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advisory sub-committees representing all specialties recognized by the
College. The sub -committees are appointed by the executive after
consultation with the national specialty societies. They advise the
Council and the standing committees of the College on all activities
relating to their specialty. These specialty sub -committees also have
wide representation from interns and residents.

Proposals to establish new programs or to enlarge existing programs
must be submitted to the College by the medical schools through the dean's
office, not by individual program directors, and must have explicit
approval of the school as a corporate entity. Accreditation review of
existing specialty training programs by the Royal College of Physicians
is conducted at the same time as the site visits by the LCME survey teams,
and there is a significant opportunity for interchange of data during such
visits.

In the past the administration of graduate medical education at the
level of individual medical centers was primarily the responsibility of
hospitals. Although medical school faculty were heavily involved in
specialist training, the schools themselves had little corporate influence
or control over the programs, and in the case of internships in community
hospitals the relationships were even more remote. Each specialty
training program operated independently, set its own policies regarding
admissions standards, in -course evaluation and in many cases the total
number of trainees. The result was a haphazard system of programs, varying
widely in quantity and quality and removed from the influence of a
coordinated approach.

Dissatisfaction with this state of affairs prompted the accrediting
bodies to establish the policy that approval of training programs must
be contingent upon such programs being conducted under the aegis of
medical school, since medical schools were viewed as being best suited
to provide adequate control over both quantity and quality of such
programs. Thus medical schools in Canada are now directly responsible
for all aspects of graduate medical education, with the exception of a
small and rapidly diminishing number of free standing internships in
certain community hospitals.

In nearly all provinces interns and residents are fully registered
as graduate students in the university and are explicitly recognized as
part of the medical school's educational responsibility. This responsi-
bility is reflected in the determination of the budgetary appropriations
medical schools receive from their parent universities.

In practice there is still some variability from province to province
in the details of administration of graduate medical education. This is
in part due to the fact that, in general, Canadian medical schools conduct
their training programs in hospitals with which they are affiliated, but
which they do not own or operate. Since the characteristics of the
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affiliation differ from place to place, it is not surprising to find

differences in specific operational procedures. Another factor which

accounts for some degree of variability is the fact that the salaries of

interns and residents are in most instances derived from the budgets

allocated to the teaching hospitals by the ministries of health in each

province. In some areas the budgeting process is virtually delegated to

the medical schools by the hospitals while in other areas it is not.

Despite the variability which presently exists, there is a generally

acknowledged movement toward fuller integration of responsibility and

authority in the administration of graduate training programs under the

governance structures of the medical school. In our own medical school,

for example all policies governing graduate medical education are

formulated by a standing committee on GME, and these proposals are placed

before the council of the medical school for approval. The major areas

in which policies and procedures have been established and promulgated

are admissions procedures, allocation of training posts among various

programs according to explicit criteria, in-training evaluation of house

officers and evaluation of programs.

Day to day administration is the responsibility of an associate

dean who presides over a committee of program directors and house officers,

with special sub-committees being responsible for such matters as admissions

and evaluation. In addition, such a program has its own program committee,

again with student representation. The interns and residents association

is recognized by the medical school as the official voice of the gra
duate

students. The association has representatives on the school council and

on its major policy committees. It is also represented on a variety of

other committees, including search committees for department 
chairmen and

deans and promotion committees.

In some provinces, house staff associations have been certifi
ed by

the labor relations board as bargaining units. In one the provincial

medical association assists in the collective bargaining, 
and in others

there is de facto voluntary recognition of such associ
ations as collective

---
bargaining units. In all jurisdictions bargaining is almost totally

restricted to "quarters and rations" issues, with acad
emic interests

being pursued through the house staff representatives 
on the various

committees of the school councils.

The training of house officers is largely conducted in
 clinical

teaching units. These units are what might be called the clinical labora-

tory for education at both the undergraduate and postgradu
ate level.

Characteristics of a clinical teaching unit include the follo
wing:

1. All teaching staff members serving in the unit must

be appointed jointly by the university and the hospital.
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a. There must be an identifiable head of each unit at any
given time with full authority to enforce regulations
governing the operation of the unit.

3. The regulations for the operation of the unit must provide
for the proper integration of health care and education
including the function of the members of the unit as a team
with special concerns for education through graded responsi-
bility.

4. The senior or chief resident is responsible for seeing that
the members of the house staff team have an opportunity to
assume professional responsibilities appropriate to their
level of training. The senior resident is responsible to
the head of the unit for administrative matters and to the
responsible staff member for matters involving professional
service to patients.

5. Patients admitted to the unit must be assigned to a member
of the staff of the unit. All patients are insured, and
the route by which they arrive in the unit, whether referred
by a private physician or by direct presentation at the
hospital without a physician referral is of no consequence.

At the national level, the trend for medical schools to be given full
responsibility for graduate medical education has been reflected in two
ways. First, there has been a growing and increasingly effective degree
of collaboration between the Royal College of Physicians and Surgeons and
the medical schools in improving standards of training programs and in
developing better methods of in-training evaluation. Second, the
Association of Canadian Medical Colleges which tended in the past to
concentrate almost exclusively on undergraduate medical education now
interprets its mandate much more broadly and gives increasing attention
to GME. The Association of Canadian Medical Colleges has as one of its key
standing committees, a committee on graduate medical education, and the
association is represented on all national bodies which have a role in or
potential impact on graduate medical education.

Social Forces Affecting Governmental Policies in Health and Higher 
Education. 

Having sketched very briefly the organizational background which is
relevant to my topic, let me now say something about the social background
as it influences universities and hospitals and therefore medical schools
and graduate medical education and let me begin with some recent trends in
Canadian higher education.
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Universities: During the boom period of the late '50s and early
'60s Canadian universities "were everybody's favourite instrument for the
advancement not only of knowledge and understanding, but also of the public
weal"47 They were no longer small and selective, but were viewed by
nearly all as bestriding the path of social and economic success.

There was a sustained public demand not only for instant expansion
of what the universities had traditionally done, but for immedicate
extension into many new activities. Universities for their part
cooperated willingly in responding to the demands, perhaps not recognizing
that they would be transformed in the process.

Governtlents, as the principal financiers of the expansion, were
in the beginning sensitive to the universities' concern that they not
lose their autonomy in becoming bigger and more costly. Indeed, it was
mainly in order to limit government influence that many provinces funded
universities according to formulas based on student enrollment. The
system did not funciton perfectly, but it was not until the advent of
the mid-'60s, the era of student unrest, that the inclination to preserve
university autonomy began to weaken.

Next came the tightening of the high level labor market, particularly
in non-professional areas. And faced with the spectacle of unemployment
or underemployment of significant numbers of university graduates, the
public began to have serious doubts about the economic value of a univ-
ersity education and hence upon the soundness of the public investment
in universities. The universities were thus called upon to eliminate
expensive overproduction, by the public and by governments.

With no federal presence in the support of higher education and
with student tuition fees comprising only a minor and diminishing
fraction of university revenue, the provincial government has emerged
as the single dominant factor in university financing.21 At the same
time, provincial governments have greatly extended their own responsi-
bilities in such fields as health and social policy, natural resource
development, transportation, urban deterioration, rural depopulation,
problems of the north, of native peoples and the environment. They have
called upon universities for new programs in these specific areas and
have thereby added significantly to the costs of higher education.

An increasingly imminent problem for universities in Canada is
the projected decline in the university-age population which is expected
to begin in the early 1980's and persist to the year 2000. Since so

1/ Evans, J.R., Physicians in a Public Enterprise, Journal of Medical
Education. 48: 975-986, 1973

2/ Ibid.
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much of the expansionist ethic in universities has in the past been fuelled
by enrollment increases, the prospect of a decline has been seized upon by
governments as requiring a virtual freeze on growth in some areas and
actual retrenchment in others.

Provincial governments have also expressed concern about the single
direct relationship between the federal government and the universities,
that is, the continuing federal program of direct grants in aid of research.
Grants-in-aid, they argue, attract overhead costs, which are charged on the
university's budget. Even though 50 percent of such costs are passed on
to the federal government through cost sharing agreements, the provinces
have taken the position that provincial institutions should not be
directing their attention and resources to esoteric areas of little
provincial concern, while immediate provincial problems receive too little
attention by university researchers.

The factors I have outlined and several others I do not want to take
time to mention are impelling provincial government toward closer control
of universities and "to regard them as simply the upper level of an
integrated educational system thought to exist solely to serve society's
needs as interpreted by the government of the day".3/

Health Services: The boom period in the expansion of government
supported health services began almost a decade after the rapid expansion
of universities. In 1964, a Royal Commission on Health Services reported
the results of its comprehensive assessment of health needs and resources
in Canada.

The recommendations of the Royal Commission established the blueprint
for the development of a national system of comprehensive health care
insurance. The federal government ultimately recognized that such a
development would generate a great increase in the public demand for health
services, which would far outstrip the available resources in medical
manpower. A health resources fund was established to provide for the major
expansion in clinical and research facilities required in order to increase
the numbers of medical graduates and other health service personnel.

New medical schools and teaching hospitals were built. Existing ones
were expanded and modernized. And over a billion dollars will ultimately
be spent with the conviction that at last the major barriers to accessible
comprehensive and continuing health care would be removed and the health
of the nation protected to the highest degree possible.

It was soon abundantly clear that removing the financial barriers to
health care does not guarantee an adequate system of delivery of healtY
care. Indeed the effect of removing financial barriers is to "highlight

3/ Ibid.



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

 c
ol
le
ct
io
ns
 o
f
 th

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

-147-

other defects in the system" such as the lack of an organized framework
for the delivery of primary care and the lack of cooperative planning of
health services.4/

The deficiency in organization of primary care is most readily
exemplified by the rapid increase in visits to hospital emergency rooms
by patients with non-emergent problems who have been frustrated in their
attempts to obtain accessible and continuing care from private physicians.
The deficiency in coordination of health services at the regional level
is exemplified by wasteful competition between hospitals, duplication of
specialized facilities and failure to integrate specialized programs. And
this led to the general popularity among health planners of the notion of
regionalization of services; that is to say, of the establishment of
district health authorities with jurisdiction over the organization of
all health services and hospitals in a geographic area.

More recently dissatisfaction with the nature of the health service
system has given way to an even more acutely felt dissatisfaction, with
the rapid escalation of health care costs. The escalation has its roots
in the increasing demand for new and improved services and in the general
inflation of the economy.

Health care providers responded promptly to the demand for new
services, but like the universities, have been slow to curtail old ones.
Faced with costs which have been rising rapidly while at the same time
being pressured to introduce new programs, provincial governments have
begun to move toward closer control of health service institutions. The
autonomy of large urban hospitals has gone the way of the autonomy of

universities. In addition to financial control, provincial governments
now exert increasing influence on what is done and who does it in our
hospitals.

Since no provincial government in Canada, whatever its political
stripe, finds it acceptable in political terms to place financial deterrents
on patients seeking care, other means of restraining costs are being
explored. The first of these is to reduce or at least limit the growth
in numbers of active treatment hospital beds, since approximately two
thirds of total health care costs relate to the operation of hospitals.

The second is in limiting the number of practicing physicians. The
basis for this approach is the contention that the number of practicing
physicians is the most important determinant of total health care costs.
Physician-generated costs include not only their remuneration in fees for

4/ Sirluck, E., Causes of Tightening Government Control of Universities.
STOA 4:3-8, 1974.
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b. uneven geographic distribution of medical manpower

c. an imbalance of manpower production between general
and specialty practice and among various specialties.
Many believe that the present output of specialists
of a given type relates more closely to the prestige
of the specialty, the momentum of the training program
and the laissez-faire attitudes of the past and does
not reflect the needs for the products of these training
programs.

The response of governments to these manpower problems
has been largely indirect. Manpower studies have been
undertaken at both the federal and provincial levels,
with a view to estimating the future need for physicians.
While few have confidence in detailed manpower forecasting,
there is not doubt that the mere conduct of these studies
and the involvement of medical schools in them has created
a climate of accountability and restraint.

As far as the total numbers of physicians is concerned,
two things are worth noting. The federal government
has introduced restriction on physician immigration and
medical schools have frozen their enrollments, with some
schools even contemplating enrollment reductions.

With respect to distribution of posts among training
programs, some provinces have established guidelines
to ensure that training opportunities in primary care
will be available for at least 50 percent of medical
graduates and have assigned a lower priority to provision
of resources for the training of specialists. Responsi-
bility for making the difficult adjustments necessary
to correct the imbalance among specialty programs has so
far been left to the medical schools themselves. While
the adjustments are proceeding at different rates in the
various schools, nearly all are taking their responsi-
bilities in this regard quite seriously.

3. Licensure: Provincial governments in Canada have responsibility
for regulating the professions. Three issues are currently

receiving much discussion among these provincial licensing

authorities.

One has to do with the minimum graduate training requirements
for the granting of an unrestricted general license to practice
medicine or, as we say, to be on the practice register of the
provincial college. At present only one preregistration year
following the M.D. degree is required in most provinces, but
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many argue that a second year should be mandatory. The addition

of a prerequisite second year would add to the academic load of

medical schools, and in the face of a limit on the total number

of trainees might encroach on the number of training posts

available for specialty programs.

The second issue is the question of the desirability of

replacing the unrestricted general license with limited

licensure. This would restrict all physicians to practicing

within prescribed limits, which could be altered or extended

only after a period of special training and certification of

competence.

And the third issue involves relicensure or recertification

on a regular periodic basis. The desire to upgrade a limited

license or to renew an existing license will inevitably place

additional pressures on programs of continuing medical education

but may also impinge on graduate medical education training

programs. To an increasing extent, graduate training programs

are being asked to provide residency type training for practi-

tioners in the field who are not content with or who need more

than what traditional continuing medical education courses

can provide. As provincial licensing bodies, hospital boards,

health service funding authorities and others become increas-

ingly active and demanding in the area of medical standards

and medical audit, an increasing number of physicians are

being identified whose practice methods are substandard and

who require remedial training. A relatively small number of

posts in some of our graduate medical education training

programs are now set aside for such individuals to do

residencies, but pressure to increase the numbers may very

well grow in the years ahead.

Summary and Conclusions.

Graduate medical education in Canada has become a central rather than

a peripheral concern for medical schools. In taking corporate responsi-

bility for the academic development and control of graduate medical

education, medical schools must perforce also take moral and practical

responsibility for assisting the public, through provincial governments

and in other ways, in grappling with such issues as the overall supply

of physicians, their geographic distribution and the balance among the

various clinical disciplines.

Medical schools in Canada have undertaken this expanded responsibility

at a particularly difficult time. Consideration of the recent trends in

government attitudes to higher education and health services reveals a

general thrust toward closer control of these sectors and an increasing

emphasis on cost containment and accountability.
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These trends have cooled the climate for innovation and our schools

are now struggling to adapt to the relative freeze. The influence of

governments in graduate medical education in Canada has been both direct

and indirect. For the time being direct government involvement has not

been a major feature of recent developments, but indirect governmental

influence can be discerned in many ways.

Despite the change in the climate for graduate medical education,

the imperatives for continued academic innovation and improvements are

undeniable. With whom does the responsibility for meeting this challenge

rest? The complexity of the challenge and the diversity of interests to

be served clearly indicate that government, the professions and the

medical schools all have a role to play.

In my opinion, the corporate responsibility of medical schools for

graduate medical education must be translated into increasingly effective

academic control of selection of trainees, supervision of the qualit
y of

programs, determination of enrollment quotas which take into reasonable

account manpower needs on the one hand and the fostering of centers of

excellence on the other and such matters as internal evaluation of both

trainees and teachers.

We in Canadian medical schools have, I believe, learned that we

must play an active part in the solution of social problems which our

programs have to some extent created, for if we do not, the pressures

on governments will inevitably force them to exert an increasing level

of direct control on graduate medical education with "conformity
,

rigidity and restraint replacing pluralism, flexibility and incentives.

In the final analysis, as St. Exupery said, "Our responsibility isn't

to predict the future, but to enable it."

6/Ibid.
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DIRECTIONS FOR THE FUTURE

Frederick C. Robbins, M.D.*

We have heard a great deal in the preceding sessions about the
problems we face in graduate medical education. We have heard the point
of view of policy setters and medical school faculty members, hospital
administrators, house officers themselves and even now from another
country. I am supposed to talk about the future.

Before I do this, I would like to recapitulate very briefly what
I have learned from this conference in regard to some of the problems.
The way they are dealt with will obviously to a considerable extent
determine the future. I put these remarks together before this meeting,
but, frankly, I have not changed many of my ideas, so I can stick with
my prepared text.

I am making the assumption that the goals of graduate education
are to extend the student's clinical experience in the broadest sense,
to allow for the polishing of skills, the development of independent
judgment and the opportunity to specialize in a particular area of
medicine. That seems to fit with what we have heard here.

In order to achieve these goals, there must be, as a part of the

educational experience, considerable involvement in direct service with
graduated responsibility, as well as opportunities for expanding the
individual's knowledge and capabilities. When service dominates
philosophically and behaviorally, as often happens today, the educational
value of the experience is proportionately attenuated. Now, you can
turn that around and say that, when education becomes too predominant,
the service can suffer. We must not forget that there are two sides to
this coin.

Responsibility for educational planning and evaluation in the
various residency programs is still fragmented with little direct
influence by educational institutions and a lack of corporate responsi-
bility.

Furthermore, residency programs are largely based in hospitals,
since they provide the financial support. The way in which graduate
education is financed obviously has a great deal to do with determining
programs and priorities.

The resident is in an ambiguous position, not quite sure whether
he is an employee of the hospital or a student, and this obviously poses
many problems.

*Dr. Robbins is Dean of the Case Western Reserve University School of

Medicine.
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surgeon or other superspecialist. The precise definition of what one

means by practicing medicine independently is obviously a matter that

could be argued at some length.

One might choose as the end point the capability of practicing

primary care. A degree of specialization could be allowed within this

broad category that might include Family Medicine, General Pediatrics,

General Medicine, OB-Gyn, Psychiatry. We could even permit greater

specialization earlier than we now do and prepare the student in such

areas as Radiology, Anesthesiology or Pathology, anticipating that he

or she would practice in a controlled environment, starting as a junior

physician.

What is the difference between this proposal and what we are now

doing, one might ask. This approach would delineate more precisely the

difference between the student role and that of a member of the work

force. It would remove the present ambiguities of the position of the

resident. It would require that those persons who were going to enter

highly specialized branches of medicine would pursue this as practicing

physicians serving in supervised circumstances with increasing

responsibility.

You might say that this is precisely what a senior resident does,

and I would not disagree with you. The difference would be that this

individual would make no pretense of being a student in the usual sense,

and his services would be charged for quite appropriately. He would be

making a living as a practicing physician. It would provide some

degree of stratification within the practicing community, something that

now is almost entirely restricted to the period of residency.

Assuming that the proposition makes any sense at all, let's look

at some of the implications, both pro and con. First the pros --

It would 1) eliminate, as I have already said, some of the ambiguities

which now surround the residency.

2) By eliminating the amibiguities it should help to solve the

present problem of whether or not residents should belong to labor

unions. They would be either students or practitioners.

3) It would remove the problem of payment for education from the

medical care sector, the issue about which Congress and other third

party payers are becoming so concerned. (I have to modify that, for it

would not totally eliminate this issue.) But we can come back to that.

4) It would provide a rational end point for graduation from

medical school. This would occur when the student had demonstrated the

capability of entering the work force and not simply when he had

completed a prescribed period of time and possibly passed an essentially

meaningless exam.
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In a recent article in the New England Journal of Medicine, Eli
Ginzberg in his usual pungent way -- he has already been quoted here
once -- made the following comment: "In fact the congressional
committees concerned with payment for patient services have become
impatient about the billion dollars or so of 'their funds', that are
expended for graduate education via the reimbursement route. It is
strange, to say the least, that medical education has been effectively
extended from a four year to an eight year program without ever having
directly confronted the issue of financing for the second four year
cycle. There may be nothing that the medical schools can do or should
do at the present, other than to help prevent having the rug pulled
out from under graduate education. But that is a task they dare not
neglect."

Residents serve not only as providers and learners, but teachers
as well. As we all know, in many situations the resident may be more
important as a student teacher in a clinical setting than the faculty.
This is not a matter that has been generally recognized or, to my
knowledge, have many programs been planned to assist the residents to
perform effectively in this role.

These, then, are some of the problems that we are trying to
address for the future.

I am going to approach my futuristic assignment by presenting
a proposition which might provide some solutions. I am fully aware
that what I am going to propose will not appeal to everyone. Nonetheless

I hope it will be sufficiently provocative to stimulate discussion and

generate other thoughts and suggestions which are perhaps more viable

and even more reasonable.

It is easy to devise propositions, but it is much harder to come

grips with the real problems involved in implementation. What is the

proposition?

My proposition is that we redefine what the M.D. means. Dr. J.

Robert Buchanan, in another way, made proposals similar to those I will

make. As of now, the M.D. in the United States really means very little,

except that the student has spent a certain amount of time in an

accredited school, and he is eligible to apply for licensure to practice

medicine.

Of course, nobody expects anyone to practice medicine until he

has completed anywhere from three to four or more years of training.

I would suggest that we redefine the M.D. on the basis of performance

criteria. Several end points could be selected, but one possibility

might be that the student demonstrate that he or she has the capability

to practice medicine independently. This does not mean that the student

is prepared to enter the world as a qualified neurosurgeon, cardiovascular
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5) It would replace a portion of the service-oriented residencies
with educationally-oriented time, for which the medical schools would
be responsible, which should reduce some of the present abuses that we
all know occur.

6) If we made the end point the capability of practicing primary
care, it might well provide some increase in primary care manpower.

7) It should allow for greater freedom from the hospital as a
primary base for clinical education, since one would no longer be
totally dependent on the resources of the hospital to finance the
program, thus allowing greater possibilities of variety in the
curriculum.

(An aside -- I would suggest that because our medical schools
in following the Flexnerian dictum have become so tightly bound in
many instances to highly complex institutions of tertiary care, our
education programs have become significantly skewed. This does not
mean that the hospitals are bad or that we do not need them, but we
do not need them as our sole basis for clinical education.)

8) It would place the responsibility for the educational program
throughout the entire medical education period with the same body;
namely, the university and its faculty, and to some extent it would
reduce the alphabet soup.

Well, so much for some of the pros. Now let's look at some of
the cons, and I will admit that this list is longer.

First, an obvious and serious argument against such a program
is that it would be a wide departure from what we are now doing. This
is always almost a devastating argument, and it would require a major
effort to introduce on any scale.

Second, it would almost certainly prolong the educational

period. This is a time when people are pushing hard to reduce the
period of dependency for a variety of reasons, including financial.
However, it would also probably result in a greater effort to shorten
the period of college and medical school total time and to further
integrate the undergrate university education with medical school.
Although the period as a formally registered student would be increased,
there is no inherent need to increase the total educational period.
And indeed, as I indicated, one might with proper planning be able to
reduce it.

Third, it would almost certainly cost the student more. I
assume tuition would be charged as long as the student was registered
in the university. This is already happening in some places, as we
heard; however, these students would be rendering considerable care
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in the hospital or whatever service
university might well contract with
proportion of the student's time in
income so generated would obviously

agency they were working in, and the
the health service agency for that
which he was rendering care. The
be used to subsidize the student.

Fourth, it might well produce a more complicated relationship
between the hospital and the university (although I doubt that it is
possible), but one might argue that it could even result in simplification.

Fifth, it is difficult to calculate the financial implications
for medical schools and universities. It might prove to be expensive;
however, it seems unlikely to me that it would be more expensive than
what we are now doing, and it need not be.

Sixth, problems might be created with licensure. In order for
graduates to enter the work force directly from school, some accommodation
in the present methods of granting licensure would probably have to be
made; however, this does seem to me a problem that ought to be soluble.

Seven, an important problem that cannot be ignored is that it
would be impossible to introduce such a program in a single institution.
It would probably have to be done by a consortium of a number of
institutions, probably rather prestigious ones, or it would have to be
a national program. Ideally, one would prefer to introduce any new
program on a trial basis.

Another obvious need for a consortium or a sizable group, if you
are going to put such a program into effect, is that one would prefer
not to require students to attend a single institution all the way
through this rather prolonged period. To have points at which they
could move would be, I think, highly desirable both for the student
and the institutions.

Eight, at the present time, the means for satisfactory performance

evaluations are not available. On the other hand, were such tests seen

as desirable, I am sure that we could devise them. Now, I realize that

various residency groups have performance criteria, but I have not been

impressed that this is an area in which we are very highly advanced.

Nine, the shift of emphasis from service-oriented residents to

educationally-oriented residents would probably increase the responsi-

bilities of the physicians for patient care. It might also increase

the interest in utilizing non-physician personnel. This could be

regarded either as a disadvantage or a benefit, depending upon your

point of view.

Ten, the participation of non-affiliated hospitals in medical

education might be made more difficult. On the other hand, the
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medical schools could very well become interested in associating with

a larger array of hospitals and other health care organizations.

I am sure that each of you can think of many criticisms of this

proposition that I have not mentioned. Nonetheless, it seems to me

to offer some advantages over what we are now doing and to provide

potential solutions for some of the problems that are facing us in the

near future, in particular the problem of where the money should come

from.

Personally, I have no compunction in supporting education from

the health care dollar. In fact, I consider it to be quite appropriate.

It is equivalent to the planning in industry for the replacement of

capital facilities, which provides for the system to replenish itself.

Through education we replenish the manpower needs of the health care

system. A principal problem, as was pointed out by Ruth Hanft today,

is that the payment scheme as now structured does not spread the load

evenly over the population. It is true that the majority of persons

have some type of coverage for much of their medical care costs, either

by the government or by third parties, so that the inequity is not as

great as it might at first seem.

I realize that a program such as I propose would present many

problems in implementation, and there are intermediate positions that

can and are being taken. In our own institution we have set up a

Council on Graduate Medical Education, which includes the directors

of all the residency programs in our affiliated hospitals. Actually,

we have been very impressed with the program at Northwestern and have

looked upon this as a very good model.

Our Council on Graduate Medical Education reports to the faculty.

It is anticipated that it will provide for the setting of standards

and evaluation of programs. However, since the hospitals are

independent institutions and provide the financial support for the

programs, it is difficult for this council to exert major influence.

I am impressed with what I heard from Jim Eckenhoff that their

institution has been able to pull it off in a way that sounds very

encouraging.

It has been pointed out many times that the individual hospitals

should have committees that are concerned with graduate education,

that represent the faculty or staff as a whole and consider each

others' programs. Such approaches, and there are many other variations,

some of which we have heard about during this conference, are all

advances over the present situation. Nonetheless, it seems to me that

it will take some rather major changes to deal with the key issues that

face us in the future in graduate medical education.
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I suspect that a tinkering with the system may well deal with our

problems -- adequately. But as I have listened over these two days,

and as I have watched the problems as they have developed, I seriously

question whether such timid measures are really going to work for us,

our students, graduate students and the medical profession.


