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Howard University
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School of Medicine
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COUNCIL OF DEANS
SPRING BUSINESS MEETING

Navajo Room
Radisson Resort & Racquet Club

Scottsdale, Arizona

AGENDA

Session I
5:30 - 7:00 p.m.

Sunday, April 22, 1979

I. Welcome and Overview of the Meeting
Christopher C. Fordham III, M.D.

Page 

II. The Washington Scene
John F. Sherman, Ph.D.

A. Appropriations  11

B. Legislation

1. Health Manpower

a. Dean's Survey

2. National Health Insurance  19

C. Regulations

1. Compensation of Human Subjects Injured in
Research

2. OMB-Circular A-21

III. Financial Management Seminar Management Advancement
Program

Marjorie P. Wilson, M.D.
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Session II
8:30 - 12 Noon

Wednesday, April 25, 1979

I. Call to Order

II. Report of the Chairman

III. Approval of Minutes 

IV. Discussion Items

A. AAMC Meeting of Housestaff on Report of Task
Force on Graduate Medical Education

Kat Dolan 

B. Section 227--Progress of Regulation Writing
Consultations

Richard M. Knapp, Ph.D.

C. Section 223--Classification of Hospitals
Designation of Primary Teaching Hospital

Richard M. Knapp, Ph.D.

D. Report of the Task Force on Graduate Medical
Education

1. Working Group on the Transition
D. Kay Clawson, M.D.

2. Working Group on Specialty Distribution
August G. Swanson, M.D.

3. Working Group on Financing
August G. Swanson, M.D.

4. Working Group on Accreditation
August G. Swanson, M.D.

5. Working Group on Quality
August G. Swanson, M.D.

E. Essentials of Approved Programs of Graduate Medical
Education
August G. Swanson, M.D. 

F. Federation of State Medical Boards Proposal--
Flex I and Flex II

Bryant L. Galusha, M.D.
Charlotte Memorial Hospital 

Page 

1

24

26

52
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G. National Council on Health Planning & Development--
Subcommittee on Productivity and Technology

Philip Caper, M.D.
Chairman 

H. Evaluating Applications for Transfer from Foreign
Medical Schools

James R. Schofield, M.D.

I. AAMC Health Manpower Legislation: Options & Strategy
Stuart Bondurant, M.D.

V. Old Business

VI. New Business

VII. Adjournment

Reference--Council of Deans Membership Roster

Page 

56

61
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES
COUNCIL OF DEANS

ANNUAL BUSINESS MEETING

Monday, October 23, 1978
2:00 pm - 5:00 pm

Ballroom C
New Orleans Hilton Hotel
New Orleans, Louisiana

MINUTES

I. Call to Order 

The meeting was called to order at 2:00 p.m. by Julius R. Krevans,
M.D., Chairman.

II. Quorum Call 

Dr. Krevans announced the presence of a quorum.

III. Consideration of Minutes 

The minutes of the April 27, 1978, Spring Business Meeting held at
the Cottonwood Conference Center in Snowbird, Utah, were approved
as submitted.

IV. President's Report 

AAMC President, John A. D. Cooper, M.D., addressed the Council of
Deans. He thanked the deans for their continued and impressive support
during the past year for the projects and activities undertaken by the
Association. Noting that a substantial focus in many of his reports
had been on legislative developments, he stated his intention to leave
that subject to other forums and to concentrate this report on a
descriptive review of other AAMC programs and activities.

Dr. Cooper emphasized that much of the high priority work of the
Association was accomplished through the mechanisms of Association
wide Task Forces. He noted that the efforts of several such groups
were nearing completion and that their work and recommendations would
be reported on and in some cases acted upon during the course of this
Annual Meeting: the Task Force on Student Financing and Task Force on
Minority Student Opportunities in Medicine. The Task Force on the
Support of Medical Education had progressed in its work and had prepared
preliminary and interim recommendations. The Task Force on Graduate
Medical Education was still in the initial stages of its efforts and
planned to develop a final report in time for next year's Annual Meeting.
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Dr. Cooper next highlighted a number of the Association's ongoing
activities and programs. He cited the Management Advancement Program
as the major, and by all accounts very successful, effort to assist
the schools in improving their internal management capabilities.
Dr. Cooper than catalogued the Association's publications and reporting
mechanisms in place to achieve optimum communication between the AAMC
staff and governing bodies and the AAMC members. He described the
scope of the AAMC information systems and highlighted their utility
in AAMC policy development and program management, as well as their
availability as a source of useful information to the schools.
Finally, Dr. Cooper pointed to some of the projects currently underway.

V. Action Items 

A. Election of Provisional Institutional Members

The Council of Deans approved the election of the following schools
to Provisional Institutional Membership:

Marshall University
School of Medicine

Catholic University of Puerto Rico
School of Medicine

School of Medicine
at Morehouse College

East Tennessee State University
College of Medicine

B. The Withholding of Medical Care by Physicians

At its June 1977 meeting, the Executive Council responded to a
suggestion that the Association formulate a position of the with-
holding of professional services by physicians by appointing a
working group to recommend a policy statement. The suggestion arose
from a concern that the adoption of this technique by physicians as
a means of bringing pressure to bear on the solution of perceived
problems raised serious ethical issues. Strikes by practicing
physicians over malpractice premiums and job actions by resident
physicians for various reasons are examples of this practice which
raised the concern.

This working group was chaired by Dr. Clayton Rich and its membership
included: Dr. Steven C. Beering, Dean & Medical Center Director,
Indiana University; Dr. Edward W. Hook, Chairman, Department of
Medicine, University of Virginia; Dr. David Kindig, Director,
Montifiore Hospital; Dr. Louis C. Lasagna, Chairman, Department of
Pharmacology and Toxicology, University of Rochester; Dr. Albert
Jonsen, Associate Professor of Bioethics, University of California,
San Francisco; Dr. William Merritt, Department of Pediatrics,
University of Maryland Hospital; and Paul Scoles, Class of '79,
CMDNJ-Rutgers Medical School.
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Several drafts of the resultant statement were considered by each
of the Administrative Boards and the Executive Council. A review
committee consisting of Mr. John Colloton, Dr. John Gronvall, Dr.
Tim Oliver, Dr. Clayton Rich, and Mr. Paul Scoles further refined
the paper and presented a draft to the Executive Council at the
September 1978 meeting. The Council approved that draft.

Dr. Clayton Rich presented his committee's recommendation to the
Full Council of Deans.

ACTION

0- The Council of Deans endorsed the recommended AAMC Position State-
ment on the Withholding of Medical Care by Physicians. (Copy

5 
_

appended to these minutes.)

'5O C. Report of the Nominating Committee and Election of Officers-,5
;

The Nominating Committee of the Council of Deans consisted of:

O Stanley M. Aronson, Chairman
. Ephraim Friedman,
. James T. Hamlin III
O Charles C. Lobeck„O Harry P. Ward

u 411 The committee solicited the membership for recommendations of
persons to fill the available positions by memorandum dated
April 7, 1978. The returned Advisory Ballots were tabulated

-,5 and the results distributed to each committee member. The
O committee met by telephone conference call on June 16, 1978, and
'a) proposed the following slate:0

For offices to be filled by vote of the Council of Deans:

Chairman-Elect of the Council of Deans:
§Stuart Bondurant, M.D., Dean and President

Albany Medical College
5

Member-at-Large of the Council of Deans Administrative Board:
Allen W. Mathies, Jr., M.D., Dean

8 University of Southern California

For offices to be filled by election of the Assembly:

Chairman-Elect of the Assembly:
David L. Everhart, President
Northwestern Memorial Hospital

•

or Charles B. Womer, President
University Hospitals of Cleveland
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Council of Deans Representatives to the Executive Council:
Clayton Rich, M.D., Dean
Stanford University

William H. Luginbuhl, M.D., Dean
University of Vermont

John E. Chapman, M.D., Dean
Vanderbilt University

ACTION 

The Council of Deans elected the slate of officers proposed above
and endorsed the nominations of the other offices to be filled by
subsequent vote of the Assembly.

VI. Discussion Items 

A. Task Force Report on Minority Student Opportunities in Medicine

Paul Elliott, chairman of the Task Force, appeared before the
Council of Deans to present this report. The Task Force noted
a general societal mood suggesting a decreased commitment to
affirmative action and a backing off in terms of funding and
programmatic effort. Nevertheless, the Task Force felt that
medical schools deserved commendation as the only institutions
which had consistently furnished leadership in the area of
affirmative action. .

He summarized the goals of the Task Force. The major goal is
to increase the number of minority students in the medical
schools with the ultimate object of increasing the representation
of minorities in the practice of medicine. This can only be
accomplished by increasing the pool of qualified applicants from
the undergraduate and high school levels. The Task Force suggested
many approaches which the medical schools could take to achieve
these results. Each of the recommendations was drawn from an
approach currently successfully utilized by one of the schools
whose programs were reviewed by the Task Force.

There was some discussion by the deans regarding the Pepper Bill,
which addressed the problem of aiding and encouraging economically
disadvantaged students to pursue training in the biomedical sciences,
and the Association's support of the bill.

The Task Force acknowledged the need for additional funds to
support medical school efforts to achieve the goals set out and
noted that federal funds are limited and few legislative proposals
addressed to the needs.

•
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B. Task Force Report on Student Financing

Dr. Bernard Nelson presented the final report of the Task Force.
He explained that the Task Force had rescinded a previous recom-
mendation that the Federal government develop a special loan program
for students in the health professions and instead recommended
that the borrowing limits under the guaranteed student loan program
be increased for medical students and that the repayment terms be
modified to suit the growing debt. He also emphasized two points:
the importance of available financial aid in recruiting minority
students to medical schools, and the fact that specific reports
regarding student financing are extremely helpful when it comes to
meeting with members of the executive and legislative branches in
formulating satisfactory student financing programs.

C. Task Force Report on the Support of Medical Education

Dr. Stuart Bondurant, chairperson of the Task Force, presented
this report to the Council, including a summary of the recommenda-
tions of the Task Force and a tentative timetable, which included
a final report to be completed early in 1979. The purpose of the
Task Force was to develop a broad strategy for the support of
medical education and the group considered this major issue from
a legislative perspective. After dividing itself into five
working groups, each writing a position statement for the final
paper, the Task Force drafted its report and presented it to the
various Administrative Boards and Executive Council. Following
the implementation of suggested modifications by the Boards,
a copy was sent to the full Council of Deans and Dr. Bondurant
asked for comments and suggestions which could be incorporated
into the final document.

D. Task Force Report on Graduate Medical Education

Dr. Kay Clawson briefly described the history of this Task Force
and gave a progress report. In June of 1976, eighteen people were
appointed to form the Task Force to Study Graduate Medical Education.
This committee established four working groups which would study
and make recommendations in four areas: transition, quality,
accreditation, and specialty and geographic distribution. While
the various working groups had been meeting, the only one which
had issued a report was the Working Group on Transition.

Dr. Clawson outlined the four areas of concern which were addressed
in the Transition Group's Report. First, there was the problem
of career counseling which appeared to be uneven among the medical
schools. It was suggested by the working group that an academic
counselor be assigned to each student for the first two years of
his tenure in medical school and that a second counselor be assigned
at the end of two years with career counseling as his specific
responsibility. He would provide the student with more specific
advice, knowledge, and experiential information regarding career options.
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Second, the group examined the electives system and concluded that
the current procedure of allowing the student to choose electives
in the fourth year should be retained. The belief was that if
students had been properly counseled in their first three years,
a wise selection of electives would occur in their final year.
Third, the information available on graduate medical education was
found to be sparse, inadequate, and out-of-date. It was the
suggestion of the transition working group that the AMA and the
AAMC join with the NRMP to put together a compilation of resources
regarding graduate medical education. Finally, the application
cycle and selection process was a concern of the working group.
Their conclusion was that all programs accepting GMIs should use
the NRMP. Although several members of the Task Force were un-
comfortable with this idea, it was the recommendation that the use
of NRMP should be a prerequisite for the program's accreditation
by the LCGME. The group finally recommended that the deans
preclude the sending of premature letters of recommendation by
joining together in refusing to send out any letters before an
agreed upon uniform date.

Dr. Clawson concluded with the observation that all recommendations
of the Working Group on Transition appear to be feasible and that
progress reports of the other working groups wquld be presented as
submitted.

E. Ad Hoc Committee on Continuing Medical Education

Dr. John Jones presented the status of this committee to the full
Council. He explained that there has been an increase in continuing
medical education and that CME has actually become a part of the
recertification process in some states. At the last COD meeting
and at subsequent meetings of the Southern and Midwest-Great Plains
Deans, several suggestions were elicited as to ways of achieving the
objectives of CME: that CME should be accepted as a major mission
of medical schools; that there should be an assessment of all CME
programs regarding compliance with appropriate CME objectives; that
schools should accept the broad definition of CME; that the system
for awarding credit for CME should be revised; and that the AAMC,
the medical schools and other organizations promote research and
development in CME.

F. Biomedical Research Policy Developments

Dr. Ted Cooper presented a brief status report on this topic.
He emphasized two items: the AAMC statement on biomedical research,
recently formulated, would provide the basis for AAMC testimony
and positions on issues as they arise; and the procedures to be
followed by HEW in arriving at a set of principles which would serve
as a basis for a new five year plan.
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•

VII. Information Item 

Harrison Owen, Executive Director of the Administrative Scholars
Program at the Veterans Administration, spoke briefly to the Council
regarding a new program at the VA open to all health and health-related
professionals. The primary focus of the program concerns problems of
policy and administration as these relate to the management of large
health care systems and Mr. Owen asked for the support of the deans
in encouraging prospective applicants.

VIII. Old Business 

No old business was brought before the Council.

IX. New Business 

A resolution, "Research Opportunities for Undergraduate Medical
Students," as submitted by the Western Region and approved by the
full OSR full membership and the COD Administrative Board, was
presented to the full Council for their approval. The text of the
resolution follows:

Research Opportunities for Undergraduate Medical Students

WHEREAS, firsthand research experience contributes greatly to the
development of scientific thought processes which are of
value in all areas of medicine and continuing education;

WHEREAS, medical undergraduates have the opportunity to devote
smaller blocks of time to research endeavors than is
required for post-graduate research commitments;

WHEREAS, many medical students have been unaware of opportunities
or have been unable to fully utilize such opportunities
because of problems with scheduling, funding, etc.;

BE IT THEREFORE RESOLVED THAT, COD-OSR-CAS form a joint committee
to investigate possibilities for improving and encouraging
research opportunities, basic as well as clinical, for
medical students with an interest towards funding,
scheduling, and student research presentations.

ACTION 

The Council of Deans endorsed the resolution as presented.
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X. Installation of Chairman 

Dr. Christopher Fordham III, Dean at the University of North Carolina,
was installeTas the new Chairman of the Council of Deans and reminded
the Council that the 1979 Spring Meeting will be held from April 22-25
at the Radisson Resort & Racquet Club in Scottsdale, Arizona.

Dr. Fordham thanked Dr. Krevans for his eighteen months of leadership
of the Council of Deans. He expressed his appreciation in poetry:

Here's to Julie Krevans.
He's got wisdom, wit and charm.
He's worked hard for the Council.
And, alas, he's done us no harm!

XI. Adjournment 

The meeting was adjourned at 4:15 p.m.

•

•



APPENDIX A

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

 c
ol
le
ct
io
ns
 o
f
 th

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

•

THE WITHHOLDING OF MEDICAL CARE BY PHYSICIANS 

BACKGROUND 

The medical schools, teaching hospitals and academic societies of the AAMC
have a unique responsibility for the education of physicians. As organizations,
as representatives of the professionals who constitute a significant portion of
the medical community and as providers of medical care, they should maintain
by both precept and example the high standards of the medical profession.

Mindful of this responsibility, the AAMC advances the following statement
on the withholding of care by physicians. The statement emphasizes the
ethical issues that students and physicians must resolve for themselves when
they are called upon to consider concerted action to withhold medical care.

STATEMENT 

Fundamental ethical tenets of the medical profession mandate that physicians
provide care for the sick and neither abandon nor exploit their patients.
These ethical tenets apply to physicians whether they are acting individually
or in concert as members of groups or associations.

An important ethical issue, one not ordinarily present in the traditional
relationship between an individual physician and his patients, emerges when
physicians act together to restrict or withhold medical services. An
individual physician need not accept as his patient every person who seeks
medical attention because, in most situations, alternative sources of care
are available. However, the option of alternative care may be foreclosed
when physicians act together to limit or withhold medical care. It is clear
that physicians acting in concert have an ethical responsibility to all of
those in the general public who could be patients of individual physicians
had a group decision denying them some form of medical care not been made.
When such a decision is implemented by all available physicians, these
physicians abandon members of the public seeking medical care. Therefore,
physicians who act in concert to restrict or withhold medical care contravene
some of the profession's primary ethical precepts.

(Physicians are, of course, justified in refusing to perform procedures or
acts designed to further inherently corrupt or evil purposes. Indeed there
is an ethical mandate that they do so, but such acts are not properly
defined as medical care.)

In the recent past groups of physicians have acted to restrict or withhold
medical care in order to call attention to social issues, such as the need
to improve the quality of care afforded one segment of the public. An
analysis of the ethical considerations raised by this practice begins with
the recognition that physicians are members of the public with special
knowledge and experience which provide a unique perspective on the conditions
of medical practice, the relations between the profession and the public,
and the major social issues involving health and welfare. Physicians acting
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individually or together have a special social responsibility to provide
advice and leadership in such matters. However, in advancing positions about
social issues, physicians act as specially informed citizens, not from their

unique and primary positions as healers. Any attempt to justify on ethical
grounds the decision to restrict medical care in order to advance an assumed

social good confounds the specific role of physicians in society as providers
of healing services, with a more general role shared with all other citizens.
These considerations make it doubtful that a justification reasonably can be
advanced. To the extent that an element of self-interest motivates a decision

to limit or withhold professional services, ethical justification of that
stance is even more suspect.

Because the ethics and public duty of the profession restrain physicians
from acting in concert to withhold services, they should avoid this powerful

method of advancing their interests. It is a responsibility of society to

forgo exploitation of this ethical standard by providing a fair process
for resolving valid economic and organizational issues which influence the

welfare of the profession and the quality of medical care.

The Association of American Medical Colleges reaffirms its support of fair

processes for resolving concerns of medical professionals and opposes the

withholding of medical care by groups of physicians as a means of resolving

such issues.

•

•
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Section 1. Recommendations to
L-HEW Subcommittee

I. HEALTH SERVICES ADMINISTRATION

($ in thousands) FY1980 FY1980
FY1978 FY1979 FY1979 FY1980 PRESIDENT'S CBS

APPROPRIATION AUTHORIZATION APPROPRIATION AUTHORIZATION BUDGET  RECOKMENDATION

A. Community Health Services

1. Community health centers-p.12 268,000 348,000 269,500 A/ 405,000 B/ 381,000 B/ 403,0003/

2. Home health services-p.21 6,000 14,000 6.000* 16,100 804 6,000

3. Comp health grants to states-?.13 90,000 103,000 90,000* 150,000 52,000 115,000

4. Hypertension-p.14 11,000 20,000 11,000* 24,500 13,261 24,500

5. Maternal and child health-p.15

a. Grants to states-p.15 332,500) 345,500) 357,400) (372,016)
)--- 399,864 )--- 399,864 )--- 399,864

b. Research and training-p.16 29,354) 32,177) 14,843) ( 27.848)

c. Sudden infant death syndrome-p.17 2,802 3,500 2,802* 4,000 2,802 4,000

6. Genetic Services-p.20 7,578 14/ 17,500 7,567*14/ 21,500 7,567 15,000

7. Family planning-p.18 135,000 203,800 135,000 234,405 145,000 175,000

8. Migrant health-p.19 34,500 43,000 34,500* 48.500 41,400 42,000

9. National health service corps-p.22 42,565 64,000 58,000 70,000 81.825 81,825

10. Black lung clinics (new program) 10,000 7,500 10,000 7,500 7,500

11. Program support 25,763 OPEN 29,863 OPEN 34,704 34,704

12. Hemophilia centers (Treatment 8 Blood
Separation Centers) 3,000 6,500 3,000* 8,000 3,000 3,000

B. Health Care Services and Systems

1. Patient care and spec. health
services;

a. Hospitals and clinics 175,678 OPEN 172,504 OPEN 166,434 166,434

b. Federal employee health 624 OPEN 686 OPEN 728 728

c. Payments to Hawaii 1,400 OPEN 1,600 OPEN 1,600 1,600

2. Emergency medical services-p.23 42,625 125,000 33,700 EXPIRED 39,625 45,900**

3. Program support 6,246 OPEN 7,059 OPEN 8,988 7,500

C. Buildings & Facilities 15,000 OPEN OPEN 3,000 3,000

D. Program Management 6,393 OPEN 7,026 OPEN 7,416 7,000

CENTER FOR DISEASE CONTROL -- See pages 25 4 26

Disease Control

1. Project grants

a. Venereal disease 32.000 45,000 32,000* 51,500 32,000 37,190

b. Immunization 31,200 52.000 31,200* 39,500 33,532 35,000

C. Rat control 13,000 14,500 13,000* 15,500 13,000 15,100

d. Lead-based paint poisoning prey. 10,250 14.000 10,250* 14,000 10,250 11,172

2. Disease investigation and control 56,042 OPEN 64,000 OPEN 83,351 83,351

(Fluoridation grants) 0) ( 1.500) ( 6,224) (10.000)

(Diabetes control) ( 1.500) ( 1,50)) ( 1.500) ( 7.000)
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C.D.C. Continued

($ in thousands)

FY1978 F11979 .FY1979 F11980 PRESIDENT'S
APPROPRIATION AUTHORIZATION APPROPRIATION AUTHORIZATION

FY1980

BUDGET

FY1980
CHF

RECOMMENDATION

3. Laboratory improvement 20,197 OPEN 18,956 OPEN 18,311 18,311

4. Health education 4,580 . OPEN 12,560 21,000 12,700 12,700

5. Grants for preventive health
service programs N/A N/A 20,000 18,000 18,000

B. Occupational Safety and Health 56,265 OPEN 61,994 OPEN 76.552 76,552

C. Buildings 6 facilities OPEN 1,912 OPEN 11,436 11.436

D. Program Management 3,366 OPEN 3,427 OPEN 3,703 3,703

NATIONAL INSTITUTES OF HEALTH

A. Cancer-p.29 872,388 1,015,000 937,129 1,030,00011/ 936,958 1,008,492
(Research training) (20,163) 1/ (20,129) 1/ (20,410) (21,968)

B. Heart. Lung, and Blood-p.30 447,909 510,000 506,776 560,00017/ 207,344 583,500
(Research training) (24,762) 1/ (21,192) 1/ (25,000) (28,722)

C. Dental Research-p.31 61,728 OPEN 65,213 OPEN 66,118 75,000
(Research training) (4,198) li (3,293) 1/ (4,198) ( 4,762)

D. Arthritis, Metabolism, Digestive
Diseases-p.32 260.253 OPEN 302,767 OPEN 2/ 305,746 362,500

(Research training) (16,777) 1/ (14.898) 1/ (17,877) (21,195)

E. Neurological, Communicative Disorders
and Stroke-p.34 178,438 OPEN 212,365 OPEN 212,322 250,000

(Research training) (7,322) 1/ (7,365) 1/ (7,322) ( 8,621)

F. Allergy and Infectious Diseases-p.35 162,341 OPEN 191,328 OPEN 190,202 224,000
(Research training) (8,323) 1/ (8.120) 1/ (7,847) ( 9,241)

G. General Medical Sciences-p.36 230,796 OPEN 277,628 OPEN 280,378 320,000
(Research training) (46,630) 1/ (46,570) 1/ (45,422) (51,841)

H. Child Health and Human Development-p.38 166,390 OPEN 190.130 OPEN 204,381 243,100
(Research training) (9,820) 1/ (10,238) 1/ (9,820) (11,680)

I. Aging-p.39
(Research training)

37.305
(2,390)

OPEN 56,911
1/ (2,385)

OPEN
1/

56,510
(1,984)

68,000
( 2,37)

J. Eye-p.40 85,400 OPEN 105,192 OPEN '104,528 125,000
(Research training) (4,643) 1/ (4,643) 1/ (4,643) ( 5,552)

K. Environmental Health Sciences-p.42 64,241 OPEN 78,080 OPEN 79,012 92,000
(Research training) (5,482) 1/ (4,568) 1/ (6,568) ( 7.648)

L. Research Resources-p.43 145,095 OPEN 154,164 OPEN 154,199 180,000
(Research training) (515) 1/ (515) 1/ • ' (550) ( 642)

M. Fogarty Center-p.44 8,483 OPEN 8.989 OPEN 8,989 10,000

N. National Library of Medicine-p.45 37,619 3/ 41,431 3/ 41,431 48,000

O. Office of the Director-p.46 18,900 OPEN 19,673 OPEN 21,062 22,500

P. Buildings 6 Facilities-p.47 65,650 OPEN 67,950 OPEN 3,250 23,000

IV. ALCOHOL, DRUG ABUSE AND MENTAL HEALTH
ADMINISTRATION

A. National Institute of Mental Health
OPEN PLUS OPEN PLUS

1. kesearch-p.48 111,857 8,000 130,807 9,000 160,168 166,168

2. Training-p.48 84.400 OPEN 4/ 90,400 OPEN 4/ 89,354 110,700

a. Clinical training ( 68,263) OPEN ( 74,263) OPEN ( 70,663) 85,263

b. Research training ( 16,137) OPEN ( 16,137) OPEN ( 18,691) 22,437

3. Community support programs-p.53 7,600 indefinite 7,600 indefinite 7,600 9.000

4. Community mental health centers-p.51

a. Planning 01,.500 0 1000 0 1.000

b. Initial operations 30,48935,00034,500 30,489* 35,000

c. Continuation grants 205.447 SSAN _12250,059 SSAN 214,512 230,500
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ADANNA Continued

4
(6 in thousands) FY1980 911980

911978 FYI979 FY1979 FY1980 PRESIDENT'S CHF
APPROPRIATION AUTHORIZATION APPROPRIATION AUTHORIZATION BUDGET  RECOMMENDATION

d. Conversion grants 19,372 30,000

e. Consultation i education 8,245 20,000

f. Financial distress 5,488 25,000

g. Facilities O. EXPIRED

h. New manta' health services act (new progras)-- --

5. Program support 29.513 OPEN

B. National Institute on Drug Abuse-p.54

1. Research 54.092 OPEN

2. Training

a. Clinical training 9,379 OPEN

b R h training 621 Ji

3. Community programs

a. Project g  6 contracts

b. Grants to states

4. Program support

C. National Institute on Alcohol Abuse
and Alcoholism -p.55

161.000 177,000

40,000 45,000

16,817 OPEN

1. Research

a. Grants 13,182 28,000

b. Research centers 3.000 6,000

2. Training

a. Clinical training

b. Research training

3. Conmunity programa

a. Project grants 4 contracts

b. Grants to states

4. Program support

5,052 OPEN

2,148 OPEN if

78,706 101,500

56,800 85.000

9,660 OPI

D. Block Grants

I. Buildings i Facilities 350 OPEN

F. Program Management 7,632 OPEN

G. St. Elisabeth's Hospital 74,171 OPEN

H. Construction and Renovation (SEM) 54,210 OPEN

19,372* 25,000 1,840 7,200

8,245* not authorized 11,938 18,600

5,488* EXPIRED 12,765 20,200**

0 EXPIRED

-- -- 99,100 13/

31,173 OPEN 33.937 35,848

42,930 MIMED 50,304 55,000se

9.379 EXPIRED 7,978 10.200**

621 if 702 800

161,000* EXPIRED 161,000 161,000**

40,000* EXPIRED 0 °ye

18,178 EXPIRED 18,570 184570**

16,197 EXPIRED 17.878 19,000**

6,000 EXPIRED 7,200 8,000**

5,052 EXPIRED 4,075 10.000**

2,148* OPEN 6/ 1,300 5,000

78,706 EXPIRES 93,323 120,000**
9/30/79

56,800 • ram= 58.500**
9/30/79

10,202 OPEN 10,240 10,240

99,000 0 16/

0 OPEN 0 0

8,112 OPEN 9,826 9,826

75,824 OPEN 85.119 90,000

0 OPEN
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($ in thousands) FY1980 FY1980

FY1978 ' FY1979 FY1979 FY1980 PRESIDENT'S CHF
APPROPRIATION. AUTHORIZATION APPROPRIATION AUTHORIZATION BUDGET  RECOMMENDATION

V. HEALTH RESOURCES ADMINISTRATION

a

') a.

g b.

A. Health Planning and Resource
Development

1. Health planning-p.58

a. NSA grants 107.000 EXPIRED 107,000*

b. States' grants 29.500 . EXPIRED 29.500*

c. Rate regulation 2.000 6,000 7/
(Hospital cost) Moved to HCFA

d. Planning methods/centers 6,500 OPEN 6,500*

e. Modernization and life safety codes 8/ a/
(Sec. 1613 'and 1625(a))

' EXPIRED

EXPIRED

EXPIRED

OPEN

115,400

30,000

0

115,400**

30,000**

0**

0

F. Resource development o o o
g. Special medical facilities 2.750 EXPIRED

o o

2. Program support 11,383 OPEN 11,882 OPEN 9,132 9,132

B. Health Manpower

1. Health professions, capitation grants-p.59

a. Medicine, osteopathy,
6 dentistry (MOD) 120,100 186,777 120,100

b. MOD, bonus phase-out

c. Veterinary, optometry, pharmacy

15/ 196,470 0 120,100

6 podiatry (includes bonus phase-out) 18,000 33,202 18,000 15/ 33.724 o 18.000

d. Public health 5,900 10,462 5,900 15/ 11,060 o 9.800

e. Startup assistance 2,000 5,000 12/ 5,000 5,000 12/ o 5,000

f. Financial distress 3,000 5,000 12/ 5,000 5,00n 12/ 5,000 5,000

2. Health teaching facilities
,

Construction grants-p.64 6,500 40,000 0 40,000 0 20,000

b. Interest subsidies 2,000 3.000 3,000 4,300 4,300 4,300

3. Health Fac. Financing

a. Conversion/closure
30,000 30,000

4. Health professions, student assistance-p.61

a. Health professions student loans 20,000 27,000 10.000 28.000 0 28,000

Loan repayments 1,500 SSAN 1,500

c. National Health Service Corps

SSAN 0 1,500

scholarship 60.000 140,000 75.000 200,000 79,500 100,000

' d. Health Professions Scholarships Program Discontinued 

Exceptional need scholarships 5,000 17,000 7,000 18,000 0 18,000

. f. Shortage area scholarships o o

5. Health professions, spacial educational assistance-p.62

a. Family medicine/general dentistry
residencies 45,000 45,000 45,000 50,000 40,500 47,500

b. Family medicine departments 15,000 o
c. Primary care residencies and training

20,000 15,000 15,000

(Gen. pediatrics/Internal Med.) 15,000 20,000 17,500 25,000 25,000 25,000

d. Interdisciplinary training 4,000 15,000 12/ 7,141 15,000 12/ 6,000 10,000(Primary care--special projects) 12/ ' 12/ (6,000) (6,000)

e. Physicians assistants 9,100 30.000 10/ 9,100 35,000 10/ 9.100 9,100

f. Area health education centers 17,000 30,000 20,000 40,000 5,825 30,000

1.14-
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•

•

HRA continued

(5 in thousands)
FY1980

FY1978 FY1979 FY1979 FY1980 PRESIDENT'S

APPROPRIATION AUTHORIZATION APPROPRIATION AUTHORIZATION BUDGET RECOMENDATION

FY1980
Cl

it• Disadvantaged assistance (15,000) (21,000) (19,000) (21,000) (19,668) (20,000)

1) Health professions 14,500 20,000 18,000 20,000 18,068 20,000
2) Allied health 500 1,000 1,000 1,000 1.000 0

h. Foreign medical transfers 2,000 3,000 1.000 4,000 0 0

i. Emergency medical training

j. National Advisor" Committee on

6,000 10,000 6,000 EXPIRED 0 0**

Graduate Medical Education 1,000 SSAN 1,000 SSAN 1,000 1,000

k. Supply S distribution reports 1,000 SSAN 2,700 SSAN 5,400 7,500

1. Project grants--MOD

m. Project grants--VOPP

n. Manpower initiatives

Program discontinued--

Program discontinued-- ------ ---------

Program discontinued----------- ------

6. Dental health education

a. TEAM grants-p.63 3,500 30,000 10/ 2,000 35,000 10/ 2,000 2,000

(Dental extenders) 2,000 10/ 2,000 10/ 2,000 2,000

b. Educational development 500 SSAN SSAN

7. Nursing, institutional assistance-p.68

a. Capitation 30,000 EXPIRED 30,000* EXPIRED 0 35,000**

b. Advanced nursing training 12,000 EXPIRED 12,000* EXPIRED 0 15,000**

c. Nurse practitioner training 13,000 EXPIRED 13,000* EXPIRED 13,000 15,000**

d. Special projects 15,000 EXPIRED 15,000* EXPIRED 1,743 18,000**

e. Financial distress 0 EXPIRED 0 EXPIRED 0

8. Nursing facilities-p.68

a. Construction grants 3,500 EXPIRED 3,300* EXPIRED 0 7,500**

b. Interest subsidies 0 EXPIRED 0 EXPIRED 0 0**

9. Nursing, student assistance-p.68

a. Loans 22,500 EXPIRED 22,500* EXPIRED 0 25,000**

b. Scholarships 9,000 EXPIRED 9.000* EXPIRED 0 11.000**

c. Traineeships 13,000 EXPIRED 13,000* EXPIRED 0 17,000**

10. Nursing Research-p.70

a. Fellowships (Research training) 1,000 EXPIRED 1,000 EXPIRED 0 3,000**

b. Projects 5,000 SSAN 5,000 SSAN 0 - 9,000

11. Allied Health-p.67

a. Special projects 16,500 24,000 10,500 26,000 12,500

b. Special improvement grants Program discontinued--- - - - - ------ -------

c. Traineeships 3,000 5,000 2,500 5,500 0 3,500



7

D
o
c
u
m
e
n
t
 f
ro
m 
th
e 
co
ll
ec
ti
on
s 
of

 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
 

MBA continued

($ in thousands) FY1960 FY1980
FY1978 FY1979 FY1979 FY1980 PRESIDENT'S CHF

APPROPRIATION AUTHORIZATION APPROPRIATION AUTHORIZATION BUDGET  RECOMMENDATION

12. Public Health 6 Health Administration-p.65

a. Special projects--public health
6 health administration 5,000 5,500 5,000

b. Public health traineeships

c. Health administration program
support (grants & training)

7,000

3,000

9,000

' 3,500

7,000

3.000

d. Health administration traineeships 1,500 2,500 2,000

13. D.C. Medical & Dental Program Discontinued

6,000 5.000 6,000

10,000 7,000 10,000

3,750 3,000 3.300

2.500 2,000 22500

14. Program Support (B)01)

a. HRA Overhead, Regional ^ffices OPEN OPEN

b. Div. of Associated health professions OPEN OPEN

c. Div. of Dentistry OPEN OPEN

d. Div. of Medicine nPEN OPEN

e. Div. of Nursing ' OPEN OPEN

f. Other Programmatic Activities OPEN OPEN

3. Support Activities OPEN OPEN

Subtotal, Program support (MO)) ( 19.478) 11/ ( 19.756) ( 13,916) ( 13,916)

Subtotal, Health Manpower

C. Program Management (HRA) 12,847 OPEN 13,241 13,241 12,364 12,364

D. Sales Insufficiencies 2,592 SSAN 2,412 SSAN 2,000 2.000

E. Medical Facilities Guarantee and
Loan Fund 41,000 SSAN . 42,000 SSW 45.,000 45,000

VI. OFFICE OF THE ASSISTANT SECRETARY FOR HEALTH

A. Health Statistics-p.71 37,956 OPEN 38,634 OPEN 48,585 48,585

B. Health Services Research-p.72 33,234 OPEN 33,348 OPEN 29,295 29,295

C. Health Maintenance Organizations-p.73
OPEN PLUS

1. Grants and Contracts , 21,100 31,000 65,000

2. Program Support 5,034 OPEN OPEN

Subtotal, HMO's ( 26.134) ( 22,807) ( 73,607) ( 73,607)

D. Special Health Programs-p.75 4,207 OPEN 2,833 OPEN 22,329 22,329

E. Public Health Service Management-p.75 20,937 OPEN 21,548 OPEN 21,777 21,777

F. Retirement 6 Medical Benefits
for Commissioned Officers-p,75 56,948 SSAN 65,083 65,083 76,925 76,925

G. scientific Activities Overseaa-p.75 11,387 SSAN 11,387 SSAN 6,520 6,520

H. Adolescent Health-p.74 7,000 65,000 60,000 60.000

I. Health Care Technology-p.76 25,000 5,000 5,000

V/I.OFFIcs OF BINA:: DEVELOPMENT SERVICES (selections)(Not included in Budget Function 550 - health)

A. Rehabilitation Services Administration-P.77

1.

2.

3.

Basic State Grants

Innovation & Expansion

Service Projects 6 Construction

a. Training services 4 facilities

760.472

18,000

( 38.22E)

808,000

45,000

817.500

18,000*

( 26,728)

improvement grants 7,400 SSAN

b. Construction 8,000 SSAN

C. Service projects 22,828 SSAN

4. Training 30.500 34,000 30,500*

5. Independent living 80,000 2,000

880,000 817.500 9/ 880.000

50,000 11,700 21,000

( 26.800) ( 31.500)

SSAN 9.000

SSAN 0

SSAN 22.500

40,000 25,500 35,000

150.000 10,000 100,000

.

-16-
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Rehab services ccntinued

B. National Institute for

(S in thousands)
FY1978 FY1979 FY1979 FY1980

APPROPRIATION AUTHORIZATION APPROPRIATION AUTHORIZATION

FY1980
PRESIDENT'S

BUDGET

FY1980
CEP

RECOMMENDATION

Handicapped Research -p.80 31.500 50,000 31.500* 75,000 27,500 50,000

Subtotal, Rehabilitation

C. Developmental Disabilities -p.79

1. State Grants 33,058 55,000 33.058* 65,000 49,880 38,016

2. Service Grants 19,567 20,000 19,567* 22.000 5,557 22.502

3. University Affiliated Facilities 6,500 12,000 6,500* 14,000 3,000 14.000

Section 2. Recommendations to Agriculture Subcommittee

. VIII. FOOD 6 DRUG ADMINISTRATION-see p.I1

A. Salaries & Expenses

1. Food 87,718 OPEN

2. Drugs & Devices 128,226 OPEN

3. Radiological 'roducts 20,262 OPEN

4. Natl. Ctr. Tox Research 13,866 OPEN

5. Program Management 37.139 OPEN

Subtotal, Salaries 6 expenses ( 287,251) OPEN

B. Buildings 6 Facilities 6,665 OPEN

TOTAL, FDA 293,916

Section 3. Recommendations to Interior Subcommittee 

IX. INDLkN HEALTH SERVICE--see p.24

A. Indian Health Servicea 441.936 OPEN

B. Indian Health Facilities 71,257 OPEN

85,788 OPEN - 91,301

135.559 OPEN 146,239

20.489 OPEN 21,837

13,974 OPEN 15,049

39 344 OPEN 41,870

( 295,154) ( 316,296)

10,459 OPEN 4.372

305.613 350.000 320,668 343,206

477,041 OPEN 535,116 535,116

76,960 OPEN 50,240 50,240
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FOOTNOTES 

A/ Includes $16,500,000 for health underserved rural areas with an open authorization. $16,500,000 appropriation and
$253,000,000 covered under continuing resolution.

B/ This refers only to Sec. 330 Community Health Centers. President's Budget includes in addition to Sec. 330 amounts
for new programs (i.e. Sec. 328, Sec. 340).

1/ Each NIH Institute and ADAMHA receive a pro-rate share of total authorizations for the National Research Service
Awards of $197,500,000 for FY79 and $210,000,000 in FY80. This has not yet been allocated. 1979 Supplemental will
be limited to original 1979 President's budget and $210,000,000 will be held to the President's FY80 budget request.

2/ NIAMDD has a number of internal special program authorities which limit those programs, but do not directly control the
level of total appropriation.

Extramural program is limited to $15,000,000 and $16,500,000 in 1979 and 1980, respectively. Otherwise, the
authorization is open.

Research training covered by National Research Service Awards authorization shared with NIH. 1979 financing under
continuing resolution for mental health is $16,137,000.

5/ Research training covered by National Research Service Awards authorization. 1979 financing under continuing
resolution is $621,000.

6/ Research training covered by National Research Service Awards authorization. 1979 financing under continuing
resolution is $2,148,000.

7/ Amount currently under review by O.M.B.

8/ 1976 appropriation of $40,000,000 available through 9/30/79. No funds have been utilized.

9/ Dependent upon amendments to act which eliminate cost of living increase; otherwise it is 880,000,000.

10/ This authorization of $30,000,000 in 1979 and $35,000,000 in 1980 is also the authority cited for the activities
dental TEAM practice and dental and physician extenders.

11/ Financed through HRA assessment procedures $19,478,000.

12/ This authorization of $25,000,000 is authority cited for the activities of financial distress, start-up, primary care-
special projects, and interdisciplinary training and curriculum development.

13/ Proposed by President's budget for later transmittal.

14/ Includes funding of sickle cell testing and education centers.

15/ President's budget message recommends a rescission in the FY1979 appropriation to a level of $67,300,000 for capitation
broken up as follows: MOD $61,400,000, VOPP 0, and PH $5,900,000.

16/ CHF does not support the concept of these Block Grants and therefore recommends no funding.

17/ Does not include research training.

( ) Subtotal numbers enclosed in parentheses are non-add entries.

Funding under continuing resolution pending enactment of supplemental appropriation.

** For those programs whose authorization levels expire in FY1979, the Coalition has made its recommendation based on our
best estimate of need.

SSAN Such sums as necessary.

•

•
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•

•

•

COMPARISON OF MAJOR

NATIONAL HEALTH INSURANCE PROPOSALS

AND AAMC POSITIONS ON NHI



AAMC TASK FORCE POSITION ON
NATIONAL HEALTH INSURANCE

(As Testified 1 1/6/75-House Ways
& Means Health Subcommittee)

THE NATIONAL HEALTH INSURANCE
ACT OF 1979

(Kennedy/Labor-Outlined in Senate
October 2, 1978)

CATASTROPHIC HEALTH
INSURANCE PROGRAM

(Title I of 5.350 and of S.351 in-
troduced by Sen. Long on 2/6/79)

COVERAGE

BENEFITS

Universal coverage requiring as a
matter of law not only that the
opportunity to obtain adequate
health insurance coverage must be
made available to each individual
but also that he must take ad-
vantage of this opportunity.

Universal coverage through mandated
employer-employee contributions,
with employers to cover most costs;
mandated benefits for employed and
self-employed; costs of poor and
unemployed paid by federal subsi-
dies; elderly covered through up-
graded Medicare comprehensive
benefits.

Universal coverage, but not manda-
tory. Family medical expenses
paid after $2,000 in a year.
Family hospital costs paid after
60 days of hospitalization in a
year. Employer can choose to
cover his employees through a
public plan or a private insurance
plan. Effective date will be Jan-
uary 1, 1980.

Comprehensive benefits within
the resources available. Any ex-
clusion should fit into one of
the following categories: (1)
services for which insufficient
personnel and facilities exist
for provision on a universal
basis; (2) initially, services
not traditionally included in an
individual's personal health
care expenditures and financed
instead through general revenues
as public health expenditures
(e.g., long-term care for
chronic mental illness); and (3)
benefits which would pose un-
reasonable administrative bur-
dens. Except for services ex-
cluded for these reasons,
covered services should include,
at a minimum and without limit,
hospital services (including
active treatment in psychiatric
hospitals), physician services
and other appropriate profes-
sional and paramedical services
wherever provided, and diagnos-
tic laboratory and therapeutic
radiologic services wherever
provided such services as home
health services, rehabilitation
services, cost-beneficial pre-
ventive services, emergency
medical services, and crisis-
intervention mental health
services.

Uniform and comprehensive benefits
for inpatient and outpatient ser-
vices, physicians services, home
health services, x-rays, lab tests,
specified mental health benefits;
preventive care and health promo-
tion; prescription drugs to be
phased in (immediate coverage for
elderly); as well as protection
against catastrophic illness.

Same as those covered under the
Medicare program without any
upper limits on hospital days:
inpatient hospital services,
post-hospital extended care ser-
vices, medical and other health
services, outpatient physical
therapy services, rural health
clinic services. Private insur-
ance plans must provide at least
this benefit package.

TENTATIVE NATIONAL HEALTH
PLAN (NHP) - PHASE I

(Staff Draft of Administration
Plan, February 1979)

TENTATIVE NATIONAL HEALTH
PLAN (NHP) - FINAL

(Staff Draft cf Administration
Plan, February 1979)

Aged and Disabled: No change,
covered by Medicare. Low-income 
families: current Medicaid re-
cipients remain on Medicaid.
Medicaid categorically eligible
people with high medical expenses
can spend their way into Medicaid
income eligibility by off-setting
medical expenses against their in-
come. All newly-eligible low-in-
come children and pregnant women
added to HealthCare. Employees:
employers required to cover all
full-time workers for all costs
over $2500 attributable to ser-
vices covered in the standard
HealthCare benefit package' at a
minimum. All others: no change.

Aged and Disabled: current Medi-
care benefits except that all
limits would be removed on hospi-
tal services. Low-income: cur-
rent Medicaid benefits. HealthCare
members would receive all final
NHP benefits except drugs.
Employees: final NHP benefits ex-
cept drugs at a minimum. All
Others: no change.

Universal, mandatory coverage
through either HealthCare or
private insurance plans.

Comprehensive, standard minimum
benefit package available through
HealthCare or private insurance
plans. The basic benefit would
cover inpatient hospital and ex-
tended care services when neces-
sary to diagnose or treat an
accident, illness, or pregnancy.
Medical, surgical, and other
health services necessary to
treat such conditions (including
diagnosis, therapy, surgery,
consultation, and counseling)
would be covered. A specified
set of home health (100 visits)
mental health, (30 inpatient
days, $1000 outpatient services)
drug, and alcohol abuse, out-
patient drugs ($250 deductible)
and preventive services would be
covered.

•
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COST
CONTROLS

AAMC TASK FORCE POSITION ON
NATIONAL HEALTH INSURANCE

(As Testified 11/6/75-House Ways
& Means Health Subcommittee)

Not specifically addressed.

THE NATIONAL HEALTH INSURANCE
ACT OF 1979

(Kvnedy/Labor-Outlined in Senate
October 2, 1978)

Cost controls (caps) would go into
effect upon enactment. Overall
revenue and expenditure limits
would be imposed on hosoitals, as
well as a revenue capon physicians'
services. Non-supervisory em-
ployee wages would be exempted.
Two years after enactment, prospec-
tive budgeting of hospital and
physician expenditures would be
the cost control mechanism, with
hospital budgets and physicians'
fees negotiated yearly on a state-
wide basis. A national ceiling on
health expenditures would also be
established. Increases would be
tied to the rise of other goods and
services and regulated nationally,
by area and state.

CATASTROPHIC HEALTH
INSURANCE PROGRAM

(Title I of S.350 and of 5.351 in-
troduced by Sen. Long on 2/6/79)

Not specifically addressed.

TENTATIVE NATIONAL HEALTH
PLAN (NHP) - PHASE I

(Staff Draft of Administration
Plan, February 1979)

TENTATIVE NATIONAL HEALTH
PLAN (NHP) - FINAL

(Staff Draft of Administration
Plan, February 1979)

Hospital Cost Containment Plan wou d be implemented. All physicians
would be required to accept assignment for Medicare, Medicaid, and
HealthCare beneficiaries using a s'ngle fee schedule. The goal of
federal reimbursement policy would be to stabilize health spending
as a percent of GNP. A variety of other System Reforms would pre-
cede Phase I and continue throughout the Plan: Increased competi-
tion would be encouraged by: employers of 25 or more employees
i:ZTcl be required to offer all area HMO plans; employers would pay
the same percentage of the HMO premium as the insurance premium.
Stronger planning would be encouraged by: incentive grants to close
beds and decertify services coupled with withholding of reimburse-
ment for decertified services; areas with more than 4 beds per 1,000
would be required to close 2 beds for every new bed built; future
payments to institutions which exceed amounts needed to service debt
for approved projects could be channeled into State controlled fund; .
national limit on capital spending set annually. Increased efficiency 
would be encouraged through grant programs focused on organizing
delivery systems to substitute ambulatory for inpatient services,
preventive for curative care, mid-level professionals for doctors,
and primary care practitioners for specialists. PSRO's would cover
all beneficiaries, private as well as public starting in Phase III.

ADMINIS-
TRATION

Regardless of the extent to which
private health insurance is to be
included in a national health in-
surance program, the federal
government has a responsibility
for safeguarding the public by
effectively regulating the pri-
vate insurers. Such regulation
will be most effective if done
by a single federal agency, in-
dependent of the agency charged
with administering the national
health insurance program, which
will license, monitor, and other-
wise regulate all health insurance
underwriters. This agency should
also be charged with the duty to
promulgate standards governing
carrier solvency, risk-selection,
loss ratios, and premium rates.

A federal Public Authority (mem-
bers appointed by the President,
confirmed by the Senate, with at
least 50 percent consumers) will
certify consortia of either in-
surance companies, non-profit
health service plans or HMOs for
participation; will consolidate
Medicare/Medicaid into a single
federal program; will regulate all
providers/insurers; and will con-
tract with states and territories
to establish State Authorities
which will implement national
policy, negotiate the hospital
budgets and physician fee sched-
ules, and administer all local
insurance coverage. Consumer and
provider advisory councils would
be provided through a federally
certified and regulated private
insurance industry.

Employer and self-employed in-
surance plans must be approved
by the Secretary, DHEW. The plans
must meet specified benefit and
coverage requirements. Plans
will be approved on the basis of
regulations issued by the Secre-
tary, including (potentially)
recommendations from state in-
surance department. Self-insured
employer plans must demonstrate
financial and administrative
capabilities. The Secretary will
appoint an Actuarial Committee,
which will recommend a Table of
Values of Catastrophic Health in-
surance coverage to enable em-
ployers et al to determine the
actuarial value of the coverage
provided under any plan. The
public plan will be administered
by HCFA using carriers and inter-
mediaries as in the Medicare
program.

The Federal government would: o manage the national health in-
surance enrollment system, assuring that all individuals are
covered through either HealthCare or an approved private plan;
o exercise administrative and policy control over the entire NHP
and HealthCare program; o set standards for health insurance plans
and HMOs governing those aspects of the insurance policy or HMO
operations which are relevant to successful NHP operations. For
example, benefits covered, cost-sharing, reimbursement of providers;
o negotiate health care provider reimbursement rates (to be paid
under either HealthCare or participating private plans); o manage
the Federal Reinsurance Fund; o pay subsidies to low-income house-
holds whose premium costs exceed specified levels; o administer the
resource development and services fund.

State governments would continue their traditional responsibilities
in the areas of: o certification and licensure of personnel;
o regulation of insurance for solvency, reserves and other financial
standards; o hospital rate regulat on (under Federal guidelines) if
desired by the State; o administration of long term care benefits
and optional services.



AAMC TASK FORCE POSITION ON
NATIONAL HEALTH INSURANCE

(As Testified 11/6/75-House Ways
& Means Health Subcommittee)

THE RATIONAL HEALTH INSURANCE
ACT OF 1979•

(Kennedy/Labor-Outlined in Senate
October 2, 1978)

CATASTROPHIC HEALTH
INSURANCE PROGRAM

(Title I of 5.350 and of 5.351 in-
troduced by Sen. Long on 2/6/79)

FINANCING No specific financing mechanism
proposed, however, the method used
Should mandate universal coverage
and make certain that individuals
are not caught in gaps of coverage
with changes in employment or
financial status. The ideal pro-
gram should have no cost-sharing
provisions. If a particular
health insurance proposal includes
such cost-sharing mechanisms as
deductibles, coinsurance, or co-
payments, they should be held to
minimum levels, and their effect
on utilization should be
evaluated.

Financing would be derived from
a combination of employer-em-
ployee payroll taxes which would
distribute overall costs by
ability to pay and federal sub-
sidies from general revenue to
cover premiums for the unemployed,
poor and elderly.

Payments for services under the
public plan will be based on Medi-
care principles. The public plan
will be financed through a 1% pay-
roll tax on employers. Employers
who choose the private insurance
option would subtract from their
tax liability approved premiums
paid for private policies, and
would receive a 50% tax credit
against their overall 1% tax lia-
bility. These funds will be placed
in a Federal Catastrophic Health
Insurance Trust Fund. There will
be no tax on nor any contribution
by the employee. The financing
mechanism assures that individuals
are not caught in gaps in coverage.

COSTS

HEALTH
MANPOWER
DEVELOP-
MENT

AAMC supports no specific national
health insurance proposal and has
projected no cost estimates for a
program.

The Association strongly believes
that national health insurance is
an appropriate mechanism for
financing graduate medical educa-
tion. Such financing has histori-
cally come from public and private
insurance programs and other
patient care revenues and should
not be jeopardized. However, this
financing has been much more ade-
quate in support of inpatient ser-
vices than for outpatient services..
During the past several years,
there has ben substantial pres-
sure, and subsequent institutional
commitment to provide more educa-
tional experience in ambulatory
care settings and to produce more
primary care physicians. The long-
range financing of these commit-
ments, as well as health manpower
development generally, must be
addressed by the NHI program.

1981 - $18.8 billion; 1983 -
$21.7 billion for basic health
services for the poor, unemployed,
and Medicare upgrading; prescrip-
tion drugs for the elderly, 1981-
$3.5 billion, 1983 - $4.1 billion.

Not specifically addressed.

$5-7 billion, "rough cost projec-
tions, based on somewhat out-dated
data.

TENTATIVE NATIONAL HEALTH
PLAN (NHP) - PHASE I

(Stair uraft of Administi.ation
Plan, February 1979)

TENTATIVE NATIONAL HEALTH
PLAN (NHP) - FINAL

(Staff Draft of Administration
Plan, February 1979) -

Medicare and Medicaid financing
would remain the same except that
the additional cost of Medicaid
spend-down would be financed
entirely by federal revenues.
HealthCare would be financed by
federal general revenues. Em-
ployers would be required to pay
at least 50% of premium costs
associated with minimum benefit
package.

Employers and individuals would pay
premiums to either HealthCare or an
approved private plan. The federal
government would either pay or help
subsidize premiums on behalf of the
aged, low income persons and low
wage employers. Employers would
pay a minimum of 75% of premium
charges, and could purchase Health-
Care at the going premium or 8% of
payroll. The aged and disabled
would pay a premium equal to 25% of
the single adult premium. Persons
with incomes below a Low Income
Standard would pay no premium. The
majority of funds for HealthCare
subsidies would come from general
revenues. Federal excise taxes on
alcohol and tobacco would be in-
creased with the proceeds earmarked
for the NHP. A state/federal
matching program may be established
for Medicaid Long Term Care services.
All covered services except pre-
ventive service would be subject
to a 25% cost-sharing requirement.
However, no individual would pay
more than $750, no family more than ,
$1500 in cost-sharing. Low-income I
families would be excused from all
cost-sharing.

At no point would expanded services
from the plan lead to a net in-
crease in total health expendi-
tures. Total health system expen-
ditures could be reduced by $25
billion in FY 1983.

At no point would expanded services
from the plan lead to a net in-
crease in total health expendi-
tures. Total health system expen-
ditures could be reduced by $25
billion in FY 1983.

Not specifically addressed. How-
ever, it has the same advantages
and disadvantages as the Medicare
program.

A variety of System Reforms will be 'nitiated prior to Phase I and will
continue: • Expansion of grants for primary care residencies. Institu-
tions receiving grants to support more primary care residencies would not
be allowed to increase their total number"of residencies. Thus they
would be forced to reduce specialty training at the same time.
s National Health Services Corps (NHSC) scholarships would play an im-
portant role, and NHSC physicians would be placed in rural and urban
shortage areas and in institutions now understaffed (such as prisons .and
State mental hospitals). s Special project grants would expand training
of primary care nurses, nurse practitioners and Physician assistants to
help meet the needs of underserved areas by increasing the availability
of lower cost health practitioners and increasing the productivity of
physicians. s The number of minority men and women in health professions
would be increased through incentive grants to institutions for recruit-
ing and preparing applicants for professional schools.

•
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AAMC TASK FORCE POSITION ON
NATIONAL HEALTH INSURANCE

(As Testified 11/6/75-House Ways
& Means Health Subcommittee)

THE NATIONAL HEALTH INSURANCE
ACT OF 1979

(Kennedy/Labor-Outlined in Senate
October 2, 1978)

..,_

CATASTROPHIC HEALTH
, INSURANCE PROGRAM
(Title I of S.350 and of S.351 in-
troduced by Sen. Long on 2/6/79)

...,  

TENTATIVE NATIONAL HEALTH
PLAN (NHP) - PHASE I

(Staff Draft of Administration
Plan, February 1979)

TENTATIVE NATIONAL HEALTH
PLAN (NHP) - FINAL

(Staff Oraft of Administration
Plan, February 1979)

TEACHING
PHYSICIAN
REIMBURSE-

MENT

A fair and reasonable reimbursement
policy for physician services
should be incorporated into any NHI
program. This policy should pro-
vide payment for high quality
medical services on an equal basis

Not specifically addressed. Not specifically addressed. How-
ever, it has the same advantages
and disadvantages as the Medicare
program.

Not specifically addressed. Not specifically addressed.

Irrespective of the setting,
should not impede the training of
medical students and residents,
and should recognize the team ap-
proach to medical care in the
teaching setting. In addition.
the AAMC has consistently support-
ed a policy which would finance
graduate medical education from
the institutionally generated
health care dollar. This policy
Includes the financing of teachers
--supervising physicians--as well
as house officers. Where an in-
dividual institution develops a
management control procedure
which validly identifies, differ-
entiates and records educational
supervision provided jointly and
inseparably with professional
medical services, the Association
recommends that the teaching time
of the supervising physician be
allowed as a reimbursable cost.

-

  . ;  
.,

1.
ITEACHING

HOSPITAL
REIMBURSE-

MENT

Reimbursement to institutional
providers under any NHI program
must reflect the fact that there
are valid differences among the
various types of hospitals in
the cost of delivering care.

Not specifically addressed. Not specifically addressed. How-
ever, it has the same advantages
and disadvantages as the Medicare
program.

Not specifically addressed. Not specifically addressed.

Teaching hospitals differ from
the nation's other hospitals
because of their medical educa-
tion and supervised research
responsibilities, as well as
their provision of more compli-
cated patient care. The NHI
program must establish payment
mechanisms which recognize
these distinctive characteristics
of teaching hospitals and their
accompanying costs.

—
 ,... 

PHILAN-
THROPY

The Association recommends specific
language be included in any national
health insurance program to protect
and encourage private philanthropy
for health care institutions and
programs,

Not specifically addressed. The bill will amend Title XI of
the Social Security Act: It is
the policy of the Congress that
philanthropic support for health
care be encouraged and expanded,
especially in support of experi-
mental and innovative efforts to

Not specifically addressed. Not specifically addressed.

Improve the health care delivery
system and access to health care
services." Unrestricted grants,
gifts, and endowments and income
therefrom will not be deducted
from operating costs. Contribu-
tions restricted to specific
operating costs will be deducted
from the operating costs. Interest
expense may be reduced by such in-
terest income.

.
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AAMC HOUSESTAFF INVITATIONAL MEETING

At the June 1978 meeting of the AAMC Executive Committee, Dr. Robert
G. Petersdorf asked the Committee to consider housestaff involvement
in AAMC activities. Dr. Petersdorf's request was prompted by his
awareness of the activities of the American Medical Association's
Resident Physician Section and his belief that the AAMC should examine
its own potential for obtaining similar contributions from housestaff.

An ad hoc Committee on Housestaff met in December, and recommended that
at this time the Association not establish a formal housestaff repre-
sentation to the AAMC. The Committee did recommend that the Association
organize a meeting of residents to discuss issues in graduate medical
education of mutual concern and interest to residents and constituent
organizations of the Association. The Committee specifically recommended
that discussions not extend to economic and working condition matters of
local jurisdiction.

In January the Executive Committee reviewed the Committee report and
recommended that a meeting of residents be held to review and discuss
the report of the Association's Task Force on Graduate Medical Education
prior to the preparation of the final report for the Assembly. This was
agreed to by the Executive Council in March. The plan for the meeting
follows:

Dates:

Friday, October 5 - Saturday, October 6

Place:

Washington, D. C.

Participants:

Approximately 30 residents, members of the Task Force on Graduate
Medical Education, AAMC officers and staff

Selection Procedures:

The Association will ask each medical school dean, after consulta-
tion with administrators of affiliated hospitals, to submit the
names of three nominees (each from a different specialty) with a
brief biography. The OSR Administrative Board will be asked to
submit one nominee for each specialty. AAMC staff will review
the nominees, and select 30 with due regard to specialty, insti-
tutional, regional, and demographic balance.
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•

Agenda:

Report of the five Working Groups of the Task Force on Graduate
Medical Education

Format:

A plenary session to provide an overview and background; small
group discussions on Working Group Reports; a plenary session to
discuss the Task Force Report
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Modifications Requested by

the Association of American Medical Colleges

(PROPOSED REVISION)

THE ESSENTIALS OF ACCREDITED RESIDENCIES
IN GRADUATE MEDICAL EDUCATION

1 Graduate medical education in the United States is the second

2 phase in the continuum of medical education. Physicians enter pro-

3 grams in graduate medical education after completing their undergra-

4 duate phase in order to prepare themselves to be practitioners. The

5 graduate phase is essential as indicated in this statement in the

6 Liaison Committee on Medical Education's (LCME) "Structure and

7 Functions of a Medical School":

"The undengnaduate peitiod o medicat education
Leading. to the M.D. degitee i4 no tonget 4u66icient
to pkepate a student eon independent medicat ptac-
tice without zupptementation by a gAnduate taaining
petiod which wilt. valty in tength depending upon the
type a ptactice the student setects."

8 During the undergraduate phase, students gain knowledge of the

9 sciences basic to medicine and learn to apply that knowledge to clini-

10 cal problems. Skills in collecting data are developed by interviewing

11 and examining patients and selecting and applying laboratory procedures

12 under the guidance and supervision of the faculty and residents. Stu-

13 dents learn to utilize these data to arrive at diagnostic hypotheses

14 and make therapeutic decisions. These basic skills are learned by

15 rotations through a variety of clinical disciplines in both inpatient

16 and outpatient settings. Undergraduate medical students have limited

17 opportunities to assume personal responsibility for patient care, and

18 generally do not participate in the care of individual patients for an

19 extended period of time.
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1 Physicians in graduate medical education are, by convention, called

2 resident physicians or residents. During the graduate phase, the know-

3 ledge and skills acquired in medical school are expanded through the

4 progressive assumption of personal responsibility for patient care in

5 supervised, clinical, educational environments which provide op-

6 portunities to learn about the variability of human beings in health

7 and disease and about their biological, psychological and social problems.

8 As residents progressively gain more knowledge and sktll they are provided

9 greater latitude to make decisions and treat patients, but always under

10 supervision.

11 Graduate medical education is organized prOgrammatically, For each

12 specialty of medicine there are programs which concentrate on providing

13 education and training in that specialty. Institutions'vary in the number

14 and variety of the specialty programs they provide, Some may offer programs

15 in nearly all of the specialties, while others sponsor only a limited

16 number, consistent with their clinical resources and mission, Each pro-

17 gram is organized and directed by a program director and has an identified

18 staff which is responsible for the education, training and supervision

19 of its residents. Each institution is responsible for the provision of

20 sufficient resources and internal supervision to assure the proper

21 conduct of all of its programs.

22 During the graduate phase of their education most residents, in

23 addition to attaining the knowledge and skills needed to be practitioners,

24 seek to complete training requirements for certification by a specialty

25 board. Each board generally requires that graduate medical education be
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I obtained in a program reviewed and approved by the Residency Review

2 Committee (RRC) for that specialty and accredited by the Liaison Corn-

3 mittee on Graduate Medical Education (LCGME).

APPROVAL AND ACCREDITATION

4 Approval and accreditation of training programs are voluntary

5 efforts of all parties involved in graduate medical education. By this

6 process the quality of training programs is upgraded and assurance is

7 provided medical students, residents, specialty boards,.and the public

8 that programs are of high quality.

9 To be approved and accredited, graduate medical education programs

10 must meet the Special Requirements for a specialty and be sponsored by

11 an institution which meets the General Requirements for graduate medical

12 education. The Special and General Requirements are the standards

13 •against which programs and institiltions are judged by Residency Review

14 Committees (RRCs) and the Liaison Committee on Graduate Medical Education
15 (LCGME) in the process of review, approval and accreditation.

16 There is an established Residency Review Committee for each of

17 the specialties in medicine for which certification is provided by a

18 specialty board.
Residency Review Committees

19

20 Allergy & Immunology

Represented Organizations 

American Board of Allergy & Immunology
(ik Conjoint Boaad o the Amen-Lean Boand
off Intande Medicine and the Ametican
Boa/14 o6 PeoliAt4ic4)

AMA Council on Medical Education
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RRC Represented Organizations

1 Anesthesiology American Board of Anesthesiology
AMA Council on Medical Education

2 Colon 4 Rectal Surgery American Board of Colon & Rectal Surgery
AMA Council on Medical Education
American College of Surgeons

3 Dermatology American Board of Dermatology
AMA Council on Medical Education

4 Family Practice American Board of Family Practice
AMA Council on Medical Education
American Academy of Family Physicians

5 Internal Medicine American Board of Internal Medicine
AMA Council on Medical Education
American College of Physicians .

6 Neurological Surgery American Board of Neurological Surgery
AMA Council on Medical Education
American College of Surgeons

7 Nuclear Medicine American Board of Nuclear Medicine
(A Conjaint Boaxd oi the Ametican
Boaut o6 InterznaZ Medicine, the
Ametican Bow& o6 Pathaeogy and the
AMehiedn Box& o6 Radiotogy)-,5 
AMA Council on Medical Education

,-,0
'a)08 Obstetrics-Gynecology American Board of Obstetrics & Gynecology
..„. 

AMA Council on Medical Education
American College of Obstetricians. 
and GynecologistsE

§ 9 Ophthalmology American Board of Ophthalmology
AMA Council on Medical Education5

- 10 Orthopaedic Surgery American Board of Orthopaedic Surgery. 
AMA Council on Medical Education8 
American Academy of Orthopaedic Surgeons

11 Otolaryngology American Board of Otolaryngology
AMA Council on Medical Education
American College of Surgeons

12 Pathology American Board of Pathology
AMA Council on Medical Education



RRC Represented Organizations •
1 Pediatrics American Board Nof Pediatrics

AMA Council on Medical Education
American Academy of Pediatrics

2 Physical Medicine & American Board of Physical MedicineRehabilitation & Rehabilitation
AMA Council on Medical Education

Plastic Surgery American Board of Plastic Surgery
AMA Council on Medical Education
American College of Surgeons

4 Preventive Medicine American Board of Preventive Medicine
AMA Council on Medical Education

5 Psychiatry & Neurology American Board of Psychiatry & Neurology
AMA Council on Medical Education

6 Radiology American Board of Radiology
AMA Council on Medical Education

7 Surgery. American Board of Surgery
AMA Council on Medical Education
American College of Surgeons

8 Thoracic Surgery American Board of Thoracic Surgery
AMA Council on Medical Education
American College of Surgeons

Urology American Board of Urology
AMA Council on Medical Education
American College of Surgeons

10 The Liaison Committee on Graduate Medical Education is composed
11 of representatives of the following national professional organiza-
12 tions which are concerned with and involved in graduate medical educa-
13 tion:

American Board of Medical Specialties
American Hospital Association .
American Medical Association
Association of American Medical Colleges
Council of Medical Specialty Societies
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1 In addition there is a resident representative, there is a federal repre-

• 2 sentative, and there is a public representative.

3 Each RRC develops Special Requirements for training programs in

4 its specialty. These Special Requirements, which have been approved by

5 the RRC's sponsoring organizations and the LCGME, set forth the require-

6 ments for the essential educational content, instructional activities,

7 patient care responsibilities, supervision, and facilities that should

8 be provided by programs in a particular specialty. Guides to assist

9 program directors in interpreting the Special Requirements are also

10 prepared by RRCs.

11 The General Requirements delineate the responsibilities of insti-

12 tutions that sponsor graduate medical education programs. The General

13 Requirements also delineate training program requirements and respon-

14 sibilities which are common to all RRCs, institutions, and programs

15 regardless of specialty. The General Requirements have been established

16 by the LCGME in collaboration with the RRCs and approved by the Coordi-

17 nating Council on Medical Education and each of its five sponsoring

18 organizations.* An assessment of whether institutions fulfill these

19 General Requirements is made in the process of review of their graduate

20 programs prior to action by the RRCs and the LCGME,

•

*The Coordinating Council on Medical Education (CCME) is composed ofrepresentatives of the same five professional organizations which
sponsor the LCGME. It is responsible for the development and consi-
deration of major policies for all three phases of medical education.
The CCME also oversees the Liaison Committee on Medical Education
(LCME accredits undergraduate medical education) and the Liaison
Committee on Continuing Medical Education (LCCME accredits continuingmedical education).
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1 Actions by the RRCs are based upon information gained through

2 written submissions by program directors and assessments made on

3 site by assigned visitors. Actions of the RRCs, after review and

4 approval by the LCGME, determine the accreditation status of programs.

5 The LCGME is also responsible for adjudication of appeals of adverse

6 decisions and has established policies and procedures for appeal,

7 Current operating policies and procedures for review, approval, accredi-

8 tation and appeal are contained in the Manua. chi St/Luau/Le and Functions

9 oit Raidency Review Committees, which is revised and updated annually,"

10 Information concerning the accreditation status of any program may be

11 obtained by communication with the Secretary of the LCGME.

PART I. GENERAL REQUIREMENTS.

12 Programs in graduate medical education are sponsored by organiza-

13 tional units involved in providing medical care and health services.

14 These units are referred to as institutions, The principal institutions

15 for graduate medical education are hospitals. In order to provide the

16 complete education and training experience established by the Special

17 Requirements of a specialty, programs may involve more than one

18 institution and various types of settings, which can include clinics,

19 medical schools and various health agencies. Whatever the institutional
education and training

20 form, providing -hea-l-th—serTi-ces- of the highest quality as well as 7eduettitml--
health services

21 -ami-tra-i-Rieeg must be a major mission. Graduate medical education requires

**General Requirements, Special Requirements, Guides, and the manual
of Structure and Functions for Residency Review Committees can
be obtained from: The Secretary, Liaison Committee on Graduate Medi-
cal Education, 535 North Dearborn, Chicago, Illinois 60610
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•

that residents be directly involved in theprovision of excellent patient

2 care under supervision in an environment which stresses scholarly pursuits

3 and inquiry. The educational mission must not be compromised by an exces-

4 sive reliance on residents to fulfill institutional service obligations'.

5 The need for an institutional commitment to education is expressed in this

6 policy statement which was promulgated by the Coordinating Council on

7 Medical Education and approved by its sponsoring organizations in 1974:

• "Institutions, otganization4 and agencies ofieking
pkognanis in gAaduate medicat education mat azzume
AaponAibitity tiot the educationai vatidity oic att
Aueh ptogAanis. This Aesponsibitity includes as-
Suning an adminiztAative system which pAovi4e4 04
management o ouAces dedicated to education and
Otoviding 04 invotvement oe teaching staee in setec-
tion o6 candidates, pugAam ptanning, p4ogAam teview
and evatuation 06 paAticipant4.

White educationat ptogAamA in the sevetat eietd4 oe
medicine pupetty dieeen pcom one anathet, as they
do 640M one inAtitution to anothek, institcdon4
and theit taching staees must emu/Le that att. p1to-
gun14 oeted ate consistent with theit goats and meet
the stand/ands <set eoAth by them and by votuntaty ac-
auditing agencies.

The gave/ming boaAaA, the admin,i4tAation, and the
ttaching staee must Aecognize that engagement with
gnaduate medicat education cteate4 obtZgatinA beyond
the ptovision oe saee and timely medical. cate. Re-
4ouAces and time mwst be ptovided iot the pupa dis-
chatge o these obtigationA. The teaching 4taee and
admimatkation, with teview by the govetning boatd,
muat (a) utabtish the gene/cat objectiveA o6 gnaduate
medicat. education; (6) appoAtion taidency and 6eZtow-
4hip positions among the seveAat ptogtamA o6tieted;
(c) Aeview instAuctionat ptans OA each specieic
p/cog/tam; (d) develop Ctitetia eot selection'oe candi-
data; (e) devetop methods eat evatuating, on a tegutat
ba4i4, the eeeectiveness o6 the pAognama and. the compe-
tency oe peons who ate in the pug/cams. Evatuati.on
Ahoutd inctude input titom those in tuining.
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FaciLitia and teaching staSS 4hatZ be apptoptiate
and 4a cent Sot eSSective accomptizhment o ti the
educational mi.64.ion oS each ptognam. IS Outhide
Sacilities on ,staSS ate needed to 6utiitt pAogAam
needa, the ptimaty 4pon4ot - mat maintain Sate
Apon42bility Sot the quatity o6 education pnovided"

1 Implementation of these General Requirements requires that the

2 program directors and teaching staffs of sponsored programs work

3 with each other and the institutional administration and governing

4 authorities to provide an operating system for educational resource

5 allocation and quality control which ensures that sponsored programs

6 can fully meet the Special Requirements set forth in Part II of these

7 Essentials. In orddr to prevent duplication of effort.and needless

8 reiteration, many of the resources provided by institutions for their

9 training programs are not specifically mentioned in this document. They

10 do appear in the current Accuditation Manuat iot Hozpitatz issued by

11 the Joint Commission on Accreditation of Hospitals.*

12 1. Re4ponsibititie4 dInstitution4 
13 Ensuring that each specialty program fully meets the Special Require-

14 ments for approval by its RRC is an overall institutional responsibility.
15 The specifications set forth in this section make necessary an institu-

16 tional system for the allocation of educational resources and the main-

17 tenance of the quality of all sponsored programs.

*The Accteditation Manual Sot Hozpitato can be obtained from: The JointCommission on Accreditation of Hospitals, .875 North Michigan Avenue,
Chicago, Illinois 60611
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1

2

3

4

5

6

7

8

9

10

11

12

•13

14

15

16

17

18

19

20

- 21

22

23

24

25

26

27

1.1 The LCGME expects institutions sponsoring programs in graduate

medical education to provide documentary evidence of a commit-

ment to medical education by:

a) The, governing board,

b) The administration
Teaching Staff

The-clintcat-departments7,-

This evidence should consist of:

1.1.1 A written statement setting forth the reasons thethe

institution sponsors graduate medical education:

There should be evidence of agreement to this statement

by the clinical departments, the administration, and the

governing board.
the process by which

1.1.2 A detailed plan which sets forthlhew-institutional re-

sources are organized and distributed for educational 

purposes:

-Such-reteurces-inclade-teaching-staffi-patiernts7-0whral-

-fircilitiez, and ftnancfat-support; Therer-sfirculTrtnrztear

evidence-that-the-pfian-ts-agreed-ta-by-ttre7Ydr07111110nrini7

irtigram-dtrectaR-,--affd-the governing boarT. Those respon-

sible for administration of the plan should be identified

by name and title in the institution's table of organization.
Provide evidence of an

1.1.3 AnAoperational system, based on institutional policies,

establishing how the sponsored programs provide for:

a) The appointment of teaching staff,

b) The selection of residents,

c) The apportionment of residents among programs
d) The supervision of residents

e O . The evaluation and advancement of residents

-35-
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1

2

f The dismissal of residents whose performance

is unsatisfactory, and

3 gcl The assurance of due process for residents

4

5

6

7

8

9

10

11

12 41ANI1Abmamts, residents, and administration. Such analysis

13 should include the appraisal of:

14 a) The goals and objectives of each protgram,

15 b) The instructional plans formulated to achieve

16 these goals,

17 c) The effectiveness of each program in meeting its

18 goals, and

19 d) The effectiveness of utilization of the resources

20 provided.

21 There should be evidence that these analyses are effective,

22 and that mechanisms exist to correct identified deficiencies.

23 Accomplishing the requirements set forth in Sections 1.1.1 through

24 1.1.4 may be delegated to a committee composed of program directors

25 or their representatives and others concerned with or involved in an

and teaching staff. •
and procedures, tilgve institutional approval.
These pol ci esAs hou Otbe-agreed- to- by-the—adnri-Tri-stratton

-and-cltfttcat-departmentsrincorporatemFiTrlrnrmnrdFirf

Talftles aad-procedares;-and-reviewed-ame-aggrumtiv-dte—

Tovernimg-baard; There should be clear evidence of adher-

ence to these policies and procedures by program directors.

1.1.4 An operational system for periodic internal analysis of
the teaching staff

each sponsored program ta representatives 017N4;4414-eial-
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1 institution's educational mission. However, once a system is estab-

2 lished and agreed to, it is essential that all programs comply with

3 the accepted policies and procedures. Failure by a program to comply

4 may jeopardize the approval of that program by its RRC. Failure of

5 an institution to establish or implement the necessary policies

6 and procedures set forth in these General Requirements may jeopardize

7 •the accreditation status of all of its programs.

8 1.2 Interinstitutional Agreements: When the resources of two or more

9 institutions are utilized for the conduct of one or more programs,

10 each participating institution or organizational unit is expected

11 to demonstrate a commitment to graduate medical education as set

12 forth in 1.1.1 through 1.1.4. Documentary evidence of agreements,
411 the

13 approved byAinstitutional- governing-boards; should be available for

14 inspection by assigned site visitors. The following items should

15 be covered in such interinstitutional agreements.

16 1.2.1 Items of Agreement:

17 a) Designation of program director: A director for each

18 specialty program should be agreed to and designated.

19 The scope of the director's authority to direct and

20 coordinate the program's activities in all participating

21 institutions should be clearly set forth in a:written

22 statement.

23 b) Teaching staff: The teaching staff responsible for

24 providing the educational program and supervising the

411 
25 residents in each institution should be designated.
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1 c) Educational contribution: The expected contribu- 111
2 tion to the educational objectives to be provided

3 by each institution to each program should be deline-

4 ated.

5 Assignment of residents: The period of assignment

6 of residents to the segment of a program provided

7 by each institution, and any priority of assignment,

8 should be set forth.

9 e) Financial commitment: Each institution's financial

10 commitment to the direct support of each program

11 should be specifically identified. Compensation and

12 other benefits for residents should be as consistent

13 as possible from institution to institution. •
14 1.2.2 When several institutions or organizational units participate

15 in sponsoring multiple programs, mechanisms should be developed

16 to coordinate the overall educational mission and facilitate

17 the accomplishment of the policies and procedures set forth

18 in sub-sections 1.1. and 1.2.

19 1.3 Facilities and Resources: Institutional facilities and resources

20 should be adequate to provide the educational experiences and oppor-

21 tunities set forth in the Special Requirements for each sponsored

22 program. These include, but are not limited to, an adequate library

23 providing access to standard reference texts ind current journals,

24 sufficient space for instructional exercises, adequate facilities

25 for residents to carry out their patient care and personal educa-

26 tional responsibilities, and a medical record system which facili-

27 tates both quality patient care and education.

-38-

•
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1 1.4 Hospital Accreditation: Hospitals sponsoring or participating in

2 programs of graduate medical education are expected to be accredited

3 by the Joint Commission on Accreditation of Hospitals. If a hospital

4 is not so accredited, the reasons why accreditation was not sought

5 or was denied should be explained and justified.

6 2. Puy= Onganization and Respopvibititie4 

7 Programs in graduate medical education usually are developed by individual

8 specialty groups or departments. Program content and organization should

9 be delineated by a statement of goals and objectives, supplemented by a

10 statement outlining the scope of clinical experience and rotations pro-

11 vided, its duration, and any special features, such as opportunities for

12 investigation, ambulatory care experience in different settings, etc.

emphasize
13 All programs are encouraged to-pl-aee-alli—emphasts-on the development of

14 their residents' teaching and interpersonal skills. Teaching about the

15 socio-economics of health care and demonstrating cost consciousness in

16 the provision of medical services should be incorporated into all programs.

17 The educational effectiveness of a residency training program depends

18 largely on the quality of its supervision and organization. The respon-

19 sibility for these important functions lies with the department heads who

20 in most instances are also the program directors. The program directors

21 should have qualifications and breadth of experience which will enable them

22 to carry out an effective training program. Each program director accepts

23 the responsibility of resident selection, evaluation and promotion within

24 the framework of the policies of the sponsoring institution. The develop-

. 25 
goals and curriculum

ment of program 
,

cu-eultim-anci-an the integration of resident physicians

-39-
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1 into departmental activities including patient care, research and teaching

2 of other members of the health care team, as well as the extent to which

3 various evaluation techniques employed are additional responsibilities of

4 the program director.

The fundamental conceptual framework for curriculum, programmatic goals

•

6 and evaluation standards should be to enable resident physicians to

7 practice their specialties in a compassionate, scientific, and cost-effective -

8 manner upon completion of their training programs.

9 The sponsoring institution is expected to assist program directors in

10 carrying out their responsibilities through the development of appropriate
policies

11 institutional Totiry to assure excellence in resident physician education.

12 When a Residency Review Committee reviews a program prior to making recom-

13 mendations to the Liaison Committee on Graduate Medical Education regarding

14 its accreditation status, the extent to which the sponsoring institution is

15 supporting the efforts of the program director through its institutional

16 policies will be taken into consideration.

17 2.1 Qualifications of Program Staff: The individuals who have responsi-

18 bility for the conduct of graduate medical education programs should

19 be specifically identified.

20 2.1.1 The Program Director: The director of each program should

21 have the qualifications set forth in the Special Requirements

22 for that program. Each director should have the authority

23 and time needed to fulfill administrative and teaching

24 responsibilities in order to achieve the educational goals

25 of the program and to participate with other program directors

26 in maintaining the quality of all institutional programs.

•

•
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1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

2.1.2 Teaching Staff: The teaching staff should have the quali-

fications set forth in the Special Requirements for the

program in which they are primarily involved. The staff

should be selected for their willingness and ability to

contribute to the educational objectives of their own pro-

gram and to the overall educational mission of the institution.

Teaching physicians should be mindful of the important role

that other members of the health care team play in patient

care and should involve them,as appropriate, in accomplishing

the educational objectives of their programs.

2.2 Relationships Between Medical Staff and Graduate Programs: In some

institutions the program staff and the non-teaching staff are differ-

entiated. Where this is the case, the institutional educational plan

(1.1.2) should clearly delineate the agreements reached regarding the

utilization of institutional resources for education. This should

include agreement as to whether residents and teaching staff may

have contact with the patients of members of the medical staff not

involved in the teaching programs and what responsibilities residents

have for such patients.

20 3. Eligibitity and Setection Re4ident4 

21 Physicians with the following qualifications are eligible to enter graduate

22 medical education programs accredited by the LCGME:'

23 3.1 Unrestricted Eligibility: Unrestricted eligibility is accorded to

24 those with the following qualifications:

25 3.1.1 Graduates from tne institutions in the U.S. and Canada ac-

26 credited by the Liaison Committee on Medical Education,
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1

2

3

4

5

6

7

8'

9,

10 :

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

•

3.1.4

Graduates from institutions in the U.S. accredited by
1 "-1?
the Ainerican Osteopathic Association, _unless_ptcohibited-

4y_Special_Requiremeas,

Graduates of medical schools which are not accredited by

the LCME who meet the following additional qualifications:
•.

a) Have fulfilled the educational requirements to practice

• in the country in which they have had their medical

education, or, if a national of the country concerned,

have obtained an unrestricted license or certificate

of full registration to practice in that country, have

passed examinations designated as acceptable by the

LCGME for determination of professional preparedness

and capability to comprehend and utilize the English

language, and have had their credentials validated by

an organization or agency acceptable to the LCGME, or

b Have a full and unrestricted license to practice medi-

cine in a U.S. jurisdiction providing such license.

U.S. citizen graduates from institutions not accredited by

the LCME who cannot qualify under Section 3.1.39 but who

meet the following qualifications:

a) Have successfully completed the licensure examination

In a U.S. jurisdiction in which the law or regulations

provide that a full and unrestricted license to practice

will be granted after successful completion of a specified

period of graduate medical education; or

b) Have completed in an accredited U.S. college or univer-

sity undergraduate premedical education of acceptable

•

•

•
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411

1 quality; have successfully completed all of the for-

2 mal educational requirements of a foreign medical

3 school, but have not been granted the privilege to

4 practice medicine by the country in which the medical

5 school is located by reason of not having completed a

6 period of required service; and have passed an examina-

7 tion designated as acceptable by the LCGME for deter-

8 mination of professional preparedness.

9 3.2 Restricted Eligibility: Restricted eligibility for foreign nationals

10 to enroll in LCGME programs is accorded under the following circum-

11 stances:

12 a) When a U.S. medical school and one or more of its affiliated

13 hospitals have a documented bilateral agreement, approved by

14 an agency recognized for that purpose by the LCGME, with an

15 official agency or recognized institution in the physician's

16 country of origin to provide an educational program designed

17 to prepare the physician to make specific contributions in a

18 health field upon return to the country in which the sponsoring

19 agency or institution is located; and

20 b) The physician has been granted an unrestricted license or

21 certificate of full recognition to practice medicine in the

22 country wherein the agency or institution making the agreement

23 referred to in (a) is located; and
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1

2

3

4- '

5

c) The physician has passed examinations designated as accept-

able by the LCGME for determination of professional prepared-

ness and capability to comprehend and utilize the English

language; and

The physician has made a formal commitment to return to the

6 country in which the sponsoring agency or institution is

7 located; and

8 e) The credentials of the physician and the existence of a suit-

9 able agreement have been validated by an organization or

10 • 'agency acceptable to the LCGME.

11 Restricted eligibility shall be limited to the time necessary to

12 complete the program agreed to by the parties as referenced in (a),

13 without regard to whether such agreement fulfills the requirements

14 for certification by a specialty board.

15 3.3 The Enrollment of Non-Eligibles: The enrollment of non-eligible

16 residents may be cause for withdrawal of approval and accreditation.

•

17 3.4 Special Educational Provisions for Residents Who Are Not Graduates 

18 of LCME Accredited Medical Schools: Institutions and programs provid-

19 ing education and training to residents eligible under Sections 3.1.3,

20 3.1.4, and 3.2 should make special educational provisions to correct

21 deficiencies these residents may have in their professional prepara-

22 tion and their knowledge of the United States health care system,

23 medical practices and ethics, and United States culture and cultural

24 values.*

•

*The Roteo the Foiceign Medicae Gkaduate, a Repo kt 06 the Cootdinatingill
Council on Medical Education, 1978 (for copies, address: Secretary,
CCME, P. 0. Box 7586, Chicago, Illinois 60680)



-20-

D
o
c
u
m
e
n
t
 f
ro
m 
th
e 
co
ll
ec
ti
on
s 
of

 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
 

3.5 Selection, Recruitment and the Transition between Undergraduate 

2 and Graduate Medical  Education: Eligible physicians may enter

3 graduate medical education at any time after they have attained the

4 M.D. degree. Institutions and their sponsored graduate programs

5 are expected to select residents with due consideration of their

6 preparedness to enter into the program they have selected. Criteria

7 for their selection should include personal characteristics and

8 aptitude as well as academic credentials.

9 In selecting residents from medical schools accredited by the LCME

10 for first graduate year positions, institutions and all of their

11 sponsored programs are expected to participate in the National

12 Residency Matching Program (NRMP*) and abide by its policies and

13 procedures (certain programs sponsored by the federal uniformed

14 services may be exempt). Programs which select residents to begin

15 their first residency year at the second graduate year level should

16 not offer appointments to students

17 before before the beginning of their final year of medical school.

18 4. Types of Programs 

19 Graduate programs of two types may be provided to residents by institutions:

20 4.1 Categorical Programs: Categorical (C) are programs in a specialty

21 which meets the Special Requirements of the RRC for that specialty.

22 Some specialties require that residents have complementary educational

*The NRMP is an agency sponsored by: American Hospital Association,
American Medical Association, American Protestant Hospital Associa-
tion, Association of American Medical Colleges, Catholic Hospital
Association, American Medical Student Association, American Board
of Medical Specialties, and Council on Medical Specialty Societies.
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1 experiences in other disciplines. Whether it is required that

0J6IsbEiPisbtlU
2 Iiit-h-e-Rpe-rinces-prec6de'6"be-intel'Wovbntyntothedutation and • 1

iM .• n k,,
3 training for' the spectalty;-lnstlt-UtIons:-SpOm5drvgg- such programs

9ri:! g v •
4 shotild ma'ke the neCesai.Y arrangements 'forres'Yd6nts to gain these

mvpsm 9.1.suboV4g0Ap?IgksOpingvphigh fuli ii theApeoial Requirements for A

5 complementary experiences inApfegrams-a0piosida_b4the_BECALIbe_

'af)
6 specialty providing the experience.

7 „noi,40V7pal:prfrelreffs7414e41-fe.9+14-re-e4ucatiJanalTexperience_in_a__

8 vernitA1-64,90-ce-1-44sc-4444es-may-ige-c4nAliciedLin_anY_esimearismal_

9 irettiftg-.4401-ffeets tAR-44erie4a4 Requirvalen4A-a441—the-cperial 22-

10 10/1mteratsr-t+4+re-44*-4-srueh—spec4a144.e.s.
. !z,

11 i4 2,,1rapsitional Programs: Transitional (T) are programs for residents

12 ,eciLjro, ortdin,arily in their first graduate year who desire a broad experience

13 in,eveTal specialties before entering further training.**

14 Institutions or consortia of institutions which sponsor an accredited •

15 =' .1prognampin internal medicine and at least two other accredited programs

•..ftpm„amongst the following: family practice, obstetrics and gynecology,

17 fccr1. Oathaogy-, pediatrics, psychiatry, radiology or surgery; may offer a

18 transitional year if the following conditions are met:

19

20

21

23

-

23

If

,OnoThere is a qualified director (or associate director) on site 
re-

,,.; sponsible for planning the program, counseling the residents, and

.,, coordinating their evaluation;

-A)).4There is an institutional committee, composed at least of the rep- -

resentatives of the accredited programs providing the components

24 of the transitional year, charged to assist the director in program

25 development and evaluation;

This merges what have been termed Categorical and Categorical*

designations.

** These programs are intended to replace those previously designated

as Flexible programs.

—46—

•
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1 c) At least three quarters of the education and training of the

2 transitional year is provided by staff assigned to the accredited

3 programs sponsored by the institution. The balance of the year

4 
is spent in educational settings selected by the director and

5 approved by the institutional transitional program committee;

6 d) The residents in each of their assignments are associated with

7 senior residents in the participating specialties.

8 5. Relationships between Institutions, Programs, and Residents 

9 5.1 Responsibilities of Institutions and Programs 

10 5.1.1 Teaching and Learning: An environment wherein both the teaching

11 staff and the residents are seeking to improve their knowledge

12 and skills is essential. Residents may be assigned by program

13 directors to assume responsibility for teaching more junior resi-

14 dents and students. Special attention should be given to assisting

15 residents to acquire skills in teaching and evaluating those for

16 whom they are responsible. The clinical departments are expected

17 to organize 4'erma4 teaching sessions tailored to meet the Special

18 Requirements of their programs. Participation in these sessions

19 by teaching staff from other clinical departments and by teaching

20 staff from the basic science disciplines is encouraged.

21 5.1.2 Participation in Policy Development and Review: Residents should

22 be involved by institutions and programs in the development of

23 policies. Their day-to-day involvement with institutional and

24 departmental activities may provide unique perspectives which

25 can be of significant value in improving education and patient

26 care.
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1 
5.1.3 Supervision: There must be institutional and program

2
policies and procedures that ensure that all residents are

3 
supervised in carrying out their patient care responsibilities.

4 
The level and method of supervision must be consistent with

5 
the Special Requirements for each program. Supervision

6 
should promote the professional growth of each resident

7 
while maintaining the quality of the care of patients.

8 5.1.4 Counseling and Support Services: Program directors and

9 teaching staff should be sensitive to the need for the

10 timely provision of counseling and psychological support

11 services to residents. Graduate medical education places

12 increasing responsibilities on residents and requires sus-

13 tamed intellectual and physical effort. For some, these

-14 demands will, at times, cause physical'or emotional stress. 410
15 Institutional awareness, empathy, and responsiveness towards

16 these problems are vital to the educational process.

17 5.1.5 Evaluation and Advancement: As set forth in Section 1.1.3 (d),

18 there should be an institutional policy for the evaluation and

19 advancement of residents. Evaluation criteria for each speci-

20 alty should meet the standards set by the RRC of that specialty.

21 The institutional system should assure that each program:

22 a) Periodically, and at least annually, evaluates the

23 knowledge, skills, and professional growth of its

24 residents, using appropriate criteria and procedures.

25 b) Provides to residents an assessment of their perfor-

26 mance, at least annually.

•
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1 c) Advances residents to positions of higher responsi-

2 bility only on the basis of an evaluation of their

3 readiness for advancement.

4 d) Recommends acceptance of residents for certification

5 by a specialty board only after an evaluation to estab-
' knowledge;

6 lish that theirAclinical skills and professional atti-

7 tudes are consistent with the standards for that

8 specialty, and

9 e) Maintains a personal record of evaluation for each

10 resident which is accessible to the resident.

11 5.1.6 Due Process: As set forth in Section 1.1.3 (f), there

12 should be institutional policies and procedures which pro-

13 vide for due process when actions are contemplated which

14 will result in dismissal or will significantly threaten a

15 resident's intended career development or when there are
The development of

16 grievances against a program or institution. t'These policies
involve

17 and procedures should be-ikgrelxi4o—by-the residents ,program

18 directors, teaching staff, and administration. and-approved-
They should be approved by the institution.

19 by-the-gayQvA44g—board. The detail's of their implementation

20 should be made known to the residents, program directors, and

21 adhered to by all programs sponsored by the institution.

22 5.1.7 Reporting Requirements: Institutions sponsoring accredited

23 programs in graduate medical education must report annually

24 the names of individuals enrolled in their programs, the

25 institutions from which they received the M.D. degree (or

26 equivalent), the program in which they are currently enrolled,

-49-
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1

2

3

4

5

6

7

and the program in which they were enrolled for the

previous year; in addition, institutions must report

those individuals successfully completing their spon-

sored programs. These reports shall be supplied to the

LCGME and the agencies designated by it as having respon-

sibility for the recording of credit and the collection

and analysis of data on physician manpower development.

8 5.2 Resident Physician  ,Responsibilities: Resident physicians are

9 expected to:

10 5.2.1 2 Participate in safe, effective, and compassionate patient

11 care under supervision, commensurate with their level of

12 advancement 'and responsibility.

13 5.2.7 3 Participate fully in the educational activities of their

14 program and, as required, assume responsibility, for teach-

15 ing and supervising other residents and students.

16 5.2.Z4 Participate in institutional programs and activities in-

17 volving the medical staff and adhere to established prac-

18 tices, procedures, and policies of the institution.

19 5.2.4 5 Participate in institutional committees and councils and

20 45.2.1 Develop a personal program of self study and professional

21 growth with guidance from the teaching staff.

•

•

22 5.3 Agreement with Residents: There should be a written agreement with

23 each resident. Parties to this agreement should be the program

24 director, the individual designated as having institutional author-

25 ity, and the resident. The agreement should encompass the following.

26 5.3.1 The educational experience to be provided to the resident, in-

27 cluding the nature of assignments to other programs or institu-

28 tions.
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1 5.3.2 Resident's responsibilities as set forth in Section 5.2.• 
Stipend

2 5.3.3 Gompensatten

3 5.3.4 Vacation, professional leave, and sick leave

4 5.3.5 Practice privileges and other activities outside the

5 educational program.

•6 5.3.6 Malpractice coverage and other insurance benefits.

7 5-.3.7 Individual educational plans, sueh--as--a--r4duc-ed--sc-he4u-1-e

8 -oir—edumttonal-oppertunities tailored to meet a resident's

9 personal needs or career plans.

10 5.3.8 .Guarantee of Due Process as set forth in Section 5.1.6

11 in case of disciplinary action or contemplated dismissal

12 or grievance against a program or the institution.

o0o

13 All institutions and programs are expected to comply with the foregoing General

14 Requirements. Recognizing that implementation of these requirements by most

15 institutions will necessitate considerable modification of present policies

16 and procedures, the LCGME intends to develop a phased program which will provide

17 sufficient time to permit institutions to adapt to these requirements.

18 The Special Requirements, which follow, apply to programs in each specialty and

19 set forth the standards which must be met in order to gain approval by the

20 Residency Review Committees and accreditation by the LCGME.

PART II. SPECIAL REQUIREMENTS
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PROPOSAL FOR FLEX I AND FLEX II EXAMINATIONS 

Background 

The AAMC Executive Committee met January 18 with Ray Casterline, Chairman,
and Bryant Galusha and Henry Cramblett of the Committee for the Continued
Study of Uniform Licensure of the Federation of State Medical Boards. The
Federation •is comprised of those state bodies with physician licensing
authority, and is the successor organization to the Confederation of State
Boards and the Confederation of Reciprocity.

Paths to Graduate Medical Education: Graduate medical education training
positions in U.S. teaching institutions are open to individuals holding an
M.D. degree from an LCME accredited U.S. medical school or to graduates of
foreign medical schools (including U.S. citizens) who pass a qualifying
examination. Until recently this exam was the Educational Commission for
Foreign Medical Graduates' exam, but in 1977 this was replaced for alien FMG's
by the two-day Visa Qualifying Examination (VQE) and a prerequisite English
examination. American citizens who are graduates of foreign medical schools,
however, continue to sit for the ECFMG examination as a prerequisite for
entry to graduate medical education, as do alien FMG's already in permanent
residence in the United States. Items for the VQE and ECFMG are chosen from
the National Board of Medical Examiners' pool of questions, and scoring is
standardized directly on the performance on the same questions by the refer-
ence group of United States medical students. The basic science and clinical
science sections must each be passed by the examinee. In 1978 3,217 candidates
sat for the VQE of whom 734 or 23% passed both parts I and II. An additional
211 (6.6%) individuals who had passed Part I in 1977 passed Part II.

The AMA's Fifth Pathway program, Which has never been endorsed by the AAMC,
allows USFMG's who have completed all the formal requirements of the foreign
medical school except internship and/or social service, to enter first year
GME positions after passing Part I of the NBME, the ECFMG, or the FLEX exam,
and the successful completion of a year of supervised clinical experience
under the auspices of an accredited medical school.

Paths to Licensure: Candidates can be licensed in most states by endorsement
• through passing the National Board of Medical Examiners examination (Parts I,
II and III) or by passing the Federation Licensing Examination (FLEX).

National Board of Medical Examiners: The NBME was established in 1915
and its initial purpose was to prepare and administer examinations to physi-
cians so state medical boards would have the option of accepting candidates
for licensure without further local examination.

The current NBME exam consists of:

Part I: two-day multiple-choice examination in each of the traditional
basic medical sciences (anatomy, behavioral sciences, biochemistry, micro- •



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
 

•

•

biology, pathology, pharmacology, and physiology).

Part II: two-day multiple-choice examination in each of the traditional
clinical sciences (internal medicine, obstetrics and gynecology, pediatrics,
preventive medicine and public health, psychiatry, and surgery).

Part III: one-day comprehensive examination of additional aspects of
clinical competence involving multiple-choice and programmed testing techniques.

Medical students attending or graduates from LCME accredited schools may take
Part I and Part II at any administration and in any order. An individual may
take Part III if he has passed Parts I and II, holds an M.D. from an LCME
accredited school, and has served six months of an approved residency. Indi-
viduals in two-year medical schools in the U.S. and Canada and COTRANS or
school-sponsored U.S. foreign medical students may take Part I. In 1976
failure rates for Parts I, II, and III were 15%, 2%, and 3% respectively; the
COTRANS group had a failure rate of 48% for Part I in 1977.

In addition to the Board of the NBME which is composed of 59 members drawn
principally from the medical education community, the Board has fifteen test
committees on which more than 100 faculty members serve.

All states except Louisiana and Texas will endorse the certificate of NBME
for licensure.

In 1976 state boards of medical examiners issued initial licenses to 11,288
U.S. graduates, of which 8,020 (71%) were on the basis of NBME endorsement.
106 FMG's were also licensed by endorsement.

Federation Licensing Examination (FLEX): Until 1968 states had their
own licensing examinations, but in that year the FSMB developed the FLEX
exam based on test material from the NBME. The actual selection of questions
for inclusion in any FLEX administration is done by FSMB committees composed
of representatives of the state licensing boards.

The FSMB receives from the NBME, and passes on to the states, the weighted
average scores and scores on individual subjects for each examinee. By June
all 50 states will be using a uniform standard of scoring and weighting on
FLEX as the final determinant of passing or failing candidates for licensure.

FLEX is the main method by which FMG's obtain state licensure. In 1976 98%
of the FMG's receiving their initial licenses did so through FLEX, as did
3,268 USMG's (29%).

Proposal for FLEX I and FLEX II 

The Federation is proposing the institution of a new system of two FLEX exams
for all physicians. FLEX I would be administered prior to entry to graduate
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medical education and would grant a license to practice under supervision
in a residency training program. FLEX II would qualify a physician for an
unrestricted license to practice and could be given after 1, 2, or 3 years
of residency training. The FSMB Board of Directors has endorsed this policy
and seeks the Association's cooperation as they continue preparations to
implement it. FSMB representatives would compose both exams, presumably
continuing to rely on the NBME pool of questions. The Federation views this
process as a reaffirmation of the responsibility of state boards to license
graduates for practice at all levels.

A similar proposal was put forth in 1973 by the NBME's Committee on Goals
and Priorities. Qualifying A was conceived as validation by an external
agency (NBME) of the graduate's competence to assume responsibility for
patient care under supervision, and would be administered at the juncture
between undergraduate and graduate medical education. Qualifying B would
validate the candidate's competence for independent practice. The GAP Report
envisioned USMG's and FMG's following the same path to graduate medical educa-
tion and licensure.

The Association considered the GAP Report at its 1975 Assembly meeting. At
that time the AAMC stated that the three part NBME examination "should not
be abandoned until a suitable examination has been developed to take its
place and has been assessed for its usefulness in examining medical school
students and graduates in both the basic and clinical science aspects of
medical education." The Association went on to support the formation of.a
qualifying exam for entrance into graduate medical eddcation programs, the
passage of which would be necessary but not sufficient for entry to a resi-
dency. Special emphasis was placed on the exam's assessing a student's basic
science knowledge and concepts. The LCGME, through its accreditation process,
was viewed as the appropriate agency to implement the requirement for such
an exam.

Discussion Questions 

The Executive Committee and staff have identified the following concerns,
sufficient to warrant further discussion of this concept:

--What would be the effect if the responsibility for developing
an exam at the midpoint of medical education passed from the
faculty (such as in the case with NBME) to practitioners (the
predominant participants in FSMB)?

--An advisory panel would be essential to assure sufficient
emphasis on the biomedical sciences in the examination process,
and the Federation's representatives have indicated that such
a panel would be acceptable to them, but how and who would be
selected must be considered. Would a practitioner-based exam
admit as much weight to basic science question material as the
NBME does?

•

•
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--It is unclear what will occur to U.S. medical school graduates
who fail FLEX I. What obligation will the medical schools have
•to such graduates? Develop remedial courses? Will the schools
have any legal liability in relation to M.D. graduates who fail
FLEX I?

--Since the Federation can only recommend adoption of the FLEX I
and FLEX II system by its 56 member Boards, and cannot enforce
compliance, what distortions in the pattern of residency training
may occur in a transitional period?

--What role, other than student evaluation, would remain for NBME
Parts I and II should FLEX I and II be implemented? Would this
be sufficient to sustain the interest of the academicians who
serve on test committees and the quality of their participation?
Would medical students continue to pay the usual fees for Parts I
and II if these no longer exist as an avenue to licensure? Would
the schools now requiring students to pass Parts I and II for
promotion continue to do so? If not, would a suitable substitute
system of estimation of national standards of student achievement
emerge? Who would pay for it?

--What guarantee exists that FSMB will continue to use the NBME to
formulate test questions?

--LCMGE has not taken a position on a certifying qualifying exam.

--Several years ago the LCME rejected the concept of a certifying
qualifying exam like FLEX I on the basis of some of the concerns
raised above.

--Even if the implementation of a FLEX I or Qualifying A was judged
appropriate, what are the politics of the timing of the decision
and the authority for the examination?
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UNIVERSITY OF MASSACHUSETTS

k AMHERST • BOSTON • WORCESTER

s
.1863'

VICE CHANCELLOR FOR HEALTH AFFAIRS TELEPHONE: (617) 856-3133
UNIVERSITY OF MASSACHUSETTS MEDICAL CENTER

55 LAKE AVENUE NORTH
WORCESTER, MASSACHUSETTS 01605

March 5, 1979

John A. D. Cooper, M.D.
Association of American Medical College
One Dupont Circle, N.W. #200
Washington, DC 20036

Dear John:

The National Council on Health Planning and Development is charged by statute with
the responsibility for making policy recommendations on major health issues facing
the Federal government. The Council is composed of representatives from both the
private and public sectors who have broad interest and expertise in health care
affairs. The Council is structured into four Subcommittees, one of which is the
Subcommittee on Productivity and Technology.

This Subcommittee is embarking on an effort to develop policy recommendations by
collecting and synthesizing state-of-the-art knowledge on productivity and techno-
logy in health care. The ultimate product of this inquiry will be a set of mono-
graphs which cover three general areas:

a) Improvement of productivity at the institutional level, especially hospitals.
The Subcommittee would like to describe the kinds of projects which institu-
tional providers are employing to increase efficiency in management, in utili-
zation and in general facility operations. The Subcommittee recognizes that
many innovative institutions have introduced different productivity improvement
programs, and it would like to examine the potential for the generalizability
of such projects.

b) Improvement in the patterns of development, diffusion and utilization of new
medical technologies and medical practices. There has been growing concern
over the rapid manner in which new technologies (i.e., CT scanners and labora-
tory tests) and new medical practices (i.e., coronary artery by-pass surgery)
are developed, validated and diffused. The Subcommittee recognizes the enor-
mous cost and quality implications that the technology and medical practice
issues have, and it would like to compile current knowledge and efforts
directed toward an evaluation of the effectiveness, efficiency and policy im-
pacts of this diffusion.

c) Changes in health manpower which affect productivity. The training and deploy-
ment of health manpower has undergone tremendous growth and change over the
past ten years. New forms of provider practice, substitutions of types and
levels of professionals and development of new forms of allied health personnel
have altered the manner in which health care is delivered and the productivity
of the delivery systems. The Subcommittee would like to be made aware of these
changes and the impact that they have on the costs and productivity of health
care delivery.

•

•

An Equal Opportunity Employer
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Productivity is most simply defined as "the number of outputs produced per unit of
input." However, the obvious problem is that there is a lack of consensus as to
what the appropriate measures of inputs and outputs should be. The extent to which
useful measures of health care productivity have been developed will be a major area
of concern to the Subcommittee.

The Subcommittee will address both the "efficiency" and the "effectiveness" of the
production of health care. A health care production process is "efficient" (to
economists, technically efficient) if the inputs required to produce a given level
of output are minimized. A production process is "effective" (to economists, eco-
nomically or allocatively efficient) if it minimizes the cost of the inputs which
produce a certain level of output. This involves some valuation or measure of the
appropriateness of a production process.

As part of its work, the Subcommittee is asking a variety of governmental and pri-
vate organizations to report on projects or programs which are directed at measuring
or improving the productivity of operations in the delivery of health care. By can-
vassing governmental agencies, academic researchers, provider groups, third party
payors and other related groups, the Subcommittee hopes to include a wide spectrum
of organizations in the development of these policy documents which will provide
guidance to Federal decision makers. The Subcommittee would like to emphasize that
this is a very informal request and response to this letter is absolutely voluntary.
Beginning now and continuing through April, 1979, the Subcommittee will be receiving
responses to this letter. The Subcommittee will assimilate all of the findings in
its review of the literature and develop a set of policy recommendations on each of
the three areas of concern.

At this time, the Subcommittee is asking your organization to respond briefly to
the attached set of issues and problem areas relative to productivity and techno-
logy assessment. We are also asking your organization to assist us by soliciting
responses from your constituent organizations or members, if appropriate. Please
be as brief and specific as possible with your comments in response to the issue
areas and append any additional information, footnotes or documents which amplify
the basic response. The purpose of this informal request is to provide the Subcom-
mittee with information about activities dealing with the measurement or improvement
of productivity which is being conducted throughout the health care system.

If you have any questions, please do not hesitate to contact me or Mr. Martin Chin,
staff to the Subcommittee's project, at (617) 856-3133. I look forward to your
cooperation and interest in this project which will serve the best interests of all
of us concerned with the provision of high quality health care for the Nation at the
lowest cost.

Sincerely,

Philip Caper, M.D.
Chairman, Subcommittee on Productivity/Technology
National Council on Health Planning & Development
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ATTACHMENT I

Issues Relating to Institutional Productivity

The Subcommittee has defined its scope of investigation to include
both managerial and medical aspects of institutional care. We are
interested in identifying projects which administrators may be
implementing to improve facility operations (i.e. new programs in
energy conservation, space usage, personnel management, facility
planning, cost finding, fiscal management and other similar mech-
anisms). We are also interested in aspects of medical practice in
the institutional setting (i.e. utilization review, decision making
for capital growth, issues in scope of services, and other patient
care related problems). In order to obtain a sense for the level
of effort devoted to productivity improvement in institutional
care, please respond to the following issues briefly and append any
additional comments or documents.

1) Have you formulated.an operational definition of 'productivity
and if so, what is it?

2) Have you developed or pursued research on methodologies for
measuring productivity in institutional care?

3) What are the major managerial and medical care delivery pro-
grams and projects aimed at improving institutional produc-
tivity which you sponsor or participate in? Briefly describe
each major activity in a few lines. If there are particular
settings where these projects are located, please provide the
name, address and phone number of a contact person.

4) Have you assessed or do you plan to assess the potential for
achieving cost savings and greater efficiency from produc—
tivity improvement projects?

5) What types of incentives exist currently which motivate pro—
ductivity improvement in institutions? What types of changesin incentives do you favor in order to provide motivation to
institutional providers and administrators to improve produc—tivity?
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ATTACHMENT II

Issues Relating to Technology and Medical Practice Assessment

The Subcommittee is interested in addressing the interface between
the development and .diffusion of technology and new medical practice
and its impact on productivity in health care. The Council is aware
that there are many such assessment activities which are on—going
within the health care industry, both in government and in the
private sector. The Subcommittee would like to collect the knowledge
and findings of these studies and tie them into its recommendations
for productivity policy. Please respond to the following questions
briefly and append any additional comments or documents.

1) Have you formulated an operational definition of productivity
of health care delivery as it relates to changes in medical
technology and medical practice?

2) Have you developed or pursued research or methodologies for
measuring productivity changes due to technological or medical
practice innovation?

3) What are the major cost—benefit or cost—effectiveness efforts
aimed at technology or medical practice which you have sponsored
or participated in? Briefly describe each major activity in a
few lines. If there are particular settings where these projects
are located, please provide the name, address and phone number
of a contact person.

4) Have you assessed or do you plan to assess the potential for
improving health delivery productivity by developing policies
and mechanisms relating to diffusion and deployment of technology
and medical practice?

5 What types of incentives do you favor which may lead to more
appropriate development and diffusion of technology and medical
practice?



ATTACHMENT III

Issues Relating to Health Manpower Impact on Productivity

--- The Subcommittee is seeking to develop a description of major findingson the training and deployment of health manpower and the implicationsthat new uses of manpower have for productivity in the health caresystem. The Subcommittee is interested in the educational policieswhich are generated for primary health providers (medicine, osteopathy,dentistry, veterinary medicine, optometry, psychology and podiatry)and for nursing and allied health professionals. The Subcommitteeis concerned about changes within occupational categories whichhave impacted on productivity. The Subcommittee is also interestedIn the impact that the current mix of types and levels of providershas on productivity in the health care system. Please respond tothe following questions briefly and append any additional commentsor documents.

1) Have you formulated an operational definition of productivityas it relates to health manpower, and if so, what is it?

2) Have you developed or pursued research on methodologies formeasuring productivity of health manpower?

3) What are the major manpower productivity assessment activitieswhich you have sponsored or participated in? Briefly describeeach major project in a few lines. If there are particularsettings where these projects are located, please provide thename, address and phone number of a contact person.

4) Have you assessed or do you plan to assess the potential forincreasing productivity of health care delivery via changes inhealth manpower training and deployment?

5) What changes in incentives for deployment of manpower do youfavor in order to improve the productivity of health caredelivery?
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES

COD Roll Call - April 1979

ALABAMA

University of Alabama

4

James A. Pittman , Jr.
_

University of South Alabama Robert A. Kreisberg

ARIZONA

University of Arizona Louis J. Kettel

ARKANSAS

1 ,

,

University of Arkansas Thomas A. Bruce
.

CALIFORNIA

University of California - Davis

.

Morton Levitt
,

University of California - Irvine Stanley van den Noort

.

University of California - L.A. _ Sherman M. Mellinkoff

University of California - San Diego John H. Moxley III

University of California - San Fran. Julius R. Krevans

,

Loma Linda University G. Gordon Hadley



ASSOCIATION OF AMERICAN MEDICAL COLLEGES

COD Roll Call - A ril 1979

Universitq of Southern California Allen W. Mathies, Jr.( .

Stanford University Lawrence G. Crowley ...

COLORADO ,

University of Colorado Bruce C. Paton

CONNECTICUT

University of Connecticut Robert U. Massey

,

Yale University Robert W. Berliner, . .

DISTRICT OF COLUMBIA .

Georgetown University John C.. Rose
,

George Washington University Ronald P. Kaufman

Howard University Marion Mann

FLORIDA

University of Florida William B. Deal

,

University of Miami Emanuel M. Papper
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES

COD Roll Call - A ril 1979

University of South Florida Hollis G. Boren

t

_.

GEORGIA

4

_

Emory University Arthur P. Richardson

Medical College of Georgia Fairfield doodale

Morehouse College Louis W. Sullivan

MAI'

University of Hawaii John S. Wellington_

ILLINOIS

Chicago Medical School

,

Marshall A. Falk
,

Loyola University Clarence N. Peiss

Northwestern University James E. Eckenhoff

Rush Medical College Robert S. Blacklow

Southern Illinois University Richard H. Moy

,

University of Chicago Robert B. Uretz
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University of Illinois Morton. C. Creditor

INDIANA

Indiana University Steven C. Beering

IOWA

University of Iowa John W. Eckstein

KANSAS

University of Kansas James T. Lowman .

KEIflUCKY

University of Kentucky D. Kay Clawson
,

University of Louisville Arthur H. Keeney

LOUISIANA

Louisiana State - New Orleans Paul F. Larson

Louisiana State - Shreveport Ike Muslow

Tulane University James T. Hamlin III
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WAD

Johns Hopkins University

(

Richard S. Ross
_

Uniformed Services University
of the Health Sciences Jay P. Sanford

University of Maryland John M. Dennis

rASSACHUSETTS

4

Boston University John I. Sandson

_

_

Harvard Medical School Daniel C. Tosteson
, .

University of Massachusetts H. Maurice Goodman .

Tufts University Lauro Cavazos

MICHIGAN

, .

Michigan State University W. Donald Weston

University of Michigan John A. Gronvall

Wayne State University Robert D. Coye

,
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MINNESOTA

,

Mayo Medical School

i

John T. Shepherd ...

University of Minnesota - Minneapolis Neal L. Gault, Jr.

University of Minnesota - Duluth john W. LaBree

MISSISSIPPI .

-

University of Mississippi Norman C. Nelson
-

MISSOURI _ .

University of Missouri - Columbia Charles C. Lobeck

University of Missouri - Kansas City Harry S. Jonas -

Saint Louis University David R. Challoner

Washington University M. Kenton King

NEBRASKA -

Creighton University Joseph M. Holthaus

,

University of Nebraska Alastair M. Connell
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NEVADA

University of Nevada

i

Thomas J. Scully
...

NEW HAMPSHIRE

Dartmouth Medical School

_

James C. Strickler

NEW JERSEY

CMDNJ - New Jersey Medical School Vincent Lanzoni

. .

CMDNJ - Rutgers Medical School Richard C. Reynolds .

NEW fvEXICO

University of New Mexico Leonard M. Napolitano
,

NEW YORK

Albany Medical College Stuart Bondurant

Albert Einstein Medical College Ephraim Friedman

Columbia University Donald F. Tapley

,

Cornell University Theodore Cooper
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Mount Sinai School of Medicine Thomas C. Chalmers

New York Medical College

1

Samuel H. Rubin
_

New York University Ivan L. Bennett, Jr.

University of Rochester J. Lowell Oibison

SUNY - Buffalo John P. Naughton

SUNY - Downstate - Brooklyn Calvin H. Plimpton
_

SUNY - Stony Brook Marvin Kuschner _

SUNY - Upstate - Syracuse George F. Reed

NORTH CAROLINA
,

Bowman Gray School of Medicine Richard Janeway

Duke University Ewald W. Busse

East Carolina University William E. Laupus

University of North Carolina Christopher C. Fordham III

,
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NORTH DAKOTA .

University of North Dakota

,

Tom M. Johnson
...

OHIO

Case Western Reserve University Frederick O. Robbins
,

University of Cincinnati Robert S. Daniels

Medical College of Ohio - Toledo John P. Kemph
_

Northeastern Ohio Universities Robert A. Liebelt 
_ .

Ohio State University Henry G. Cramblett

Wright State University John R. Beljan
,

011-HRIA

.

University of Oklahoma Thomas N. Lynn

OREGON

University of Oregon FL Roberts Grover

,
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PENNSYLVANIA
,

,

Hahnemann Medical College

I

Joseph R. DiPalma
._

Jefferson Medical College

_

William F. Kellow

Medical College of Pennsylvania Alton I. Suinick

Pennsylvania State University Harry Prystowsky,

University of Pennsylvania Edward J. Stemmler

, .

_

University of Pittsburgh Don Leon _ . .

Temple University M. Prince Brigham

RHODE ISLAND
,

Brown University Stanley M. Aronson

SOUTH CAROLINA ,

Medical University of South Carolina W. Marcus Newberry, Jr.

University of South Carolina Roderick J. Macdonald, Jr.
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MUTH DAKOTA

,

.

University of South Dakota

4

Charles Hollerman
...

TENNESSEE

East Tennessee State University Jack E. Mobley

Meharry Medical College Ralph J. Cazort

University of Tennessee James C. Hunt

,

-

Vanderbilt University John E. Chapman . .

TEXAS

Baylor College of Medicine William T. Butler
,

University of Texas - Dallas Frederick J. Bonte

.

University of Texas - Houston Robert L. Tuttle

University of Texas - San Antonio Stanley E. Crawford

University of Texas - Galveston George T. Bryan

i

Texas Tech University George S. Tyner
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Texas A & M University Robert S. Stone
_.

UTAH

,

_

University of Utah G. Richard Lee

VERMONT

University of Vermont William H. Luginbuhl

VIRGINIA _

Eastern Virginia Medical School Gerald H. Holman
.

Medical College of Virginia Jesse Steinfeld

University of Virginia Norman J. Knorr
,

WASHINGTON

University of Washington Robert L. Van Citters

WEST VIRGINIA

Marshall University Robert W. Coon

,

West Virginia University John E. Jones
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WISCONSIN
,

,

Medical College of Wisconsin

i

Edward J. Lennon _

University of Wisconsin Arnold L. Brown, Jr.

PUERTO RICO .

University of Puerto Rico Pedro J. Santiago Borrero

Catholic University Alfred M. Bongiovanni

_

LEBANON .

American University of Beirut Raja Khuri

, .

,


