on it.

ADMINiSTRATIVE BOARD ACTIONS
A. Nomination of Distinguished Service Members

A committee consisting of J. Robert Buchanan, Chairman,
Robert L. Van Citters, and Christopher C. Fordham, solicited
the Council of Deans for recommendations for nominations

to Distinguished Service Membership. On the basis of the
responses and their own deliberations the following names
were proposed for Board action:

Lewis Thomas : Stanley Olson
Leon Jacobson Clifford Grulee
George Aagaard William Mayer

Donald Anderson

Dr. Buchanan disclosed that several persons who were

currently Emeritus Members were proposed for Distinguished
Service Membership by the Council Members. The committee
concluded that because election to Emeritus Membership
accorded equal honor and because Distinguished Service
Membership was designed to facilitate the continuing
participation in the governance of the AAMC of those who
had served the AAMC while a member of a Council, but are
no longer eligible by virtue of a change in thelr
institutional status to do so and because Distinguished
Service Members automatically become Emeritus Members at

age 70, these persons should not be nominated to Distinguished
Service Membership.

Action:
The COD Administrative Board recommended the above mentioned

persons be nominated by the Executive Council for election
to Distinguished Service Membership.

-13-
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B. COD Guidelinés for OSR'_.

At its January 15, 1975 meeting the Board rejecéedva proposed
~amendment to thé OSR Rules and Regulations which would specify
that "only students may vote in the selection [of OSR
Representatives at the institutional level]". This amendment
was rejected in part because it appeared to conflict with the
COD Guidelines for the OSR which provided that the process of
selection should "facilitate representative student input and
© be appropriate to the governance of the institution"."

It was the opinion of the Board that the COD should not
mandate a change in existing institutional provisions for
the selection of OSR representatives. One member suggested
that the effect of this modification might be that the OSR
would lose representation from .the schools who do not select
representatives solely on the basis of student vote.

The Board voted to maintain the wording as stated in the
Guidelines and disapproved the OSR revision. It did, however
suggest that the section in the Guidelines referencing OSR
selection might be revised to indicate a COD preference for :
student selection of 'OSR representatives, which would stop . |
short of making it a requirement for OSR representation.

On reflection, it appeared to staff that it might be wise

to retain the character of the Guidelines as an historical :
document for setting forth the ground rules for the establishment
of the OSR, modifications to these expectations might best be
reflected by other means. One such means is, of course, the
approval of Rules and Regulations amendments.

A deVice‘whiCh might best accomplish the Board's purpose
may be the formulation of a resolution interpreting the
intent of the guidelines which the Board would recommend
for adoption by the Council of Deans at its annual meeting.
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The following recommendation was presented to the Board for
its review and subsequént'Smeission to the COD:

"The Council of Deans reaffirms its intention that
students play a major role in the selection of institutional
representatives to the Organization of Student Representatives. -
The Guidelines for -the Organization of Student Representatives
adopted by the Council of Deans on May 20, 1971 expresses this
intention in the followihg manner:

S
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'A medical student representative from each participating
Institutional Member and Provisional Member of the COD
shall be selected by a process which will facilitate
representative student input and be appropriate to the
governance of the institution.'

While the Council is unwilling to mandate a particular. method
of student selection, it reaffirms the view that the appointment
of the representative by the dean acting alone or by a committee
" in which the students do not have a major voice, or by any other
: means which preclude substantial student participation is
inappropriate to the objectives of the AAMC in establishing
the OSR. It is intended to be a vehicle for representative
student input into- the deliberations and decisions of the AAMC."

Dr. Mark Cannon, OSR Chairperson offered an amendment to the

resolution which would state that the "students play the

major role" in selecting OSR representatives, rather Ehan

‘ ' "a major role". Dr. Cannon subsequently informed the Board

- that his recommendation of amendment to the resolution was
not carried to the COD Administrative Board by a vote of the
OSR Administrative Board. The OSR Board approved the resolution

.‘ as it stands, but, Dr. Cannon reported, did so with expression
of the belief that a proposed change in wording would not be
viewed favorably by the COD Board. He, thus offered his
recommendation as Chairperson of the Organization acting in
what he perceived to be the best interest of his constituency.

The chief issue raised by the Board with respect to this
suggested amendment was the role of the AAMC in influencing
institutional governance. The consensus was that a method

for the selection of representatives should not be dictated
to the constituent institutions.

Action:s

1. On the proposal to amend the resolution to state:
a) that the students play "the major role" in the OSR
representative selection process; and b) that the word
"intention" in line 1 be changed to "view", the vote
was 4 in favor and 4 opposed; the amendment was defeated.
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2. On the resolution as written: the motion was carried
‘with one dissent.

C. Survey of Medical Student Liability Insurance Coverage

‘ - At its last meeting, the Board recommended that the AAMC survey
the Council of Deans to develop data regarding the extent to
which*institutions retain liability coverage for their students.

-15-




A draft questionnaire was developed by the Division of
Student Programs with the Division of Institutional Studies
and has been reviewed by the GSA Steering Committee.

The Board was requested to review -the questionnaire to
determine whether it met the Board's expectations.

In addition to several editorial corrections, the Board had
two major suggestions: . 1) that "moonlighting" be expanded

to include free clinics or organizations ‘which have not part
in the teaching program of the institution; 2) that . certain
questlons be clarified to remove ambiguities relating to
whether the question was directed to gatherlng information
about coverage of the student or the institution providing the
”coverage.

D. Implementatlon of the AAMC Data Release Pollcy

The Association staff is now in the process of implementing

the policy for the release of AAMC information, beginning

with the data currently flled in the Institutional Profile

System (IPS). ' ’

The Instltutlonal Proflle System of the AAMC is. a computer-
based information system that can provide data on a wide
variety of subjects, such as sources of medical school
revenues and expenditures, statistics.on faculty manpower,
student enrollment, attrition, ethnic and sex compOSLtlon,
-medlcal school currlcula, fac111t1es ‘and so on.

The data are prov1ded to the. AAMC by the medical schools
thlough questlonnalres such as:

Liaison Committee part I (financial) _
Liaison Committee part II (Institutional)
Faculty salary survey - '

Curriculum directory

Fall enrollment

.Health service dellvery and prlmary care
DHEW facilities survey

Faculty roster

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

The Institutional Profile System includes data from the
most current questlonnalres and publications, and also ‘data

from preceding years, thus providing the capablllty for
analy51s and for time- serles studles.
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The information stored in IPS has so far been treated as '
privileged for use by the Association's staff only. Data

from IPS have been released outside the Association in

aggregate form, but with all possible safeguards to preclude

the identification of any individual institution's data,

except in those instances when the information is already

public knowledge through publications and/or public records.

During the last two years, there has been substantial progress
toward the development of an orderly approach to the release
of AAMC data to the Association's constituents and to the
general public. The Association has adopted a policy for

the release of information derived from its databank.

That policy provides for the following classification of
information:

"Data in the possession of the Association will be classified
according to permitted access using the following categories: !

I. - Unrestricted - may be made available to the general

,. ’ _ public.
(" 4 II.

Restricted - Association confidential -- may be made
. available to member institutions and other qualified
~institutions, organizations and individuals subject
to the discretion of the President.

III. Confidential - A) Institutional -~ Sensitive data collected
concerning individual institutions generally available
only to staff of the Association; and B) Personal -
Sensitive data collected from individual persons generally
available only to staff of the Association. It may be
released with permission from the individual.

No information will be released which could be identified with
an institution unless reported or confirmed by that institution."
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The Data Development Liaison Committee (DDLC) reviewed the
recommendations of staff regarding the release categories

to be assigned each of the IPS variables. The Administrative
Board in turn reviewed the recommendations of the DDLC and
endorsed the vast majority of that committee's judgments.

. The Board devoted particular attention to the following areas.

1. Variables pertaining to the Health Service Delivery and
Primary Care .questionnaire: the Board concurred in the
committee's judgment that these should be listed as
‘ ' "unrestricted". ‘

~17-



2. Variables pertaining to medical college  revenues and
expenditures from LCME Questionnaire, Part I: the
Board concurred in the committee's judgment that 3
items relating to total revenues (1120-1122) should
be listed as confidential, but recommended that 24
others (1094-1119 and 1123-1137)--specified categories
of revenues and expenditures--be classified as restricted
rather than unrestricted as the committee advised. '

3. Variables relating to funds for construction by source
and building data (1935-1954) from the LCME Questionnaire,
Part IT and variables related to medical student admission,
retention and graduation by ethnic background (2131-2148):
the Board disagreed with the committee's advice that

these should be unrestricted and recommended that they
be classified as restricted. '

4. Variables pertaining to the ethnic and sex grouping
-of repeaters and withdrawn students (1462-1497): the
- Board agreed with the half of the committee that
regarded these data.as sensitive, but recommended .
that they be classified as confidential rather than
restricted. - ‘ ' :

5. " Variables relating to the reasons for student withdrawal
- (1520-1529) : - the Board, with two members abstaining
concurred with' the committee's judgment that these items
'should be classified as restricted.

The deliberations were in part devoted to a discussion of
the impact of the classification scheme. It was emphasized
that the matter at issue was the extent to which institution
specific information would be released with institutional
identification. All datad, according to the policy statement,
is subject to release in aggregate form. Unrestricted is
- subject to release in institution specific form, without
prior clearance. Restricted information is subject to
‘release at the discretion of .the AAMC President to member
institutions and other qualified institutions, organizations
and individuals. Confidential information may be released
only with the permission of th institution or individual

to whom it pertains. ' '
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The Board, with 2 members of the opposite persuasion took

the stance that much of the information under review as

discussed above was sufficiently sensitive that it should

be handled with discretion. It therefore suggested that on

matters judged to be sensitive, a more restrictive classification
was warranted. In addition, the Board indicated its intention

‘to devote further consideration to .this important area, particularly
the staff procedures for handling requests for data.

-1851
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DISCUSSION ITEM

Dr. Hilliard Jason of the AAMC staff came before the Board

to discuss a draft paper called "Promotion Decisions in
Medical Schools" generated by data gathered by means of an
-exercise conducted at the 1975 COD Spring Meeting. Dr. Jason
was anxious to receive COD input on the advisability and
desirability of publishing such a paper. While one or two
members of the Board believed they would be comfortable '
with a paper defining conclusions of that exercise, the
majority of the Board expressed the following concerns:

1. The implied contract regarding this section of the
meeting was that it was to be an exercise from which
deans might learn something regarding the process of
making good decisions. Participation of the deans was

on on this basis rather than with the purpose of gathering
data. '

2. It was‘suggested that the design of the exercise made
it appropriate for its intended purpose but possibly
inappropriate as the basis for a study.

3. 'The planning of future COD programs could be hampered

if such a paper were published in light of the first
- two concerns.

Dr. Jason thanked the Board for its advice and stated his
intention to abandon plans for publishing the paper as an
independent study.

ADJOURNMENT

The meeting was adjéurned at 1:00 p.m.
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NATIONAL HEALTH INSURANCE

REVIEW COMMITTEE REPORT

Pursuant to its charge the Committee reviewed the Report of the CCME/LCGME
Committee on Financing Medical Education and the Impact of National Health
Insurance on Medical Education. Attachment I outlines the CCME/LCGME Sum-
mary of Recommendations. Attachment II represents a point-by-point critique
and reformulation of the GCME/LCGME recommendations. The Committee recom-
_ mends that the Executive Council approve the reformulation of the seven
: . CZME/LCGME recommendations which have been reduced to the four recommendations

as presented in Attachment III as the Executive Council response to the CCME/

LCGME Report.

The Committee was also requested to examine the existing AAMC policy on National
Health Insurance to determine if theCCME/LCGME recommendations should stimulate '
any revision of that policy. Of the ten-point summary statement of the Task
Force Report appearing as Attachment IV, the Committee believes that the two

. items concerned with Provider Reimbursement Standards (Item VII) and the Role
of Philanthropy (Item X) should be highlighted in any forthcoming AAMC policy
statement on National Health Insurance. The Committee also believes that the \g@
Task Force Report, with these items highlighted, together with the recommended
modifications of the CCME/LCGME Report .provide an appropriate basis for Associ-
ation response to inquiries such as that of Congressman Rogers of June 2, 1975.

Charles B. Womer, Chairman
Robert Buchanan, M.D.
Thomas R. Johns, M.D.
David D. Thompson, M.D.
Phil Zakowski
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. ATTACHMENT I :

o | CCME/LCGME COMMITTEE ON NATIONAL HEALTH INSURANCE
haad - ~"" AND. FINANCING MEDICAL EDUCATION

. SUMMARY OF RECOMMENDATIONS

1975, the Committée agreed to present

‘At its meeting of March 10,
ns to the Coordinating.Council on Medical

the following recommendatio
Education: 2 .

1. For the purpose of reimbursement under National Health
----Ipsurance, the cost of approved programs‘of‘graduate medical education
in teaching institutions shall be included in the overall "cost of

doing business." The cost of graduate medical education shall not be
.divided into cost for service, cost for education, and cost for
teaching. The "cost of doing business" shall jnclude the recompense.
- of residents, payment to supervisorSfandgteaChers, and cost of '
,faciTities,'inc]udingHSpaceﬂand'equipment. B '

2. Graduaté medica1.édutation7iﬁ all its aspects shall be pro-
vided for within health insurance premiums: :

3. All individuals (defined as residents and clinical fellows .
providing patient care) involved in graduate medical education shall
ben;onsidercd-paht'of the medicai staff of the,teaching.institution
. -under the bylaws, ru1es-andjregu1atiohs,0f that_institution. ‘
- S 4, The manner in which residents are paid shall be left to
local option. Options may include: ‘ L ,

a. Payheht.of stipend or salaries to residents within -
" hospital budgets; T
b;q'Paynent to residents, out of fees earned for direct
. service to patients in,accordance_with1the_partici—
. pation of residents in the practice plan of the
teaching institution. T

D y
ocument frorp the collections of th?f‘fAfMC Not to be reproduced without permission

rance system should provide support
f programs in graduate medical

5. A natidna]vhea1th insu
for residents and development o
education. S :

6. ,A‘natioha1»héa1thvinsurance system should provide support

for modification of programs 1in gra
the appropriate'expahsion of existing programs,

duate medical education through
the addition of
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needed new programs, or the elimination of programs which no longer
fit the aims of education or needs of patient care.

7. Any system of national health -insurance shou1d‘provide for
ambulatory patient care. The recommendations 1-6 shall apply to the
field of ambulatory care. Reimbursement for ambulatory health care

_must include the additional cost of graduate medical education in
the ambulatory setting, including facilities, space and equipment,

as well as personnel.

The major impact of national health insurance will be on graduate
medical education. It is the consensus of the Committee that under-
graduate medical education will be secondarily affected. The imple-
mentation of the recommendations for graduate medical cducation

‘would assist in the improvement of undergraduate medical education

by providing increased support and facilities, as well as teachers
and supervisors for undergraduate medical education.

93 )




ATTACHMENT 1T .

LCGME/CCME Reéommendetion #1

For the purpose of reimbUrSementrﬁndef national health insurance, the cost
~" approved programs of graduate medical education in teaching institutions
shall be included in the overall "cost of doing business.' The cost of
graduate medical education shall not be divided into cost for service, cost’
for education, and cost for teaching. The 'cost of doing business'" shall
include the recompense of residents, payment to supervisors and teachers,
and- cost of fac111t1es, includlng space and equipment. -

Review Committee Recommendation

For purposes of relmbursement under national health insurance the costs of
approved ‘programs of clinical post-doctoral education in teaching institutions
shall be included as an allowable cost (a cost of doing business). The allowable
costs of graduate medical education include, but are not limited to, ‘the re-
. compense of clinical post-doctoral trainees (interns, residents and fellows),
payments to supervisors and teachers, and are applicable to both inpatient
"and. outpatient services as well as the cost of space, equipment and supplies. .
Revenue from grants, endowments and other available sources-applicable to
clinical post-doctoral medical education should be deducted from total cost
prior to determining reimbursable- cost. The manner -and amount of compensation
for ‘clinical post-doctoral trainees should_be left to local option.

LCGME/CCME Recommendation #2

Graduate medical education in all its>aspects-shall be provided for within
health insurance premiums.
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Review Committee Recommendation

‘The recognltlon of the costs of approved programs in clinical post-doctoral
education as an allowable cost shall be -acknowledged and paid by all purchasers
of health care services whether governmentel,or private.




LCGME/CCME Recommendation #3

Ly
All individuals (defined as residents and clinical fellows providing patient
care) involved in graduate medical education shall be considered part of the
medical staff of the teaching institution under the bylaws, rules and regu-
lations of that institution.
Review Committee Recommendation
This recommendation  should be withdrawn.
: LCGME/CCME Recommendation #4
i Tr~ manner in which residents are paid shall be left to local option. Options
may include:
(a) payment of stipends or salaries to residents within hospital
budgets;
(b) payment to .residents, out of fees earned for direct service
to patients in accordance with the participation of residents
in the practice plan of the teaching institutions.
‘Review Committee Recommendation
The final two sentences of substitute recommendation #1 serve the purpose of ~

this statement. Therefore, it should be deleted.

LCGME/CCME Recommendation #5

A national health insurance system should provide support for research and
development of programs in graduate medical education.

Review Committee Recommendation

This recommendation should be deleted since it is included in the following
recommendation. :
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LCGME/CCME Recommendation #6

A national health insurance system should provide support for modification ‘
of programs in graduate medical education through the appropriate expansion

of existing programs, the addition of needed new programs, or the elimination
of programs which no longer fit the aims of education or needs of patient

care.

25— .




Review Committee Recommendation

A national health Insurance System should provide support for modification of

programs in clinical post-doctoral medical education through the appropriate
expansion of existing programs, the development .and addition of needed
innovative programs, and should facilitate the elimination of programs which
no longer fulfill the aims of education or needs of patient care.

' LCGME/CCME Recommendatlon #7

Any system of natlonal health insurance should prov1de for ambulatory patlent
care. The recommendations 1-6 shall apply to the field of ambulatory care.

Poimbursement for ambulatory health care must include the additional cost of

graduate medical education in the ambulatory setting, 1nclud1ng facilities,

‘space and equipment.

Review Committee Recommendation

Any syStem of national health insurance should provide for and encouragg
clinical post- ~doctoral education in the ambulatory patient care setting.
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All recommendations hereln shall apply to the field of ambulatory care.
Reimbursement for ambulatory health care’ must include the additional cost
of clinical post-doctoral education in the ambulatory settlng, 1nclud1ng
fac1lit1es, space and equipment as well as personnel.
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ATTACHMENT III

PROPOSED MODIFIED CCME/LCGME RECOMMENDATIONS
REGARDING NATIONAL HEALTH INSURANCE

" Recommendations

€9

- (2)

(3)

4)

For purposes of reimbursement under national health insurance,
the costs of approved programs of clinical post-doctoral edu-
cation in teaching institutions shall be included as an allowable
cost (a cost of loing business). The allowable costs of graduate
medical education include, but are not limited to, the recompense

‘of clinical post-doctoral trainees (interns, residents and fellows),

payments to supervisors and teachers, and are applicable to both
inpatient and outpatient services as well as the cost of space,
equipment and supplies. Revenue from grants, endowments and
other available sources appilieable (restricted) to clinical

post-doctoral medical education (by the donor) should be deducted

from total cost prior to determining reimbursement cost. The
manner  and amount of compensation. for clinical post-doctoral

‘trainees should be left to local option.

Any system of national health insurance should provide for and
encourage clinical post-doctoral education in the ambulatory
patient care setting. All recommendations herein shall apply

to the field of ambulatory care. Reimbursement for ambulatory
health care must include the additional cost of clinical post-
doctoral education in the ambulatory setting, including facilities,
space and equipment as well as personnel.

The recognition of the costs of approved programs in clinical
post-doctoral education as an allowable cost shall be acknowledged
and paid by all purchasers of health care services whether govern-
mental or private.

A national health insurance system should provide support for
modification of programs in clinical post-doctoral medical
education through the appropriate expansion of existing programs,

the development and addition of needed innovative programs, and

should facilitate the elimination of programs which no longer
fulfill the aims of education or needs of patient care.

( ) - Added by COTH Adninisitrative Board .

June, 1975
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ATTACHMENT IV

SUMMARY

AAMC Nationa1 Health Insurance Task Force Report

. 1. Scope of Coverage: any,NHI system néeds to be based hpon mandated, universal

coverage.

a uniform compfehensive package of benefits, covering all
ith limited deductibles

hould be we]l-defined.

.11. Benefit Structure:
medica11ytnecessary:physician-and-hospital services W
and coinsurance payments. Exclusions from coverage s
and well reasoned. ‘

Iid. Coét-Sharing; if required, deductibles, coinsurance, and/or co-payments

: ~ shouTd be at a reasonable Tevel .which avoids over-utilization yet is not
burdensome upon the population. Providers should neither be responsible
for collecting cost-sharing payments nor for determining eligibility.

IV. Financing: the divided opinion of task force members prohibited the develop-

ment of a firm policy statement.

ulation of-the,lnsuréhée Undéfwriter: a sing]e,,federé] agency, indepen-

~ dent of the NHI administration. Duties should include promulgation of

~ standards for c_'arrier,soWehcy',»risk-'Sele‘ction._ loss ratios, and premium ‘

rates. o ' : '

VI. Provider Regulation: .thé_regulation,of provider reimbursement and health
care costs should be located at the state or substate level under federal
guidelines; should include effective mechanisms-for due process qnd-appeals.

VII. Provider Reimburéément Standards: the system should provide a fair and

_ Teasonable reimbursement policy which meets the dnstitution's full financial
needs, including capital replacement, asset depreciation, amortization of

' debt-and'adequate:operating margin. .There should be valid, differentials
among types-of providers and recognition of the cost of federally imposed
regulatory measures. The policy should not impede the training and education
of graduate and undergraduate medical students. -
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A. The policy should not, for example, in setting conditions under which
 fee-for-service reimbursement of teaching physicians is to -be made,
. require the kind of financial test and other conditions imposed by
‘section 227 of the Social Security Amendments of 1972.

~ B. There should be recognition and allowance for the fact that the cost
of services delivered in the teaching hospital will be greater for

at least three reasons:

. (1) . the severity of illness a'nd:'éo'rhb]'exity of diagnosis which :
Yo ' patients bring to the teaching hospital; A ‘
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(2) the comprehensiveness and/or intensiveness of services
provided by the teaching hospital;

(3) the teaching hospital's commitment to the incremental
' costs of providing the environment for medical and para-

"medical education programs.
NHI is an appropriate mechanism for

VIII. Resource Development and Distribution:
- Financing graduate meaicai education as a means of replenishing health man-
eeded medical facilities ang

IX.

_Effect on Other Federal Programs: Se€p

—encourage charitable contributions an

power and for assuring the construction of n
services. The system may also be used to in
of physicians that are trained.

fluence the quality and types

arate, existing federal programs,

e.g., VA, public Fealth service hospitals, Indian Health Service and
Champus, should be integrated into and made to conform with the national _

health insurance system.

Role of Philanthropy: reimbursement formulas should provide that uqrestricted
endowment principal and income and charitable contributions not be included

in determining hospital payment rates. NHI provisions should continue to
d allow their use without restrictions.
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L l\\‘ "J%’K\‘ ) ASSOCIATION _OF AMLERICAN _MI DICAL COLLEGLS

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

JOHN A, D. COOPER., M.D., PH.D.  ~ WASHINGTON: 202i 466-5175 X \‘4‘59“

PRESIDENT

August 25, 1975

3 Mr. Eugene Rubel ~ A T T - :
Director . S : ‘ T
Bureau of Health Plauning

and Resources Development - T B : . , _ )
~ Department of Healtli, Education - : . : :

J and Welfare . ' S

3600 Fishers Lane

j Room 1111 :
! Rockville, Maryland 20852
- Dear Mr. Rubel:
) The Association of American,MedicalAColleges is pleased to submit the enclosed
paper for.consideration by .the HEW Bureau of ‘Health Planning and Resources : .

Development,'-The paper represents the Association's interpretation.of and
comments on- Section.1513(e) of P.L. 93-641, "Planning Agency Review of:Proposed
- Uses of Federal Funds.': ‘ ' : .

PESTRPTPE SR

During ptevious-meetihgs'held between your staff and the staff of the AAMC, it
was indicated that the. Bureau was interested in receiving our assistance and
input in resolviung issues of critical importance. Tn an effort to provide the
most effective response, the Association formed a special Task Force to formulate
our position. This paper, Lherefore, will serve to furnish you with the Associ-
atioh's_vicws regarding planning agency review respohsibility and authority

for programs designated for funding under titles IV (National Tustitutes of
‘Health) and VII (Health Research and Teaching Facilities of Professional llealth .

Pe rsonnel) .

S SRPEF X S TR S .
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In summéry, the Association recommends that:

Prngam'fhnds.for'undergradUaCe‘medical education under|titlé VIT
'should be exempt from Agency review. Certain title VII funds for
graduate medical education that have as their central purpose to

“jmpact_ on the local health resources may appropriately be subject
to a voluntary consultdtive review. S :

.
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“Pleas

"IV research programs that have a significant

e feél free to contact me should you wish .to dis

in-greater detail.

Title IV research funds designated for the basic scicnces and
research projects with minimal service components should be

exempt from Agency review.

e a voluntary consultative review between
gencies for the 1imited number of Title
"patient service

r demon-

HEW may wish to encourag
project recipients and A

component,"”" e.g., large clinical projects, large cance

stration programs.

cuss these recommendations

Sincerely,

John A. D. Cooper

Enclosure
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- AGENCY REVIEW OF FEDERAL FUNDS UNDER‘TITLES IV AND VII

~The purpose of. this paper is to present the views of the Association of
American Medical Colleges concerning the Health -System Agency and Statewide-
Health Coordinating Council (SHCC) review of proposed uses of Federal funds
under ‘P.L. 93-641. It is authorized in the law that the Health Systems Agency
is responsible for the review and approval or disapproval of certain proposed
uses of Federal funds for health-related projects in their respective health
. ‘service arcas. . o ' .

~ Section 1513(3)(1)(A)“states that: A : S .

n_ , . each health systems agency shall review and approve

or disapprove each proposed use within its ‘health service
arca of Federal furnds -~

£

“(i) appropriated under this (Public Health Scrvice) Act,
the Community Mencal Healtli Centers Act, or the Compre-
hensive Alcohol Abuse and Alcoholism Prevention, Treatment
and Rehabilitation Act of 1970 foxr grants, contracts, oOr '
.loans, or loan :guaranteces for the development, cxpansion,
or support of health 1csources; or ' :

. "(ii) made available by the Statc in which the health serxvice -

" arca is located from an allotment to the State under an Act'
referred Lo in clause (i) for grants or contracts for the

’.deVGlopment,‘cxpansiOn, or support of health resources. "

(@

f,In nddition, thctc are specific*exccptions from mandated HUSA review aud
the: following exewption is in'Section 1513 () (1) (B):

YA healtli systems agency shall not review and approve or

disapprove the proposad use within its Health scervice

arca of Federal funds appropriated for prants or contracts

under Title IV (National Institutes of Health), VIT (Health .
Rescarch and Teaching Facilitics of Professional llealth
Personnel), or VIII (Nurse Training) of this Act unless the
‘grants or contracts'arc to be made, entered into, or used
to support the development of hecalth resources intended for
use in the health service area or the delivery of. health ,
services." '

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

It can be assumed that the law:provides that, with the exceptions notced
directly above, most projccts funded through the Public Health Service Act,
" the Community Health Centers Act and the Comprchensive Alcohol Abuse and
Alcoholism Prevention, Treatment and Rehabilitation Act of 1970, will require
Certain projeccts, however, should be designated:

revicw and approval by the HSA.
. a priori as being exempt from veview. The discussion in this paper relates, ’

and

‘ for .the most part, to the programs funded through Title IV and Title VII,
; ; §iby1dés the Association's recommendations -on planning agency responusibility
i -?J,fqréiéviGW,ofvthese twp'titlés. o T M

.
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-5~

“UfTitlc IV - National Institutes of llealth

" research efforts

‘ medical communications progr

_be cxempt from Agency review.

“would not he in the best interests of the

45 thesce projects may serve as am

Projects funded under Title IV of the Public Health Service Act should be
considered separate from Title VII with regard to the agency review authority.
Clearly the intent of Congress, as stated in the Senate Report, was to excmbt
from HSA review research in *hc basic biomedical or health care delivery arcas.

biomedical and behavioral rescarch
re intended to be exempt from the agency's scope of review. These
are not undertaken to provide health services to the general
population nor are the programs providing an additional resource which has as
its central purpose the delivery of health care. Any curative patient carc
ontcome which results will occur as a byproduct of the research activity rather

thr-. its immediate purpose.

The Association believes that Title IV
programs we

The Association also belives that rescarch funds designated for the basic

with a minimal patient service component should
Characteristically, these projeccts are supperted
of scientific importance and opportunity. It
HSA which is not cquipped to make
to be burdened with these revicws.

~ciences and rescarch projects
to address national questions

knowledgeable scientific determinations,

' . . Some NIM research programs may impact on the health delivery and health

W resources in a surrounding arca. Neither the propram intent nor program objec—
%w/;‘tivcs; however, are to change the health status of the local community. Activities
- specialized cancer and

1ic comprehensive or
Jetration and health education programs
"patient service component”
HSAs o purcuc a voluntaxry

such -as the laupey clinical trials, ti
¢ control demos
The extent of the
otivation for local
AimLMﬂmmﬁﬂ;WJmﬁﬂmxxmﬁxeLﬁwmﬁmmw,

consultative review.
it :i,'s_:_._}'_g_gp_rp}\]_(_t_m__l_(_lgl_ that HEW cncourage < valunlary (‘.(.\g;l_l__l_l_l_‘&l(,ixg.__lf(’\'j,(.‘.\\l between the

‘heart centers, and larg
are examples of these programs.

and MSA as a means to achicve coordination.

The exemption for review of NIH rescarch proﬁfnms under Title IV should
be extended to include rescaxch authorized under other titles of the Public
Health Secrvice Act and under other legislation. The intent of Congress is
to have "rescarch'' cxempt regardless of the source of support. Examples of
these rescarch programs include sickle cell discase and Cooley's anemia

(Title XI).

Another NIIl program which should be excluded from Agency review is the
biomedical communication progran. One of the purposes of the communications
network is to provide "technical assistance.'" These efforts to facilitate
the development of biomedical information and communi.cations to be used as
nationdl resources are funded under Title TIT authority. Because the purpose
‘of these projects is to test the feasibility of ncw communication techniques,
and not to be uscd as 2 major part of the arca health resources, the bio-

am would best be kept exempt from revicw.

e review process is adopted, there are other

factors which should not be included in any such revicvs. The Association
believes that an agency should not be rcsponsible for judging and cvaluating

. oo -35-
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- If the voluntary consultativ



';;_g_projpétfsmsp}gnpif}c value, technical quality or the availability of
safeguards for protection of human subjects. These factors are more properly
and effectively determined ‘by the NIl funding authority. Neither the staff
.capabilities nor agency resources will permit the agencies to review for

_ these factors. More importantly, these matters arc already the subject of an
expericrced and well developed review process and cohsequently,'additidnal

reviews by an liSA would be redundant as well as in all probability imexpert.

Similarly, issues oficohfidchtiali;yffdr research protocols must be assured

throughout the entire review process.

\ @

Title VIT - Health Manpower Training -

. The Senate Report (No-
that "Federal funds intended to support reseaxrch,
ionals are exempt from the review requirements of the proposed v,

The Report of -the Senate Committee on Labor and Public Welfare ' -
further notes that "research in the basic biomedical or health care delivery

areas, and the training of. health care persorinel have an impact beyond the

geographic boundarics of. a particular area, and, therefore, are not an

_appropriate'subj¢ct for review by the local health planning agency."

or the training of health

I

) |

“93-1285) on the planning legislation makes it clear .
’

.cofess
legislation."

ns expired last year and
Therefore, comments oun JSA
t be considered

"Legislation for: the Title VII manpower provisio
to date, Congress has not enacted new legislation.
revicw:- of applications for funding submitted under Title VII mus
in light of this situation. " ' S

(@

capitation funds should be totally
Since the purpose of these

er resources, it is not an

Also recommended as cexempt {rom

_ “fhe Association believes that manpowver
excmpt from state and 1ocq1.agoncy'rcyicw.
grants is for the development of mational manpow
appropriatc item for a local Agency to review.
review arc student loans, student assistance and {inancial distress prants.

These educational programs dre not- for the support of final professionnl_trnining
points but rather mid-points in the continuum of medical education. Therefore,
it is rccommendéd that Title.V1I funds which are. desipnated for undergraduate
medical education be exenpt {rom revicw. ' ' ' :

There are certain special -project grants for graduate medical education
such-as primary care programs and family medicine training, traineeships and
fellowships which have an idéntifiable poal to achieve within the local areca
and may have as their primary purpose to impnct on the local health resources
and affect the availability of area health services. Although there is a
relationship between residency training and the-physicilan manpower needs of an
arca, the-substantial amount of migration renders any projections less than
,meaningful. It is therefore vecommended that HEW Tﬁﬁiﬂiﬂ_flﬂmwmﬂﬂﬁiEiﬂ&JGUE
revicw of thesc graduate medical .education ‘funds, rccgﬂﬁi_iﬂg_fDQEGiﬁmkh“WQ'

- programs have as their.central purposc to impact on the local health yesourecs,

_they arc more appropfiatcly-subjectito IISA voluntary consultative review.

SR o S
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q :\C(.'n(:ral Comment s

The sequence of project submission and revicew as it applies to the Health
Systems Agency and the Federal Program funding authority {is of particular
importance to the review process. Unless cxempt, an applicant will neced the
approval of both thr HSA and the Federal agency prior to a final award of grants
of contracts. Prior to HSA annvoval, an applicant should secure Federal apcncy
approval in a manncr similar to the current procedures; the applicant would
then be requived to scek HSA approval. -Each review, however, should be scpavate

g ‘and distinct, based upon predetermined criterion.
g . :
g It would be advisable to foster carly involvement of the local Agency and
2, the project recipient. To minimize an Agency's work lJoad, however, it 1s sug-
§ . gcoed that the HSA not make a final determination until it receives the Linding
k= of .hc Federal funding agency.  7This would also serve to prevent an HSA from .
E “approving' projects which have not received the funding authority's revicw for v’
o technical quality, scientific relevance and program conformity.  One last final
§ caveat should be noted.  The competitiveness of the envivonment demands that all
% revicws be timely and that spocial consideration be given to an appeals process
5 that does not hinder or inhibit an applicant [from receiving a project award.
O
e "y " " . . Tt . . . ) | 3
2 Renewal' and "continuation" of a project wade in the absence of a Yederal
Z unding agency review should similarly be excempt {rom HSA revicw. A sipnificant
< ‘mny_c in a project's work scope and/or an on-poing project wheh yeceives o full
é review by the Yedeval funding apency shouold bo appropriately revicwed by the
N 1SA. Any project which was previously held (o be exempt from HSA review and
f approvil, chould continue a5 such unless there s a determination by the TFederal
e funding apency that the scope or purpose of the study has been altered so as to
,§ place it in a project catepouy subjecet Lo review.
=]
8 . .
= The Association belicves that the intent of Conpress was 1o utilize an
3 HSA to coordinate other Fedeval health:proprams. Therelore, to the extent that
= it is "administratively feasible' the HSA should use its aulthority to monitor
g and revicw Federal health activities in theiv health service area {rom Apencies
; . other than that of DHEW. Tt is further recommended by (he Auseciation that the
g Veterans Administration be uwrged to participate in Lhe planning and review
5 approval preccess in those areas where a V.A. hecalth facility eXRiELY
Sl
|

-37-




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

Comments on LCME "Draft Proposed Guidelines for Peripheral Clinical Components"

- By the attached Tetter, Dr. VanCitters suggests that the action of the LCME

to address Deans individually soliciting comments on the "Proposed Guidelines"
is unfortunate and inappropriate, it being his view that it calls for a more
formal review by the AAMC.

It is the understanding of the staff that this document is a "working draft"

prepared by a subcommittee of the LCME, received and considered by the LCME

but not adopted by it pending the receipt and consideration of comments from
the Deans. This solicitation of comments at an early stage of the document's
development was intended to place the LCME in compliance with the "legislative
due process" requirements of the Office of Education. Basically, this requires
that parties which will be primarily affected by the promulgation of new pro-
cedures have the opportunity to comment on them at a sufficiently early stage
as will permit their views full consideration in the deliberative process, i.e.
before the document is effectively in final form.

We anticipate that the LCME will take cognizance of the comments received, revise

it as appropriate and formally adopt the document subject to ratification by the

AAMC Executive Council and the AMA Council on Medical Education. Thus, the AAMC
will have an opportunity to formally review the document at a later date.

RECOMMENDATION :

That the COD Administrative Board consider the document at this time and forward
such comments as it may have for revision of the draft document; that it express
its expectations to the LCME with respect to the opportunity for a more formal
review of the adopted draft by the AAMC. ‘
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School of Medicine
Office of the Dean

UNIVERSITY OF WASHINGTON
SEATTLE, WASHINGTON 98195

16 December 1975

Marjorie Wilson, M.D.

- Association of American Medlcal Colleges

One Dupont Circle N.W.
Washington, D.C. 20036

- Dear Marjorie,

I recently received a copy of a general mailing to
all Deans from Richard Egan of the LCME on the subject of pro-
posed guidelines for peripheral clinical components. In brief,
the LCME was sampling the reaction to a draft copy of a set of
guidelines which would be incorporated into the Functions and
Structure of a Medical School out of recognition for the increased
number of peripheral clinical components now coming into use.

Although the cover letter asked for comments, I wonder
whether this is not something that should be subject to more
formal review by AAMC. I think it is unfortunate, and even
inappropriate,that LCME has chosen to address the Deans individually
on this matter; I would have thought that they might have asked
for a statement from AAMC itself, and that AAMC would have had an
Opportunity to formulate an overall response.

Sincerely,

eTt{L. Van Citters, M.D.
Dean

RVC:slp
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LIISON COMMITTEE ON MEDICAL EDUGATION

Council on Medical Education

Executive Council
Amencon Medical Association

- : . oL A tion of A
7535 Nowth Decrborn Street o ) o ‘ ssociation of American Medical Colleges

D
- Chicago, lllinsis 60610 = : B : } L . : yne Dupont Circle, N

- Washington, D.C. 20036 .

. MEMOR ANDUM

TG: | "A‘Deans of Approved Medical -Schools -

R ’ B

FROM: - Richard L. Egan, MD, Secretary /LL ’( g/
' DATE: ‘Nbvember 26, 1975

: SUBJECT'"'Proposed Guidelines for Peripheral Clinical Components

During ‘the past two years, the Liaison Committee has at several
_meetings reviewed the application of the standard for accreditation,
Functions and Structure of a Medical School; in relation to the increasing

number of peripheral clinical components utilized for the education of
_medical students.

As a result of these reviews a Task Force of the Liaison Committee

has prepared a draft of guidélines to a931st in the evaluation of peripheral
clinical components.

At its last meeting the Liaison Committee considered the draft copy
which is enclosed. Further: consideration was deferred until comments
could be solicited from intereSted and knowledgeable medical educators.

Therefore your comments are requested and will be gratefully received.
An envelope for your comments 18 enclosed. Since the next meeting of the -
Liaison Committee is scheduled for January 21, 1976, an early reply will be
- ‘helpful.

RLE/gg
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This draft copy is not a statement of policy of the Liaison Committee on '
Medical Education and is for discussion only. !

GUIDELINES FOR PERIPHERAL CLINICAL COMPONENTS

Responding to felt public needs, more and more medical schools are
conducting clinical training at geographically separate sites involving
affiliated community-based hospitals and mainly volunteer faculty.

Experience has indicated that existing accrediting guides provide

=}

:% ) for satisfactory evaluation of the educational contributions of elective

§4 courses as well as the occasional required clerkship in a remote specialized

% ) bfacility.

§ Recently programs have been instituted or proposed which would

§4 require medical students to spend a large share of their required clerkship

e

% time beyond reasonable commuting distance from the academic medical center.

E Under these circumstances, additional guidelines to the "Functions and

% ‘ Structure of a Medical School" are necessary to assure quality control

2 - of the educational progfam to maintain a critical number and variety of

= :

% qualifiéd faculty and to. promote high quality education for medical

E students.

3 ' ‘

2 The Liaison Committee on Medical Education will evaluate such

E academic units of an accredited school of medicine when they can clearly

g “ qualify as an integrai component of the parent school. The LCME does

5 :

2 not consider for accreditation free-standing clinical schools.
.GENERAL;REQUIREMENTS

In order for an accredited medical school to develop an acceptable
peripheral clinical component it must be prepared to stationbproperly
qualified faculty and offer a significant portion of its major required
.. : ciinical clerkships at this site.

=41~




zislnot a statement of policy of the Liaison Co”f1t~~- p
,nvand is. for discussion only.,

Since the accreditatioﬁ“of ‘the parent school is dependent .upon

of its prpgrams, responsibility and” authority for

P ogram must be vested in the - parent school

é'l?must provide for a critical mass of students, faculty

raduate Med1ca1 Education programs. The clinical
ciently broad to 1nclude 1nstruction .in basic

~1~magor clinlcal specialtles.ﬂ It is

: ble*to have an- approved residency program in each. discipline

Although the program is geographically distant the curriculum

must be planned administered and evaluated .in concert with the appropriate

faculty committees, departmental chairmen and other administrative officers’

P

1

'Al- acceptable undergraduate medical education programs in the - ©

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

clinical sciences must be conducted by a. medical school accredited by -~ .- L
;

the LCME The principal academic officer of: the component program should
be appointed to: or be a member of the faculty of the parent school with

full privileges and be administratively responsible to the chief executiveim

officer of the.degree granting medical school e

There should be a- precise definition of the relationships of the

.famembers of the,faculty and administration of theé branch as a part of the .
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This draft copy is not a statement of policy of the Liaison Committee on
Medical Education and is for discussion only.

Educational facility planning, teaching budget and allocation of
other educational resources, academic program planning, faculty appoint-
ment and student assignments should be coordinated and integrated with
the parent campus.

If the clinical program of the branch is conducted in clinical
facilities other than one owned by the medical school or its parent
university,'app;opriate affiliation documents must vest the authority
for the conduct and evaluation of the educational program in the degree-

granting medical school.

FACULTY

Experience has shown that in the Branch as.well as on the parent
campus‘there must be a core of full-time faculty in addition to part-
time and volunteer faculty. The numbers, types and specialties of faculty
at the branch will ﬁe determined by the degree-granting medical school.
The academic plan must assure that the ;emotely basedbmembers of the
faculty méet.the same standgrds and enjoy the same responsibilities,
status and privileges in regard to appointment, tenure, pay, fringe
benefits, committee memberships, studént selection, curgiculum develop-
ment as those members of the faculty on the parent campus.

| Encouragement of all faculty in the pursuit of creative scholarly
activity, including provision of time and facilities for research, is
essential. Theré should be a single process for faculty appointments

and promotions for the parent medical school and its components.

STUDENTS
- The degree-granting school should be responsible for selection,

assignment, promotion and evaluation of all medical students. Within
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is dagate . copy is fiot. a’ ‘statement of . policy of the Liaison Committe" on
Medical Education and is for discussion only°

reasonable limlts the student should be able to move freely between the

branch and the parent campus.‘

¢ :,

Medical students transfer

Yo

ring from another school should spend a

minimum of eight months on, the main campus before being eligible

In most c1rcumstances the pr1ncipal academic officer of the

'clinical branch will prepare an. annual budget for review and approval

ar manner to the

The parent institution must assure adequate additional

FACILITIES

Facilities will vary w1th the s1ze .and the type of program, the

quantitative requirements will be determined by the number of s dents B

and the extent of the curriculum offered at’ the clinical branch. It is

a
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important that the clinical p_ogram dinclude experience in ambulatory

care iniaddi";‘n to inpatient training.

.

to appropriate clinlcal tacilities, the branch campus:

i must provide adequate library serv1ces, administrative space, faculty

offices and laboratories and teaching space including provisions for

. -,.w

conference rooms, lounges,

study areas and 1aboratories.
”_y-"{l’"‘ ) .. K
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This draft copy is not a statement of policy of the Liaison Committee on
Medical Education and is for discussion only.

ACCREDITATION

A school of medicine proposing the development of a new clinical
branch must inform the Secretary, LCME, in time to allow for consultation,
site inspection and appropriate review of both the parent school and the
branch before medical students may be assigned.

Periodic reaccréditation éurveys will normally include the parent
school as well as the brénch campﬁs.

These guidelines are intended to be used as a supplement to the
Liaison Committee's document, "Functions and Structure of a Medical
School," which embodies the basic policies approved by the Liaison _
Committee on Medical Education, the Association of American Medical Colleges

- and the American Medical Association by which medical schools are accredited.

Thus, the guidélines are not intended to be all inclusive or comprehensive.
Subjgcts which are not addressed specifically are presumed to fall within

purview of other documents relating to the accreditation of the medical

school.
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. This, draft. +«€0opy. 1s not a. statement of pOllcy of the Liaison
Medical Education and is for discussion only.

‘v . o Appendix

k ;
Guidelines for Peripheral Clinical Components :
‘s Definition of Terms

Committee on

4
}
I
I
\

4*or College

of Medicine - An institution of higher - learning

d and accredited to offer the full course of undergraduate

medical education cuhminating in the award of the M.D. degree.

g veel s .;nﬂ
y“._._ﬁ;rﬁ CEPNE S

2‘

Dean - The chief executive and principal academic admlnistrative
- officet of a school of medicine.
-.',,)_-_, _-4,}.'-‘\ ’ ',}"n " R
. ‘3. ’al academic office

I of a branch - The local representative of

'_thedggegyggg,onfeite,administrator,of the component program.

2 8chool of medicine = In recent years some of these
vof -dcéredited ‘§chools of medicine have been aggregated
‘inical ‘§elence’ or mixed ‘componénts oréén?zedlge
. distinct administrative or instructional units housed in locations
.'geogtepﬁically-distant from the main campus of the school of medicine.
By definition.such educational units offer only a portion of the

curriculum required for the M.D. degree. A clinical component may

be located in an affiliated hOSpital but affiliated hospitals per .

:se do not constitute ‘a clinical component as here defined.
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FINANCIAL ASSISTANCE FOR MEDICAL STUDENTS

The continuing concerns of the AAMC about financial aid for
medical students and the inadequacies of federal support were
heightened by the responses of the medical schools to a survey
conducted at the request of the Congressional Budget Office
(Attachment I). Apart from the dollar increments in tuition,
the number of school officers who perceive that there is a change
in the applicant pool (Q#11) is impressive. The schools have
been ueried about whether or not documentation on this point
is available.

Existing AAMC data (Attachment II) show that already in
1974 a decreased fraction of entering students were drawn from
families with incomes under $15,000 as compared to final year
students. There is a corresponding increase in the fraction whose
family incomes exceeded $20,000. This is supported by the applicant
data from the last 3 years, although inflation is also a factor
in these changes.

The third attachment was prepared by Robert Boerner, Division
of Student Programs. It summarizes the status of current
resources for student assistance, legislative developments and
the efforts of the AAMC.

-U47-




ATTACHMENT I

Bonnie Lefkowitz =
House Office Building.
"Annex #2 L
Second and .D Street SW -« ..
Washingten, :D.C. 20515

Dear Ms. Lefkowitz:

At your request the AAMC conducted a survey of medical
schools in the U.S.A. asking for their estimates of
tuition_fdr’the;next,three years with three levels
(1500, $750, and none) of federal capitation support.
Thirty:-three of forty-five private schools responded
(73.3%); 52 of 69 public schools responded (75.4%), .
although less than half of the latter were able to give
forward projections, probably because they often do not
control the tuition rate. Twenty-five of the private
schools indicatedmthat,they»currently received additional
support from state governments. = -

In Tabié.l-are given the Rangés,'Medians and Means' of
the tuition projections for the next three years at the
three capitation levels. ’ '

In Table 2:are given the mean estimates of tuition for
the public schools. These numbers should be used
with marked caution since the number of responses is
low, and many of the state schools neither control
the tuition nor receive it directly. It seems fair to
- conclude that the rate -of change for the responding.
- public schools appears. to be as great ‘as that for the
private schools. = - . o AR
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I céll‘YOuraattentiOn to the third attached page which
summarizes the responses. to questions about tuition
dollars and the budget of schools -and about the effects

of ‘student financial problems.

feel free to call me. -

If there is further informatiéh*lbcah'give you, please

Sincerely,

George R. DeMuth, M.D.
Deputy Director = . - -
Department -of Institutional Development

-48-
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School
Year

1975-76

- j976—7§}
fSl,SOQ‘capitation

'$750 capitation

1977-78
$ l,.O 0 capitation
$750 caﬁitation
;No-éapitation
1978—79
$l,500‘capitation
+$750.capitation

~No capitation

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

“lrour private med
non-residents;

"No.capitation

Private Medical Schools

1

ESTIMATED TUITION

Range’
2,100 - 6,450
2,500 -.7,200
3,000 = 7,950

2,300 - 7,000
2,700 - 7,750
3,200 - 8,500
2,500 - 7,500
2,900 - 8,250

©3,400 - 9,000

Median

$3,750

4,375
5,000

5,500

4,800
5,500

6,000

5,300
5,750

6,500

Average

$3,660

4,230
4,860

5,510

4,610
5,220

5,920

4,970
5,590

6,300

Number of
Schools

Regorting

33

32
31
31

31
30

30

31
30

30

ical. schools reported lower tuition for residents than for
are used 1n the table.

the higher tuitions for these schools

=49~
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P iSchboI
’ Year .
1975-76 .
Rcsideht '
Nonresident
~1976—77'a

$1,50 capltatlon
Pe31dent
Nonre51dent

$750 capltatlon .

‘Resident
Nonresident

No capitation
Resident. -
Monresident - -

1977 18

51,500 capltatlon

Nasident -
”onr051dentA

$750 capitation
Resident
Nonresidentix

Yo capitation
‘Resident
Nonresident

1978-79

$1,500 capitation .

Resident ‘
Nonresident

$750 capitation
Resident

[ Nonresident

Mo capitation
- kesident
Nonresident

Public Medical Schools

ESTIMATED TUITION

'Range

" Median

- -50-

-Average

$1,195
2,400

1,620
3,330

1,990

3,650

2,340
4,050

1,840

3,840

2,350

4,360

2,850

5,040

2,010

4,170

¢ 550

- N

3,100

5,420

Number of

Schools’

Reporting

© 527
. 52

24
24

22
22

21
?l

21
21

19
19

18
18

- 21

19
19

13
18
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, YES
Question 7 '
If you are a private medical school, do you
receive support for undergraduate medical
education from your state? :
_private schools 25
Quoétion 8
Are increments in medical school tuition directly
r~flected in your school budget?
private schools : . 30
public schools - 16
“Question 9
In the last year, have any medical students
. dropped from registration primarily because of
personal financial prolklems?
Private schools " ‘ 3
public schools . 2
Question 10
Do you expect any.medical students this year to-
drop from registration primarily because of
personal financial problems?
Private schools 7
public schools 4
Question 11
Do you have any evidence that financial problems
have affected your applicant pool? '
pPrivate schools 14
12

public schools

-51-

Responsces

O v

30
50

25
47




" Table 8

ATTACHMENT II

"ﬁf§f§fﬁﬁfiaﬁ’éfLMé&iéEIfStﬁdenté}by‘Gross Parental Income

' and Medial $chiool Class

All

Medical School Class
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: Family‘Ihéomé - { - { Classes | . First Year Intermediate | . Final Yeari
Totall P 1007 | 100% 100% 100%
ﬁeés-than”$5600 = 8 5 6) 6

$5000 - $999§ o ; . 11135 10 ) 31% 11{ 357 10t 367
$10,Qoo - 14,999 | - 18) 16, 184 20
»~; $15;ooo -'$i9,§99»“' 15 TR 5. - 15
 - $2'6,600 - $24;§99 g i 13 . 14 ' 13 12
ézs,ooo'-‘$49,99:9' Y SQ’ 26} 547 24 ,so%"‘ 23F 49%
$$Q,v006 or moré- o 13 _ 14 : 13 .14'- v
‘ :;.'“Estimated'.ﬁedian_ - $20 ,>2419 $21,333 819,880 $19,553

" Based on students. w'ho supplied data on family income. in Ap'ril 1975

AAMC Survey of "How Medical Students Finance Their Education",

| Prepared by .Da'v_is;'G., Johnsorn, Ph.D., 12/5/75, (Medians added on. 12/30/75).

gl T s nk
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Applicants by‘

. Parental Income

Less than $5,000
$5,000 - $9,999
$10,000 - 11,999

$12,000 - 14,999

$15,000 - 50,000+

No Response

Note: 1. Figures not corrected for inflation.

APPLICANT STUDY DATA

1973~-74
N - 3
2,685 8.7
--5,650 18.3
7,483 24.2
4,886 15.8
10,155 32.9
9,647
40,506

1974-75
N
2,757 6.9
5,059 12.7
4,958 12.4
5,853 14.6
21,330 53.4
2,667
42,624

2. Markedly different response rates for 1973-74 and

1974-75 may distort figures somewhat.
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ATTACHMENT III

 STATUS REPORT ON MEDICAL STUDENT ASSISTANCE

To illustrate the severity of the crises in student
assistance, in the 1974-75 ‘academic year the total amount of
financial aid needed by medical students as determined by the:
109 medical schools which reported on the Liaison Committee .
on Medical Education Annual Questionnaire was $92.8 million.
That same survey showed only $52.8 million from all sources
disbursed by the schools to the 24,192 students (46.8% of the

- total enrollment) who evidenced financial need. Despite the fact
that the additional funds from major sources not administered
by the schools totaled an additional $37.7 million raising
available funds to $90.5 million the situation in. 1974-75 was
critical. R o ' ' '

"

In 1975-76 it has become worse. The Health Professions -
Scholarship Program which supplied $6.3 million to medical schools
in fiscal year 1974 was reduced.to $2.8 million in fiscal year '
1975, and this year has been eliminated entirely.  The $15.1
million available to medical schools through the Health Professions
‘Loan’ Program in fiscal year 1975 has been reduced to approximately
$10 million this year with first-year students no longer eligible
for these finds. In addition, financial aid officers across the = .
country are reporting that it' is exceedingly difficult this year
for medical students to receive funds from banks through the
Federally Insured Guaranteed Student Loan Program which in 1974-75
Stupplied '$28.3 million to medical students. '

The other two major Federal programs, the Public Health.
Service/National Health Service Corps Scholarship Program and the -
Armed Forces Health Professions Scholarship Program are not in
a strict sense financial aid programs since each requires a service
commitment and neither uses financial need as a primary selection
Ccriteria. Students who actually need funds to complete their _ :
medical education, therefore, may not be selected .to either program. R
The funds. from the Public:Health:SerVice program for a given year-
have thus far not been available to students until the academic .
year 'is at least Half completed which further reduces their ‘ B
usefulness as a source of support. ' ' '

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

In the private sector, National Medical Fellowships which
provides scholarships to first and second year minority medical
students based on support which is solicited from various private
foundations has reduced its awards from $2.3 million in 1974-75
to $1.8 million in 1975-76.: In 1972-73 the Robert Wood Johnson
‘Foundation made available $10 million in financial assistance to
the medical and osteopathic 'schools to be used over a four year
period either as loans or scholarships for minority, female and ‘
rural students.. These funds. which have been apportioned by the
schools ‘at approximately $2.5 million pér year since 1972-73 will

5y
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terminate at the close of the current academic year. The majority
of this money has been made available as scholarships and thus

will not be repaid in the future to be again used as financial
assistance to students. The American Medical Association Education
and Research Foundation which is the other major source of
assistance to medical students from the private sector made
available $4.6 million in 1974-75. Their forecast for 1975-76 is
that approximately $5.0 million will be loaned.

Thus it appears that the financial need of students in 1974-75
exceeded existing major funds from both the private and public
areas by approximately $2.3 million. Although complete data is
not yet available, we know that there have been the above
reported decreases in the amount of financial assistance available
in 1975-76 approximating $8.0 million. At the same time due to
the uncertainty of Federal funding and many other factors medical
school tuition since 1974-75 has and will continue to rise
significantly as will living expenses due to inflation. Therefore
the financial need of medical students has increased over the past
year while the amounts available in the form of financial assistance
from all sources had decreased. The present disparity between

'necessary and existing major sources of financial aid to medical

students certainly exceeds $10.3 million and may be as much as
$15 to $20 million.

The most recent Association attempts to deal with these
problems began on November 5 when members of the Group on Student
Affairs (GSA) Committee on Financial Problems of Medical Students
and AAMC staff met with several HEW policy analysts to discuss the
current problems of financial assistance to students in the face
of rising tuition, the drop in available health professions loans,
the phaseout of the health professions scholarships, the hesitation
on the part of banks to make guaranteed or private loans, the
impending termination of Robert Wood Johnson funds for women,
minority and rural students, and the decrease in foundation support
for National Medical Fellowships and for student assistance in
general. The committee members evidenced concern about the
Administration proposal for a grant program for minority students
for two years of premedical education and for the first year of
medical school and suggested that grants for minorities include
at least the first two years of medical school. The committee
members proposed an extension of the Health Professions Loan
Program for three years at the $50 million level. With BHM clearance
the AAMC made available data from the recent survey on "How
Medical Students Finance Their Education" to the analysts on the
HEW staff to aid their planning. Following this meeting HEW has
indicated its recommendation for a phaseout of the Health Professions
Loan Program adding that an income-related loan program is being
considered.
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‘ On November 18, 1975, AAMC testimony présented before the
Subcommittee on Health of the Senate Labor and Public Welfare
Committee. ranked the need for student assistance a high priority
for consideration. ' It stressed the need for "continuation and
expansion of ‘the Health Professions Loans" &t the level of

$50 million annually to prevent economic exclusion from medical
school in the face of increasing education expenses and the -
increased cost of 1living. o ? - -

Another drea of Association activity -has addressed the
ineligibility of first year students for Health Professions Loan
funds which resulted on June 30, 1975 from the expiration of the
fiscal 1975 resolution.continuing the provisions of this loan
program as part of the Health Manpower Education Act of 1971. :
To alleviate this situation an amendment supported by the Association
which_would_renew the eligibility of first year students for these’
loan funds was added to the Senate version of the current
Heart-Lung Bill. The Senate has passed this bill and the.amendment

~and the bill is presently in conference. The House passed an

earlier version which -did not include the amendment. Indications:
are that the House members of the Conferénce ‘Committee will support

‘the amendment, but there is nho clear timetable for emergence of’

the bill from the committeée. or’ signature or veto by the President.

Another recent development has been an inguiry from the .

- Kellogg Foundation about the status of financial assistance to

medical students. In response to that inquiry the Association
provided- data which: may generate further interest in the problem .

.and possibly some type of financial assistance for medical students

on the part of the Foundation.

'Divisioﬁaof Student Programs
- “January 1976 ° v




