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COUNCIL OF DEANS
ADMINISTRATIVE BOARD
March 23, 1978
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Chevy Chase Room
Washington Hilton Hotel

AGENDA
, Page
I. Call to Order
II. Executive Session
III. Chairman's Report
IV, Action Items
A. Approval of Minutes =--==-eemem oo 1

B. Executive Council Actions --

1. Election of Provisional Institutional Members
(Executive Council Agenda)........ Ceerienneerane (22)

2. HEW Handicapped Regulations and Medical School
Admissions (Executive Council Agenda)........... (24)

3. AAHC Statement on Accreditation of Educational
Programs in Allied Health (Executive Council
Agenda)“..‘.“..‘...CO'G.'.00.0.'.0.‘ ....... ..(34)

4, AAMC Recommendations on FY 79 Appropriations for VA
Department of Medicine & Surgery Programs
(Executive Council Agenda).....eeeevvnneeennns..(49)
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5. Emergency Meeting on Medical Manpower Legislation
(Executive Council Agenda)...... Cereererecennans (51)

6. Withholding of Services by Physicians (Executive
Council Agenda)...cceveeeenerneeeenns ceecronenn ..(53)

7. AAMC Statement on Involvement with Foreign Medical
- Schools (Executive Council Agenda)........ ceeenn (57)
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Industry-Sponsored Research and Consultation:
Responsibilities of the Institution and the
Individual (Execut1ve Counc11 Agenda).. (62)
9, AAMC Biomedical and Behav1ora1 Research Policy

- (Executive Council Agenda)... ....... Cereeeaseees (77)

,Discu551on Items

A. Discharge ‘in Bankruptcy of Student Loans (Execut1ve

Council Agenda)...............,... ............ cene..(109)
B. Workload Problems in the Division of Research Grants --------- 27
of the National Inst1tutes of Health -- Carl D. Douglas, Ph.D,
- Director
Div. of Research Grants.
NIH
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Robert L. Van Citters, M.D.

ASSOCIATION OF AMERICAN MEDICAL COLLEGES
ADMINISTRATIVE BOARD OF THE COUNCIL OF DEANS

Minutes A\

January 19, 1978
9 a.m. -1 p.m,
Adams Room
Washington Hilton Hotel

PRESENT

(Board Members) (Staff)

Stuart A. Bondurant, M.D. Robert J. Boerner

John E. Chapman, M.D. Judith B. Braslow
Christopher C. Fordham III, M.D, John A. D. Cooper, M.D.
Neal L. Gault, Jr., M.D. Thomas J. Kennedy, M.D.
John A. Gronvall, M.D. Joseph A. Keyes

Richard Janeway, M.D. . Diane Newman

Julius R. Krevans, M.D. Jaimee S. Parks

Clayton Rich, M.D. James R. Schofield, M.D.

John F. Sherman, M.D.
Marjorie P. Wilson, M.D.

(Guests)

Robert

G. .Petersdorf, M.D.

Paul Scoles
Peter Shields

II.

II1.

Call to Order

The meeting was called to order at 9:00 a.m. by Julius R. Krevans, M.D.,
Chairman. ‘

Chairman's Report

Dr. Krevans reported on the activities at the Annual Officers’
Retreat, held December 14-16, 1977 and briefly reviewed the report
of the session which was provided the Executive Council.

Minutes of the Previous Meeting

The minutes of the Sepfember 15, 1977 meeting of the Administrative
Board were approved as submitted.
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Iv.

Executive Council Actions

A. Approval of Subscribers

- Action:

The Board recommended that the‘Executﬁve Council approve East Tennessee
State University College of Medicine. for Subscriber status.

B. Student Representation on the LCME

At its October 19-20, 1977 meeting, the Liaison Committee on Medical.
Education voted to request that the AMA Council on Medical Education
and the AAMC Executive Counc11 each appoint a student to serve as a
non-voting member of the LCME. The following criteria for the
student appointees were estab11shed + The person must be:

1) An upperclassman who had commenced the clinical phase
of study;

2) A student in good academ1c stand1ng,

3) A student whose performance warranted the judgment that
the respons1b111t1es to the LCME would be capably executed;

4) A student whose academ1c stand1nq will not be Jeopard1zed
. by his or her. respons1b111t1es to the LCME.

; Such appointments would .be for a one- year per1od and would be sub1ect

to the concurrence of the LCME. A student, who on completion of an
initial term on the LCME, had an academic year of studies remaining

- before graduation wou]d be e11g1b1e for reappointment.

The parent bodies would assume the expenses of student attendance at
LCME meetings through the requ]ar LCME budgeting process.

| Paul Scoles, OSR Chairperson, reported the discussion. of this issue

by the OSR Board. The Board expressed a desire to solicit as many
sources as possible for candidates. "It also suggested that the deans
of the schools of the final. choices be contacted to certify that
they met the established cr1ter1a for selection.

Action: G
The Board recommended that the Execut1ve Council accept the invitation
of the LCME to appo1nt a student as a non-voting observer part1c1pant
in accordance with thke conditions set out. The COD Administrative
Board was generally support1ve of the process suaaested by the OSR
Adminjstrative Board: :

. -2- ) ’,




C. OSR Resolution on Graduate Medical Education Directory

At the 1977 Annual Meeting the OSR adopted the following resolution
which appeared on the Executive Council agenda for action.

WHEREAS, students' selection of internship/residency programs in the past
has been primarily based on anecdotal information from peers,
advisors, etc. rather than on accurate, objective information, and

NHEREAS, the NIRMP Directory is limited to a Tisting of available intern-
ship/residency programs, and

WHEREAS, there presently exists no formal mechanism whereby medical students
may obtain information concerning the characteristics of residency
programs in the U.S., and :

WHEREAS, the AAMC is currently extending its interests and activities to
‘ graduate medical education,

BE IT RESOLVED, that we hereby direct the OSR Administrative Board to
coordinate the formation of a booklet containing information
gathered from residents and program directors of all U.S. post-
graduate training programs. This information shall be obtained
from questionnaires circulated annually in the final month of each
training year to all first and second year residents and program
directors. The content of these questionnaires shall be determined
by a group designed by the OSR Administrative Board to include a
majority of students, with appropriate input from other sources.

The content of the questionnaires should include items such as call
schedule, average number of patients per resident, ancillary personnel, -
hours spent with attending physician per week, degree of independent
thought encouraged (scale 0-6), degree of responsibility (scale 0-6),
benefits (vacation time), and other items deemed necessary in order

to provide a comprehensive description of each program. This booklet
should be up-dated annually and circulated to all.U.S. medical schools.
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We furthermore direct the OSR Administrative Board to explore with
‘ NIRMP the expansion of the data in the NIRMP Directory to accomplish
’ the goals of this resolution. The OSR Administrative Board may modify
minor details in order to implement the spirit of the resolution.

-Approved by OSR at the 1977 Annual Meeting

¥r. Scoles relayed the reque-t of the OSP Administrative Roard
+hat this motion be tahled. :



Action:

" The Board endorsed the OSR Board recommendation that the propoSa]
for an extensive survey and the publication of a new Graduate
Medical Education D1rectory be tabled.

D. Committee on Future Staffing of LCGME and CCME

The Committee on Future Staffing of the CCME defined five possible
methods of staffing the CCME and/or its Liaison Committees. ¢
- Recommendations of the Committee, which have been forwarded by the )
CCME to its parent organizations for consideration and comment,

appear in the append1x of these m1nutes.

In prev1ous discussion and act1on by the Executive Council, it was
recommended that the LCGME should receive first priority for inde-
pendent staffing. This position was reaffirmed by the Executive
Council at its September 1977 meet1ng and by the Officers' Retreat
in December

Dr. Cooper discussed the financial 1mp11cat1ons of the move to
independent staffing. The:AMA would not. continue to support 1/2

. of the cost of the accreditation process off the top and in addition
pick up a ratable portion of the remaining costs allocated on the .
basis of the number of seats held by each organization. The AAMC,
the ABMS and the CMSS could not afford to pay an allocable port1on
of the current total -budget devised by the AMA. He pointed out,
however, that a substantial part of the total budget covered AMA
overhead and that much of the remainder paid for AMA staff time.
In neither case is it possible to have confidence that all of the
charges are entirely warranted, (there is no AMA staff effort '
a11ocat1on study, for examp]e) and it is believed that savings could
be achieved through more effective and efficient use of staff time.

- Ultimately, the cost of GME accreditation will have to be borne
by charges to the programs or'institutions accredited. Costs could
be reduced by 1engthen1ng the 'term of approval to 5 or even 10 years,
and coordinating the rev1ew of many programs under the aeg1s of
a single institution. _
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The Board concurred in. the des1rab111ty of improving the quality - -
- of LCGME staffing. :

Action:

The Board recommended that the Executive Council recommend
independent staffing for the LCGME o only (under option #4 of
the report of the Comm1ttee on Future Staff1nq)
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American College of Surgeons Letter

At its March 1977 meeting, the Executive Council considered a letter

dated March 4, 1977 sent by the Board of Regents of the American College
of Surgeons to the parent organizations of the Coordinating Council on
Medical Education. This letter questioned the role of the Liaison
Committee on Graduate Medical Education and the CCME in reviewing programs
of graduate medical education. It challenged the authority of these
organizations to oversee or approve actions of Residency Review Committees.

The Executive Council asked the Associatior to respond by stating force-
fully its disagreement with the American College of Surgeons' view that
RRCs should be independent of LCGME and CCME review and providing the
three following principles on which to base the response:

1. The Association supports the ACS recommendation that there
be a free-standing, independent staff for the LCGME and the
Residency Review Committees, not related in any particular way
to a single parent organization.

2. The LCGME serves and should continue to serve as the private

sector accrediting agency for programs of graduate medical

-education. The RRCs should continue to review the on-site
evaluations of ecach particular program and to initiate modifica-
tions in the recognized "essentials" for each particular specialty.
However, it is the ultimate responsibility of the LCGME to approve
these essentials and to review the accreditation recommendations
of the RRCs.

3. The LCGME should have the authority to appoint one member to
each RRC in place of the member currently appointed by the
AMA Council on Medical Education. This member would be appointed
from a roster of specialist _educators developed by the AMA, the
AAMC, and the AHA. The other two members of the LCGME (American
Board of Medical Specialties and the Council on Medical Specialty
Societies) are responsible for appointing the remaining members
of the Residency Review Committees.

The Association responded on April 12, 1977.

On December 5, 1977, the Board of Regents of the American College
of Surgeons sent copies of a letter addressed to the chairman of
the LCGME to the parent organizations of the LCGME. This letter
appears in the appendix of these minutes. It appears that some

of the other parent organizations will respond to the letter,
recommending that it be presented by the representative of the CMSS
to the LCGME for consideration and response.



Action'

The Board recommended that the Execut1ve Council ask the Association
~ to respond to the American College of Surgeons recommending that the
. December 5, 1977 letter be presented by the CMSS representative
to the LCGME for its cons1derat1on and response.

| F. Report of the Comm1ttee on Phys1c1an Distribution

The Executive Council has cons1dered the report of the CCME Committee
on Physician Distribution regard1ng the spec1a1ty and geographic
distribution of}phy51c1ans‘on several occasions.

The final version of the report was submitted to the CCME on
December 12, 1977 and approved and referred to the parent organizations
for cons1derat1on
Some members of. the Board noted that the document contained little
substance and concluded with a stand pat recommendation to study the
matter .further. They questioned the wisdom of such an approach at
this late date, the informed pub11c ‘having been led to believe that
' the CCME had undertaken a serious study of the matter. Dr. Petersdorf
opined that the claim that there is insufficient data upon which to
base any substantive recommendations is not well founded: The two .
studies of internal med1c1ne were generating a lot of data; the S0SSUS R
study produced first-rate data and together these efforts cover the
preponderance of the career. choices made.  The problem is not a lack
of data but a Tack of acceptab111ty to proposed solutions.

It was pointed out and general]y agreed that a document with teeth.
in it.could never be approved ‘by: both the AMA and the AAMC. - Since
the comm1ttee had been at work this Tong, we were almost bound to .
have a paper of some sort-and this report appeared to be as
cceptab]e as any 11ke1y to be produced

Dr. Bondurant pointed out that the current report was essentially
a p]ann1ng document rather than one addressed to policy. If the _
title were changed to reflect this fact, the reader would be less
Tikely -to be’ Tet down upon d1scover1ng that it contained no policy
recommendat1on R
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Act1on

The Board recommended that the Execut1ve Council accept the report
with the proviso that the transmittal letter point out that the
report actually contained a description of an approach to po11cy
development and recommended that the title be changed to reflect
this fact. : .
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G. Ethics of Conducting Privately Sponsored Research in Academic
Settings

On December 6, 1977, Mr. Rogers, Chairman of the House Subcommittee
on Health and the Environment, wrote to Dr. Cooper, requesting his
views on the propriety of publicly supported universities conducting
directed research funded by profit-making manufacturers who have a
direct economic interest in the research outcomes. Further, he
asked: 1) what safeguards exist or could be instituted to assure
expeditious disclosure of findings indicating potential serious
adverse effects on public health; 2) whether a researcher has any
ethical responsibility to disclose expeditiously any findings of such
adverse effects, what monitoring mechanisms could assure that

these responsibilities are carried out, whether a physician has any

‘special responsibility; and 3) whether the AAMC had any ethical

or legal codes addressing this matter and if no, whether such codes
should be prescribed and enforced and by whom.

The AAMC had queried the institutions and the staff had completed

a preliminary analysis of the responses. In general, the

institutions have policies governing many aspects of sponsored
research. They affirm for example, the right of the investigator

to publish the results of his research. Most of the policies, however,
focused on the business rather than the ethical aspects of sponsored
research. Consultation, for example, was treated almost exclusively
from this perspective. Sometimes, it was admitted, these policies
were not strictly monitored and enforced.

The disclosure problem was not limited to prohibitions on publication,
Indeed, this appeared to be hardly a problem at all. Rather, the
volume of the data, the proportion of negative results and other
factors mitigated against publication of much of the work in toxicity
studies in refereed journals because of their own lack of interest.
Thus, a response to the disclosure issue required a different appraoch
than publication. ~ _

The Board discussed the matter at some length and concluded that
the AAMC response should contain the following characteristics:

--Recognition of this matter as an important issue;

--A commitment to academic freedom and responsibility;

--Incorporation of our fundamental position into the Biomedical
Research Policy Paper about to be considered;

--Exhortation to member institutions to set up formal policies
in this area; ‘

--Direction of the attention of Mr. Rogers and other to the
responsibility of industry with some suggestions about how
these might be better fulfilled.




_Action:

‘The Board approved the recommendat1on that the Executive Council
request the staff to deve10p a position paper -on these issues
for consideration by. the Board and the Execut1ve Council at their
- March meet1ngs . ;

) H. Cost. Conta1nment Program of Nat1ona1 Steering Committee on |
~_ Voluntary Cost Conta1nment R _ o -

: ackground ;;'

On November . 2nd U s, Representative .Dan Rostenkowski (D- 1. ),
Chairman of the Subcommittee on.Health of the House Ways and Means
Committee; announced that:his Subcommittee would be unable to act
on proposals to Timit. hosp1ta1 revenues -and capital expenditures
during the current session of Congress.  In making his announcement, -
Rostenkowski stated: " .. 7. the period :between now and the
reconvenieng of Congress.in. January can be well spent by both the
administration and ‘the hospital industry in determining the best
‘direction to take in ach1ev1ng a means of containing hospital costs
- For the adm1n1strat1on, it is a-timé. to reassess its proposal,
modify. it where: appropriate and to strengthen support for:it both in .
the public and in the Congress. . And' because Congress has not.passed '
1eg1s1at1on on-the subject this year, "the hospitals in this country
have been given a brief grace per1od - With the knowledge that we
will not resume consideration of the issue until early next year,
_hospitals have the- opportun1ty to demonstrate that they can finally
take the initiative and effectively and significantly restra1n cost
-increases on a vo]untary bas1s L

In response to Representat1ve Rostenkowsk1 s direct challenge, the

- American Hosp1ta1 Association, the American Medical Association, and
the Federation of American Hosp1tals formed a National Steering
Commi ttee on Vo]untary Cost Containment to review and make recommendations
regarding basic pol1cy, directions,. and gquidelines for a vo1untary cost
containment program. . A list-of the members of the National Steering
Committee is prov1ded in the Append1x of these minutes. At its
December 20th. meet1ng, the National ‘Steering Committee adopted, in
pr1nc1p1e, a ‘fifteen: po1nt program for. hospital cost containment
which is set forth. in the: Appendix .of these minutes. Included in

the f1fteen points is. a recommendat1on that hospital and medical"

soc1et1es support and cooperate w1th the fifteen point program
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Staff Discussion and Recommendations
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Voluntary Non-Governmental Cost Containment

The Carter.Administration has chosen hospital cost containment as one of
its major policy issues and has proposed legislation to establish a manda-
tory federal program of revenue and capital lTimitations for hospitals.

The Association's position on the Administration's proposal is that a
nationwide cap on hospital revenue and/or capital is unreasonable in the
short-term and that it will have a highly adverse long-run effect. In

lieu of the Administration’s proposal the Association has advocated a
six-point cost containment program which relies on local initiative,

fully supported health. planning, expanded utilization review, and reimburse-
ment limitations which provide hospitals with incentives to 1imit operating
expenditures. These positions are consistent with a voluntary approach

to hospital and health care cost containment.

RECOMMENDAT ION

1t is recommended that the Executive Council approve an

AAMC position of strong support of a voluntary, non-
governmental approach to hospital and health care cost
containment provided that the specific voluntary program
“adequately reflects the varied circumstances of the nation's
tertiary care and teaching hospitals.

While the Association supports a voluntary cost containment program,

a state implemented plan based on national cost containment guidelines
should recognize three specific concerns of the nation's teaching/
tertiary care hospitals: manpower training costs, tertiary care service
and capital costs, and institutionally based capital and operating
“expenditures. '

Health Manpower Training Costs

Manpower education and training programs are not evenly spread across

the nation's hospitals. Some hospitals engage in massive teaching and
training programs while others either have no programs or only a few
programs; some hospitals have fully developed and stable training programs
while others either are expanding the size of their training programs or
redistributing positions among the various programs.. Unfortunately, the
present statement of the National Steering Committee provides no guidelines
recognizing the necessity or legitimacy of manpower training costs.




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

-10-

- RECOMMENDAT ION

It is recommended that the Executive Council approve an AAMC
position to strongly recommend that the National Steering
Committee and state implementing committees .explicitly ' :
acknowledge .and make appropriate allowance for charging hospital "’
- costs resulting from newly injtiated, expanded, or reorganized
manpower “training programs which are accredited by an appro-
“priate organization. “Costs recognized should include” faculty
costs for educational irstruction and supervision, costs for : -
student stipends were provided, and costs for program support -
- and 1nst1tut1ona1 overhead

Scope of Services and Patient Mix

Recent and continuing attempts to concentrate high cost, tertiary care

services in a limited number of hospitals have 1ncreased the scope of
institutional services and the intensity of patient services in these

hospitals. In the future, as communities-and health p]ann1ng agencies

identify tertiary care services wh1ch are in short supply in their

particular area, teaching/tertiary care hospitals will be expected to :
expand or introduce such short supply services. From a community

peysperhve, this past and future-concentration of tertiary care ‘
services is a reasonab]o and cost- effect1ve policy; however, concen-

trating high cost services and paLantS may rightfully result in

atypical oponatlng cost increases and in large capital investment and

start- up costs 1in tevt1ary care hosp1ta1s

No recogn1t1on of these’ consequences of reg1ona]1zat1on is explicitly
provided in the program of the Nat1onal Steer1ng Committee.

RECOMMENDATION

It is recommended that the Executive Counc11 approve an

AAMC position to strongly recommend that the National-

Steering Committee and state 1mplement1ng committees

explicitly acknow]edge and make appropriate allowances

for the impact of a hosp1ta] s approved scope of’ A
- services and patient” m1x on its operat1ng costs and S o - T
~ capital expenditures. .

Non- Inst1tut1ona1 .Cost Contro]s

A vo]untary cost conta1nment program ‘that focuses pr1mar1]y upon ' the

operating and capital costs of hospitals may inadvertantly encourage .
salaried physicians to leave hospital-based practice for community-based
practice, and it may stimulate the development of non-hospital d1ag— C
nostic and treatment facilities which duphcate hospital-based services. .
Neither of these potent1a1 consequences is desirable from a long-run

cost conta1nment perspect1ve r
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RECOMMENDAT ION

It is recommended that the Executive Council approve an
- AAMC position to strongly recommend that the National
Steering Committee and state implementing committees
adopt guidelines and procedures which do not discriminate
econgmica]ly against hospital-based physicians and patient
services.

Ambu1atoryﬁCare
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The original discussions of this program seemed to be focused on

the cost of inpatient services. The revised draft discussion of
cost screens, however. refers to the total hospital budtet. The AAMC
is concerned that in its member institutions which have large
ambulatory care programs which need to be expanded to permit
expansion of primary care training programs, there may not be
sufficient flexibility in the 2% reduction target to permit the
achievement of both objectives.

RECOMMENDATION

It is recommended that the Executive Council express its
concern that the National Steering Cormittee pay particular
attention to itc recommended screens to assure that they

do not lead to a reduction of the growth of ambulatory
services, particularly where such growth is essential to
primary care training and to the achievement of other

cost containment strategies. .

Diccussion

Dr. Janeway pointed out several aspects of this program be considered
disturbing. First'is the explicit acknowledgement of the gap between
the rate of increase of GNP and the rate of increase of hospital
costs as a legitimate basis for comparison. The recommendation

that this gap be reduced by 2% in one year (or forty percent of the
current difference - 5% - between the two), bears no relation to
anything meaningful. He suggested that it is inappropriate to
compare increases in hospital costs with unweighted measures of GNP
because health utilization of segments of the GNP are weighted
differently than other factors in the derivation of the GNP.

The second explicit recommendation, to reduce capital investment

in facilities and equipment to 80% of the annual (price adjusted)
average of that during the 3 year period 1975 through 1977, is also
very worrisome. It accepts an approach strongly objected to on
principle when a part of the Administration's bill. Dr. Bentley
pointed out that to have a credible program with the Administration




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

' Resources Development Act Implications for the Academ1c Medical

and Congress, a capitaT expenditures limitation was viewed as essential.

~ The Board a]so expressed great concern that experience 1nd1cates
‘that such cost reductions are infeasible and thus, it is pred1ctab1e

that political forces will take the failure of the program as evidence
of the necess1ty for federal 1eg1s]at1on.

Several- members po1nted out that at 1east in many states, the issue
had proceeded far beyond a voluntary approach and that mandatory

strategies were already. in place. In: this situation, the effect of
endorsing specific numbers would only be to establish the minimal

expectation and probab]y result in standards more severe than if

no numbers had ever’ been ment1oned

”S1nce it seemed to be a po11t1ca1 issue, it was suggested that the -

AAMC on]y speak to the four points’ recormended above by staff and deny
any expertise in the overall .standards setting issues. There was
strong fee11ng that the AAMC not endorse the numbers and the timetables.

Dr. Gronvall also po1nted out that the AAMC had endorsed p1ann1ng

~and PSRO's which were in effect mandatory components of a cost

containment strategy Thus, he was surprised to see in the staff .
commentary that it was the AAMC position to be four-square behind _ ;
voluntary cost containment strategies. Dr. Bentley pointed out ‘

-that while we supported the strategies named, we also supported

vo]untary efforts by. hosp1taIs as a supp]ement to those act1v1t1es.

In summary,‘what was:om1tted from the paper is important to us’
and what is proposed is infeasible, unworkable and unwise.

Action‘

The Board voted to support the four stated concerns as a condition of
any AAMC action and to await the advice of the COTH regarding the
adv1sab111ty of endors1nq this spec1f1c voluntary program.

The Board also expressed its desire that any AAMC response on th1s,
or position on cost containment matters generally, not permit the
inference that the AAMC believed that a wholly voluntary effort
uncontaminated by any of the cost control strategies already .
1eg1s1ated wou1d be an effect1ve response to the problem.

D1scuss1on Items '

Nat1ona1 Hea]th P1ann1ng and Resources Deve]opment Act

The Board reviewed the Rube] paper, "National Health Planning and

-12-
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-13-

Center", distributed to the Council of Deans by pink memo #78-6.
The discussion focused on considerations relating to the renewal
of the legislation.

Drs. Krevans and Gronvall reported on the meeting of the Executive
Committee with Congressional staffers preparing for the renewal

of the health planning legislation. In general, the staffers viewed
an extension of the program as a foregone conclusion, not subject

to substantial deliberation. The changes contemplated would Toosen
rather than tighten (as the AAMC had hoped) the criteria of who
would be eligible to represent the health professional schools on

- the ‘HSA Board and the make up of the executive committee. Other

changes would be directed toward making the HSA's more accountable
to local government rather than freestanding and unaccountable
entities. This was viewed as a constructive change which would
increase the potential for consistency.

The Board discussion resulted in two strategies to guide the AAMC
testimony. Rather than arguing that we should be left alone, we
should push for appropriate recognition of the distinctions between
M.D.'s and the requirements of their educational program and the other
health professions. Secondly, we should urge that this planning
approach be recognized as experimental and suggest the importance

of developing criteria by which the success or failure of the

effort might be measured.

Report of the OSR Chairperson

Paul Scoles, OSR Chairperson, reported on the meeting of the OSR
Board. In addition to items on the agenda of the Executive Council,
the Board considered at length a strategy of getting better
jinformation into the hands of students attempting to select a

GME program. The Board developed an approach which involved three
components:

1) Work with Dr. Graettinger to expand the NIRMP booklet
" to include more factual information about the programs
Tisted.

2) Work with the GSA to facilitate the development of a

‘ program at each school similar to that at Tulane in
which recent graduates are asked to rate their GME
program for the guidance of the students following.

3) Stimulate the development and publication of a helpful
essay on "How to Select a Residency".

-13-




Informat1on Items

A. The Tentat1ve Program for the: COD 1978 Spring Meeting.

The program was reviewed. by the Board which was in nearly final
form with several speakers yet to be conf1rmed

B. COD Government Issues Identification Survey

The pre11m1nary results of the survey were .published in the agenda
book. The range of issues elicited was very broad with no single
item of overwhelming concern to a large proportion of the Council.
Cost containment, state rate review,’ ‘planning and general concerns

- relating to the f1nanc1ng of medical educat1on rated among the
most often cited 1ssues : :

C. Res1gnat1on of the Ch1ef Medica] D1rector of the VA

Dr. Van Citters noted that Dr. Chase is resigning as -Chief Medical

Director of the VA and suggested that he be advised of appropriate

nominees for the position, so that as a member of the VA .Special

Medical Advisory Group he could facilitate appropriate consideration

of desirable candidates, Dr. Cooper noted that the AAMC had a]ready

sohc1ted the deans for suggestions. : .

D. Closing of USPHS Hosp1ta1s

Dr. Van Citters informed the Board that there will be another push
to close the Public Health Hosp1ta1s

E. The Score in Pasadena

Dr. Van Citters provided, as a matter of 1nformat1on, the score of
Rose Bowl Game: U. of" Wash1ngton - 27, U.-of Michigan - 20. _
Dr. Gronvall reported that as a true sc1ent1st he had plotted
scoring against time and had demonstrated that the ultimate outcome
of the game would have been quite d1fferent over a greater time.

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

F. Impact of the Social Secur1ty Tax Increase

Dr. Janeway asked whether anyth1ng could or should be done to
mitigate the effect of the tax increase on our institutions. Dr.

. Sherman noted the AAMC efforts in conjunction with the ACE to
support an amendment to the bill, This was unsuccessful but did
result in blocking an even more unfavorable outcome.
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VIII.

-15-

Dr. Janeway pointed out that 501 (c)(3) organizations had the option

‘of dropping out of the Social Security System and recommended that

thought be given to this possibility.

Adjournment
The meeting was adjourned at 1:00 p.m.
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" Assnciation of‘Amencan Medical Colleges : St

APPENDIX A

- COORDINATING COUNCIL ON MEDICAL EDUCATION

Member Organizations Office of the Secrelary
Amencan Board S Medieo at Specathes . .

: O i h ) PO Buox 7586
1R03 Ornington A-e . Evanston, il 60701 Chicagao. Hhinms 60680
Amerncan Hospital Assodiation (3)2) 751-6299
840 N Lake Shor» Dr., Clucago, 1. 60611

Amencan Medic ai Association .
535 N. Dearbort 3t Chucago, 11l 60610

i
20
1]

One Dupont Cucte, N W, Washington, D C. 20036 ) ;a

Cauncil of Medical' Speciality Societies R
P Q Box 70, Lake Forest. il. 60045 - December 16, 1977

To: American Board of Medical Specialties
‘ Glen R. Leymaster, M.D., Executive Director

American Hospital Association
Mr. John Alexander McMahon, President

American Medical Association
James H. Sammons, M.D., Executive Vice President

Association of American Medical Colleges
John A. D. Cooper, M.D., Ph.D., President

Council of Medical Specialty Societies
Richard S. Wilbur, M.D., Executive Vice President

. ~ e 7
From:  Jackson W. Riddle, M.D., Ph.D. e

Secretary, Coordinating Council on Medical Education éf}\\\
Re: Activities of the Committee on Future Staffing .

At its December 12 meeting the Coordinatin¢ Council on Medical
Education discussed the November 21 meeting of the Committee on
Future Staffing and defined five possible methods of staffing the
CCME and/or its Liaison Committees. The following options were
delineated: ‘

1. Rotating Secretariat
" A. CCME alone
B. CCME and Liaison Committees -- without
supervision of accreditation staff

(total package or sequentially)

C. CCME and Liaison Committees with
supervision of accreditation staff

D. CCME and one or more Liaison Committees

-16-
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e

2. Permanent assignment of secretariat among , .
various organizations -- with or without ‘ i
accreditation staff '

e.g. - LCME to AAMC )
LCGME to ABMS)

- LCCME to CMSS)
proposed - LCAHE to AMA )
etc. )

3. Independently Incorporated Board of Directors -
app01nted by the five parents

A. Dlrectors.WOuld appoint and supervise all
staff for CCME and all Liaison Committees
(similar to JCAH, ECFMG, etc.).

B. Directors would contract arrangements with
an outside organization such as Rand, I.O.M.,
Arthur D. thtle Co., to perform all stafflng
functions..

4. Separate and independent arrangements- for each
organization -- CCME, LCCME, LCGME, LCME (individual
corporations with separate staffs).

5. Continue the present arrangement with the AMA prov1d1ng .
; staffing: serv1ces -

. The CCME requested staff to send these options to the five
parent organizations for consideration and comment. If you
wish to also consider the cost implications, financial information
has been provided to the Committee on Future Staffing in the past.

-17-
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55 EAST ERIE STREET, CHICAGO. ILLINDIS 60611 e AREA CODE 312 — GE€L-30:0 CAgLE ARMERIDLSUF

5 December 1977

Russell S. Fisher, M.D.

Chairman ‘

Liaison Committee on Graduate Medical Education
535 North Dearborn Street

Chicago, Illinois 60610

Dear Dr. Fisbcr:

The Board of Regents of the American College of Surgeons wishes to express
to the LCGME and the sponsoring organizations of the LCGME its continuing concern
regarding the interrelationships of the surgical Residency Review Committees and
the LCGME. ‘As Chairman of the Board of Regents of the American College of Surgeons,
I originally expressed these concerns in my letter dated 4 March 1977.

The Executive Committee of the Graduate Education Commnittee, discussing
the matter in late May, studied all organizational respouses to the above letter.
Thereafter, this Executive Committee submitted the following recommendation:

The Graduate Education Committee should discuss, consider, and
develop, at its October 1977 meeting, a new mechanism for approval
of graduate education programs in the surgical specialties, providing
a satistactory response has not been received from the LCGME or
the CCME to Dr. Muller's letter dated 4 March 1977.

At its October 1977 meeting, the Graduate Education Committee decided that
a-satisfactory response and covrective action in rhe committee's interrelationships
had not been made, in line voith the recommendations contained in my March 4 letter
to the LCGME. Thereaficr, the following recommendations were presented to and
approved by the Bourd of Regents of the Amcrican College of Surgeons in October 1977:

. The Craduare Education Connnitiee endorses the coneepts that the LCGME
shall :

4. serve as the appeats body with regard ro the surgical specialty residency

training proyrams

-18-
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Russell S. Fishér, M.D.

Amverivan College uf Surgesns

~ 5:December 1977
Page 2

b. receive independent staffi‘dg

c. include a number of VOti‘ng members (preferably three) with service on
the Specialty Boards or Residency Review Committees.

That the individual Residency Review Committee for each of the several
'surgical specialties shall function as the accrediting authority under the
auspices of its appropriate sponsoring parental organizations.

Policy statements may be enunciated by the Residency Review Committee.

Such statements must have the approval of the parental sponsoring bodies

of the Residency Review Committees. It should be specified that the

"General Essentials™ would be designated as policy. Communications

regarding other matters not considered as policy should be made directly

by the LCGME to the parent bodies of the Residency Review Committees.

Among such matters would be the "Special Requirements”, "Structure and ‘
Functions”, and "Guide". In this way, these considerations would, therefore,

not need to proceed beyond the Council on Medical Education in the AMA

approval process. '

In consideration of these deliberations, the Graduate Education Committee
finds the draft of the LCGME, entitled "The Essentials of Graduate Medical
Education”, dated July 253, 1977, to be inappropriate. The Graduate Education
Committee would be willing to participate in rewriting this document, con-
sidering these recommendations qué above under items. 1, 2, and 3.

[ have received vour 28 October 1977 letter. " The Amcrican College of

Surgeons Graduate Education Committee and the Board of Regents have been aware
of the initial agrcements of 25 January 1972 and the proposal for establishment,
dated 30 March 1972, to which you refer.  These documents do not contain answers
to the questions presented in my letter of 4 March 1977.

WHM . Tk

[am looking forwarvd to a “definirive responsc.

»

© Sincerely,
William H. Muller, Jr.,
Chairman, Boavd of Regeats - :
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APPENDIX C

NATIONAL STEERING COMMITTEE ON
VOLUNTARY COST CONTAINMENT

Samuel Tibbitts
Chairman-Elect, American Hospital Association
President, Lutheran Hospital Society of Southern California

Andrew W. Miller '
President-Elect, The Federation of American Hospitals
Senior Vice President, Hospital Corporation of America

Robert B. Hunter, M.D.
Chairman of the Board of Trustees, American Medical Association
Sedro Wooley, Washington

Robert Froehlke
President, Health Insurance Association of America

Harold Buzzell

. President, Health Industry Manufacturers Association

Walter McNerney
President, Blue Cross Association

Mrs. Virginia Knauer
President, Virginia Knauer and Associates

C.S. Tsorvas
Consultant for Insurance Plans and Corporate Employee
Relations, General Electric Corporation
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ACTIONS APPROVED BY THE
NATIONAL STEERING COMMITTEE ON
VOLUNTARY COST CONTAINMENT

December 20, l9TT‘d

t

1. Affirmed the action taken by the American Hospital Association, the American -l
Medical Association, and the Federatlon of American Hospitals urging the
creation of state-level voluntary cost containment committees, to be established-
through the leadershlp of the state hospital association, the state medical
society, and 1nvestor-owned representatives. The first task for each state
committee should be to consider the guldellnes end recommendations below and
then develop a proposal for an action program tailored to meet the needs of

~ the state. The state committee should submit its proposed.program to the

National Steering Committee for its review and response.

2. Affirmed the action called for by the American Hospital Association in its
November 23, 1977 mailgram to member institutions, calling for an immediate
reassessment by each institution of planned budget and charge adjustments to
be implemented beginning Jdnuary 1, 1978 to see if anything further can be
done in the short term to reduce these 1ncreases, consistent w1th sound
medical practice.

3. Established as the national goal of this voluntary cost containment program
e significant reduction in the rate of increase in health care costs. As
the first step in theé achievement of this goal, the rate of increase in
hospital expenditures must be reduced over the next two years, so that the
gap¥* between this rate of increase and the rate of increase in the GNP
(including both real growth and inflation) can be significantly narrowed.
This first step toward the goal can be achieved by establishing a national
objective of reducing the annual rate of increase in non-federal short- term
hospital expenditures by 2 percentage p01nts each year during 1978 and 1979. .
This ennual objective, of course, must be monitored in relation to inflationary
trends, wage and salary policies, and energy costs in the economy as a whole,
and may need to be modified either upward or downward if the economy changes
directicn. Modification of the annual objective, however, should not deter
movement toward the goal of reducing the gap between increases in hospital
expenditures and the zross naticnal prcduct.

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

Provisionally adopted*¥* the Iollowing inter'm guidelines for consideration
ty (a).hospitals for:reassessing their current budgets, and (b) the state
voluntary cost containment committees. The interim gu1aellnes+1nclude the

=

foleded

*¥*This gap, tased on September 1977 Jata, is now approximately 5 percentage p01nts‘
**¥3yubject to review by legal counsel.

*Whera an individual institution is part of a multi-hospital system, these guidelines
‘and screenlnc criteria should be app11ed to tlat system's hospitels within the state.
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follow

a.

-0-

ing:

All hospitals are urged to reduce the rate of increase in the
institution's budget for the fiscal year beginning any time

after September 30, 1977 to as low a rate as possible, consistent
with sound medical practice. Even where hospitals are already
below the national average, special efforts are needed to achieve

further reductions wherever possible.

b. For the state level program, each state should consider the
national goal noted in 3 above and develop an action program
that is consistent with this goal. A special assessment of
the particular situation in the state should be made by each
state committee because the rate of increase and the current
level of hospital expenditures vary widely from state to state
and from hospital to hospital within each state. In developing
its program, the state committee should consider what rate review
and control activities, governmental or voluntary, currently exist.

In structuring their review program, states should consider--

(1) The establishment of a screen to identify for review any

Tn implementing the review prc
tre toard of each hos:

hospital with a rate of increase in its budgeted revenues

or expenditures for the fiscal year beginning any time after
. September 30, 1977 that is not at least 2 percentage points
{or some comparable percentage) below the rate of increase
in the previous fiscal year.

In eddition to the above, the establishment of a screen to
identify for review any hospital in the top 15 percent (or
some comparable percentage) of all hospitals in the state.
based on the projected rate of increase in revenues or '
expenses per admission for the fiscal year beginning any

time after September 30, 1977, or a screen to identify

for review any hospital whose rrojected revenues Or eXpenses
per admissiocn for the fiscal vear beginning any time after
September 30, 1977 will increase in excess of 10 percent

(cr scme ccmparable rercent based on the particular situation

in the state).

n
~—

gram, the state committees should call upon
vital in the state to adopt a resolution establishing

aprrcpriate budget goals for the institution's coming fiscal year, con-

I e

oo

-

nostital's board adcpts such a resolution, upon subtmissicn of the
iution to the state committee, that hospital should be provisionally

:7ied as a cost containment hospital and not subject to interinm pro-
tive budget review by the state committee. Periodic monitoring by the
e committees should assure continued performance by such institutions.

_22_
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The state committees also should ask every hospital to voluntarily report
key indicators to the committee, for example, number of admissions, total
expenses, total revenues,”average length of stay, number of beds, and
capital expenditure plans..: These figures should be voluntarily reported
by every hospital for the'next fiscal year beginning after September 30,
1977 and also for its previous fiscal year.

-The. state committees should.develoﬁ e plan to work with each hospital

falling into the foregoing categories to identify ways in which these
hospitals can voluntarily reduce their rate of increase. Each state
committee also should periodically report the details of its cost
containment program to.the National Steering Committee. AHA, AMA, and
FAH should offer their help to the state committees to assure an appro-
priate contribution by each state to the achievement of the national

goal and objective.

THE RECOMMENDATIONS AROVE ARE PROVISIONAL RECOMMENDATIONS OF THE NATIONAL

- STEERING COMMITTEE, PENDING REVIEW BY APPROPRIATE LEGAL COUNSEL. THE

NATIONAL AND STATE GOALS AND OBJECTIVES, INTERIM GUIDELINES, AND SCREENING
CRITERIA ARE TO BE USED SOLELY AS GUIDELINES FOR EACH HOSPITAL TO ASSESS
ITS OWN BUDGET, AND FOR STATES IN IDENTIFYING HOSPITALS WHERE A SPECIAL
REVIEW IS NEEDED. 'THESE FIGURES ARE NOT TO BE CONSIDERED AS FLOORS OR .

CEILINGS.

Provisionally adopted* a primary national goal of significantly reducing
new capital investment over the next two years, concentrating on two
objectives. First, in 1978 there should be no net increase in the total
stock of hospital beds as of Decmeber 31, 1977, adjusted for any new beds
that might be added due 'to certificate of need or 1122 approvals that

were granted prior to December 31, 1977. Second, there should be a
reduction in 1978 in total new capital investment approved under certi-
ficate of need and 1122 review programs to 80 percent of the annual

(price adjusted) average of the approved capital investment in hospital
facilities and equipment during the 3-year pericd of 1975 through 197T7.
Because of the cyclic nature of certain capital expenditures, and the lack
of a sound data base in this area, the 1979 objectives will be developed in

mid-1978.

In carrying out programs to achieve these goals and objectives, state
committees should develop cooperative working relationships with the
appropriate state and local. agencies. '

Interim guidelines for all hospitals and for -the state committees . include
the following:

a.- All hospitals are urged.to reassess their capital budgets to see if .
- any further reductions can be.achieved either through the development @
of alternatives to capital investment or reductions or postponement

. #Subject to review by legal counsel.
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b=

of capital spending.
b. In structuring their capital expenditure programs, states should consider--

(1) Thatthe national objectivesof holding the line on the stock of
beds and of reducing total new capital investment should not be
interpreted by the states as a floor or ceiling. Rather, state
committees should work with the appropriate state and local
agencies to assess the unique and special needs of that particular
state, for example,to reflect the areas that are subJect to a
rapidly growing or substantially changing population base, or
to eliminate (or convert to other uses) excess bed capacity
wvhere it is identified. Elimination or conversion of excess bed
capacity should be achieved with full consideration of due process
to the affected institutions and should be predicated on appropriate
consideration for invested capital and associated debt service
remaining. ‘ :

(2) The national goal and objectives outlined above should be

-~ coordinated with the planning review and certificate of need
process, so that each institution's application for review and
approval is both submitted and reviewed in light of its potential
impact on the national and state goals and objectives.

The state committees should establish liaison with the apprcpriate
state and local agencies in implementing this program.

~

(3

Requested that all hospital medical staffs reaffirm their commitment to
carry out effective, ongoing, voiuntary utilizaticn review programs tc
assure the efficient provision of services and wherever possible, and
consistent with sound medical practice, all hospital medical steffs
should consider ways to further tighten utilization review programs.
Implezentation o the utilization review programs should involve close
cooperation of the medical staff, management and board.

Called for an expanded study and development by the state committees of
grograms to significantly improve prcductivity in hospitals, including
the development of appropriate standards for effective measurement of
productivity zains. The objective of each hospital over the next 2
yezrs should be an improvenent in productivity of at least 2 percent
per year.

Called for an acceleration in the current trends to improve the health

Call
delivery system through multi-hospital systems, shared services, emphasis
or. primary care accessisility, and multiple avenues for the effective

delivery of health services thorugh single and multi-specialiy medical
zroups and alternate delivery systems.
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13.

Called for the immediate direct communication of the above-stated
objectives and interim guidelines for this voluntary cost containment’
program through a letter or mailgram signed by the chief executive officers
of the American Hospital Association, the American Medical Association, and
the Federation of American'Hospitals'to all hospital chief executives, all

- chiefs of medical staffs, all hospital board chairmen, all state hospital

and medical societies, and all other allied associations, urging their
support and cooperation with this program.

Called upon the American ﬁospital Association, the American Medical
Association; and the Federation of ‘American Hospitals to develop technical

- assistance programs, based on directions and recommendations of the

National Steering Committee, to assist both state committees and hospiteals
in meeting the objectives of the program, including the immediate develop-
ment of guidelines to assist the newly-formed state-level committees in

carrying out their activities.

Urged each hospital supplier to support the voluntary cost containment
program and to independently exercise restraint in its pri¢ing policies, and
urged each hospital purchaser independently to resist extraordinary high
price increases. c : '

Decided to develop a program on public education, including the developmen

. of approaches to explain to the public the voluntary cost containment

program and the impactaQ£;increased'demand for hospital and health care
services. The public education program also will include ways to actively
involve consumers, providers, trustees, industry, labor and others in

the effort to contain'hospital and health care costs and to improve the
public understanding of the reasons for cost increases. ‘

Called upon the chief executive officers of the American Hospital Association, -
the American Medical Association, and the Federation of American Hospitals, .
as well as the members of the National Steering Committee, to establish -
_contacts ‘with the Departmént . of Health:, Education'and Welfare, the Council
on Wage and Price Stability, congressional leaders, and the White House '
with respect to 'the voluntary cost containment program goals, objectives,
and interim gudielines, for the purposes of obtaining a broad base of
support and cooperation for this voluntary effort. These contacts also

_should extend to industry and labor.

Called‘upon_insurance‘carriers, other purchasers of care {public and. private),
industry and organized labor to examine cost-effective alternatives to -
existing heslth insurance progrems, including expanded consumer cost sharing
and cther approaches to heighten the awareness of the health care consumer
regarding the .cost of health care. New insurance benefits or substantial

expansion of existing coverages should be carefully assessed on the basis
of their cost-effectiveness and -inflatidnary impact, based on the national v
goals, objectives, and interim guidelines of this program. Various .
incentive payment programs should be developed by providers and purchasers
of care. Insurance qérniars and'government should examine ways to further

reduce their administrative costs in carrying out their activities.
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15. Called upon the Department of Health, Education and Welfare and
other national and state agencies to carry out cost-effectiveness
studies regarding all existing regulations that have a substantial
impact on the health care industry, to be completed by the end of
'1978. An in-depth analysis of the cost-effectiveness and inflationary
impact of any proposed health care legislation and regulations, and of
the overall regulatory structure in the health care industry, also should

be carried out.

' 12/21/77
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WORKLOAD PROBLEMS IN THE DIVISION OF RESEARCH GRANTS
OF THE NATIONAL INSTITUTES OF HEALTH

The attached paper, prepared for the Intersociety Council for
Biology and Medicine, sets out some of the problems that Dr. Douglas
will discuss with the Board. He has asked that it not be given
broader distribution until after discussion.
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DISCUSSION GF WORKLOAD PROBLEMS IN
DIVISION OF RESEARCH GRANTS

. . NATIONAL INSTITUTES 6F HEALTH

| Prepared For

Representatives of Intersociety Council for Biology and Médicine'

THE PROBLEM

. Beginning in about 1969 a remarkable increase in the rate of submission of research
grant applications by the scientific community occurred. This rate of increase
is continuing. The number of applications submitted has now reached more than twice
the level it was in 1969. With no appreciable increase in the number of Study Sections
or Study Section members over the same period, the integrity of the peer review system .
is now under serious threat. The overload on Division of Research Grants' (DRG) Study
Sections is steadily diminishing the quality of the scientific review. This discussion
sets forth for the Intersociety Council information on the magnitude of the problem,
provides some insights into factors contributing to it, and describes our attempts at
alleviation. -

In 1969 the DRG reviewed 8,227 applications; in 1977 the number reviewed was 17,741,
or more than twice as many. The number of personnel in the Division decreased from

o 425 in 1969 to 392 in 1677, however. Cver this same time the number of Study Sections

‘ increased only from 48 to 50, and the number of Study Ssction mzmders graw from about
690 to 789. In sum, while the workload more than doubled over the 8 year period, the
number of Study Section members to perform reviews increased only about 15 percent,
although it must be acknowledged that the Division has increasingiy relied on Special
("ad hoc”) Study Sections, and "ad hoc" reviewers. {Sce attachment.)

Some Study Sections have bcen more heavily burdened than others. Those in which the
number of applications nore than doubled include the Tollowing: Appliee Physioloay
and Orthopedics; .Biochemistry; Cardiovascular and Pulvonary; Cardiovascular and Kenal;
Developmental Behavioral Sciences; Epidemiclogy and Disease Control; Experimental
"Therapeutics; Genetics; General Medicine B; Neuroiogy B; Heuroicgical Sciences;
Pathology A; Pathology B; Radiation; Reproductive Biology; Toxicology; and Spefial
Study Sections. - :
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We have examined certain characteristics of the increased worklioad to attempt to
understend it and io devaiop appropriate means of #lleviating the probiem. For oxampie,

. there are no discernible marked chances from 1859 %o 1977 ir the
patierns of rates of submission of apyiicaiions when we examinz
the top 50 institutions, the states, or the regions;

. the number of amended applications per round has remained relatively
constant from 135S, ranging from ebout nine to twalve percent, although
in some Study Sections the rate has exceeded Z0 percent;
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. neither the average number of competing grant applications submitted - = .r
per investigator, nor the average number- of grants awarded per A.
principal investigator (PI) has changed dramatically in the years we
reviewed (early 1970's on); :

. DRG-reviewed applications hayé more than doubled for the following
BID's from 1969 to 1977; National Eye Institute; National Cancer
Institute; National Institute of Environmental Health Sciences:

National Heart, Lung, and Blood Institute. '

The first three findings are rot helpfu) in explaining the increased workload. The
Yast point, however, is significant. ' -

FACTORS COGMTRIBUTING TO WORKLOAD AND QUALITY OF REVIEW

Among the factors that contribute directly or indirectly to workload of DRG staff and
of Study Section reviewers are new initiatives for accountability (e.g., Sunshine Laws,
Human Subjects Regulations), BID programming efforts in response to Congressional
mandates, and trends toward.increased targeting. Executive Secretaries of Study
Sections and initial reviewers must now be concerned with extensive documentation in
the applications and perform detailed reviews .against applicable guidelines regarding
human subjects, animals, and recombinant DMA. About one-third of all NIH applications
involve human subjects. The number of applications involving recombinant DNA received
for the January 1978 council round was approximately 100.

and Program Anncuncements generated by Public Health Service rasearch components
{principaltly YIH) that increased the nusber of applications for wnich central referral
end, in many cases, revicw resources in DRG were reguired.

For the three council rounds in ]’977, there were 47 Requests for Applications (RFA's) ‘

With increased emphasis in 1979 on "basic" research in this "year of the RO1," the
workload for DRG will not diminish. :

Other strains on the peer review system are creating pressures for DRG staff and
revievers. Under DHEW's interpretation of the Privacy Act of 1974, summary statements
w2y be released-to PI's sricr-to council. ‘Between the .June 1977 Study Section meetings
and the October 1977 council round, approximately 1280 summary statements were released
to-PI's. This.release resulted in some 77 communications to NIH before council -1+ ..
rebutting information or requesting.amendment to key documents. Current HEW policy on
release of surmary statements means that often Executive Secretaries are called for
information while they are preparing the sumamary statements, rasuiting in use of their
alresdy Timited time and jeopardizing the confidentiality of cutside opinions and the :
opinions of individusl reviewers. ilore disruptive than the relesase of the summary
statement will be the consideration of the comnunications tha< come to NIH from the
Pi-after receipt of the summary statement and prior to tie council meetings. Ve expect
these comaunizations o increase jiust as requesis for sumTary statesents increased once
P1's knew of their availability. '

The NIH has recently announced to ‘the public the NIH Director's decisions on the
recommendaticons of the Grants Pcer Review Study Team. Summary statements with priority
scoves will be sent routinely to the PI after council. With this announcement, and -
panding deavelopment of intarnal imnienmenting procedures, HIH clans to request Pl's .
to wait for WIH's automatic transmittal of summary statements afier council in !ieu
of-making requests while the peer review proceéss is in progress.
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The Intersociety Council could be helpful in informing its members of our request.
AMMC staff is also working with us in reviewing legislation and legal decisions
on which our current Privacy Act policies are based.

IMPACT OF WORKLOAD

The increased number of applications, the increased documentation required, and other
strains on the peer review systiem have lowered morale of both internal staff and
reviewars. Although not easily measured, the poctential for lowered quality of review
and eroced integrity of ihe systom s an sirect of tha unnrecedented workiond. u@
estimate that 3 workweeks (or 120 hours) of unremuneratad detailed study and
preparation of reports must be given by each reviewer for each round under optimum
conditions. At present, some Study Section reviewers have 20 applications per round
for which they_are responsibie as primary or secondary reviewers. The choices are

to ask more of our reviewers; to decrease review time for each application; or to
continue to maneuver "ad hoc" reviews--the technical legality of which may be open

to question.

The workload increase has taken its toll in a measurable way by increasing the
resignation rate of Study Section members. In FY 1974 the percentage resignation
was 0.6 percent of total membership; in FY 1975 it .increased to 2.6 percent; in
FY 1977 it was 3.9 percent, a percentage ve estimate will be about the same in

FY 1978. Reports are that the same professional societies have advised potential
Study Section members about the plight of DRG and has questioned the desirability
of Study Section appointment under current workload conditions.

ATTEMPTS AT ALLEVIATICHM

In June 1977 we began systematically considering ways to reverse the DRG workload
trend. We discussed most of the alternatives we considered with a group of 12 Study
Section chairmen in November 1977. With little or no possibility of increased
personnel ceilings, we have attempted to increase manpower Dy using expert consultant
positions loaned from the Hational Heart, Lung, and Blood Institute. We have also
considered loans from the intramural program, intergovernmental personnel agreements
(IPA's), and use of "when actually employed" (WAE) and temporary personnel.

Another approach we have considered is the imposition of limits on:

o]

. the number of péges in an application;
. the number of applications submitted per investigator per year;.

. the number of different "ectivity types" of applicaticns per
investigator (2.9., Program Project, Research Cereer Development)

. the number of revisions of applications; and
most dramatically, the number of applications to be revieved

at a single Study Scction round, i.e., the establishment of a
"queuing" mechanism.
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Although ve plan to continue considnring the pessibility of implementing some of the
approaches listed above, we recognize that soms of thesac may be unsatisfactory, ‘
either because they will have no real “impact on workioad; will cause more processing

or workload problems than would be solved; or would have an inappropriate effect

on the principles on which peer reView is conducted and meritorious projects selected.

There are several other act1ons that may be he]pfu]. These include eliminating
waivers of receipt dates for new applications; devising a way to prepare less
detailed surmmary statements; working with the National Science Foundation to find
more efficient means of dealing with appiications submitted to both agencies.

One hopefu] event is a discussion Dr. Fredrlck50ﬂ had with representatives of the
Office of the Secretary, HEW, about Flexible Study Secticns. HEY officials have
indicated a willingness to'enterta1n the concept of this type of Study Section.

Our proposal is that about half of the existing Study Sections and all future Study
Sections be chartered to include two or more subcommittees in the Study Section.
Membership would increase from approximately 18 to 36 reviewers. We see many
advantages of the Flexible Study.Section concept for NIH. Details of the charters
for four Study Sections are now. under consideration: Genetics, Radiation, Chemical
Pathology, and Reproductive B1o]ogy.

CONCLUSION

There are conceptually two approaches to dealing with the workload situation.

The first would involve expanding the capacity of the review system in terms of

DRG resources and the number of Study Section reviewers.. A related approach would

be to make adaptation of the system at its current capacity; however, if we are to .
retain valuabie fzatures of the system, the ontions ars distinctly Vimited., The el
staff of the NIH are working toward-relief along both these avenues, i.e., expanding
the'capacity and imprroving the eff1c1ency of the system.

Another means of mod1fy1ng the current pressure will require a moderation in the rate
of influx of applications. We would also hope to decrease demands from the applicant
community and the Federal establishment for services from the system that divert its
resources from its primary task of performing quality review of the scientific content
of the proposed research. It is in this area.we seek understanding and ccoperation

from the scientific comaunity. We would ask, for example, that the research

institutions help in developing a reasdnab]e‘plan of action, including, for example--

. requesting principal 1nvest1gators to wait until after council
before reguesting information about the recommendations on
their applications;

+ screening the app11cae1ons to assure that they are complete and
viell-presented,; :

. exploring ways to limit applications'by other ieans.

Enclosure - - : y ‘ February 22, 1978 ‘
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GROWTH RATES OF APPLICATIGNS RtVIEHﬁD, STUDY SECTION MEMEERSHIP
AND NUMBER GF STUDY SECTIONS, FY 1969 - 1977

DRG STUDY SECTIONS
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MEDICAL SCHOOL ADMISSIONS CRITERIA

The attached excerpt from the January 3 issue of the United States

Law Week was brought to our attention by Dr. Van Citters, who

suggested that it be discussed by the Board.

The following article from the March 15 issue of the New York Times

deals with a related issue.
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the court notes that there is substantial authority sug-

gesting that a 42 U.S.C. §1983 action lies to redress

federal statutory as well as constitutional claims.

Since the Fees Act authorizes fee awards in any Sec-
tion 1983 action, courts may well be empowcered 1o
grant fees to parties prevailing on federal statutory
claims. (Page 2329) ’

Statutory Exemption To Obscenity Law
Runs Afoul Of Equal Protection Clause

A Maryland adult bookstore clerk discovers that
the First Amendment is not the only weapon he has
to fight a conviction under that state’s obscenity
statute. He convinces the Maryland Court of Appeals
that the law, which exempts imovie theater cmployees
rom prosecution, denies him equal protection rights
sunrantesd by the Fourteenth Amendment. (Wheeler
v. Marylind, 12/12/77)

To be valid, the exemption of movie theater em-

ptoyees would have to rest upon some ground of dif-
ference having a fair and reasonable relation to the
statutory purpose of prohibiting the publication,
printing, sale, and distribution of obscene matter. A

" state lower court found a “‘rational basis’’ for the

exemption because movie theater employees, except
for the projectionist, ordin:sily do not come into
physical contact with the items sold. Furthermore,
while controls may be placed so as to regulate the age
of all who enter a theater to see a film, no such con-
trols are present when obscene material is removed
from the bookstore premiscs. .

The court of appeals disagrees. It fails to see the
relevance of the degree to-which-the obscenc matter is
handled by the employees. Lven if movie theater em-
ployees do not come into physical contact with the
material, they are furthering the distribution of it.
Nor docs the juvenile rationale constitute a reason-
able basis for the classification. Moreover, the statu-
tory language cannol be read so that the exemption

Cpertatis oily Lo the showing of the film itself. An

usher who distributes a program that in jtself is ob-
scene would not be subject to the prohibitions of the
statute, while a bookstore employee who distributes
the same program could be punished under the law.
Thus, the court concludes, the law operales on some
persons and not upon others similarly situated. (Page

2330)

S e b

Nedical School's Admissions Criteria
Are Basis Of Contract And Fraud Suit

An aspiring medical student who cluitns that his
application to medical schoo! was rejected berause
neither he nor his family could afford to make a
monetary contribution to the school, the Illinois
Supreme Court says, can maintain an action for
breach of contract based on the medical school’s fail-
urd to evaluate his application according to the

-3l-
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academic criteria described in the medical school’s
bulletin, Moreover, the court says, the unsuccessful
applicant also has a cause of action for common-
law fraud premised on the medical school bulletin’s
allecged misrepresentation concerning  admissions
criteria that induced prospective students to pay the
$15 application fee. (Steinberg v. Chicago Medical
School, 12/12/77)

The bulletin stated that cach student’s potential for
the study and practice of medicine would be eval-
uated on the basis - of academic achievernent,
standardized test scores, and personal appraisals.,
The medical school’s acceptance of an application
and the $15 application fee constituted acceptance of
an -offer to apply under criteria established by the
medical school. The unsuccessful applicant’s alicga-
tions that the medical school failed 10 live up to its
part of the bargain, the court says, thus state a cause
of action for breach of contract.

The unsuccessful applicant also claimed that the
university intentionally deceived applicants and in-
duced them to pay the $15 application fee by stating
in its catalog that it would use certain criteria to eval-
uate the applications, when, in fact, applicants were

-selected  primarily for monetary considerations.

Allegations of misrepresentation of an existing mate-
rial fact, coupled with scienter, deception, and injury
arc adequate to support a cause of action for com-
mon-law fraud, the court finds. It is immaterial that
the misrepresentation here consisted of statements rc-
ferring to the medical school’s future conduct. Lia-
bility can be found, the court states, where the false
promise or future representation of conduct is al-
leged to be the scheme employed to accomplish the
fraud. (Page 2336)

Liquor Dealer’s Illegal Rebates
Are Part Of Cost Of Goods Sold

Credits given by a wholesale iiquor dealer to se-
lected costomers, in violation of state law requiring
sales only at posted prices, constituie part of the cost
of goods sold and therefore reduce the dealer’s aross
income, the Tax Court rules. The credit, which the
customers can use to purchase additional liquors, or
the additional bottle that the customers get for each
case purchased, is not a deduction that may be disal-
lowed under Section 162(c)(2) of the Internal
Revenue Code as an illegal business expense. (Max
Sobel Wholesale Liguors v. Comr., 12/15/77)

The practice of making illegal rebates first came
before the Tax Court in a case involving milk sales in
violation of state law. In Pittsburgh Milk Co. v,
Comr., 26 T. C. 707 (1956), the court distinguished
beiween a discount or rebate to which the customers
became entitled at the time of sale and costs meurred
in the form of illegal payments or paymen:s to third
parties that were not made pursuant to agreement be-
tween the buver and the seller. Where the rebate was

46 T W 1n0o
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By MICHAEL KNIGHT

Sperial 1o The New York Times

BOSTON, March 14—A Boston Univer- |

. i €T° . charges,- if proved true, constituted anj e
i «ity student newspaper said today that  jjjegal action by the university, the na- of minority groups. went on to quote

THE NEW YORK TIMES

Tuesday, March 15, 1978

Student Pap_er SaysBoston University SellsAdmissions

i]canfli_cts that has already resulted in one The newspaper, which characterized
i lawsuit.

~the policy as ‘*‘extortion” that discrimi-

It was unclear ‘hett f
unclear today whether the| . oo a0ainst poor people and members

:it had uncovered a university policy of - tion’s fourth-largest private educational | Mr. Silber as responding that the univer-

i celling admissions to medical school and ;
j 10 law schoo! to wealthy applicanis.
|  The newspaper, BU Exposure, printed
"script of a hoard of trustees subcommit- |
i tee meeting five vears ago at which John H
R. Sither, the president of the university. i
had specifically approved the policy as !
: a fund-raising device. :
Mr. Silber called the newspaper's'’
i charges deliberate lies and denied that
jany such policy existed. “No one has
ibeen admitted to Boston University in
‘ consideration of the payment of money,”
he said. “No one has ever hought a place
{in one of our schools.”
i The exchange of charges between Mr.
: Silber and the politically oriented student
{ newspaper is the latest in a series of

institution with 16.000 students. But it i sity does not accept unqualified students.
would fconsmutg an _em}t]).arhrassmdg expo- | Byt it quoted him as saving that the uni-
sure of a praciice in higher educationi \..iiv “shou the i

that is sometimes hinted at but rarely:t‘hcgs};}';he:hg;]?hego et-?:otr:‘e\v;{gh}t\a?e}:sr-oel;'
docvmented. In addtion, the charges! : perda %

: . ; : admitted, and talk to him about a major
would prove damaging to Mr. Silber, a| wify 4o the school.” : :
teacher of philosophy who is a leading i ® s gijber, who could not be reached
spokesman for private higher educationi g comment teday but who instead dis-
as ;vel]las a proponent of ethics and lib- tribyted a prepared rebuttal, accused the
eral values. :

The newspaper reprinted parts of a 100 ; . ) i
versity’s Select-Committee on University 5;’71'10\.de a fbat;ls tfor thg;r S'CK.’.US and
Needs that was held on Oct. 13 and 14, | '2!se use of ine erm extortion.

Silber told the committee: ‘“There has :

been any number of people crawling all based on the transcript. thgt :;‘member
over me for admission to our medical | f the board of trusiees had charged :?f“
school and our law school who have not | applicant 5?0-0.00,-, tovl())e pf"lllq as adg\lL'E
been tapped systematically for gifts to i !0 the“u}:mersn} SD“{’. ’?‘1 ‘:,’! he:<aid
this university. I'm not ashamed to sell j ment. “That statemﬁn 15 ia'se, saie.
those indulgences.” ‘Moreover, no suc statement a'ppears

- . . - in the transcript. Again, the Exposure

Policy Called ‘Extortion group, who are in a position to know

The newspaper quotes Louis Rosenfield, what was 3aid in the transcript, must
an honorary trustee, as responding by |have deliberately lied.”

saving: “John, I'm very happy you've | The newspaper called for a Congres-
aot this boy into law school I demanded | sional investigation and .urgedvthat all
$50,000 and I was greatly criticized.” ! graduates of the university l_aw schoo!
The newspaper reported that ‘“noiand medical school since 1973 be sub-
member of the committee objected to]poenaed to testify about possible pay-
that policy.” ments.

Mr. Silber denied the paper's assertion, |

. . . | newspaper of publishing ‘‘snippets care- .
page transcript of a meeting of the uni-" ¢,y chosen so as to distort reality and .




