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ASSOCIATION OF AMERICAN MEDICAL COLLEGES W/

SUITE 200, ONE DUPONT CIRCLE, N.W,, WASHINGTON, D.C. 20036 @

October 29, 1974

The Council of Deans

FROM: Joseph A. Keyes, Director,
Division of Institutional Studies .

SUBJECT: The Council of Deans' Business Meeting Agenda

Enclosed is the agenda for the Council of Deans' Business
Meeting to be held from 3:00 p.m. to 5:00 p.m. on Tuesday,
November 12, in the Williford C Room at the Conrad Hilton Hotel.

Please note on page 108, in the Information Item section
of the agenda, the list of Annual Meeting Activities which deal
with matters of interest to the Council. We urge your special
consideration to those marked with an asterisk.
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COUNCIL OF DEANS BUSINESS MEETING
November 12, 1974
3:00 p.m. - 5:00 p.m.
Williford C, Conrad Hilton Hotel
Chlcago, Illinois

A GENDA Page
Call to Order; Call of the Roll =-==-==-——=——===——-—-- 1
Chairman's Report
Approval of Minutes —-—-—-r——---—--——--—---osso————oo——o 9
Action Items:
1. Election of Institutional Members ~——-—--—=—-=—--—--- 17
2. Election of Officers ==———==-=-=—<-----=m——o———oooo 20
Discussion Items:
1. AAMC Health Manpower Policy Reconsideration ----- 24
John A. D. Cooper
2. Report of the AAMC Task Force on GAP Committee--- 31
Report -- Neal L. Gault, Jr.
3. Coordinating Council on Medical Education-------- 42

Report: Role of the Foreign Medical Graduate -=
William D. Holden
4. Input to Retreat Agenda -—=-—=-we—emecmmcmm e 73
5. The National Health Service Corps: Current
Status and Relationship to Medical Schools ==

Paul B. Batalden-------- 74

Information Items:
1. Biomedical Research Ethics Panel==---=—=—we———e———_ 77
2. Feasibility Study of Research Manpower

Allocations by Institute of Medicine---=—-—==-—-—-- 78
3. Commission on Biomedical Research Policy----—-=-=- 78
4., Status of Medical College Admissions Assessment

Program -- Committee Membership--------—=—==—-=—- 79
5. Coordinating Council on Medical Education

Report —-- The Primary Care Physician——=—==—==m==- 81
6. Policy Statement on New Research Institutes and

Targeted Research Programg--—-————=————=—=—————-- 104
7. AAMC/AADS/NLM Education Materials Project-—-=—-—----- 106
8. Status of the NIRMP--=——=—rmr——cec e e e e e 107
9. Council of Deans Activities at the Annual

Meeting, 1974 ——=-c-—memm e e 108

New Business
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INSTITUTIONAL MEMBERS

REPRESENTATIVES

I3

DESIGNEE

-

ROLL CALL OF THE COUNCIL OF DEANS ——I ASSOCIATION OF AMERICAN MEDICAL COLLEGES‘

NGT PRESENT

Alabama

UNIVERSITY OF ALABAMA

JamMes A, P1TTmAN

ArTHUR 1, DNonOovAN

UNIVERSITY OF SoUTH ALABAMA

Arizorna

RMEAL A, VANSELOW

UNIVERSITY OF ARIZONA

Arkansas

UNIVERSITY OF ARKANSAS

THoMAs A, BRUCE

‘California

UnNIVERSITY OF CAL.. DAVIS

C. Joun TuppER

UniversiTy ofF CAL.. IRVINE

STANLEY VAN DEN NOORT

UN1VERSITY OF CaL.. Los ANGELES

SHERMAN M., MELLINKOFF_

Un1versiTY ofF CaL,. SAN DI1EGO

Joun H, Moxtey, I11

UniversiTY of CaL.. San FRANCISCO

JurLius R, KREvaNS

LomA LinDA. UNIVERSITY

Davip B, HiNsHAW

UNIVERSITY OF SouTHERN CALIFORNIA

Acten W, Matuies, JRr,

STANFORD UNTVERSITY

CLayTon RicH

Colorado

UNTVERSITY OF COLORADO

Harry P. WaRrD

Connecticut

UNTVERSITY OF CONNECTICUT

RoreRT U, MASSEY

RoperT W, Ber

Rix

INER

Yar £ UINIVERSITY
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Q0LL CALL OF THE COUNCIL OF DEANS =-- ASSOCIATION OF AMERICAN MEDICAL COLLEGES ASSEMBLY

INSTITUTIONAL MEMBERS REPRESENTATIVES DESIGNEE NOT PRESENT
District of Columbia

= GEORGETOWN UNIVERSITY Joun PHrrrie Utz
Ié GEORGE WASHINGTON UNIVERSITY James J, FEFFER
2| _ Howarp UNIVERSITY Marion Mann
é Florida A '
g UNIVERSITY OF FLORIDA CHANDLER A, StETSON, IR,
% UNIVERSITY oF Miami Emanuel M, Papper
? UNIVERSITY OF SouTH FLORIDA Donn L, SMiTH
é . Georgia .
<| __EMORY UNIVERSITY ArTHUR P. RicHARDSON
% MepicAL COLLEGE OF GEORGIA CurTis H, CARTER
é Hawati
% __UNJVERSITY OF Hawart TereNcE-A.—RoGERS—
é Chicago |
é CHIcAaco MeEDicAL ScHooL MARSHALL A, FaLK
§ UNIVERSITY OF CHICAGO ' Leon 0, JAGORSON
- UNIVERSITY OF ILLINOIS WiLLiam J, GROVE

LovoLa UNIVERSITY OF CHICAGO JosepH A, Weris

NORTHWESTERN UNIVERSITY James F, FCKENHOEE

RusH MepicAL COLLEGE Wirriam F. Heana

SOUTHERN [LLINOIS UNIVERSITY RicHARD H, Moy

-t
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INSTITUTIONAL MEMBERS

OLL CALLS¥,: THE COUNCIL OF DEANS =-- ASSOCIATION O‘I’LERICAN MEDICAL

REPRESENTATIVES

3 >

COLLEGES ASSEMBLY

DESIGNEE

o
®

NOT PRESENT

Indiana

INDIANA UNIVERSITY

SteveN C. BEERING

JTowa

UNIVERSITY OF JOwWA

JOHN W, FCKSTEIN

Kansas

F, B. Brown,. .R.

UNIVERSITY OF KANSAS
| Kentucky

UNIVERSITY OF KENTUCKY

N, Kay CiLaAwSON

UNIVERSITY OF LOUISVILLE

AuTHUR H. KEENEY

Louisiana

LSU - New ORLEANS

Sppas F. O0'Quirn

Ci1eearn G, GRULEE. JR

__LSU - SHREVEPORT

Wit 1aM THURMAN

- TuLANE UNIVERSITY

Maryland

JoHNs HopPKINS UNIVERSITY

Pusserr H., MorgaN

UNIVERSITY OF MARYLAND

JouN M., DENNIS

Massachusetts

Boston UNIVERSITY

Joun I, SANDSON

HARVARD MEDICAL ScHooL

RorerTt H,. FRERT

UNIVERSITY OF MASSACHUSETTS

L AMAR SOUTTER

Turts UNIVERSITY

| auro._Cavazos
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OLL CALL OF THE COUNCIL OF DEANS -- ASSOCIATICN OF AMERICAN MEDICAL COLLEGES ASSEMBLY

INSTITUTIONAL MEMBERS

REPRESENTATIVES

DESIGNEE

NOT PRESENT

Michigan

MicHIGAN STATE UNIVERSITY

ANDREW D, duUNT. IR,

UNIVERSITY OF MICHIGAN

JoHn A. GrRONVAL

WAYNE STATE UNIVERSITY

RarerT D, Cove

Minnesota

Mayo MepicaL ScHooL

Raymonp D, Pryitr

UNIVERSITY oF MInNNESOTA-DULUTH

RoBerT F . CARIER

UNIVERSITY OF MINNESOTA-MINNEAPOLIS

NeaL L, GauLt, JR,

Mississippp

Unr1versiTy ofF Mississippi

NormMAN C. Melson

M\b
. Missouri

UNIVERSITY OF Missouri-CoLUMBIA

JosepH M, WHITE

UNIVERSITY OF Missouri-Kansas CiTy

Ric4arDson K, Nopack

ST. Louts UNIVERSITY

GeorcE £, THoMA

WasHINGTON UNIVERSITY

—

M. KeEnToN KINnG

Nebraska

CREIGHTON UNIVERSITY

JosepH M, HoLTHALS

UNIVERSITY OF NEBRASKA

PERRY RIGBY

Nevada

UNIVERSITY OoF NEVADA

Georce T, SMITH
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ROLL CALL% THE COUNCIL OF DEANS -- ASSOCIATION OEQMJSRICAN MEDICAL COLLEGES ASSEMBLY .(

INSTITUTIONAL MEMBERS

REPRESENTATIVES

DESIGNEE NOT PRESENT

New Hampshire

_ DarTMouTtH MEDIcAL ScHooL

JaMES €, STRICKLER

New Jersey

New JERSEY MEDICAL ScHoOL

StanLEY S, BERGEN. JR,

JAMES W, MacKENZIE

Rutcers -MEpicaL ScHooL

New Mexico

UntversiTy oF New Mexico

LeoNARD M. NAPOLITAMNO

New York

ALBanNY MepicaL. CoLLEGE

StuaRT BONDURANT

ALBERT EINSTEIN CotLEGE OF MEDICINE

FpHRAIM FRIEDMAN

CoLumBIA UNIVERSITY

DonNALD TAPLEY

CorneLL UNIVERSITY

J. RoRERT BucHANAN

. Mount SINAI

Tuomas C, CHALMERS

— _ New York MeprcaL COLLEGE

Samuer H. RuBIN

LY

New YorRK UNIVERSITY

Ivan L, BENNETT. JR.

UNIVERSITY OF ROCHESTER

J. LowerL ORBISON

SUNY-BurraLo

F, CARTER PANNILL

SUNY-DowNSTATE

LEONARD LASTER

SUNY-STONY BROOK

Marvin C, KUSCHNER

SUNY-UPSTATE

RicHARD P, ScHMIDT
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INSTITUTIONAL MEMBERS

REPRESENTATIVES

0LL CALL Or THE COUNCIL OF DEANS -- ASSOCIATION OF AruRICAN MEDICAL COLLEGES ASSEMBLY

DESIGNEE

()

NOT PRESENT

North Carolian

BowMAN GRAY ScHoolL ofF MEDICINE

RrcHARD JANEWAY

Duke UNIVERSITY

Fwarp W, Busse

UN1VERSITY OF NORTH CAROLINA

CHr1sTOPHER L. Forpuam, 111

North Dakota .

UnIVERSITY OF NoRTH DAKOTA

JoHN VENNES

Ohto

Case WESTERN RESERVE

Frenerick (. RomrmrINsS

UNIVERSITY OF CINCINNATL

RoRerT S, DANIELS

MepicaL CoLLeGE oF OH1o-ToLEDO

JoHN P. KEMPH

OH1o STATE UNIVERSITY

Henry G, CRAMRIFTT

Oklahoma

UNIVERSITY OF OKLAHOMA

THomas 11, LYNN., JR, .

Oregon

UnN1vERSITY OF OREGON

CHARLES N. Hot MaAN

Pennsylvania

Josepd R, DiPatma

. HaHnNeMANN Mepical COLLEGE

JEFFERSON MepicaL CoLLEGE

Wrriam Fo KE1iow

MepicAL CoLLEGE OF PENNSYLVANIA

RoBerRT J. SLATER

PENNSYLVANIA STATE UNIVERSITY

HARRY PRYSTOWSKY

UNIVERSITY OF PITTSBURGH

GERHARD WERNER
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INSTITUTIONAL MEMBERS

REPRESENTATIVES

1

DESIGNEE

A}

JLL CALL OF THE COUNCIL OF DEANS -- ASSOCIATION OF%IERICAN MEDICAL COLLEGES ASSEMBLY

C 1

NOT PRESENT

Pennsylvania (cont'dl

UNIVERSITY OF PENNSYLVANIA

EpwARD J. STEMMLER

Roger Sgvy

TeMPLE UNIVERSITY
' Rhode Island

BrowN UNIVERSITY

Stani EY M. ARONSON

South Carolina

MeprcaL CoLLEGE OF SoutH CAROIINA

Joun W, ZEMPH

South Dakota

UNnTVERSITY oF SoutH DakoTA

Karl H. WeeNER

Tennessee

MeqaRRY MeDicaL CoLLEGE

RarpH J, CAZORT

VANDERBILT UNIVERSITY

ALLeN D, Bass

UNIVERSITY OF TENNESSEE

T. ALrerT FARMER, IR

Texas

BayLor CoLLEGE OF MERICINE

Josepy M, Mepritl

UNIVERSITY OF TEXAS-DALLAS

Freperick M. BoNTE

UniversITY oF TExAS- GALVESTON

Fowagn M., Branpr. JR.

UNIVERSITY OF TExas- HousToNn

Cueves McC. SMYTHE

UNIVERSITY OF TEXAS-SAN ANTONIQ

Texas TecH UNIVERSITY

Stani ey E. CrRAWEQRD

GeorgE S, TYNER
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0LL CALL™OF THE COUNCIL OF DE
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ANS -- ASSOCIATION OPQM.L’RICAN MEDICAL COLLEGES ASSEMBLY

@

INSTITUTIONAL MEMBERS REPRESENTATIVES DESIGNEE NOT PRESENT
Utah
UNIVERSITY OF UTAH loun A, Dixon
Vermont
UNLMQBQITY oF VERMONT Wrirsam H, | uGINBUHI

Virginia

EASTERN VIRGINIA MepicAL ScHooL

RoRerT T. MANNING

MepicAaL CoLLEGE OF VIRGINIA

WARREN H, PEARSE

UNIVERSITY OF VIRGINIA

Wirriam R, DRUCKER

Washington

UNIVERSITY OF WASHINGTON

RorerT L, VaN CITTERS

West Virginia

WesT VIRGINIA UNIVERSITY

Joun F . JonEs

Wisconsin

MepicaL CoLLEGE OF WISCONSIN

GERALD A. KERRIGAN

UNIVERSITY OF WISCONSIN

LAWRENCE G. CROWLEY

Lebanon

AMERICAN UNIVERSITY OF BEIRUT

SAMUEL P. AsPER

Puerto Rico

UniversiTy ofF Puerto Rico

Carios F. Giraon
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ASSOCIATION OF AMERICAN MEDICAIL COLLEGES
Minutes
Council of Deans Business Meeting
November 5, 1973
1:30 p.m. - 4:30 p.m.
Ballroom East, Hilton Hotel
Washington, D.C.

Call to Order

The Council of Deans Business Meeting was called to order by
its Chairman, Sherman Mellinkoff, at 1:30 p.m. The roll was
called and a quorum determined to be present.

Approval of Minutes

The minutes of the November 3, 1972, and March 7-9, 1972
meetings were approved without change.

Chairman's Report

The Chairman reported on the success of the AAMC impoundment
suits and the efforts of an Association committee to work with
the Health Resources Administration representatives to draft
equitable regulations governing reimbursement of physicians in
the teaching setting. He commented briefly on the publication
of the AAMC study of the cost of medical education and the

necessity for the Association to undertake the initiative in
this matter.

Dr. Mellinkoff reported on the follow-up to the San Antonio
resolution of the COD. The staff will develop a new document
which will clearly set out the status of the AAMC policy
formulation on issues such as those identified in the "Yellow
Book": Medical Education: The Institutions, Characteristics,
and Programs, which will include a statement of progress to-
ward identified goals.

He then announced the follow~up action on the recommendations
of the ad hoc committee on admissions problems chaired by
Carleton Chapman. A study of the feasibility of a medical
school admissions matching program had been completed; the
medical schools in the states of California and Michigan had
agreed to participate in a test matching for the coming year
as a further trial of the concept.

He announced the appointment of an Executive Council Committee
to recommend an AAMC policy statement on the subject of moon-
lighting by house officers.
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Iv.

Report of the Chairman of the Regions

Western -- Robert L. Van Citters, M.D.
No regional meetings had been held during the year.

Mid-West Great Plains -- William Grove, M.D.

Four meetings had been held on a variety of issues. One
issue of particular interest was the matter of state

support for graduate medical education. A survey had been
taken of each school to determine the manner and level of
state assistance. ©Neal Gault, M.D. was elected chairman

of the regional COD; Ralph Kinsella, M.D., Professor of
Medicine at St. Louis University was elected Chairman of the
regional plenary session.

Southern Region -- Christopher Fordham, M.D.

The region met. Its discussion focused on area health
education centers. Warren Pearse is the newly elected
chairman of the region.

Northeast Region -- J. Robert Buchanan, M.D.

No regional meetings had been held although sub groups in
the region had met to discuss local issues.

Special Criteria for Programs of the Basic Medical Sciences

Thomas Kinney, M.D. provided the background on this document
prepared by the LCME which establishes the standards and
procedures by which undergraduate medical educational programs
which do not culminate in the award of the M.D. degree will

be handled for purposes of accreditation. They will be con-
sidered for independant accreditation only if in one: of the
following categories:

1) Existing two-year programs accredited or provisionally
accredited,

2) New basic science programs in institutions with a commit-
ment to establish a full M.D. degree program with their
own resources or as part of a consortium, and :

3) New basic science programs in institutions which are
formally affiliated with one or more already established
medical schools. 1In this case, the program will be
accredited as a component of the M.D. degree-granting
institution or institutions.

10
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VI.

VII.

ACTION: On motion seconded and passed,the Council of
Deans endorsed the "Special Criteria for Programs of
the Basic Medical Sciences," and recommended its
adoption by the AAMC Assembly.

Proposal for the Modification of Assembly Representation--
AAMC Bylaw Amendment

Andrew Hunt, M.D. introduced the proposed Bylaws Amendment
designed to increase the representation of the Council of
Academic Societies and the Council of Teaching Hospitals in
the Assembly. It provided that there be one vote for each
constituent member of the respective councils to a total of
one half the votes held by the Council of Deans. This would
permit the CAS representation for each of its current 51
members and the COTH 57 votes for its 405 members, the OSR
would continue to have representation equal to 10 percent
of its membership. The amendment would increase the COTH
representation on the AAMC Executive Council from three to
four,equivalent to that of the CAS. The COD would continue
with nine and the OSR with one.

ACTION: On motion seconded and passed, the Council of Deans
voted to endorse the provosed bylaws amendment and to
recommend its adoption by the AAMC Assembly.

Proposal for the Establishment of an AAMC Membership
Category--"Distinguished Service Members"

J. Robert Buchanan, M.D. introduced the proposal and described
its provisions:

1) Redesignate Senior Members "Distinguished Service Member."

2) Provide that such members would be elected by the
Assembly on recommendation of the Executive Council and
one of the constituent Councils.

3) Set the principal criterion for the selection of
Distinguished Service Members as active and meritorious
participation in AAMC Affairs while a member of one of
the AAMC Councils. Additional criteria may be establish-
ed by the Executive Council or constituent Councils
responsible for nominating Distinguished Service Members.

4) Establish that each Distinguished Service Member shall

have honorary membership status cn the Council which
recommended his/her election, i.e. would be invited to

11
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VIII.

IX.

IX.

all meetings of the Council and have the privilege
of the floor without vote.

Provide that the Distinguished Service Members meet
as a group once a year at the Annual Meeting and
elect a Chairman and/or Chairman-elect.

6) Establish Distinguished Service Members eligibility - "
for Emeritus Membership at age 65; Emeritus Membership
would be mandatory at age 70.

7) Provide for an additional position on the AAMC
Executive Council to be filled by a Distinguished
Service Member elected by the Assembly for a standard
three-year term.

ACTION: On motion, seconded and passed, the COD endorsed

the establishment of the proposed new membership category
and recommended its adoption by the AAMC Assembly.

Provisional Nomination of Distinguished Service Members

In contemplation of the passage of the proposed establish-
ment of the category of Distinguished Service Members, the .
Chairman appointed a committee, chaired by Robert L.

Van Citters, M.D. and consisting of J. Robert Buchanan, M.D.

and Clifford G. Grulee, M.D. to propose candidates for

Council nomination for election to such membership. Dr.

Van Citters reported the the committee proposed the

following individuals: '

Carleton B. Chapman, M.D. William N. Hubbard, Jr., M.D.
Robert J. Glaser, M.D. Thomas H. Hunter, M.D.

John R. Hogness, M.D. Robert Q. Marston, M.D.
Robert B. Howard, M.D. David E. Rogers, M.D.

Charles C. Sprague, M.D. Robert S. Stone, M.D.

ACTION: On motion, seconded and carried, the COD voted to

nominate those listed for election to Distinguished Service
Membership.

Election of Institutional Members

The following medical schools,having received full accredita-
tion by the Liaison Committee on Medical Education, and

having graduated a class of students, were eligible for full
Institutional Membership in the AAMC: ‘

1. Louisiana State University - Shreveport

12
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XI.

2. Rush Medical College
3. University of Missouri - Kansas City

The following school of the basic medical sciences has:
received full accreditation by the Liaison Committee on
Medical Education, a class of students has completed its
program, and is eligible for full Institutional Membership
in the AAMC: University fo Nevada - Reno. These institu-
tions had been recommended for full Institutional Member-
ship by the COD Administrative Board on September 13, and
by the Executive Council on September 14, 1973.

ACTION: On motion, seconded and passed, the Council of

Deans voted to ratify the action of its Administrative
Board and clear the matter for Assembly action.

Election of Affiliate Institutional Members

The following medical schools,having received full accredita-
tion by the Liaison Committee on Medical Education, and
having graduated a class of students, were eligible for
election of Affiliate Institutional Membership in the AAMC:

1. Memorial University of Newfoundland Medical
School

2. University of Calgary Faculty of Medicine
These institutions had been recommended for full Affiliate
Membership by the COD Administrative Board on September 13,
and by the Executive Council on September 14, 1973.
ACTION: On motion, seconded and passed, the Council of

Deans voted to ratify the action of its Administrative
Board and clear the matter for Assembly action.

Election of Officers

Christopher Fordham, M.D., Chairman of the Council of Deans
Nominating Committee, announced that committee's recommenda-
tions: ’ :

For Chairman-elect of the COD: Ivan Bennett, Jr., M.D.,
Dean, New York University, School of Medicine

For Member-at-Large of the COD Administrative Board:

Andrew Hunt, Jr., M.D., Dean, Michigan State University
College of Human Medicine

13
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XII.

XIIT.

XIV.

ACTION: On motion, seconded and passed, the Council
elected the nominees to the offices as proposed.

The following recommendations were made to the Assembly
nominating committee for offices to be filled by vote of

that body:

Chairman-elect of the Assembly: Sherman M. Mellinkoff, M.D.,
Dean, the UCLA School of Medicine

Council of Deans Representatives to the Executive Council:

John A. Gronvall, M.D., Dean, the University of
Michigan Medical School

Clifford G. Grulee, Jr., M.D., Dean, Louisiana State
University at Shreveport, Medical School

Julius R. Krevans, M.D., Dean, The University of
California at San Francisco, School of Medicine

Report on the Management Advancement Program

Ivan Bennett, Jr., M.D., chairman of the MAP Steering
Committee, gave a brief review of the progress of the
program and the work of his committee.

Report of the President of the National Fund for Medical
Education

John S. Millis, Ph.D. described his perception of the need to
obtain more community support for medical education and a
program which his agency had been developing to better

inform the public of the work and needs of academic medical
institutions. He encouraged the deans to provide him with
information regarding their financial problems and to work
with him in the development of regional and/or state
organizations dedicated to this important public informa-
tion function.

Report on the Coordinating Council on Medical Education

William G. Anlyan, M.D., Chairman of the CCME reported on
the structure of that body, its studies in the areas of
financing graduate medical education and physician distri-
bution by specialty. He also discussed the developing
relations between the CCME and the present and proposed
accrediting bodies. The Liaison Committee on Graduate
Medical Education has been formed with representatives from
the AMA, AAMC, American Board of Medical Specialties, The

14
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XV.

Council of Medical Specialty Societies, and the American
Hospital Association. A Liaison Committee on Continuing
Medical Education had been proposed and negotiations to
establish such a body were in the initial stages. A
Liaison Committee on Allied Health Education is projected
as a possible additional body, but no steps had been taken
to bring it into being to date.

New Business:

1. The Organization of Student Representatives proposed the
following changes to its rules and regulations:

a) Section 4, subtitle (a), section 1, add the following
sentence at the end of this paragraph: "The Chair-
person must be an official member of OSR at the time
of his or her election and must have attended the
previous OSR annual meeting and the most recent
meeting of his or her OSR region. In the event that
no OSR member satisfying these criteria seeks the
office of Chairperson, these criteria shall be waived.

b) Section 4, subtitle (a), section2, this should be
changed to read: "The Vice-Chairperson, whose duties
are to preside or otherwise serve in the absence of
the Chairperson. If the Vice-Chairperson succeeds
the Chairperson before the expiration of this term of
office, such service shall not disqualify the Vice-
Chairperson from serving a full term as Chairperson."
(Wherever appearing in the Rules and Regulations of
the OSR, the words "Chairman-elect" shall be replaced
by the words "Vice-Chairperson." 1In the Rules and
Regulations this will include changes in Section 4D,
line 2; Section 4F, line 5; and Section 5, line 7.)

c) Section 4, subtitle (a), section 3. This section
shall be replaced by the following: "The Secretary
whose duties it shall be to (i) keep the minutes of
each regular meeting; (ii) maintain an accurate
record of all actions and recommendations of the
organization and (iii) insure the dissemination of
minutes of each regular meeting and a record of all
actions and recommendations of the organization and
of the organization's representatives on the commitees
of the AAMC within one month of each meeting."

d) Section 4, subtitle (d), this shall be changed to read:
“"There shall be an Administrative Board composed of
the Chairperson, the Vice-Chairperson, the
Representatives-at-Large, the Secretary, and one
member chosen from each of four regions, which shall

15
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XVI.

XVII.

be congruent with the regions of the Council of
Deans. Regional members of the Administrative
Board shall be elected at the Annual Meeting by
regional caucus."

e) Section 6, subtitle (d) shall be deleted and
replaced with the following: "Formal actions may
result by two mechanisms: (i) By a majority of
those present and voting at meetings at which a
quorum is present and (ii) when three of four
regional meetings have passed an identical motion
by a majority of those present and voting."

f) Section 4, subtitle (e), this section will be .
eliminated completely.

g) Section 3, Membership, add subtitle (c) "Each
school shall choose the term of office of its
representative in its own manner."

ACTION: On motion, seconded and adopted, the COD approved
the revisions to the OSR Rules and Regulations.

2. The OSR Chairman communicated the OSR desire to have a
representative on the COD Administrative Board. He was
informed of the Board's action to extend the OSR Chairman

a standing invitation to attend its meetings as an observer
without vote. No further action was taken on this matter.

Installation of the New Chairman

Dr. Mellinkoff turned over the gavel to Dr. Emmanuel Papper,
who would serve as chairman for the coming year.

Dr. Papper accepted the gavel and expressed his appreciation

on behalf of the Council to Dr. Mellinkoff for the leader-
ship he had provided over the previous year.

Adjournment

The Meeting was adjourned at 4:20 p.m.

16
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Iv.

1. Election of Institutional Members

The AAMC Executive Council is required by the
Association Bylaws, Chapter VI Section 1, to "set the
Education standards and criteria as prerequisites for
the election of members of the Association, it shall
consider applications for membership and it shall report
its findings and recommendations with respect thereto
to the Assembly." On June 25, 1971, the Executive
Council specified the procedures and criteria for
obtaining Institutional Membership appearing on the
following pages. '

In accordance with those procedures, the Executive
Council, having been satisfied that the criteria have
been met and on recommendation of the Administrative
Board of the Council of Deans, has recommended that the
Assembly elect the following institutions to the member-
ship category indicated:

a. Institutional Member

1. The University of Massachusetts
Medical School

2. The State University of New York at Stony Brook
School of Medicine

3. Texas Tech University
School of Medicine

4, The University of Texas Medical School at
Houston

b. Provisional Institutional Member

1. Wright State University
School of Medicine
Dayton, Ohio

The Administrative Board and Executive Council actions
were each contingent upon ratification by vote of the
Council of Deans.

Recommendation: That the Council of Deans ratify the
action of its Administrative Board, clearing the matter for
Assembly action.

17




a
(o]
7
%]
E
Q
j=3
=
=
o]
=
=
B
=]
Q
2
=]
o
=
=5
(]
-
(0]
e
[@]
=
=
o
Z
s
Q
=
=
[
o
%]
=}
o
=
Q
Q
=
(@]
Q
Q
=
=
g
o
&
=
=}
Q
g
=
Q
(@]
@)

-

I.

1.

Prerequisites and Election Procedures *

for AAMC Institutional Membership

The following are the procedures and criteria for obtaining
Institutional Merbership in the Association of American Medical Colleges.
The Executive Council hereby specifies the following*:

Provisional Institutional Membership

A)

B)

c)

D)

Action by the Schoel

A letter from a developing medical school requesting
provisional institutional membership in the Association
of American Medical Colleges, that letter indicating that
the medical school or college has fulfilled the following:

1) has an appropriate sponsor

2) has a definite commitment by that sponsor

33 has appointed a full-time dean

4 has received reasonable assurance of accreditation
from the Liaison Committee on Medical Education

Action by the Council of Deans

Upon the receipt of said letter and notification from the
Liaison Committec on Medical Education of reasonable assurance,
the Council of Deans at its next business meeting shall consider
the request and shall determine its recomnendation to the

Executive Council.

.

Action by the Executive Council

The Executive Council at its business meeting following the
Council of Deans' meeting shall act on the recommendation from

the Council of Deans,

Action by the Assembly

The reccrmendation of the Executive Council shall be
presented to the Assembly of the Association and acted on
by the Assembly at its next business meeting, Election by
the Asseirbly shall be by majority vote,

Institutional Membership

A)

Institutional Members shall be those medical schcols and
colleges of the United States who have araduated a first class
of medical students and have been granted full accreditation by
the Lieison Committee on Medical Education.

*Adopted by the Executive Counéil 6/25/71.
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embership procedures

g) Action by the Council of Deans

The Council of Deans shall determine its recommendation to
the Executive Council regarding the membership status of
those medical schools or colleges qraduating the first
class contingent upon receipt of full accreditation by

the Liaison Committee on Medical Education prior to the

next business meeting of the Assembly.

C) Action by the Executive Council

The Executive Council at its business meeting following the
Council of Deans' meeting.shall ect on the recommendation

from the Council of Deans.
D) Action by the Assembly

Tk recommendation of the Executive Counci} shall be presented
to the Assembly of the Associatior and acted on by the
Assemtiy at its next business meeting., Electici by the
Assembly will be by majority vote.

* linder VI, Section 1 of the Bylaws, the Executive Councit chall set
educational standards and criteria as prerequisites for the vinction
¢ members of the Association,

- 4/15/71
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IV. 2. Election of Officers

The Rules and Regulations of the Council of Deans
adopted October 31, 1969, provide as follows:

The Chairman of the Council of Deans shall
appoint a Nominating Committee of not less
than 5 voting members of the Council who
shall be chosen with due regard for regional
representation. This Committee will solicit
- nominations from the voting members for
elective positions vacant on the Executive
Council and Administrative Board. From
these nominations a slate will be drawn,
with due regard for regional representation,
and will be presented to the voting members
of the Council of Deans at least two weeks
before the Annual Meeting at which the
elections will be held. Additional nomina-
tions may be made at the time of the meeting.
Section 4. (f)

Accordingly, Dr. Papper appointed a committee
constituted as follows:

John A. Dixon, M.D., Chairman

‘ Dean
University of Utah
College of Medicine

John H. Moxley, III, M.D. (West)
Dean

University of California, San Diego
School of Medicine

John W. Eckstein, M.D. (Midwest-Great Plains)
Dean

The University of Iowa

College of Medicine

Richard Janeway, M.D. (South)

Dean

The Bowman Gray School of Medicine of
Wake Forest University

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

Donald N. Medearis, Jr., M.D. (Northeast)
Dean

The University of Pittsburgh

School of Medicine

20




The attached letter constitutes the report of that
committee. Additional nominations may be made from
the floor.

Recommendation: That the Council of Deans elect a chairman-
elect and member-at-large of the Council of Deans Administra-
tive Board from such nominations as are proposed.

Document from the collections of the AAMC Not to be reproduced without permission
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THE UNIVERSITY OF UTAH

SALT LAKY¥ CITY 84132

JOHN A. DIXON. M.D.
Vice PresiveNT For HEaLTIC SciENcEs

July 23, 1974

Emanuel M. Papper, M.D., Dean
University of Miami

School of Medicine

P. 0. Box 875

Miami, Florida 33152

Dear Manny:

This letter constitutes my report as Chairman of the Council of Deans
Nominating Committee to you as the Chairman of the Council of Deans.
The Committee met at 2:00 p.m. on July 8, 1974, by conference tele-
phone call. At that time we had available to us the tallies of the
advisory ballots submitted by the Council of Deans.

By the unanimous vote of the Nominating Committee, the following
slate of officers is proposed:

-Chairman—élett of the Assembly: Leonard W. Cronkhite, Jr., M.D.
Executive Vice President, Children's Hospital Medical Center

Council of Deans Representatives to the Executive Council:
J. Robert Buchanan, Dean, Cornell University College of
Medicine (Northeast)

Neal L. Gault, Dean, University of Minnesota Medical School
(Mid-West Great Plains)

Note: These offices are filled by election of the Assembly. Con-
sequently, the slate proposed for the Assembly's consideration will

be developed by the AAMC Nominating Committee, of which | am a member.
Thus, these names will be submitted in the form of a recommenddtion
from our Nominating Committee to that Nominating Committee.

The following offices will be filled by vote of the Council of Deans.
The slate proposed by your Nominating Committee is as follows:

Chairman-elect of the Council of Deans: John-A. Gronvall, M.D.

Dean, the University of Michigan Medical School (Midwest-
Great Plains)
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Emanuel M. Papper, M.D. July 23, 1974

Member-at-Large, Council of Deans Administrative Board:
Andrew Hunt, Jr., M.D., Dean, Michigan State University
College of Human Medicine

These nominations, | believe, accurately reflect the wishes of the
members of thz Council! of Deans. | am confident that we have a slate

which will contrihute substantially to the work of the Association.

Thank you for the opportunity to serve in this capacity.

" Sincerely,

John A. Dixon,M.D.
JAD/cw

cc: Joseph A. Keyes
John H. Moxley 111, M.D.
John W. Eckstein, M.D.
Richard Janeway, M.D.
Donald N. Medearis, Jr., M.D.
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V. 1. AAMC Health Manpower Policy Reconsideratiqn’

ASSOCIATION OF AMERICAN MEDICAL COLLEGES -

Memorandum #74-37

To: The Assembly | October 21, 1974
From: | John A.D. Cooper, M.D., President

Subject: ' AAMC health manpower policy reconsideration

This memorandum provides background for the reconsideration of current
Association policy on federal legislation for health professions education
assistance. Adoption of an alternative health manpower policy would repre-
sent a major change in Association position. Accordingly, the issue is to
be placed before the Assembly during its November 14, 1974, meeting in

Chicago.

This memorandum briefly reviews the Association's present health man-
power policy and the current legislative situation, and presents a series
of possible alternatives for the future guidance of the Association.

Present AAMC policy

Association health manpower policy is based on two reports prepared
by the Committee on the Financing ‘of Medical Education. The Executive Council
has approved the two reports prepared by the Committee. The first report, in
October 1973, Undergraduate Medical Education: Elements, Objectives, Costs,
identified the costs of the undergraduate medical education program. The
second report, in June 1974, Financing Undergraduate Medical Education, pre-
sented recommendations on how undergraduate medical education should be

financed.

Specific policy on health manpower legislation is based on the recom-
mendations of the Committee on Health Manpower, which were approved by the
Executive Council on November 14, 1973. Among other recommendations, the
AAMC policy calls for institutional support through capitation grants at
a level slightly higher than the present level, with no preconditions.
Capitation bonuses are to be available for increasing undergraduate enroll-
ment, or for programs in primary care, or for programs in underserved areas.
At the heart of the Assdciation's present policy 'is the preservation of capita-
tion grants to provide substantial and continuing support for the federal
share of the teaching activities of the medical schools that are essential
to undergraduate medical education. Other than routine financial accounta-
bility, no preconditions are to be attached.

The Committee considered and rejected "last dollar" financing which would
involve federal support, individualized for each school, for that portion
of the operating budget not covered by income from other sources. It also
considered and rejected the approach advocated by Congressman Roy which would
provide only indirect support to medical schools by expanding federal student

financial aid programs permitting an increase in tuition to more closely meet
the costs of medical education at each institution.

Additionally, the AAMC Task Force on Foreign Medical Graduates recommended
in a report adopted by the Executive Council on March 22, 1974, that U.S.
medical schools should be the major source of physicians practicing in the
United States, that first-year graduate training positions should be reduced
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gradually so as to exceed only slightly the number of graduates from U.S.

medical schools, and that new health personnel should be trained to meet

hospital staff needs created by the reduced training of Foreign Hedical ‘
Graduates in the face of continuing patient responsibilities.

Current legislative situation

As the health manpower bills have evolved this year, the capitation-
grant mechanism has become distorted. Both the House and the Senate have
seized on the mechanism as a means of forcing federal initiatives on the
schools, and this th-~atens serious government intrusion into the process
of medical education. Capitation conditions of this nature, as of this date, -
are presented below:

Senate:
Secure national service agreements from at least 25 percent of students,

with each such student entitled to a national health service or a shortage
area scholarship, provided that the HEW Secretary may agree with a school
to increase the requirement to 50 percent and increase the capitation pay-
ments by 10 percent. : :

One-time medical student enroliment increase of 5% or 10 students.

Lowering ceilings on FMGs in affiliated graduate training programs of
40-35-25 percent over three years.

Establish department or program in Family Medicine or comparable primary
care. Administer a residency program in Family Medicine of not Tess than
10-15-20 percent (over three years) of all affiliated graduate training
positions or in comparable primary care of not less than 35-40-45 percent
(over three years) of all affiliated graduate training positions. '

House: : .

Secure agreements with students to repay capitation payments unless they
serve in the National Health Service Corps. !

One-time medical student enrollment increase of 5% or 10 students, or
offer training as a physician assistant.

Approved plan for remote-site training, to be supported by at least 25%

of capitation payment.

The cumulative effect of these conditions for eligibility is to convert
capitation from institutional support for basic program maintenance to restric-
tive support for federal initiatives, distributed on a per capita basis. The
changing nature of capitation intent requires a search for alternate mechanisms
for providing federal support to the schools for both basic program maintenance,
and for responding to national needs identified both in the public and private
sectors. The remainder of this memorandum sets forth a series of such alter-

natives.

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

Health Manpower Policy Alternatives

This section briefly reviews current public concerns, describes assump-
tions upon which policy alternatives should be considered -and provides a
selection of possible policy choices.

Current concerns .

Following are brief descriptions -- as seen from the federal perspective --
of major public concerns with medical education and health care personnel.
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Basic program: Current Association policy holds that the federal govern-
ment's share of basic operating expenses should be provided through capitation
grants without any preconditions except routine financial accountability.

Both Congress and the Administration reject the Association's position.
Congress appears willing to continue capitation provided that certain require-
ments are met by the schools. The Administration wants to drop capitation
altogether. Without substantial evidence, both Congress and the Administra-
tion believe that without capitation funds no school will be seriously
affected, because other funding sources will be found or schools will accomo-
date by spending less and restricting their programs.

Innovation, quality improvement: These are the traditional special
project categories of curriculum development. While special projects show
a foederal concern for quality, the major emphasis is on numbers of students

graduated.

Enrollment increase: There is disagreement within the federal govern-
ment on the need for additional physicians. Congress generally believes
that a further increase in the education and training of new physicians is
needed. The Administration does not advocate an increase in the number of
medical school graduates beyond those now planned.

Specialty distribution: Both the Administration and Congress believe
that there is an imbalance in specialty distribution, and that more primary
care physicians are required. There appears to be a willingness to support
the efforts of the private sector in bringing about a redistribution of
specialists through control of training opportunities over the next two
to three years. Control of licensure to prohibit practice in oversupplied
specialties has also been discussed.

Geographic distribution: Both the Administration and Congress believe
that ways must be found to get physicians into underserved urban and rural
areas. There is a widely held view that this can best be accomplished either
by requiring medical schools to obtain agreements from students to practice
in underserved areas, or by increasing student aid programs which encourage
or require service commitments as a condition of receiving the aid. There
js little interest in a physician draft to redistribute physicians.

Foreign medical graduates: This concern differs somewhat from the
others because the method for dealing with it involves developing exclusion-
ary devices rather than facilitating programs. The implications of certain
reactions to this concern appear in both the concern with undergraduate
enrollment and the concern with specialty distribution. Congress and the
Administration disagree on the issue. The Administration officially supports
major reliance on FMGs in meeting domestic American health personnel needs.

. Congress objects to the rising number of FMGs, and is seeking ways of checking

the flow by setting ceilings on the ‘total number of graduate positions and
on the percentage of these positions that can be filled by FHMGs.

Fiscal and economic situation: This concern, again, is slightly different
from the others. Congress and the Administration agree, despite some super-
ficial quarreling, that present federal budgets are excessively large, and
that their magnitude requires stringent efforts to hold down future control-
lable spending. In addition, the overall economic situation is one of
persistent inflation at an unacceptably high rate. This leads to rising costs
across the whole economy, with particular attention focusing on large cost
jncreases such as those in the health care field generally. Congress and the
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Administration agree, again despite some superficial quarreling,- that

steps must be taken to control rising costs, and that the strongest controls
must be leveled at the sharpest cost increases.

Assumptions ' ‘

Following are a set of assumptions which should be used in considering
new Association policies on the federal role in professional health manpower
education, in light of current public concerns.

1. Responsiveness toward current public concerns is essential, if the
schools are to maintain their position as public institutions worthy of
support from any source.

2. There will always be disagreements on the nature of the appropriate
mechanisms to respond to federally perceived needs.

3. Public funding of some nature is required to help finance the high
cost of quality medical education. :

4. Variations amohg institutions will result in differing abilities
to respond to federal requirements.

5. Qualifying requirements can be expected, regardless of the source
or mechanism of support, and often these will intrude on traditional insti-
tutional prerogatives.

6.  Current methods of meeting federal concerns are unstable and can
be expected to shift over relatively short periods of time, two to three
years for example. Additional concerns are likely to be identified from
time to time. -

7. Long-term federal assistance for basic program support is being
challenged because of shifting public demands for priority use of a relatively
limited amount of funds. Short-term developmental aid for specific initia-
tives is less subject to challenge. : :

8. Appropriated levels of assistance will almost always be lower than -
authorized levels of appropriations. (Appropriations are provided through
a Congressional process completely independent of the process used in the
development of authorized appropriations.)

Policy choices

Following are a set of policy choices for selecting sources of funding
for the basic operating programs associated with undergraduate medical
education.

Federal support

Funding source Advantages Disadvantages -
Capitation If it complies with the It has been distorted to
original concept of federal direct changes in edu-
support for basic on-going cational programs.
operating budgets, it provides It is unlikely to be .
stable support on the basis provided without condi -
of the number of students. tions. It fails to

- o ey < 4 oY et ————y e S
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Federal support

Funding source

Capitation
(con't.)

Tuition subsidy
to students

Last-dollar

No federal aid

Advantages

If it is sufficiently high%

it would allow schools to
adjust tuition income to
meet basic operating needs.

It will prevent failure
of schools. It will
distribute scarce
resources to schools

.with the greatest need.

This would free schools
of the constraints asso-
ciated with federal
dollars.

28

Disadvantages

differentiate among varying
degrees of financial need.

State schools are not able to
adjust tuition without approval
by multiple higher authorities.
Tuition income does not go dir-
ectly to many state schools.
Tuition subsidy may be used to
coerce students to fulfill
federally perceived needs.
Schools may have to fulfill
imposed requirements in order
for their students to receive
federal financial aid. Tuition
subsidy authorization or
appropriation, or both, are
1ikely to be inadequate.

Determination of eligibility
and of the amount provided

will require federal inspection
and audit of a school's
programs and operations. Eli-
gibility requirements can be
used to coerce schools toward
federal concepts of form and
organization of medical schools.

This would force increased
reliance on non-federal sources.
and thus make a school more
vulnerable to coercion from
those sources.

This is likely to be viewed as
an abdication by the schools

of their social responsibility,
with almost certain adverse
results.

There is a danger of inadequate
support from non-federal sources.
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Non-federal support ' .

Disadvantages

Fﬁnding source Advantages

Increased state
support:

state schools The state has a traditional The appropriation process in

obligation to maintain the some states would make transi -
basic program of the school. tion from federal to state
Negotiations for support pro- sources difficult. .
vide more opportunities for State school budgets must be x
taking advantage of the local cleared through the university
and state interests. Many in many cases, and opportun1t1es
states currently have revenue for advancing the school's -
surpluses. interests may be curtailed.

State concerns for manpower

are similar to federal concerns,

and thus direction by the state

legislature is a real possibility.

private schools Provides a portion of The appropriation process in
basic support, thus.aug- some states would make transi -
menting endowment and tion from federal to state

tuition income. sources difficult. ,
: State-imposed requirements
may restrict a school's op-
tions: taking increased num-
bers of state residents, for '
example. State support may
be last-dollar in nature, with
all the attendant coercion,
and eligibility and reporting
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requirements.
Tuition increase:

state schools Increased payment by Many states are unwilling to
students may improve increase tuition. for residents
negotiations with significantly, or the
university and legis- ~ decision-making authority for
lative budget commit- tuition rates is well removed
tees for a greater from the medical school, or
basic operating budget. both.

Tuition imcome may not be
directly available to the
schools. ,

private schools Tuition adjustment For both state and private
ability is flexible, schools, increasing tuition
and tuition can be to meet basic operating
adjusted to meet expenses will mean that fewer
needs. of lower-income .students . '
can attend medical school

since it would be difficult
to develop the required stu-
dent financial aid programs,
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Non-federal support .

Funding source Advantages Disadvantages

Medical service
income:

state schools Increased patient demand There is a real potential that
for and entitlement to an overcommitment to medical
medical services provides a service will dominate the other
growing source of income. missions of the medical schools.

Permits the development Future constraints and regulations
- of stronger clinical on reimbursement are likely
programs. and unpredictable in nature.
: This income may be viewed by
) legislatures as an offset, rather

than a supplement, to other
state support.

private schools Increased patient demand There is a real potential that

: for and entitiement to an overcommitment to medical
medical services provides service will dominate the other
a growing source of missions of the medical schoois.
income. Permits the Future constraints and regu-
development of stronger lations on reimbursement are
clinical programs. likely and unpredictable in
nature,

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



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

October 25,

REPORT OF THE
AAMC TASK FORCE
ON THE
GOALS AND PRIORITIES COMMITTEE
REPORT
OF THE
NATIONAL BOARD OF MEDICAL EXAMINERS

This report is distributed for discussion and
comment. The report is not an official policy
statement of the AAMC.

Comments Should be Directed to:

~ John A.D. Cooper, M.D. President
Association of American Medical Colleges
One Dupont Circle, N.W.
Washington, D.C. 20036
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NOT OFFICIAL AAMC POLICY

QIIKE
¢ s, TR |
\Q‘g‘?\ ASSOCIATION OF AMERICAN MEDICAL COLLEGES °

f(‘u;,.ci SUITE 200, ONE DUPONT CIRCLE, N.W., WASHINGTON, D.C. 20038
REPORT OF THE AAMC TASK FORCE ON

THE GOALS AND PRIORITIES COMMITTEE REPORT OF
THE NATIONAL BOARD OF MEDICAL EXAMINERS

The AAMC has long been engaged with furthering the improvement
of medical educatio~ in the United States. Through direct services
to its constituents, interactions with other organizations and agen- -
cies concerned with medical education, national and regional meetings
and participation in the accreditation of medical schools, the Asso-
ciation has exercised its responsibilities to the schools, teaching
hospitals and to the public which is served by its medical education
constituency. From time to time, the Association has analyzed and
responded to reports bearing on medical education emanating from other
organizations and agencies. This Task Force Report on the National
Board of Medical Examiners' Goals and Priorities Committee Report is

» such a response.

Members of the Task Force:

Neal L. Gault, Jr., M.D., Chairman

H. Robert Cathcart

A. Jay Bollet, M.D.

Carmine D. Clemente, Ph.D. : ‘
Robert L. Tuttle, M.D.

Ronald P. Kaufman, M.D.

John H, Moxley, III, M.D.

Ms. S. Shackleton (Student)

Mark Cannon (Student) :

The Task Force was particularly assisted in its deliberations by
the working papers developed from the studies of a committee of the
Group on Medical Education chaired by Mitchell Schorow. This commit-
tee met with faculty and administrators of schools in all four regions
of the country. Many views and comments were also received from aca-
demic societies, individuals, schools and from regional groups of the
Organization of Student Representatives. The Task Force is profoundly
grateful for the assistance which these inputs provided in its delib-
erations.
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THE GOALS AND PRIORITIES COMMITTEE OF THE NATIONAL BOARD OF MEDICAL
EXAMINERS ’ -

In the Spring of 1971, the National Board of Medical Examiners
appointed an eleven person committee called the Goals and Priorities
(GAP) Committee, which was charged by the Board to examine American
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ndations regarding the role the

medical education and make recomme
iding evaluatiom services during

National Board should play in prov
the next decade.

ugh treatment of a new role for the

National Board of Medical Examiners in providing services for eval-
uating the developing competence cf undergraduate and graduate medi-
cal students and the continuing competence of physicians. The NBME
has, for nearly sixty years, served as an independent agency for
evaluating medical students and newly graduated physicians for cer-
tification for licensure. For the past twenty years the NBME has
i{ncreasingly become {nvolved with research and development in medi-
cal student testing, and during the past decade the Roard has become
search and development of testing methodologies for
11 as undergraduate students.

The GAP Report 1s a thoro

engaged in the re
graduate students as we

Summary of Major Recommendations of the GAP Report

The GAP Committee Report recommends that the NBME reorder its
examination system. It advises that the Board should abandon its.
traditional 3 part exam for certification of newly graduated phy-
sicians who have completed one year of training beyond the M.D. de-
gree. Instead, the Board is advised to develop a single exam to be
given at the interface between undergraduate and graduate education.
The GAP Committee calls this exam *Qualifying A', and suggests that
it evaluate general medical competence and certify graduating medi-
cal students for limited licensure to practice in a supervised set-
ting. The Committee further recommends that the NBME should expand
its role in the evaluation of students during their graduate educa-
tion by providing more research and development and testing services
to specialty boards and graduate medical education faculties. Finally,
the GAP Committee recommends that full certification for licensure
as an independent practitioner be based upon an exam designated as
Qualifying B. This exam would be the certifying exam for a specialty.

In addition, the GAP Report recommends that the NBME: 1) assist in-

dividual medical schools in improving their capabilities for intra-
sment of their students; 2) develop methods for evaluating

e of practicing physicians; and 3) develop eval-
the competence of "new health practi-

mural asses
continuing competen:
uation procedures to assess

tioners."

GENERAL OBSERVATIONS BY THE TASK FORCE

t the GAP Report there is an effort to separate clearly
ing agency responsible for certifying
that physicians have the necessary qualifications for licensure and
the NBME's role in the evaluation of the educational achievement of
students. The Task Force believes that this is a very important sep-
aration. This report of the Task Force is predicated on the funda-
mental concept that the faculties of duly accredited medical schools
are solely responsible for the evaluation of their students' educa-

Throughou
the role of the NBME as a test
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tional achievement, their promotion and their being granted the M.D. ‘
degree. State licensing boards are solely responsible for establish-

ing criteria for licensure and for the evaluation of a physician's
qualifications to practice medicine within their jurisdictioms.

The delegation of the responsibility for evaluation, either by
faculties or by licensing boards to another agency, must be done
only with full and complete knowledge and understanding of the char-
acteristics and limitations of the evaluation instruments which are
used. The Task Force further believes that evaluation instruments
designed to qualify physicians for certification for licensure (ei-
ther limited or full) are not appropriate for measuring the educa- ' s,
tional achievement of individual students as they progress through
a school's curriculum.

UNDERGRADUATE EVALUATION AND ABANDONMENT OF PARTS I AND II OF THE
NATIONAL BOARD OF MEDICAL EXAMINERS EXAMINATIONS.

The GAP Committee proposes that the National Board cease utilizing
its 3 part exam system ( Parts I and II in the undergraduate period-
and Part III at the end of the first graduate year) to certify phy—-
sicians as qualified for full licensure. This proposal is tempered - -
by the recommendation that the NBME, on request from an educational
institution, should provide services for evaluating the educational
achievement of individual students and the educational programs them-— 4
selves. The Task Force supports this recommendation, and proposes ' ‘
that nationally normed exams similar to the present Parts I and II
should be made available as a part of the services for evaluation
of curricula.

Abandonment of Part T

The abandonment of the certifying function of the Part I exam
is viewed by many as yet another inroad into the emphasis upon basic
science education in our medical schools. Indeed, this would be true
if the NBME, through the Part I exam, were the sole agency responsible
for ensuring the scientific integrity of medical education in the Uni-
ted States. However, as emphasized above, the fa:ulties of our duly
accredited schools are responsible. This responsibility means that
faculties must develop evaluation methods to determine whether their
students are achieving their educational objectives in the basic med-
ical sciences; and the LCME, through its accreditation process, must
determine whether the educational objectives established by each fac- _
ulty are adequate and whether the school has evaluation methods which
will determine that students have met these objectives. The continued
availability of nationally normed exams in the basic sciences will
provide an opportunity to evaluate a school's educational programs
against a national standard, if the faculty deems such an evaluation
necessary or desirable. ' '

Document from the collections of the AAMC Not to be reproduced without permission
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The Task Force recommends that the LCME should place greater
emphasis, as a factor in the accréditation process, on assessing the
effectiveness of medical schools' internal evaluation of their edu-
cational programs and of their students' achievement in the basic
sciences. The Task Force also recommends that the AAMC, working
with the NBME, academic societies, the National Library of Medicine,
and other agencies, develop the capability to assist faculties in
the development of evaluation instruments and methods which can be
flexibly adapted to each school's particular curricular emphasis.

In order for the LCME to place a greater emphasis upon the
assessment of the adequacy of each school's evaluation system, the
Task Force recommends that accreditation site visit teams include
individuals capable of investigating and judging testing methodol-
ogies. The Task Force further recommends that individuals capable
of assessing the content and quality of basic science course work
be included on all site visit teams.

Abandonment of Part II

The comments and recommendations relative to eliminating the
certification function of Part I.also apply to Part II. Faculties
are solely responsible for the evaluation of their students' achieve-
ments in their clinical courses and clerkships. Evaluation metho-
dologies must provide for assessment of students' accomplishments
in relationship to the educational objectives established by the
faculty. Generally, evaluation during the clinical years relies in
part upon faculty members' descriptive impressions of a student’'s
attitudes, skills, and accomplishments and in part on an assessment
of the knowledge acquired by the student. In recent years testing
methodologies to evaluate a student's problem-solving skills have
been introduced and are a valuable adjunct to faculty descriptions
and knowledge acquisition assessments. The Task Force recommends
that the AAMC, in cooperation with the above-mentioned agencies,
develop the resources to assist faculties in improving all facets
of their student evaluation methods during the clinical years.

The Task Force also recommends that, as in the case of the basic
sciences, the LCME place greater emphasis in the accreditation pro-
cess on the effectiveness of the medical schools' internal evalua-
tion of their students achievements in the clinical sciences.

Nationally normed exams, which permit comparative evaluation
of a school's instructional program against a national standard,
from time to time will continue to be necessary. The Task Force
recommends that the NBME continue to make available the Part II exam,
or its improved equivalent, to faculties desiring to assess the ade-
quacy and scope of their curricula through this instrument.

POLICY
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QUALIFYING A , ‘

The GAP Committee recommends that the NBME develop an examina-
tion to be taken by students at the time of their transition from
undergraduate to graduate status. The agencies for whom this exam
will be pertinent will be state licensing boards, who are responsible
to their jurisdictional constituencies for assuring that individuals
providing physician services are competent, and graduate education
institutions and programs, who are responsible for the welfare of
the patients within their clinical teaching facilities. The exam-
ination is not deemed pertinent to undergraduate medical educators
for, as emphasized above, the decision to grant the M.D. degree by
the faculty of any school must be based upon internal evaluation
methods developed by the school. The Task Force concurs with the
establishment of such an examination and makes the following com-
ments and recommendations.

The exam would provide for a single standard for the evaluation

of all students entering graduate medical education in the United

States. Because of the varied curricula in our domestic medical

schools and the wide range of quality of foreign students seeking

entrance to U.S. graduate programs, it is -essential that a single

standard be established which will assure that each student who en-

ters a graduate program is ready, as regards both knowledge and .

clinical skills, to assume patient care responsibility. ‘
The examination should provide a balanced assessment of the

student's basic science and clinical knowledge and an assessment

of the student's logic and problem~solving abilities. The assess-

ment ‘of basic science knowledge and skills in utilizing fundamental

scientific concepts should be sufficiently rigorous so that students

passing the exan can be considered to have had a sound education

in the basic science disciplines.

If at all possible, the exam should be criterion-based rather
than norm-referenced and the results should be reported as either
"passed" or "failed".

The results should be reported only to the student, to the
graduate institution or program for which the student has been se-
lected, and the licensing agency with jurisdiction over the student
and the graduate program. The exam should not be reported to grad-
uate programs as part of the student's application information.

The purpose of the exam is to assure readiness for clinical respon-
sibility; it should not be used in the selection of graduate medi-
cal students or to predict future success in any clinical discipline.
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Students from domestic schools should not be permitted to sit
for the exam before the beginning of the last half of their final
undergraduate year. The examination schedule should be so arranged
that students will have a second opportunity to take the exam and
receive the results before the usual date of beginning of the first
graduate year. Graduates of foreign schools should be permitted to
sit for the exam at any time, but should not be permitted to begin
their graduate education until a report that they have "passed" has
been received by the above-mentioned agencies.

The Task Force believes that passing the exam should be the re-
sponsibility of the student. Students who fail must assume individ-
ual responsibility to obtain needed additional education and study.
Schools which have granted the M.D. degree to students who fail the
exam should have no obligation to provide remedial assistance, al-
though in practice the Task Force believes most students will seek
additional education from their own school. This should not be de-~
nied if the student is willing to pay the required tuition and fees.

Limited Licensure

The Task Force could not reach unanimous agreement on the GAP
Committee recommendation that licensure be limited to providing care
in a supervised graduate education setting. Objection by the stu-
dent members of the Task Force and doubts regarding the willingness
of all.fifty-five jurisdictions in the United States and its terri-
tories to provide such a limited licensure at this stage was the
cause of this impasse. It is the Task Force's view that the impetus
for implementation of this examination will derive from the Liaison
Committee on Graduate Medical Education. The Liaison Committee can
insist that only students who have passed the qualifying exam be ad-
mitted to accredited graduate programs.

EVALUATION DURING GRADUATE MEDICAL EDUCATION

The GAP Committee recommends that the evaluation of students
during their graduate education be vastly improved. The Task Force
concurs with this recommendation and makes the following comments
and recommendations. '

The faculties responsible for graduate clinical education should
assume sole responsibility for the evaluation of their students as
they progress through their education. Evaluation methodologies should
be developed and applied which will assess whether residents are a-
chieving the requisite knowledge and skills expected by the faculty
and the specialty boards. The Liaison Committee on Graduate Medical
Education should place a strong emphasis on requiring effective in-

37 '
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ternal student evaluation methods in its accreditation requirements '
for graduate programs. The specialty boards should require that pro-

gram directors, when certifying their finishing residents as ready

for board examinations, provide evidence of sound internal assessment

of each resident's abilities and qualifications.

QUALIFYING B

The GAP Committee recommends that licensure for the unlimited
independent practice of medicine be based upon a candidate's passing
the Qualifying B examination which would be one of the specialty
board examinations. The Task Force recommends that medical licen-
sure should not necessarily be linked to specialty certification.
Physicians should be eligible for full medical licensure after the
satisfactory completion of the core portion of a graduate medical
educational program, this core portion to be delineated individually
by each specialty board. Specialty board certification should con-
tinue to be a mechanism by which individual physicians may demon-
strate outstanding accomplishment in a given field. Such certifica-
tion may be used by individual physicians as an alternative method
of gaining medical licensure, but it should not be required.

RECERTIFICATIdN AND RELICENSURE

The Task Force concurs with the GAP Committee's recommendation . . }
that the National Board of Medical Examiners should be prepared to .

provide assistance to those agencies which may in the future be re-

sponsible for providing periodic examinations for the recertification

or relicensure of physicians.

REORGANIZATION OF THE NATIONAL BOARD OF MEDICAL EXAMINERS

The Task Force concurs with the reorganization as proposed by
the GAP Committee. The Task Force urges student representation on
the National Board of Medical Examiners.

Document from the collections of the AAMC Not to be reproduced without permission
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' SUMMARY OF TASK FORCE RESPONSES TO THE GAP COMMITTEE'S MAJOR RECOMMENDATIONS

1. The NBME should abandon its 3 part system of examination for
certification for licensure.

The Task Force concurs.

2. The NBME should continue to make available norm-referenced
exams in the disciplines of medicine now covered in Parts I and II of
the National Board.

The Task Force concurs and recommends that faculties use
these exams to evaluate their curricula and instructional programs
only and not to evaluate individual student achievement.

3. The AAMC, NBME and other interested agencies should assist
the schools to develop more effective student evaluation methodologies.

The Task Force concurs and recommends that the LCME place
a spethtc emphasis on investigating schools' student evaluation
methods in its accreditation surveys.

4. The NBME should develop an exam to be taken by students at
their transition from undergraduate to graduate education for the
purpose of determining students' readiness to assume -respomsibility
for patient care in a supervised setting.

The Task Force concurs and makes the following recommendations.

a. The exam should be sufficiently rigorous so that the
basic science knowledge and concepts of students are
assessed.

b. The exam should place an emphasis on evaluating stu-
dents' ability to solve clinical problems as well as
assessing students' level of knowledge in clinical areas.

e. The exam should be criterion-referenced rather than
norm-referenced.

d. The exam should be reported as "passed" or "failed"
to the students, to the graduate programs they are
entering, and to the licenmsing boards that require
ecertification for graduate students.

NOT OFFICIAL AAMC POLICY
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e. The exam results should not be ieported to medical schools.

Studente fatling the exam should be responsible for
seeking additional education and study.

g. Graduates of both domestic and foreign schools should
be required to pass the exam as a prerequisite for en-
" trance into accredited programs of graduate medical
education in the U.S.

5. The Federation of State Medical Boards and their members
should establish a category of licensure limited to caring for pa-
tients in a supervised graduate medical education setting.

: The Task Force doubts that all jurisdictions will estab-
Ztsh such a category and believes that the LCGME should require
that all students entering accredited graduate medical education
pass the exam.

6. The NBME and other agencies should assist graduate faculties
to develop sound methods for evaluating the achievements of their
residents. .

' The Task Force concurs and recommends that graduate fac-
ulties assume responsibility for periodic evaluations of their ‘
residents and that the specialty boards require evidence that the
program directors have employed sound evaluation methods to deter-
mine that their residents are really to be candidates for board exams.

7. Certification for licensure for independent practice should
be .based on certification by a specialty board.

The Task Force recommends that specialty certzficatton
be only one mechanism by which individual physicians may gain li-
censure; it should not be the prime or sole mechanism. The Task
Force recommends that physicians should be eligible for full li-
censure after the satisfactory completion of the core portion of
a graduate medical educational program.

Document from the collections of the AAMC Not to be reproduced without permission
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MINORITY REPORT BY CARMINE CLEMENTE, Ph.D.
‘ , MEMBER OF THE TASK FORCE

As the only practicing basic scientist on the Task Force, I do
not agree with two of the summary recommendations. I believe the.
Report does not represent the broad views of the membership of the
AAMC, especially those of the basic scientists. In fact, several
basic science societies have expressed the view that the elimination
of Part I will irreparably reduce the emphasis on basic sciences in
the curriculum of the first two years of medical school.

Therefore, I recommend that in the Summary of Task Force Re-
sponses, Item 1 read as follows: :

1. The NBME should abandon its 3 part system of examination
for certification for licensure.

The Task Force believes that the 3 part system should
, not be abandoned until a suitable examination has been developed
to_take its place and has been assessed for its usefulness in
exanining medical school graduates in both the scientific and
elinical aspects of medical education.

The issue here is not "licensure', for that function of .the
National. Board has already been supplanted through the use of the
FLEX exam. My concern is for the term "abandonment'. Once the
‘ Task Force concurs with abandonment of the 3 part examination, it
will imply a downgrading of the importance of the basic sciences
in the education of physicians by eliminating a nationally refer-
enced instrument now available through Part I.

I also.recommend a substitute for Item 2 of the Summary. It
would read:

2. The NBME shduld continue to make available norm~-referenced

exams in the disciplines of medicine now covered in Parts I and II
of the National Board.

The Task Force recommends that at least Part I of the
National Boards continue to be utilized throuah the foreseeable
future in the current manner, so that faculties at schools of med-
icine might retain the advantage of evaluating their curricula and
instructional programs of the first two uears against a national
norm. Individual schools could continue to determine, on an ad
hominem basis, the manner in which each school wishes to use Part I.
Part I and the qualifying exam could then fulfill different functions.

Document from the collections of the AAMC Not to be reproduced without permission
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V. 3. COORDINATING COUNCIL ON MEDICAL EDUCATION REPORT
ROLE OF THE FOREIGN MEDICAL GRADUATE

The Physician Distribution Committee of the Coordinating Council
on Medical Education prepared the following report on foreign medical

‘graduates. The report was accepted by the Coordinating Council in

September, 1974 and has been forwarded to the parent organizations
(Association of American Medical Colleges, American Board of Medical
Specialties, American Hospital Association, American Medical Asso-
ciation and the Council of Medical Specialty Societies) for approval.
When the five parent organizations ‘have approved this report, it will
become the operating policy of the Coordinating Council. It is anti-
cipated that the Executive Council will take action on this report
in January.

42 /
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PHYSICIAN MANPOWER AND DISTRIBUTION - Attachment #2

The Role of the Foreign Medical Graduate

A Report of the Coordinating Council on Medical Education=*

Since World War II, large numbers of physicians'have migrated throughout
the world, 1ncrea§1ng1y from nations which are developing economically to those
whose economies are stronger, Particularly during the past decade the rate of
increage in foreign medical g}aduates (FMG's) in the United States has been‘ |
three times greater than the increase in the total nuﬁber of physicians in

the United States. Foreign medicai graduates now approach 21 percent of all

physicians in the United States, (Table 1)

One-third of all hospital interns and residents are FMG's. In both 1972

and 1873, almost as many FMG's as.USMG's (46.0 and 44.5 percent of the total,

' respectively,) were added to the licensure registries for physicians in the

separate states (Table 2).

In 1973, FMG's made up 50 percent or more of physicians licensed for the
first time in 19 states or other jurisdictions and in 4, FMG's comprised 75

percent or more of the new licentiates that year. (Table 3)

These developments have taken place concurrently with the marked expansion
in the number of U.S. m;dical schools and even more mafked-expansion of U.S,
medical student enrollment in those training institutions.. In 1973; for the -
first time, U.S. medical graduates have exceeded 10,000 (10,391). (Table 4)
It is anticipated that by 1980 the aﬁnual output of U.S. medical.schéols will
approximate 15,000, & goal widely endorsed as providing a better balance

betwecen the total number of physiciaﬁs and the total U.,S, population in the

sApproved by the Coordinating Council on edical Education on September 5, 1974
and forwarded to the five parent organizations for their consideration. Not

T nryeeTrITT B

official policy until approved by those organizations (AAMC, ABMS, AHA, AMA, CMSS).
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ycars ahead., Yect, as the Coordinmating Council has cautioned in 8 previous
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report on the primary csre physician such balance can be achieved only
through planned and sustained uatidnal effort. Concerted effort must contin-
ually be directed to the number of physicians produced by our medical educa-
tional system, to their distribution geographicglly as well as by speéialty

and to the effect that these considerations have on the amount and quality of

medical care available to the U.S., population.*

Some observers have viewed the utilization of large numbers of FMG's in
our heaith care system as a readily available, though temporary, means of
relieving excessive burdens, financial as well as other, on the domestic medical
educational system, The future flow of FMG's to the U.S., may prove less pre-
dictable than it has been in the past. Accordingly, appropriate national
concern must also be direc£ed toward domestic aAd foreign factors that influence
international migration of physicians to the U.S, Furthermore, the graduate

educational needs of FMG's are of major magnitude and may differ considerably

from those of graduates of U.S. medical schools.

Thig report would not be complete without an expression of gratitude and
appreciation t§ the thousands of FMG's who have been completely assimilated
into the U.S. health care system and who have rendered valuable service to the
American people. Particular recognition is due those who>have become faculty
members of U.S., medical schools and have a;sisted in tﬁe education of UéMG's.(z)
Many good things have occurred, &and will continue to occur, as the.result of the
mix of products of educational systems in foreign countries with the prodhcts

of our own educational system., This is valuable and should be encouraged under

the proper conditions. However, many problems have arisen which need to be

(1) Physician Manpower and Distribution, The Primary Care Physician, A Report
of the Coordinating Council on Medical Education, June 1974,

(2) Dublin, T.D., Foreizn Physicians: Their Impact on U.S, Health Care,
Science, 185:407-414, Auzust 2, 1974

* Subscquent reports on Physician Vunpouen and Distribution are in prepara-
tion. The prescnt recport deals only with the specific problemq related
to foreign medical graduates.
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Critical issues affecting the entrance of FMG'Q {into the U.S5,, their
@
graduate medical training, their distribution and utilization include:
1. Coherent national policies determining the role FMG's can or should
play in the U.S. health care system have not been formulated, The lack of
national, regional, or state plens is in part due to the widely dispersed

and often unrelated authorities that share responsibilities in this area,

There is a pressing need for the early reconciliation and coordination of

the disparate and conflicting policies and programs of various Federal
o
agencies, national professional and related organizations and the 55
. . . v*-' :~.~ N . .

separate state and territorial licensure authorities.

2. Curriculum content and standards of edgcation in differént medical

schools around the world vary considerably. Thus, FMG's coming'to the

U.S. comprise-a highly heterogeneous group an& demonstrate an equally ‘
wide range of professional competence. The growing number of FMG's in -

the United States and their performance on ECFMG, state licensure and

specialty certifying examinations have highlighted questions about the

equivalency of their educétional preparation with that available to

U.S. medical school gréduates. Questions have also beeh raised concerning

their performance in the delivery of health<care,(2) This assessment

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

applies particularly'to those FMG's who received their basic medical

education in languages other than English or in cultures diésimilar to

that of the United States.

3. Whether the FMG enters the U.S. health care system as an exchange

visitor, an immigrant, or as a returﬁing U.S. national who has studied



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

wedicine abroad, h1§ point of entry is almost invariably at the graduate
level of medical education, the hospital internship or residency. Graduate
educational positions in the U.S. have far exceeded the nucber of U.S. &
Canadian graduates enrolled in residencies. (Table 5) Many of the pro-
grams to which FMG's gain appointmént emphasize service activities with
minimal attention to an ‘educational program designed>to meet their special

educational needs.

4. Ig order to meet the demand for physician service in some hospitals
and in institutions providing long-term, chronic care, particularly state
institutions, a‘larée——but inexactly assessed--number of FMG's have been
employed under limited or temporary medical licensure arrangements. Some
of these FMG's have failed‘to obtain ECFMG certification or to meet state
licensure requirements for unrestricted medical practice. Estimates place

the number of such unqﬁalified FMG's as high as 10,000.63) Many are
serving as institutional étaff physicians presumably uhde: professional
superviéion or in a vatiety of paramedical capacities yet their prospects
are severely limited in obtaining the credentials of a physician fully

qualified to practice independently.

5. Serious doubts have been raised, particularly in a period of major
transition in graduate medical education in the United Sgates, as to the
appropriateness of the present ECF¥G examination both as a test of the
readiness of FMG's to benefit from this graduate educational experience
and as an adequate safeguard of the health and welfare of patients. In
effect different standards now exist for USMG's and PMG's for admission to

graduate medical educatien.

() Mason, H., Helping the Foreign Medical Graduate Qualify for Medical
Practice, Journal of Medical Education 48:684-686, July 1973
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7. For more than 20 years, the United States, as a component of its ‘
programs of foreign aid, has encouraged FMG's to come to the U.S. to obta&n ‘

a type of graduate medical education not available to them in their home :

e

country. Presumably such training would prepare these physicians to

-,

practice at a higher level of proficiency upon returning to their home

country. As currently operating, the exchange visitor program for physicians

is no longer sérving its declared purpose and may be counterproductive to the

improvement of health services both in the countries represented by

]

the exchange visitor physicians and in the U.S.

8. The Immigration and Naturalization Act Amendments of 1965 (P.L. 89-236)
and 1970 (P.L. 91-225) have had major impact on the migration of FMG's to
the United States. The termination of the national quota system previously
in effect opened avenues of entry to the U.S. for physicians trained in
countries where, even in the face of major unmet health needs, the available ‘
physician supply exceeds effective economic demand. Secondarily, preferen-
tial immigration status has been assigned to medicine and to some related
health profeséions thought to be in short supply in the U.S. Thus, physicians
from these developing countries are encouraged to emigrate to the U.S.

without regard to the appropriateness of their professional education for

wmedical licensure requirements. Based on current data, physicians migrating
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to the U.S. each year represent about one-quarter of the annual output of
all of the medical schools of the world outside of the U.S., the People's
Republic of China, the U.S.S.R. and the socialist countries of Eastern

Europe. )

6) Gish, 0., Doctor Migration and World Pealth Ofzcasional Papers on Social
Administration, No.43, Social Administration [Research Trust, G. Bell &
Sons, London 1971
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RECOMMENDATIONS *

~

The issues summarized above demonstrate the extent and complexity of

the problens associated with the entrance into the U.S. health care system
of large nurbers of FMG's. 1In 1967, a Panel on Foreign Medical Graduates
submitted to the National Advisory Commission on Health Manpower detailed

@) .

recommendations to resolve the problems then identified with FMG's.

In the main, these recommendations have not been implemented. Concurrently
changes in immigration laws and regulations as well as other forces have
increased the flow of FMG's to the U.S. and the problems have become
more deep-seated and complex. Simplistic solutions to one phase or
another of the problems have already proved inadequate. Moreover, in
our pluralistic health care system unilateral action by one organization
or agency, even at the Federal level, will fall short of>its desired
objectives and may, in fact, create additional problems.

To date therg has not been concerted and sustained nationwide effort
to dévelop sound and coherent policies affecting the entrance of FMG's
into the U.S., their education and tfaining in appropriate institutions
and their effective utilization in the U.S. care system.v There is an
urgent‘need for unified and continﬁing national, state and local action
programs in which 211 concerned agencies play an appropriate role in

implementing agreed-upon policies.

I. General Recozmendations

The Coordinating Council on Medical Education recommends

that the following statements be adopted as basic tenets of a

proposed Statement of National Policies on the Role of the Foreign Medical

Craduate In the UoS. Health Care System:

1. That the U.S. medical educational system (including

graduate as well as undergraduate education) provide a sufficient
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‘met a standard of professionai pfoficiency equivalent to that

number of well-trained physicians to meet the health needs of

-

the nation; . .

2. That the U.S. medical educational system assist
other countries, particularly the developing countriecs of

the world, in improving their systems of medical education

and their levels of medical practice and public health;

3. That the tesqlution of problems arising from the current
ma§sive international migration of physicians be achieved in
a manner consistent with the Universal Declaration of Human
Rights adopted by the U.N. General Assembly in 1948, assuring
for every individual the right to leave any éountry, including

his own, and to return to his country;

4. That in resolving these migration problems the U.S. should .
avoid the use of.selecﬁive discrimination, based on occupation
or'nationality, against foreign medical graduates seeking either

temporary or permanent admission to the U.S.;

5. That the resolution of medical care p;oblems arising from

shortages or uneven distribution of physicians in the U.S. should
not depend on recruitmeq: of foreign medical graduates from abroad
or on the assignment of preferential immigration sc;tﬁs to members

of selected health professions;

6. That all foreign medical graduates seeking opportunities

for graduate medical education must demonstrate that they have

required of U.S. medical graduates eligible for the same type or ‘
level of graduate education so that there may be assurance of

their capacity not only to benefit from the educational experience

but to provide effective care under su ervision.
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7. That a physician, FMG or USMG, whether engaged in the in-
dependent or institutional practice of medicine, must posseSa

an unrestricted license to practice his profession in the

governmental jurisdiction inm which hié practice is located
unless the physician is formally enrolled in a medical

educational program approved for such training;

8. That a required component of an accredited graduate

meéical educational program for FMG's consist of a formal
orientation and educational experiencé incorporating
appropriate curriculum content and of sufficient duration

to insure the proper orientation of FMG's to the U.S. systems
of medical education and health care as well as the acquisition

of an adequate understanding of the basic medical sciences,

the English language, and U.S. cultﬁre;

9. That such acculturative experiences be conducted under
the sponsorship of appropriate educational agencies and

where feasible and appropriate on an areawide or regional basis;

10. That, in exercising its appropriate respoﬁsibility for ﬁationai
policies in gfaduate medical education, the Coordina;ing Council on
Medical Education formulate national policies with respect to medical
educational programs for FMG's; that the Liaison‘Commitfee on Graduate
| Medical Education be assigned responsibility for the accreditation of

all graduate medical educational programs in which FMG's are enrolled,

including fellowships and other -special programs; and that the

Educational Commission for Foreign Medical Graduates (ECFMG) be delegate&

responsibility for the planning of a comprehensive national program

deéigned to improve the professional and related skills of all FMG's

coming to the U.S, for graduate medical education.
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11. That the funds necessary to establish and maintain for
a five-year period the national programs encompassed in the
above tecoﬁmendations be secured through foundations, Federal
granﬁs and.voluncary contributions of concerned national, state

and local organizations.

II. . Specific Recommendations

e
L}

There are significant differenées between the problems (and
appropriate measures to resolve these problems) preseﬂtéd by physicians
born and educated in foreign countries who come to obtain additional
education in the United States with the intent of returning to their
homeland when they have achieved their educational goal and those who
ventet with the interest of settling and praéticing medicine on a career ‘
basis.in the United States. The former a?e temporary visitor physicians
>usualiymgaining admission to this:country under regulations established
by the U.S. Information and Educational Exchange Act of 1948, -as amended.
Recommendations regarding those visitors are set forth ip Section II-A
below; recommendations regarding foreign Qational physicians seeking per-
manent residence in the U.S. are set forth in Section.II-B; and recoumen-

dations pertaining to U.S. nationals who have studied medicine abroad are
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set forth in II-C. Recommendatioﬁs on an inextricébly related set of
1ssues, namely U.S. assistance to international medical education and
particularly assistance to medical education in developing countrles, the
source of all but a small fraction of the FMG's now migrating to the U.S.,
are encompassed in Section II-D. |
A. Recommendations on Temporary Visitor Physicians ‘ v ‘

Since 1962 over 55,000 foreign medical graduates have been

admitted to the United States as exchange visitors inrprograms authorized
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by the Mutual Educational and Cultural Exchange Act of 1961 (The
Fulbright-Hayes Act).* The purposes of that Act are: "The improvement

and strengthening of the international relations of the United States

by promoting better mutual understanding -among the peoples of the world

through'educational and cultural exchanges."

In conformity with the intent of the authorizing legislation, the
CCME recomrends:

a}. That admission of foreign medical graduates to the United
States as exchange visitors be limited to the defined purposes
and the limited perigd of time authorized by Depaftment of State

" regulations governing designated exchange visitor programs;
improved safeéuards should be established to prevent the employ-

ment of exchange visitor programs as alternate pathways for

FMG's to immigrate to the United States;

2. That FMG's coming to the U.S. as exchange visitor physicians

be assured high quality graduate medical education especially

designed to improve their medical knowledge and skills for teach

ing and practice in their own country;

3. That commencing July 1, 1976 the sponsorship of FMG's coming
to the U.S. for graduate medical education as exchange visitor
physicians be limited only to accredited U.S. medical schools or

other accredited schools of the health professions;

*As defined by Federal Regulations an exchange visitor is a foreign
national who has entered the United States temporarily on a J-1
visa for an educational or cultural experience and as a participant
in a program designated by the Secretary of State as an Exchange
Visitor Program. An exchange visitor may be paid and may accept a
stipend for meaningful contributions or valuable services rendered
to the institutional or agency sponsor of the designated program.

The State Department has designated AMA approved internships and
residencies sponsored by hospitals and related institutions not a part
of cducgtional institutions as P~I1 Exchange Visitor Programs.
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4. That such medical schools or 8choois of the health

professions specifically approved by the LCGME to sponsor
- -exchange visitor physicians for graduate medical education

sﬁould

a. Have the capability to develop programs tailored

to meet the needs of each accepted exchange visitor

) physician;

b. Have developed the necessary attitudes and resources
-needed to achieve mutual cultural understanding between
these exchange visitor physicians and fhose with whom

they will be associated in the institutionm.

" c. Have clearly demonstrated that all interinstitutional . ' '
arrangements made for the development of ‘especially tailored
programs are specifically entered into for the benefit of the

exchangé visitor;

S. That the U.S. Government through the State Department enter

into agreecents with the governments of other countries wherein the

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

medical educational system of the U.S. agrees to pfovide specific
_types of graduate me&ical education for individual physicians who
have been designated to fill keykeducational,_governmental or
other professional posts in that country. Within the framework of
govern:eﬁtal agreements, individual educational institutions in

this country shculd make appropriate agreements with recognized

educational agencies and institutions in other countries. Candidates

selected for such educational experience in the U.S. would be required
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before entering into such training to meet standards of °
préfessional preparation established Sy the U.S. educational
institutions and accrediting agencies, would be committed to return

to their home country on the completion of the agreed upon educational
program and would be assured of previously specified academic, govern-

mental or other professional appointments on their return to their

home country;

‘6. That the issuance of an exchange visitor visa be contingent

upon each FMG applicant submitting to the U.S. sponsoring educational
institution acceptable evidence that he meets its~Standards‘of educé—
tional attainment, has demonstrated the potential to adapt to the
cultural milieu in which hg will be studying in the U.S. as well as
an effective mastery of the English language and, if his educational
experience is to include training at the level of hospital residency,
that he has met in a manner acceptable to the LCGME a minimally
acceptable standard of professional competence for assuming responsi-

bility for patient care under supervision;

7. That the duration of graduate medical education in the U.S. of

all exchange visitor physicians be specified in advance of entering

"into such training, be limited, in general, to two.years or less and

be subject to extension only on the request initiated by their govern-
mental and institutional or agency sponsors assuring them of employment

on completion of the extended training period;

8. That the Directory of Approved Internships and Residencies identify
the graduate medical education prograrms approved by the LOGME available
to FMG's seeking educatjonal opportunities as exchange visitors, and that

the ECFMG be prepared to provide information to FMG's concerning the types of
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training 6£fered (spccialty or other), the number of training
positions approved and the number of training positions filled,

In addition ECFMG should provide curfent statistical data on the
operational aspects of eduééfional exchange programs, and periodic
evaluation of whéther these programs are achieving their assigned
purposes and whether exchange visitor physicians are fulfilling the
gqmmitments mace when they accepted a teﬁporar§ visa to enter the
U.S. for graduate medical education;

9., That, as an integral part of this country's iﬂternntional
education and cultural exchange activities, Federal funds be authorized

and appropriated on an annual basis to Support this national coordinated

graduate medical education program for exchange visitor physicians;

>

.10. That the Congress be asked to review and reconsider those

" amendments to the Immigration and Naturalization Act enacted in 1970

(PL 91-225) that permit FMG's and other exchange visitors to convert
a temporary visa granted for educational and cultural exchange

purposes to permanent jmmigrant status; and

11. That the granting of H-1 temporary visag* to FMG's be restricted

to foreign nationals of "distinguished merit and ability" who have

*The 1970 amendments to the Immigration and Naturalization Act (P,L,91-225)
redefines the H category of temporary visitors as follows: '"(H) An alien
having a residence in a foreign country which he has no intention of
abandoning (1) who is of distinguished merit and ability and who is coming
temporarily to the United States to perform services of an exceptional
naturc requiring such merit and ability; or (2) who is coming temporarily
to the United States to perform temporary services or labor, if unemployved

persons capable of pcrfdrming such service or labor cannot be found in this

country; or (3) who is coming temporarily to the United States as 2 trainee;
aend the alien spouse and minor children of any such alien specified in this

paragraph if accompanying him or following to join him."”
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been invited by universities and other appropriate institutions and

agencies to teach and conduct research.
B. Recommendations on Foreign National Physicians Seekiﬁg
Permanent Residence
Since 1962 more than 43,000 FMG's, graduates of no less than

400 different forelzn medical schools and representing over 100 nationalities
have been admitted to the United States as immigrants. The problems they
face 'in qualifying for a liceﬁce to practice medicine in one or another
of the 55 licensing jurisdictions in the U.S. are primarily reflections
of the wide variations that exist among coun;ries invstandards of medical
gducation and of medical practice in those countries. The possession of
a medical degree or even a license to practice ﬁedicine obtained in one
country does not and should not qualify a physician automafically to
practice in another; to disregard these considerations in the administra-
tion of our immigration policies will deleteriously affect existing standards
of medical education and medical pracéice in the U.S.

The CCME recommends:

1. Th#t physicians éeeking admission to the Unitea States

as permanent residents be neither discriminated against in
obtaining immigration visas nor assigned speciél occupational
preference foz; such visas based solely on their péssession of
a medical degree; physicians (and other health personnel so
designated--nurses, pharmacists, physical therapists and
dieticians) should not be _singled out for blankeﬁ (Schedule A)
ceftification by the Labor Department for the issuance of ‘

preference of non-preference immigration visas; ' .
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2. That in order to qualify.for a Third or Sixth'Preéerence
iomigration visa,* an applicant physician shogld be required
to demonstrate to the Department of Labor that he possesses
an unrestricted license to practice medicine in a State or

other licensing jurisdiction of the United States or has

reasonable prospect of qualifying for such licensure; f.e., he

has been accepted for graduate medical eduéation in a program

approved by the Liaison Committee on Gfaduate Medical Education;

N

3. That, in granting labor certification to an alien physician

applying for an immigration visa, the Department of Labor

should not base its determination on the premise that there is

an insufficient supply of physicians in the United States as a

whole; consideration should be given to the wide ranges of

physician-population ratios that exist in different geographic
areas of the United States and to the specialty distribution of
physicians already in the area in which the alien physician

proposes to locate;

4. That physician shortage areas in the U.S. désignated by
the Labor Departmentifor immigration putéoses should coincide

with physician shortage areas designated by the Department of
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Health, Education, and Welfare for the assignment of National

" ®The 1965 Amendments to the Immfgration and Naturalization Act (P.L.89-236)
assigned preferential status to immigrants with close kin living in the
United States or with professional and technical skills in short supply
in this country. Third Preference applies to '"qualified fmmigrants who
are members of the professions, or who because of their exceptional abilicy
in the sciences or the arts will substantially benefit prospectively the

. national economy, cultural interests or welfare of the United States."
Sixth Preference applies to 'qualified immigrants who are capable of
performing specified skilled or unskilled labor, not of a temporary or
seasonal nature, for which a shortage of employable and wiliing persons
exist in the United States."

2.




Health Service Corps personnel, for service repayment of
Physician Shortage Area Scholarships and of Health Professions .
Educational Loans or for other purposes; such shortage area
determinations should also be subject to review by and con-

currence of state or regional health plénning authorities in-

cluding appropriate medical éocieties;

5. That state legislatures and medical licensure boards adopt
eligibility requirements and qualifying procedures for licensure
that are uniform for all states and apply equally to U.S. and

foreign medical graduates;

-

6. That eligibility requirements for medical licensure in'
. every State, applicable to both FMG's and USMG's, include
two or more years of superviséd graduate medical education ' .
at the hospital residency level in a program approved for
such training by the Liaison Committee on Graduate Medical

Education;

7. That eligibility requirements for graduate medical
education at the hospital residency level include the pro-

vision that all physicians, FMG's as well as USMG's, entering
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such training meet in a manner to be determined by the LCGME, v
a minimally acceptable standard of professional competence
requisite for assuming responsibility for patient care under

éupervision;
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8. That, in addition, FMG's who have received their gnder-
graduate medical education in a medical school not accredited
‘byfthe Liaison Committee on Medical Education and who ate seeking
appointment to an approved tesidency program be required to
demonstrate through appropriate festing procedures acceptable
to the LCGME that they meet standards of educational attainment
equivalent to those expected of graduates of accredited medical -
schools, that they have the potential to adapt to the cultural
milieu in which they will be pursuing their residency training
and that they havé achieved an effective mastery of the English

'language;

9. That the ECFMG in addition to the responsibilities for -
coordination of educational programs for exchange visitor physicians
referred to in Section A above, be assigned responsibility for;
a. the administration of improved screening procedures,
preferably as a prerequisite for thg issuance of immigration
visas to FMG's seeking to 1mmigrate.to the U.S. and seeking
appointments in approved residéncy programs, and
b. the p}anning of a comprehensive national
program designed to improve the professional and
related skills of all immigrant physicians séeking

to engage in the practice of medicine in the United States;

10. That the Directory of Approved Internships and Residencies list the
graduate medical education programs approved by the LCGME

available to immigrant physicians seeking residency level

training, the types of training offered (sbeciélty or other),

the number of positions offered and the number of positions

filled (including the respective number of FMG's and USMG's
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in trainiﬁg in the seme program,) ECFMG, in addition to providing
current statistical data on the oper@tﬂdn&l aspects of these programs,

should evaluate periodically whether these programs &re fulfilling

‘their assigned purposes and 6hether immigrart physicisns are being

effectively integrated within the U.S. health care sgystem;

Q4 °

11. That on an interim basis special programs. of graduate
;édical education be organized under the sponsorshi§ of
accredited medical schools for immigrant physicians who have
fajiled to qualify for approved residencies and who have immigrated
to this country prior to January 1, 1976 immigrant physicians
applying to such programs nust present credentials acceptable
to the sponsoring schools; the purposés of these special programs
aie: .

a. To provide a proper orientation to our health care

i system, our culture and the English language, and
b. To idéhtify and overcome those educational deficits

that handicap FMG's in achieving their full potential as

physicians in the U.S. health care system; and

12. That exceptions to these policies and procedure§ for
immigrant physicians seeking to practice thelr profession in
the U.S. be permitted only under unusual circumstances, e:g.,
when a distinguished redical educator or research scholar
seeks to take up percanent residence in the U.S.

C. Recommendations on U.S. Nationals Studying Medicine
Abroad

Between 4,000 and 6,000 ‘American citizens are believed

to be currently enrolled in medical schools located outside of the U.S.,
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#lmost 1,800 of them in a single medical school in Hexico.(7) Such an
‘ aggregate estinate of U.S. nationals studying medicine abroad is equivalent
to the total enrollment of ten to fifteen average-sized medical schools in

this céuntry. Only the 16 Canadian schools, providing educational opportunities

for spproximately 100 U.S. medical students, are subject to accreditation

procedures identical with those required of all U.S. medical schools.

‘B.S. students contemplating medical education abroad have not had

access to reliable information about entrance into U.S. graduate medical

education or requirements of the various licensing jurisdictions for full

and unrestricted licensure on their return to the United States. The number
of U.S. applicants to medical schools will far exceed for.some years to

come those who can be accepted in U.S. medical schools despite the signi-

ficant. and continuing expansion of enrollments in existing U.S. schools
. and the establishment of a number of new schools in th;z pa.st 10 -years.
In 1968, two of the major national medical associations most directly
- concerned with medical education in the U.S. jointly endorsed the position
| “that all medical schools should now accept as a goal the expansion of
their collected enrollments to a level that permits all qualified applicants
to be admitted. As a hation we should address the task of realizing this

policy goal with a sense of great urgency." This aim has not been achieved
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and does not appear to be feasible today. In all probability an alternate
and sounder approach is now in order, namely, "a broadly based effort...to

R study the long term future requirement for physicians in the United States,

>

t (7)Foreign Medical Students in the Americas: 1971-72, U.S. Department
. of Health, Education, and Welfare, DHEW Publication No. (HRA) 74-27,
. G.P.0. Washington, D. C., December 1973.
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with enrolloent levels to be adjusted accordingly.

The CCVE recommends:

1. That continuing efforts be made 'to establish and maintain

the United States as self-sufficient in meeting its future health

manpower needs;

2. That every American interested in and qualified for entry to

the study of medicine be assured equal opportunity to compete for
admission to an accredited U.S. medical school; unsuccgssful
candidates should be encouraged through counseling to enter an
alternative career rather than to enroll in a medical school
abroad where the qualigy of medical education may fail to meet
U.S. standards and may be inappropriate to U.S. health care needs;
those who counsel students in high schools and colleges should

be dbetter informed about medical education and practice in ‘

giving guidance to students who indicate an interest in medicine;

3. That U.S. medical schools continue and expand their use of

{ the Coordinated Transfer Application System (COTRANS) established
by the Association of American Medical Colleges in 1970 to
facilitate and accélerate the reintroduction into the mainstream

i of American medical education larger numbers of qualified U.S.
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nationals enrolled in foreign medical schools as of July 1, 1975; -

(8) Schofield, J.R., The Stork..Admission to Medical SEhool.,Coihg -
to a Foreign School and Other Hazards, (Editorial), Journal
of Medical Education 48:693-695, July 1973,
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4. That pending the achievement of the objective set forth in
recommendation C-1 above, funds be made available to assist U.S.
medical schools in underwriting the special costs of educational
programs for U.S. nationals who are stﬁdying in or have graduated

from foreign medical schools; and

'S, That eligibility requirements for U.S. nationals who have
obtained their medical degrees in a medical school not accredited
by the Liaison Cormittee on Medical Education and who seek to

enter graduate medical education or to qualify for medical ligensure
in the U.S. be identical with those required of other graduates of

unaccredited medical schools.

D. Recommendations on U.S. Assistance to Medicai Education
in Developing Countries

The “pull factors" drawing these FMG's to the U.S. have been
reasonably well defined. The "push factors" impeiling larger and larger
numbers of recent medical graduates in developing countries tO‘seek
addition;l training or career opportunities elsewhere than in their
homeland are beginning to attract the attention they degerve. Basic
responéibility for the resolution of the economic, cultural, professional,
and other problems underlying these international migrations must rest
within the countries in which these physicians originate. Nonetheless;
the United States can, with great benefit to its own interests, materially
assist lesser developed countries in finding solutions to their most.
ptessing'medical educational problems.

The COCME recoracnds:

1. That an educational exchange program be established as
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an integral éomponent of U.S. foreign policy to assist

developing countries in strengthening their own medical

and other health professions schools; the objective of this

program'should be to encourage those countries to establish

and maintain educational institutions meeting their own
educatio-al standards and which prepare indigenous health

manpower specifically to utilize locally available resources

'4n meeting local needs;

2. That the U.S. participate in and support the current

efforts of the World Health Organization and associated

'United Nations agencies to study in detail the worldwide

problems resulting from the international migration of

physicians and nurses;

3. That cooperative educational programs be developed as a
demonstration of the potgntials of medical educational
exchange for mutual benefit in which medical schools in
developing-countries share with U.S. nedical schools in the

training of both American and foreign medical graduates;

4. That the U;S. support both directly and through WHO
am‘i other U.N. agencies programs of education in preventive
medicine, public health and comprehensive health care in
developing countries to meet the mass needs of rural and .

urban populations now receiving little or no healch care;

S. That provisions be made for foreign'medical graduates

- to participate in service programs experimenting with new ‘

/
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ways of meeting cormunity needs in the U.S. so as to
provide selected foreign medical graduates an educational
experience demonstrating approaches which may assist them

in developing similar or related activities in their own

country.

iiI. Implementation of Recommendations

ey The 44 recommendations offered above pgtaliel and in some
instances coincide with the recommendations made in 1967 by the Panel
on Foreign Medical Graauates and endorsed by the National Advisory
Commission on Health Manpower. Many of the highly pertinenc recommenda-
tions made at that time ﬁave not yet been.implemented. In the intetiﬁ
the full effect of the 1965 and 1970 amendments to the Immigraiion and
Naturalization Act has greatly encouraged FMG's to migrate to the

United States. This migration has been particularly from less economically

advanced countries where standards of medical education and medical

‘practice are not equivalent with our own and cultural backgrounds are

quite different from those of the U.S. 'These amendments have also resulted
in ; ma;ked increase iq the number of foreign national physicians remaining
permanently in the U.é. Moreover, in this same period,vlarger and larger

numbers of U.S. nationals have enrolled in medical schools abroad. The

"majority of these U.S. nationals fail to complete the required course of

instfuction; even those who obtain a foreign medical degree encounter

serious difficulties in qualifying for medical licensure in the U.S.
Ia setting forth. its recommendations, the National Advisory

Commission expressed the hope that they be implemented through the

voluntary acceptance of appropriate responsibility, by government,

universities, the health professions and other organizations and agencies.
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Until now there has been no organizational framework on a nationwide

scale for such coordinated voluntary action related to key educational

'components of the issues and problems involving FMG's.

It 1s the conclusion of the Coordinating Council on Medical
Education that the CCME and its associated Liaison Committees are an
appropriate mechanism to implement the recommendations on foreign
medical graduates set forth in this report. Accordingly, to accelerate

such implementation, the CCME recommends: »

' 1, That the report be forwarded to the five parent bodies of

of the CCME for review and approval;

2, That CCME assume leadership responsibility for the adoption
of sound national policies affeqting the gréduate medical
education of FMG's and their proper role in the U,S, health

care system as recommended in the report;

3. That, after approval by the five parent bodies, the report
be circulated fof comrent among appropriate representatives of
&11 concerned national organigations, Federal agencies and

other selected individuals; and

4, That there be convened promptly thereatter? 1n.association
with other reiated agencies, an invitational conference of key
representatives of national professional agsociations, other
concérned national organizations, and of selected Federal
agencies to consider the policy issues and recommendations
incorporated in this report and to adopt a coordinated

implementation program,
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TABLE 1
U.S. Physician (M.D.) Supply
1963-1972
Increase
1963 1972 Number Percent
Total Physicians 275,140 356,534 81,394 29.6
~ U.S. Medical Graduates - 238,571 282,257 43,686 18.3
Foreign Medical Graduates 36,569 . 74,277 37,708 103.1
Canadian - . 5,644 .- 6,268 624 . 11.1
Other : 30,925 - 68,009 37,084 119.9
Percent FMG's . 15.3 20.8 N
Physicians/10,000 Population
Total ‘ 14.5 17.1
U.S.M.G.'s 12.6 13.5
FKG'S 1.9 3.6
' Total ‘U.S. Pbpulétion _ .
. (in thousands) _ 189,242 208,842 19,600 10.4

*Source: Distributioﬂ of Physicians in the Uni‘ed States,
1963 and 1972, Center for Health Services Research
and Development, Anerican Medical Association, Chicago.
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1950

1951
1952
1953
1954

1955 "
1956
1957
1958
1959

1960
1961
1962
1963
1964

1965
1966
1967
1968
1969

1970

1971

1972
1973

" TOTAL

Averages:
1950-54
1955-59
1960-64
1965-69
197¢C-73

1950-73

Source:

TABLE 2

Licentiates Representing Additions

to the Medic

_Total

6,002
6,273
6,885
7,276
7,917

7,737
7,463
7,455
7,809
8,269

8,030
8,023
8,005
8,283
7,911

9,147
8,851
9,427
9,766
9,978

11,032
12,257

14,476 -

16,689
214,961

6,871
7,747
8,050
9,434
13,614

8,957

1950 - 1973

USMG's

Number

5,694
5,704
6,316
6,591
7,145

6,830
6,611
6,441
6,643
6,643

6,611
6,443
6,648
6,832
6,605

7,619
7,217
7,346
7,581
7,671

8,016
7,943
7,815 -
9,270

168,235

6,290
6,634
6,628
7,487
8,261

7,010

al Profession in tlhe U.S.

FMG's
Number Percert
1308 5.1
450 7.2
569 8.3
685 9.4
172 9.8
907 11.7
852 11.4
1,014 13.6
1,166 14.9
1,626 19.7
1,419 . 17.7
1,580 19.7
1,357 17.0
. 1,451 17.5
1,306 16.5
1,528 16.7
1,634 18.5
2,081 22.1
2,185 22.4
2,307 23.1
' 3,016 27.3
4,314 35.2
6,661 46.0
' 7,419 44,5
46,607 21.7
557 8.1
1,113 4.4
1,423 17.7
1,947 20.6
5,353 39.3
1,942 21.7

Medical Licensure 1973, Statistical Review, Journal of the .
Anmcrican Medical Association, 229:445-456, Julvy 22, 1974,
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TABLE 3

M.D. Licentiates, Additions to
- the Medical Profession
1973

States (or Territories) with 50 Percent or more Initial Licenses
Granted to IG's i

.' "PERCEXNT
STATE USMG's FMG’s TOTAL FMC's
Virgin Islands 0 2 2 100.0
Maine 26 216 2462 89.8

North Dakota 12 ’ 65 . n 84.4 °
Delaware 11 33 _ 44 75.0
Puerto Rico 47 117 164 ' 71.3
Michigan. 342 844 1,186 71.2
New Hazpshire 8 18 26 69.2
New Jersey 86 - 192 - 278 69.1
Illinois 345 766 1,111 68.9
Pennsylvania 501 938 1,439 65.2-
District of Columbia 91 153. 244 62.7
‘Virginia“ ' A © 145 244 389 62.7
Florida ' 230 348 578 60.2

~ Wyoming 2 -3 : 5 60.0

" Kew Tork 973 ' 1,426 2,399 80,4 -
- Missouri : _ 141 T 204 345 59.1
Rhode Island ' 19 23 Y 54.7
Vermont 4 95 104 : 199 52.3
West Virginia 45 . 48 93 51.6
TOTAL - Above 19 States 3,119 © 5,744 8,863 64.8

TOTAL - All States 9,270 : 7,419 16,689 - 44 .45

Source: Medical Licensure, 1973, Statisticai Review, Journal of the
American Medical Association, 229:645-456, July 22, 1974.
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R

0/

OY

" TASLE &

_— .
STUDENTS AND GRADUATES IN MEDICAL AND BASIC SCIERCE SCHICLS

£2R NeatoLS. EXBOLLHERT ' ERROLLISH T GRATUATES
;;;;-31 76 6,456 21,982 | 4,735 .
194241 7o 5,837 . 21,379 . 5,20
1930-51 79 . 7,177 . . 26,186 ‘ 6,135
1050-61 86 8,293 - | 39,288 ' 6,994
1970-71 103 . 1,38 40,487 . 8,974
1971-72 108 12,361 C L oases0 9,551
w73 M2 13,726 47,506 © 10,391
1973-74 114 | 15,00 51,000%* 11,8524+

*Table daveloped from information published gnngaﬂy, Kedical Educaiion in the Un'ited Stztes,
Tre Journal of the Americen Medical Associztion.

** Fgiinates

*aw Li0C DATAGRSM




AMA Approved Tnternships and Residencies
1950-51 to 1970-71

TABLE §
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and 1972-73
Positions

Total Total Filled by Positions

Positions Positions U.S. & Can. Filled by Positions

Offered Filled Graduates MG's Vacant
Infernsﬁfps
1950-51 9,370 ' 7,030 6,308 722 . 2,340
1955-56 11,616 9,603 7,744 1,859 2,013
1960-61 12,547 9,115 7,362 1,753 3,432
1965-66 12,954 9,670 7,309 2,361 3,284
1970-71 15,354 11,552 8,213 3,339 - 3,802
1972-73 - 13,650 11,163 7,239 3,924 2,487
Residencies
1950-51 19,364 14,495 13,145 1,350 4,869
1955-56 26,516 21,425 17,251 4,174 5,091
1960-61 - 32,736 28,447 20,265 8,182 “4 ,339
1965-66 38,979 31,898 22,765 9,133 7,074
1870-71 46,584, - 39,463 26,495 12,968 7,121
1972-73 51,658 45,081 30,610. 14,471 6,577 .
Both |
1950-51 28,734 21,525 19,453 2,072 7,209
1955-56 38,132 31,028 24,995 6,033 7,104
1960-61 45,333 37,562 27,627 9,935 7,771
1965-66 51,933 41,568 30,074 11,494 10,358
1970-71 61,938 $1,015 34,708 16,307 10,923
1972-73 65,308 56,244 37,849 18,395 9,064

Source: Mcdicul Education in the United States 1972-73, .
Table 25, JAMA 226:939, Nov. 19, 1973,
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~ Source:

Fint-Year
Class

1963-64
1964-65
1965-66
1965-67
1967-C3
§95S-69
1969-70
1970-71
1971-72
1972-13

TABLE 6

Applicants, Acceptances, New Entrants

and First Year Enrollment, U.S. Medical
Schools, 1963-1964 to 1972-1973

Nunter of
Applicants

17,668

19, 16%
18,703
18,250
18,724
21,118
24,465
24,957
29,172
36,135

Numleer of
Api-hzations

70,053
84,571
87,111
87,627
93,332
112,195
133,822
128,797
210,943
267,308

Agpqpelications
e
Individual

&
)

HIVO VMWWO 0NN

¢ Includes previously enrolled students.

Aceepted
Ap;hicants

9,063
9,043
9,012
9,123
9,702
10,092
10,547
11,500
12,335
13,757

New Lntrants

8,565
8,587
8,554
8,775
9,314
9,740
10,269
11,169
12,058
13,352

First-Year
Entollment®

Pcvgc'nl of

l"-'.‘l.;‘:"'l'ln"tl
coepted
51.3
47.2
45.2
50.0
51.8°°
42.9
43.1
46.0
223
as.1

Dubé, W. F., Applicants for the 1972-73 Medical School Entering
Class, Datagram, Journal of Medical Education 48:1161-1163,

December 1973.
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V.

4. Input into Retreat Agenda

During the first week in December, the Chairman and
Chairman-Elect of the Councils and the Chairman and
Chairman-Elect of the Assembly, will meet with selected
AAMC staff to discuss AAMC activities and plan the
Association's program for the coming year. Areas of
concern which members of the Council of Deans believe
should be called to the attention of the Association
officers should be brought up during the discussion of
the Retreat Agenda. The Annual Report of the Association,
which has been distributed to you, provides information
regarding Association activities during the past year.

/3
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V. 5. The National Health Service Corps: Current Status
and Relationship to Medical Schoo

Dr. Paul B. Batalden, Director of the Bureau of
Community Health Services has asked for an opportunity to
address the Council of Deans for the purpose of describing
the current status of the National Health Service Corps,
and its projected activities especially as they relate to the
medical schools. The attached letter and vitae provide some
additional background on this matter.

/4
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE ‘
PUBLIC HEALTH SERVICE . ney 2o ah
HEALTH SERVICES ADMINISTRATION
ROCKVILLE. MARYLAND 20852

BUREAU OF COMMUNITY HEALTH SERVICES

October 17, 1974

Mr. Joseph Keyes

Association of American Medical Colleges
Suite 200 A

One Dupont Circle, N.W.

Washington, D.C. 20036

Dear Mr. Keyes:

This letter will confirm Dr. Courie's conversation with you concerning
our meeting with the Council of Deans on Tuesday afternoon, November 12,
1974, at the annual meeting of the AAMC in Chicago, I1linois.

Dr. Paul B. Batalden, Director of the Bureau of Community Health Services,
will discuss the National Health Service Corps in relationship to the
maldistribution of physicians in the United States and the opportunities
for the Schools of Medicine, together with the Corps, in addressing the
complex issue in light of recent Federal legislation being proposed. A
copy of Dr. Batalden's curriculum vitae is enclosed.

We do appreciate the opportunity to bring to the attention of the Council
the current status of the Corps and its projected activities.

Thénk you for your kind assistance.

Sincerely yours,

Edwond D. Mortin

Edward D. Martin, M.D.

Associate Bureau Director

Office for National Health
Service Corps

Enclosure
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Name:
Position:
Birthplace
and Date:

Education:

Public Health
Service
Experieuce:

Honors and
hAesociation
Memberships:

BIOGRAPKICAL SKETCH

Paul Dennett Batalden, M.D.

Director, Bureau of Community Health Services
Health Services Administration
U.S. Department of Health, Education, and Welfare

Minneapolis, Minnesota
December 4, 1941

Augsburg College, Minneapolis, Minnesota, 1959-1963
B.A. cum laude )

University of Minnesota, Minneapolis, Minnesota,
1963-1967, B.S., M.D. '

University of Minnesota, Department of Pediatrics,
1967-1968, Internship and Residency

Washington School of Psychiatry, 1970-1971

American Board of Pediatrics, Board Eligible, 1972

1969 Clinical Associate, Katioral Cancer Institute,
National Institutes of Health }

1969-1972 lledical Director, Jcb Corps, Department
of Labor

Special Assistant, Office of the. Administrator,

Health Sevvices and Hental Health
Administration
4/72-7/73 Director, Community Health Service

7/%3present Director, Burgzu of Community Hezlth

Ty
Services

Arbulatory Pedistyic Ascociztion
American Public Pealth Association
Society fovr /Adolescent Hedicine

Jamces E. Moore Society
Alphna Cue:x Llraa

. - - P P Lo ~q
INNR2Soty irort Assocle

tion Student Research Awavd

Y

<
14 O R UL A Rt P I an a3
Ski-u=-moiy Student Lo HOisLip ANara

r
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vi. 1. BIOMEDICAL RESEARCH ETHICS PANEL

The Biomedical Research Act of 1974, which became law in July,
contained both authority for research training and mandated the es-
tablishment of a National Commission for the Protection of Human
Subjects of Biomedical and Behavioral Research. In September, Sec-
retary Weinberger announced the composition of the eleven-member
Commission. Members of the Commission from within the medical
profession include:

Bob Cooke, M.D., Vice Chancellor for Health Sciences,
University of Wisconsin Medical School;

Joseph Brady, Ph.D., Behavioral Biology Professor,
Johns Hopkins University School of Medicines

Ken Ryan, Chairman, Department of Obstetrics-Gynecology,.
Harvard Medical School;

Donald Seldin, M.D., Chairman, Department of Medicine,
U. of Texas Southwestern Medical School;

Albert Johnson, a Jesuit Priest at the University
of California, San Francisco.

Non-medical members of the Commission include:

Dorothy Height, President of the National Council of
Negro Women;
Patricia King, Professor of Law at Georgetown University;
" Karen Labacqz, Pacific School of Religion in Berkeley,
California;
David Louisell, Professor of Law at the University of
California, Berkeley;
- E1liot Stellar, University of Pennsylvania Physiological
Psychologist;
Robert Turtle, a lawyer from Washington, D.C.

The members of this Commission will elect their own chairman.

/7
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VI.

VI.

2. Feasibility Study of Research Manpower Allocations
by the Institute of Medicine

The National Research Service Award Act of 1974, which
was enacted on July 12, 1974, specified that the Secretary
of the Department of Health, Education and Welfare should
request the National Academy of Sciences to conduct a study
of the Nation's needs for biomedical and behavioral research
personnel. On September 21, 1974, the governing board of
the National Research Council authorized a feasibility study
to be carried out under the responsibility of the Commission
on Human Resources of the National Research Council. It is
anticipated that this study will take about 4 months and
should be completed early in 1975. The AAMC was requested
to nominate individuals both for the steering committee and
the various disciplinary panels.

A brief progress report on this study will be presented
to the COD at its business meeting.

3. Commission on Biomedical Research Policy

The National Cancer Act of 1974 mandated the establish-
ment of a biomedical research panel composed of the Chair-
man of the President's Cancer Panel and six additional
members appointed by the President. The proposed panel
shall review, identify, assess and make recommendations with
respect to policy issues concerning the organization and
operation of biomedical and behavioral research programs
conducted and supported by the National Institutes of Health
and the National Institutes of Mental Health over a fifteen-
month period. The composition of this panel has been the
subject of intense discussion over the past several weeks and
it is anticipated that a progress report will be made at the
business meeting of the COD.
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VI'

4., Status of Medical College Admissions Assessment Program

The Medical College Admissions Assessment Program (MCAAP)
is now in its second full year of development. The first
year of program development was devoted to a series of
regional meetings with admissions officers, faculty, members
of the Organization of Student Representatives and college
premedical advisors for the purpose of defining the scope of
a revised admissions assessment program.

The report of the National Task Force for MCAAP was
presented at the Annual Meeting in 1973. Subsequently, the
Executive Council appointed a committee to review the task
force reports. That committee recommended that the
Association proceed as rapidly as possible to develop an
entirely new battery of cognitive assessment instruments to
replace the Medical College Admission Test. These instru-
ments are to be in the areas of Reading Comprehension,
Quantitative Ability, Physics, Chemistry and Biology. The
Committee also recommended that the development of non-
cognitive assessment instruments should be carried forward
as rapidly as possible and that funding should be sought
for these developments.

At the recommendation of the committee, the Executive
Council appointed a Committee on Admissions Assessment
chaired by Cheves McC. Smythe, M.D. During the Summer of
1974, a request for proposals was prepared by the Associa-
tion staff; five proposals were received from potential
contractors and the decision to award a contract to
American Institutes of Research of Palo Alto, California
was made following review by the Committee on Admissions
Assessment and several outside referees. The development
of the cognitive portion of the MCAT is now proceeding
rapidly and it is anticipated that new test forms will be
available by the Spring of 1976.

Dr. Jack Colwill, a member of the Committee on Admissions
Assessment, is preparing recommendations for the development
of the non-cognitive portion of MCAAP.

The members of the Committee on Admissions Assessment
are as follows:

Cheves McC. Smythe, M.D., Chairman
Dean

The University of Texas

Medical School at Houston

/9
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Willard M. Duff, Ph.D.
Assistant Director of Education
Hartford Hospital

Leslie T. Webster, M.D.
Chairman

Department of Pharmacology
Northwestern Unlver51ty
Medical School

Joseph S. Gonnella, M.D.
Associate Dean

Director of Academic Programs
Jefferson Medical College

Jack Colwill, M.D.

Chairman, C-GSA

Associate Dean, College of Medicine
University of Missouri - Columbia

Walter F. Leavell, M.D.
Associate Dean

State University of New York
Upstate Medical Center
College of Medicine

John McAnally, Ph.D.

Western Regional Chairman

Association of Advisors to the Health Professions
Occidental College

Los Angeles, California

Fred Waldman
Student

Medical College
New York University
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VI. 5. Coordinating Council on Medical Education Report:

The Primary Care Physician

The Physician Distribution Committee of the Coordinating
Council on Medical Education prepared the following report
on primary care physician distribution. The report was
accepted by the Coordinating Council last Spring and forwarded
to the five parent organizations for approval. The Executive
Council of the Association approved the report at its
September meeting, with the deletion of one paragraph (page
12, Section B, paragraph 2) and a portion of one sentence
(page 13, Section C, paragraph 3). These deletions are in-
dicated in the body of the report. To date, the report has
been approved by the Association of American Medical Colleges,
The American Board of Medical Specialties and the Council of
Medical Specialty Societies.
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- A NI

o s s e PRELEITARY REPORGy

Sp———

(A Report of the Committee on Physician Distribution

to the Coordinating Council on Medical Education) i
X §
|

In the late 1950's, concern was expressed that an insufficient number of

physicians would be available in the future to meet the health care requirements

of the public. The physician-population ratio in 1959 was 149/100,000.%*

The total number of physicians was 235,000. Osteopathic physicians numbered 14,100.
Seven thousand four hundred medical students were graduated from American
medical schools.

A Congultant Group appointed by the Surgeon General of the U.S. Public
Health Service stated in a report (Bane Report)1 that maintenance of ''the pre-
sent ratio of physicians to population is a minimum essential to protect the ‘
health of ﬁhe people of the U.S." The report also stated, "To maintain the pre-
sent ratio of phyaiéians to population will require an increase in the graduates
of schools of medicine and osteopathy from the present 7,400 a year to some
11,000 by 1975." At the time concern was also expressed about the increasing
number of specialists, the decreasing number of general practitioners, and a
decrease in the total numbei‘of physicians who served families as primary care

physicians.
2

In 1967, a National Advisory Commission on Health Manpower recommended
that "The production of physicians should be increased beyond presently planned
levels by a substantial expansion in the capacity of existing medical schools

and by continued development of new schools.”

* The ratio published originally in the Bane Report was 141/100,000. In 1963, ‘
a national conference on physician statistics revised the categories of physi-
cians and population to be counted. Using the new agreement, the 1959 physician/

population ratio became 149/100,000.
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The schools of medicine have responded to the challenge for additional

physicians, increasing sudstantially both in number and in size (Tables I, II)

A report entitled "AAMC Program for the Expansion of Medical Education"3 out-

lined a goal of 15,000 first-year medical atudents by the bicentennial year

of 1976. This figure is likely to be met in 1975, Similarly, the goals

announced in the Bane Report have all been achieved, exceeded or are within

reach before the 1975 deadline.

Currently, the net rate of increase of the physician population is about

37 per year, while that of the general population is about 1% per year (Table

III). This diaproportionate rate of growth would seem to indicate that an

appropriate balance will be achieved between the total number of physicians

and the population in the years ahead. However, many factors could alter the

time at which such a balance is achieved, including the advent of national health

insurance, policies for the reimbursement for services, changing demanda for

health care, and different professional patterns for the delivery of care.

If the present output capacity of American medical achools is maintained

A

and 1f the influx of foreign medical graduates continues at its present level,

the total number of physicians will approach 500, 000 by 1980. 1If the number of

foreign medical graduates is reduced subs:antially in future years, the total

number could be considerably smaller, If, for example, no foreign medical

graduates were admitted after 1975, the total number of physicians in 1980

might be smaller by 40,000 or more. If continued growth in the output capacity

of American medical schools occurs, the number will increase.

The production of numbers of physicians 1is being addressed with good results,

but there is alap need for an effective geographic and specialty distribution.

Ideally physicians should be evenly accessible to the population in all geo-

graphic settings. This 1is not the case, for physician distribution, like that of

33
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=zany segments of the population, has been influenced markedly by economic and
social conditions and by urban and rural dynamics (Table IV). The result has
been dramatic differences in the concentration of practicing physicians in
various population areas (Table V).

Of considerable 1mport§nce is the problem of having the right physician
in the right place at the right time. A psychiatrist 1s of limited utility
when obstetrical services are needed. Excessive numbers pf s?condary and
tertiary care specinlists will not meet the need for an adequate number of
primary care phyaicians; Obviously the distribution of physicians by medical
specialty is comparable in importance.to the total number and their geographical
distribution.

One of the most important factors in achieving a proper balance of physi-
cian manpower is the availability of primary care'physiciana to provide access

to the health care system. The progressively declining number of primary care

physicians in this country has evoked wide-spread concern, which is man{ifest

in the attention given to this aubjec; by private organizations and public
agencies, including the federal and state governments.

The present situation has evolved because of the increasing number of spe-
clalists other than primary care physicians. Adjustmants in the rate of p;oduc-
tion of specialists desirably would be effected by the creation of appropriate
incentives rather than by the imposition of regulacions and arbitrary controls.
The present need for readjustment, however, is sufficiently urgent that a long-
range program of incentives should be developed as promptly as possible.

Specialism has Aeveloped spontaneously since World War II as a reault of
the significant increase in biomedical knowledge, pot#nt drugs, and sophisticated

diagnoastic and therapcutic techniques. This has occurred largely because of the
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extensive support of biomedical research by :ﬁé federal governeeat and founda-
tions since the late forties. As a result of the responge to this national
mandate, the faculties of medical schools and the staffs of their associated
teaching hospitals became composed almost excluaiﬁely of non-primary care
speclalists and subspecialists. The visibility of the primary care phyaician :\'x
dwindled to the point where developing physicians choosing a career found no
pattern that displayed in an attractive fashion the profeesional role of the
primary care physician. Until the establishment of the American Board of

Family Practice in 1969, there was no specialty board that emphasized certi-

" fication for primary care and provided professional stature and prestige

equivalent to that enjoyed by the other recognized specialties.

A'primary care physician (or group of payaicians) is onejéha establishes
a relationship with an individual or a family for which'he provides continuing
surveillance of their health needs, comprehensive care fer the acute and chronic
disorders which he is qualified to care for, and access to the health care de-
livery system for those disorders requiring the services of other specialists
The physicians who meet this definition today are general/family physicians,
general interniata, and general pediatricians. To some degree, other speciaglists,
such as cardiolegists, gastroenteroiogiata, obstetricians, and'general surgeons,
also provide primary care, especially access to the health care eystem.' They are
not, however, identified either by education or practice as fulfilliné consistently
all of the requirements of primary care physicians.

Many studies have been made in an attempt to determine the numbers and pro-
portions of physicians needed in each of the various specialties, cut there haal
been no geaeral agreement on tﬁe optimal composition of the physician population.

However, most observers of the health care field appear to be in agreement that:
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entered some kind of resdency, the trend away from general practice was ac-~

centuated. By the end oZ 1971, only 1.6% of all of those engaged in graduate

medical education were in general or family practice residencies.

the
concept of family practice has achieved coneiderable vigibility and acceptance.

Sinoce the Amerioan Board of Family Practice was established in 1969,

The Board, however, should define more clearly the characteristics dnd eontour

of the spectalty since it ig interpreted in a variety of'days.

A new group of residency programs in family practice was established in

1970. These have grown phenomenally, from 62 approved programs with 131 first-

year residents in 1970 to 164 apptoved programs with 756 first
1n 1973,

-year residents
* but their proportion of the total field of graduate medical education

is still quite small. It istooearly to tell whether the early rapid rate of

growth will be sustained.

The Millis Commission pointed out that the average age of general practi-

tioners was above that for other Physicians in 1965. The average age of general

and family practitioners has been increasing over the past decade. Table VI

demonstrates the changing age distribution of GP/FP physicians. With most recent

graduates entering other fields, the difference has undoubtedly become greater

since that time. Consequently, even though the recent growth of family practice

residencies looks promising, the current low percentage of those in.residencies,

together with the attrition from the higher age population of general practi-

tioners, indicates that the pProportion of physicians engaged in general/familvy

practice 18 certain to decline further over the next few years. Only a majo:

. £
change in the career goals of American graduates and continued expansion of ¢t

the
number of family practice residencies will reverse the trend.

§ 2113
There are many factors which influence the| career choices of American ”!

sdus

. J
1974 figures to be supplied as soon as they fire avaflable.
s 0. )

o 3 N R SR N L ate

*
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wedtcal graduates, including such things as the nature of the spééialty field,
{ts professional challenge and recognition, the envirxonment for practice,
menetary revwards in proportion to time demands and service provided, and the
availability of professional associates and supporting services. Although there

is good cvidence today that these factors have been addressed, further effort is

required so that family practice will continue to be a desirable field by grow-

{ng numbers of medical students.
However, student interest is only one factor which will affect the growth
rate of family practice residency programs. A very important determinant Qill
be not only the availability of qualified faculty, currently in short supply, but
the excellence of the educational programs themsel§ea. Another will be the rate
of development of satisfactory models of family practice and appropriate admini-
strative units for the new programs. Substantial additional financial support .

vill be necessary to enable the development of the necessary personnel, resources,

and facilities.

INTERNAL MEDICINE AND PEDIATRICS

Residencies in internal wedicine and pediatrics have enjoyed sustained
popularity over many years. In 1962, 17.7% of all residents were in internal
medicine and 5.9 in pediatrics, compared with 13% and 5% respectively engaged
in practice in those fielda.4 In 1966, 17% of all residents were in programs
in internal medicine and 7% in pediatrics; the proportions engaged in practice .
in those fields were still 132 and 5% respectively.5 In 1972, the percentage
in residencies in internal medicine had increased to 23.9 and in pediatrics to
7.7. The proportions in practice had increased to 13.5% and 5.5% respectively.6

To some extent the growth in internal medicine and pediatrics may offset .

the decline in ganeral/family medicine. However, there is evidence to show that

substantial numbers of internists and pediatricians extend their training into

38
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subspecialty fields and are consequeantly being prepared to function principally
as secondary and tertiary care physicians rather than as primary care physicians
(Tables VII and VIII). Once again, this is not to deny that subspecialists
provide some pr%mary care, but simply to point out that their education does not
direct them toward primary care.

Prior to 1972, the American Board of Internal Medicine had ewarded 23,023
certificates. In addition, 2,697 certificates had been awarded in four sub-
specialty areas; the number of subspecialty certificates was therefore 11% of
the number of general certificates. -During 1972, 4,378 certificates were given
by the American Board of Internal Medicine. The large number was in part the
result of a change in certification policy during the previous year. During
the previous period 1,611 certificates were authorized in eight subspecialty
areas. This number is equivalent to 37X of the nuaber of general certificates
issued in 1972. The increment in subcertification has'iucreased the ratio of
subcertificates to general certificates from 11% to 15%. Some of the physicians
receiving certificates in subspecialty areas were already practicing and do not
represent an increment to the subspecialty manpower pool. .

Both the American Board of Internal Medicine and the American Board of
Pediatrics in recent years have developed additional categories of gubspeciali-~
zation for which certification is provided and more are planiied. At the present
time, Internal Medicine provides certification in cardiology, pulmonary disease,
gastroenterology, endocrinology and metabolism, nephrology, hématology.
infectious diseases; medical oncology, and rheumatology. Pediatrica provides
certification in cardiology, hematology-oncology, and nephrology. The Conjoint

Board of Allergy and Immunology, recently establisned, certifies physicians in

thias specialty.

+ 89
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it is almoaf certain that with additional opportﬁnities for certification
in subspecialty areas a progressively larger percéntage of those certified in
internal medicine and pediatricé will seek certification by a subspecialty board.
1f this occurs, there may be proportiocnately fewer internists and pediatricians
whose major intereet ie to provide primary care. An eppropriate balance would
be desirable, especially since the need for an increased number of primary care
physiciane is so evident.

The boards of Internal Medicine and Pediatrics can exzert considerable
influence upon the attainment of thig balance if they reaexémine their re-
quirements for admission to their ocertifying examinations so that the educa-
tional programs and oarcers of interniste and pediatricions interested in
primary oare will have at least the same professional prestige as the eub-
specialty categories of internal medicine and pediatrics. The Liaison Committee
on Graduate Medtcal Education, its sponsoring organizétions, ad the appro-
priate restdency review committeeg can, through the "Essentials" and the review
of reeidency programs, deviee methods for emphasizing\ the desirability and needs
of strong.and attractive educational experiences for interniste awd pediatri-
otans interested in primary care. 4

The preceding discussion indicates th;t the physician/pepulotion ratio
is increasing rapidly and very likely will attain an acceptable figure by 1980.
The distribution of physicians, however, by specialty and loecation will mot
be changed‘eigaificantly. A progressively larger proportion of phy@ﬁciamé
certified in Internal Medicine and Pediatrics are entering subspecialty fields.
Foreign medical graduates already comprice a significant part of the prae-
ticing medical profession and the numbern increcse yearly. Thexe 4o a well
documented nead for additional primary care phyciclans which ﬂm.parglc@uld

be met by providing greater opportunities, 1ﬁcent§ve@3 and sceurity fog otudeants

90




and physiciano interested in careors devoted te tho teaching and previclenm of

primaxry care.

This repert ia directed solely to ways im which the ecduecntionol cadoavors

of schools of madicine and graduatc cdueational pregrams may cspand the num

ber of primary ecore physiclapg. Mamy factors ia additlen to cduentiom cam,

and will, faflucenee the ausbero ond distributien ef primaxy eawxo phyciedons .
Por example, policies aad programs for the relmburzucmsnt of phyolalons goxvices
have a conpldorcble boariag upen met enly the nuwbers of phyoledtonn eerdteing
themselvae te eareere in primoxy eora, bu@ialao the avedbers wvae will coloet
careers in other opecisoltics. The developing imminecmec of natiemnal hoalth
ingurance will clsmeat @eftai@iy indtiote discusslons eonceraing reimdburscment

policies.

RECOMHENDAT IONS .

A. Ag o notlenal gesl, schools of medicine should be QREBUPOGCE

to accopt voluntorlly o responsibility for providing om oppro=

priate environment thot willl motlvate students te scleet eoareers

related to the teoching ond preetlec of primory core., Am fnlglal

national torget of having 50% of graduating medlecal s@ud@ﬁ@s chesse

careers as primary care speelalists appears reasonable,

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

Schoolo of wedicine accepting this respemoibility nay dizcet
their ottention to one or both of the following mechanicmn dm order ‘
to imereooe the output of gemeralictos (1) The dovelopeant of
instruetlonnl programs and oezvieco for fc@ily addedac, oz (2) the

reorientatieon of deportments of wmadicime amd pedlacrieso.

1. Hodleql sehools estnblishing fomily mndlelaq ndmimle ‘ ‘

strotlvo unigs are ebliqoted to provide the neeRssaArY

resourcos for the development of famlly practles cureleulo
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and the operation of family practice clinical services

in order that medical students may be exposed to suit-

able career models In famlly medicine. Financlal sup-

port from federal and state governments, as well as sup-

port from private foundations and the institutions them-

selves, should be made available for the support of such

activitles.

The federal and,eome state governments as well as private foundations have
already recognized that the development of the specialty of family practicevcould.
over the course of the nexe few years, increase the number of primary care physi-.
cians in'a significane way. Forty-nine schools of medicine have also recognized
the need and have responded by creatihg departments of family medicine or other
suitable administrative units.

Schoole of medicine seriously interested in promoting the development of
primary care physicians through the specialty of family practice recognize the
need to establish administrative units that have the same ptpfessional stature as
other administrative units in the school. In most instances, this requires the
addition of new facdlty‘members with primary care skills, and the training of
others. If success is to be achieved, other clinical disciplines in a school
must be supportive by contributing teaching time and effort to family medieine.
These disciplines should also instill in their own residents appropriate attitudes
recognizing the eonsultant's role in relationship to the primary care specialist
who provides continuity of care for the patient. The eehools will need financial

support for the development of new faculty, curricula, and space. Monies already

committed for the support of the schools cannot easily be diverted for this purpose.

2. Medical schools should encourage thelr Departments

of Internal Mediclne and Pediatrics to have among their

goals the creation of an environment that emphaslzes

the need for and the development of internists and pedi-

atriclans for primary care. The professional and

92
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metertal resources necessary to achieve such goals must

also be provided.

The incorporation into the faculty of academically criented genéral intern-
ists and pediatricians with the same privileges and stature afforded the sub-
specialists in these departments would accomplish a grea:t deal in chahging thé
image of medicine and pediatrics presented to undergraduate students.

B. Institutions responsible for graduate education, Inéluding

unlverslity-afflllated hospitals, should be encouraged tc estabtish

residencles In famlly practice, internal medicine and pediatrics,

with orientation toward orimary care. These prégrams should have

squal professional status with educatlional programs In the medi-

cal and pedlatric subspecialtles.

M&hm&abnm.o.fn-:he-mmmmmmnm-keam—m—hospnah
M.M.M#mmeﬁﬂwﬂamﬁyrﬂ—tsfeisenttai—
thata--fandly préctice-unit-exiet--in-a-university -hospital-tf-the~destrabie——
featuzes of 4 cazeer infanily practice-are to-be-spprectated-by-students—and-

In a few institutions, many of the physical patient, and professional
resources are already in existence and require only re-allocation for new
objectives qnd prqgraﬁso In most, new facilities and profesaionallstaff will
belnecessary to establish successful educational programs.

Special emphasis ehould be given to the creation and financial support of
an appropriate ambulatorv care setting for the teaching qf'fhmily practice,
intemal medicine and pediatrics with orientation toward primary care. Withiﬁ
fhe ambulatory ocare setting, physicians shculd leam to function with other

health professionals in order to increase the overall effectiveness and quality

-

935
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State governments and their agencies responsible for health and education
should be aware of the documented fact that the retention of physicians within
their jurisdiction is to a significant degree dependent upon the location, the
type, and quality of residency programs within the state. Financial support
directed to the development of high quality residencies in family practice,
and in internal medicine and‘pediatrica with orientation toward primary care,
would almost inevitably be a sound investment on behalf of the people within

a state.

C. Educational Institutions should be encouraged to develop better

methods for the delivery of primary care, including ways of increas-

ing efficlency and effectiveness of primary care physiclans and

educating physiclans to work with other members of the health care

team, so that efflclent and complete health care may be provided.

This is particularly important because it is impossible to predict precisely
the future patterns of the delivery of healfh care., While it seems likely and
indeed desirable that a plur#listic system of health care delivery will continue
to exist, it is possible that there will be a strong movement toward the ex-
pansion of group practice and the development of health maintenance organizations.
Obviously, the profession and ité educational institutions must be prepared to
respond to such changes with innovative and imaginative educational programs .
feleQant to demonstrated needs. |

However the patterns of care develop in the future, it must be emphastzed
that there ie currently a serious néed for more primary care phyeicians and this
need will inoreaseé in the yeare ihmediately ahead. Major efforte and financial
support should therefore be provided for increasing the number of family phyeicfana,

and intermists and pediairiciane committed to the dalivery of primary oare. Support

for thie development should be provided in addition to, and not-at-the-espense of,

.94
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TABLE [
.STUDENTS AND GRADUATES IN MEDICAL AiD BASIC SCIENCE SCHOOLS*

NUMBER OF 1ST YEAR - TOTAL
YEAR SCHOOLS ENROLLMENT ENROLLMENT GRADUATES

1930-31 76 6,456 21,982 4,735
1940-41 77 5,837 21,379 5,275
1950-51 79 | 7,177 26,186 6,135
1960-61 86 8,298 30,288 6,99
1970-10 103 1,38 40,487 8,974
1971-72 108 12,361 | 43,650 9,551
1972-73 nz 13,726 47,546 | 10,391 -
1973-74 na 14,084%% 51,000%* 11,862%*

*Table developed from information published annually, Medical Education in the United States,
The Journal of the American Medical Association.

** Estimates
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TABLE 11

AVERAGE SIZE OF MEDICAL SCHOOLS, 1930-1974°

NUMBER OF AVERAGE 1ST YEAR AVERAGE TOTAL AVERAGE
YEAR SCHOOLS* ENROLLMENT * ENROLLMENT* GRADUATES**
1930-31 76 85 289 74
1940-41 77 ' 76 217 79
1950-51 79 91 331 85
1960-61 86 - 96 352 86
9 197071 103 10 393 101
1971-72 108 ' 114 404 102
1972-73 ERIY: 123 425 106
1973-74 114 | 121 a47we 109#++

* A1l medical schools.
e+ Excludes schools not graduating students.
#*¢ Estimates. . s

+ Table developad from information pub‘Hshéd annually, Medical Education in the United States,
The Journal of the American Medical Association.
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Eavironmental
Factors

I

Cultural
eprcrtunities
Quality of educa-
ticnal systen
Quality and avatl-
ability of housing
Comunity sccurity
Pollution

" latra-regionel

transport,
Provision of
public scrvices
Informatlion
avatlabiliey
Access to shopping
Climate
Recrcational
facilicics

Classif{icatfion Cede:

* lndicates varisble,ln the subset of policy olternatives,wiich scems tc be very imporcant

1,2

~N NN

NN

TASLE 1V

POLICY POTENTIAL OF FACTORS IN LOCATION DECISIONS

Prior
Exposure

S

Place of bireh 1
Medical school* 4
Internship* 4
Residency* 4

LOCATION

ISION

A

Professional
Relationships

Professional

contacts¥®
Stimulation
Opp'ty for
contlnuing
education &4
Opp'ty for

utilization

of "modcra"

facilities

and technlques &
Hospltals* 4
Allicd health
pcrsonnel 4

4

& o

. Barrlers to

entry

Availability of
group practice® 4

1. Not sudject to policy manipulation
2. Incfficlent policy variadle

3. Infeasible variable for policy

4, Potential policy varfable

Econonie T zieane
Factors Dater=inaats
Income* & erulatizn
Costs 3,4 sico i
Excess Age ,sex,race 10
demand* 3.4 Per capita

frecze® 2,3
Eduestion” 2.4
Urbaurization 2
Porulation

grosth 1
Feedback of

piysician/

pepulstion

ratio 1,(3)

Source

McFarland, J.: Toward an Explanation of tle
Geographfcal Location of Physicians in The
United States. In: Contribuiions to a Com~
prchensive Health Manpower Stratcgy, Chicago:
AMA Center for Health Services, Researeh a«d
Developaent. Rev. July, 1973 - pp 29-67

’
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TABLE V

CONCENTRATION OF PRACTICING, NON-FEDERAL

PHYSICIANS IN POPULATION AREAS .

Metropolitan
__Area

Boston, Mass.
Los Angeles, Calif.
Knoxville, Tenn.

Peoria, I111.

‘Abilene, Tex.

Biloxi, Miss.

Elkhart, .Ind.

*As of Dec. 31, 1971.
+As of Dec. 31, 1972,

Resident
Population*

3,388,300
7,06é,600
409,500
344,800
117,200
135,200
132,200

Total
Non-Fed.

Physicians+
7,624

12,632
540
361
m
108

97

Physicians
Per
100,000 Pop.

229

177
132
105

95
80
74

This table constructed from information published in Distribution of Phueiciw:s
i the U5, 1972, Vol. /Metropolitan Areas. AMA Center for Health Services

Research and Development.
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Table VI

FP/GP AGE GROUPINGS, 1963 and 1967*

Age Group ‘ 1963 1967

Over 50 36,993 (50.28%) 36,883 (53.59%)
Under 50 36,586 (49.72%) 31,947 (46.41%)
Total 73,579 (1002) . 68,830  (100%)

*From Selected Characteristics of the Fhycician Population, 1963 and 12€7.
of Survey Research, 1968.

AMA Department-




TABLE VII

CHANGE IN SPECIALTY DISTRIBUTION

PRIMARY CARE SPECTALTIES 1965* 1972* CHANGE

]
INTERNAL MEDICINE 38,690 47,994
PEDIATRICS 15,665 19,610
GENERAL AND FAMILY PRACTICE 11,366 55,348
125,721 122,952 - 2.2

MEDICAL AND PEDIATRIC
SUB-SPECIALTIES

ALLERGY 910 1,638
| CARDIOVASCULAR 1,901 5,883
| GASTROENTEROLOGY . 633 1,839
PEDIATRIC ALLERGY 4 82 383 .
PEDIATRIC CARDIOLOGY » 146 514
PULMONARY DISEASE 1,226 2,065

4,898 12,322  + 151.6

% CHANGE IN RATIO OF MEDICAL
AND PEDIATRIC SUB-SPECIALISTS:

TO TOTAL NUMBER OF INTERNISTS © 9,0 18.2
AND PEDIATRICIANS :

.\-

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

PRIMARY CARE SPECIALTIES 125,721 122,852
MEDICAL AND PEDIATRIC SUB-SPECIALTIES - 4,808 - 12,322

120,823 110,630 - 8.4
SURGICAL SPECIALTIES 76,147 91,058 +19.6 '

OTHER SPECIALTIES 70,809 94,57 +33.6

*Distribution of Physicians in the U.S., 1965, 1972. AMA Center for ‘
~Wealth Services Rescarch and Development
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TABLE VIII

-

DISTRIBUTION OF PHYSICIANS IN USA AND POSSESSIONS

H . Canetalty } 1965 No.* 2 1972 No.* 2

(eneral and Femily Medicine 71,366  24.45 55,348 15.52
- internal Medicine 38,690 13.25> 43.06 47,994 13.ae}> 34.48
Tedfartrics _ 15,665 5.36 19,610 s.50l
- Allergy 910  0.31 1,638  0.46
1 Anesthesiology 8,644  3.00 11,853 3.32
| Aviation Medicine 788  0.27 921  0.26
Cardiovascular Disease 1,901 0.65 5,883 1.65
-~ Child Psychiatry 817  0.28 2,268  0.64
4 Colon & Rectal Surgery 650 0.22 649 0,18
E Derzatology 3,538  1.21 4,227  1.19
8™ Diagnostic Radiology ‘ 38 0.01 2,076 0.58
= Forensic Pathology 51  0.02 194  0.05
2, - GCastrcenterology 633 0.22 1,839 0.52
El., General Preventive Medicine 971  0.33 840  0.24
I General Surgery 27,693  9.49 30,989 8.69
z Neurological Surgery 2,045 0.70 2,753 0.77
3 Neurology 2,174 0.74 3,494 0.98
= hstetrics & Gynecology 16,833  5.77 20,202  5.67
SR Occupational Medicine ‘ -1, 745 0.59 2,506 0.70
= Ophthalmology 8,397 2,88 10,443  2.93
ol Orthopedic Surgery - 7,549 2.59_\. 10,356 2.90 |
ol I Otolaryngology 5,325 1.82 ~ 56.94 5,662 1.59 ~ 65.52
Z| . _ Pathology 8,437  2.89 11,0246  3.09 :
Ol .- ‘ Pediatric Allergy : 82  0.03 383  0.10 |
=1 Pediatric Cardiology 146  0.05 514  0.14 |
p: Physical Medicine & Rehab. 1,084  0.37 1,551  0.44 |
2 Plastic Surgery 1,133 0.39 1,786 0.50 |
o Psychiatry : 17,888  6.13 ©22,570 6.33,
a Public Health . 2,680 0.92 2,906 0.82"'
2 2ulmonary Disease 1,226  0.42 2,065 0.58
3 Radiology 9,553 3.27 11,910 3.34 |
3. Therapeutic Radiology 56  0.02 931  0.26
2 Tnoracic Surgery 1,477 0.51 1,927 0.54
= Urology 5,045 1.73 6,291 1.76 ;
£ Other Specialties - - 7,010 1.97i
2 Unspecified 9,750 3.34 8,290 2.33
2 Inactive 13,279 4.55 20,110 S.64 |
5| Not Classified 3,566 1.22 12,356 3.47
a Address Unknown - - 3,165 0.89 !

. .291,825 100.00 356,534 100.00

* Distribution of Physicians in the U.S., 1965, 1972. AMA Center for Health
Services Research and Development.
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VI. 6.  AAMC POLICY STATEMEMT OH HLW RESEARCH INSTITUItS
: AND TARGETED RESEARCH PROGRATS

The Association of American Medical Colleges reaffirms its strong belief
that a key element in the past and future success of our national effort to
conquer disease is a strong, diverse, balanced program of high quality biomed-
jcal research.

NEW RESEARCH INSTITUTES

The present organizational structure of the National Institutes of Health
provides specific attention to various disease categories, organ systems, basic
science and the particular needs of various age groups in our population. It
is thus a rational arrangement embodying the essential characteristics of di-
versity ‘and balance. Vhile we recognize that the current structure is not with-
out potential for improvement, we believe it imperative that any modification
recognize that an effective national program of support for biomedical research

" requires an organizational structure with reasonable stability comprised of a

1imited number of component entities. The fundamental nature of scientific in-

_quiry involves the potential for substantial overlap among projects and programs,

thus, the orderly management of scientific programs requires a high degree of
coordination. Such coordination would be made more difficult by the prolifera-
tion of organizational entities devoted to increasingly narrow concerns. Fur-
thermore, the administrative support required for each new organizational en-
tity imposes new financial burdens and creatés additional management complex-
jties for which there is little offsetting beénefit. Thus, the Association
opposes, as a matter of considered principle, the establishment of additional
categorical disease institutes or institutes dedicated to one or more organ -
systems at the NIH or NIMH. However, the Association recognizes that to ac-

complish objectives not presently identified it may be necessary to add new
responsibilities to existing programs of the various institutes of the NIH/NIMH.

TARGETED RESEARCH

Legislative proposals mandating the establishment of biomedical research
programs directed toward specific disease entities should be evaluated in the
context of the following considerations.

1. The relative priority of the new programmatic focus in reclation
to ongoing programs. During a period of constrained budgets,
the legislation will increase the emphasis on the identified
disecase to the detriment of pre-existing prograns.

2. An appropriate distinction between research and non-research
components of the proposal. The almost insatiable resource
demands of service-oriented activities require built-in safe-
guards if the research activities are to share appropriately
in the allocation of resources.

3. The status of the scientific understanding of the diseasc and
the potential for significant progress through a targeted ap-
proach. An essential prerequisite for any national program
targeted toward the conquest of a specific discase is the
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existence of an understanding of the fundamental biological
processes underlying the disease in question. In the ab-
sence of such knowledge, the search for specific therapeutic
treatments must not be over-emphasized to the detriment of
investigating the underlying biological phenomena.

4, The suitability of existing legislative authoritics for the
accomplishment of newly identified objectives. The array of
existing authorities provides ample bases and great flexibil-

- ity for more intensive effort in specifically designated
areas.

Finally, the Association believes that the key to our Nation's ability to
achieve long-term biomedical research goals is the maintenance of a strong pro-
gram of fundamental research such as is supported under the aegis of the Na-
tional Institute of General Medical Sciences. Great care should be taken that
our long-term investment in the solution of health problems not be undermined
through speculation on short-term and poten;ially illusory objectives.

For the immediate future, any new legislation dealing with the estab-
lishment of new research institutes or targeted research programs should await
the comprehensive review of national biomedical research and recommendations
of the Biomedical Research Commission, which has been established at the di-
rection of Congress with the passage of the National Cancer Amendments of
1974, PL-93-352.
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AAMC/AADS/NLM EDUCATIONAL MATERIALS PROJECT
AAMC DIVISION OF EDUCATIONAL RESOURCES
The four basic programs to which this effort is dedicated includes: the development
‘ of procedures for the appraisal of educational materials in non-traditional formats (audio-
visual, computer-based instruction and evaluation materials, simulations, etc.); the design
and implementation of a clearinghouse system for these materials (AVLINE); the establish-
ment of 5 needs assessment plan and prioritization for the production of new materials; a
review of the problems and potential solutions related to the distribution and retrieval
of these materials by students and faculties; and other areas of mutual concern regarding
- the use of educational technology in health science education.
One of the initial tasks undertaken was that of surveying the medical and dental school

faculties in an attempt to ascertain what these individuals have identified as effective

educational materials (either self-instructional or lecture support in format), whether
they could be made available for panel review and whether they might be available for use
by other institutions.

The responses to these queries, added to the survey conducted by the American Associ-
ation of Dental Schools (AADS) and those previously identified by professional groups and
the National Medical Audiovisual Center (NMAC) have identified 22,432 items that could.be
subjected to review by panelists recommended by academic societies.

. Up to the present time, fourteen interdisciplinary panels have been convened to re-
view and appraise educational materials (predominately lecture-support audiovisuals) in
neurosciences, cardiovascular system, pathology, periodontics, operative/restorative den-
tistry, fixed prosthodontics, behavioral sciences, musculoskeletal, reproductive systems,
digestive system, orthodontics and pedodontics. The criteria used, the results obtained
and a listing of the panelists participating in these reviews is contained in a report
entitled "Educational Materials Project Development."”

A brief summary indicaies that during these fourteer. reviews, 2,293 items have been
appraised, of which 1,308 have been deemed acceptable for inclusion in the AVLINE data

base. A "Highly Recommended” category was achieved by 200 of the accepted items.

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

. The items recommended by the panelists will be included in the National Library of
Medicine's data base designated as "AVLINE" which will be tested with users in early 1975.
The process of adding to and updating the AVLINE data base is continuous as the Project
seeks to identify, evaluate and make available for use those educational materials that
have been proven to ke effective in medical and dental education.
. -
Educational Technology for Medicine: Roles for the Lister Hill Center, Recommendations

’ for a National Biomedical Communications Network. J. Med. Educ., 46: July, Part 2, 1971.

Educational Technology for Medicine: Academic Institutions and Program Management -

Recommendations of a Committee of AAMC to the Medical School Faculties. J. Med. Educ., 48:
203-226, 1973.

(2) October, 1974
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VI. 8. STATUS OF THE NIRMP

For several years the viability of the National Intern Residency
Matching Plan has been of considerable concern to medical students,
medical school deans and many directors of programs in teaching hos-
pitals. This concern arose because of an increasing number of vio-
lations of the rules of the matching plan by both students and some
program directors. Adding to this concern was the inordinate delay
in announcements of matching results by the NIRMP in 1972 and 1973.

The increasing number of violations of the matching plan were
in large measure related to the decision by several specialty boards
that the internship would no longer be required and that students
could enter specialty training directly from medical school. Be-
cause program directors were anxious to fi11 their residency posi-
tions, overtures were made to students encouraging them to accept
positions outside of the matching plan. The NIRMP had also not been
able to utilize up-to-date data system management in conducting
the matching plan and thus was not able, either to announce results
on time, or accomodate to the rapidly changing demands being placed
upon it by the altered requirements of the specialty boards.

In the Summer of 1973, the Board of the NIRMP contracted with
a systems management group for the development of an effective com-
puter based matching program. This became operational for the 1974
match, and the match was conducted on time; in fact, the matching
was completed a full ten days before the announcement date.

The Organization of Student Representatives instituted a NIRMP
monitoring program in which every medical school has been asked to
establish a committee to investigate alleged violations of NIRMP
rules. When medical schools. have verified to their satisfaction
that a student has been improperly asked-to violate the rules of
the NIRMP by a program director, the violation is reported to the
President of the Association, who informs the program director of
the alleged violation., Thus far, the NIRMP monitoring system has
been utilized on one occasion, and on that occasion the director
of the program alleged to have violated the rules of the NIRMP
acknowledged that he was not aware that he was violating the rules.

The Liaison Committee on Graduate Medical Education has ap-
pointed a subcommittee to discuss what role the LCGME should play
in the maintenance of the NIRMP. At this date, the committee has
not yet reported. The CAS Administrative Board has recommended
that the LCGME consider requiring adherence to NIRMP as a require-
ment for accreditation of graduate programs.
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1" VI.

November 11-14, 1974

Monday - November 11

'* 8:00 p.m.

Tuesday - November

Session on IOM Social Security
Studies

12

7:30 - 8:45 a.m.
* 9:00 - 12 noon
12 noon-1:30 p.m.

* 3:00 - 5:00 p.m.

6:30 - 8:30 p.m.

' * 8:00 - 11:00 p.m.

New Dean's Breakfast
(by invitation)

Program on Quality Assurance
and PSRO's

COD Administrative Board Luncheon
(Board Members)

COD Business Meeting

Group on Public Relations--Deans
Reception

Seminar on Foreign Medical
Graduates

Wednesday - November 13

7:30 - 8:45 a.m.
* 9:00 - 12 noon
* 2:00 - 5:00 p.m.
6:00 - 7:30 p.m.-

Deans of New and Developing
Schools Breakfast

Plenary Session
COD/CAS/COTH Program "Specialty
Distribution of Physicians”

AAMC General Reception

Thursday - November 14, 1974

7:30 - 8:45 a.m.
* 9:00 - 12 noon
* 1:00 - 4:00 p.m.
. * 4:30 - 6:00 p.m.
6:00 - 7:30 p.m.

Midwest-Great Plains Deans
Breakfast

Plenary Session '

Assembly

Minority Affairs Program

AAMMC General Reception
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9. COUNCIL OF DEANS ACTIVITIES AT THE ANNUAL MEETING, 1974
Conrad Hilton Hotel, Chicago, Illinois

Room

Waldorf

Parlor #419

Waldorf

Dining Room
$8

Williford C

Beverly

Williford B & C

Dining Room
#1

International
Ballroom

International
Ballroom

Grand Ballroom

Dining Room #4
International
Ballroom
Williford
Williford

Grand Ballroom




