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AGENDA 

COTH ADMINISTRATIVE BOARD
Thursday, March 15, 1973

Embassy Row Hotel
ENVOY C

9:00 a.m. - 3:00 p.m.

I. Call to Order

Approval of Minutes, Meeting of November 2, 1972

Report on the revision of the MCAT

James Erdmann, Ph.D., Director, Division of
Educational Measurement and Research

TAB A

TAB B

IV. Membership Applications Separate
Attachment

A) Community Hospital of Indianapolis
6) Veterans Administration Hospital, Baltimore
C) Saint Johns Hospital, Springfield, Ill.
D) Memorial Hospital of Springfield, Ill.
E) Riverside Methodist Hospital, Columbus, Ohio:'"
F) Bryn Mawr Hospital, Bryn Mawr, Pa.
G) The Waterbury Hospital, Waterbury, Conn.,
H) Veterans Administration Hospital, Los Angeles

V. Regional Meetings TAB C

VI. Staff Reports

, .A. Dr..Kalinowsid. .
' 1. Professional Standards Review Organizations TAB D

2. RMP/CHP Legislative Renewals TAB E
3. Current Status of HMO Contract

B. Dr. Knapp
1. Social Security Amendments TAB F
2. Proposal for COTH Research Awards TAB G
3. House Staff Survey and TAB H

Development of a COTH Monograph
4. Hill Burton Legislative Extension TAB I

VII. Annual Meeting TAB J

VIII. Guidelines for Academic Medical Centers Planning to TAB K
Assume Institutional Responsibility for Graduate Medical
Education
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•

IX. Report from the Ad Hoc Committee on Continuing TAB L
Education

X. Information Items

A) Report of the AAMC Officers' Retreat
B) Functions and Structure of Schools of

Basic Medical Sciences
C) Minutes of the First Meeting of the

Liaison Committee on Graduate Medical
Education

XI. Other Business

XII. Adjournment

NEXT MEETING OF THE ADMINISTRATIVE BOARD

Wednesday, June 20 Dinner Embassy Row Hotel
6:30 p.m. - 9:30 p.m.

Thursday, June 21 Embassy Row Hotel
9:00 a.m. - 3:00 p.m.

TAB M
TAB N

TAB 0
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COTH ADMINISTRATIVE BOARD MEETING
Hotel Fontainebleau

Miami Beach, Florida
November 2, 1972

PRESENT:

George E. Cartmill, Chairman
Leonard W. Cronkhite, Jr., M.D., Chairman-Elect
Irvin G. Wilmot, Immediate Past Chairman
John H. Westerman, Secretary
Robert A. Derzon
Joe S. Greathouse, Jr.
Sidney Lewine
Herluf V. Olsen, Jr.
Roy S. Rambeck
Stuart M. Sessoms, M.D.
David D. Thompson, M.D.

EXCUSED:

Thomas H. Ainsworth, Jr., M.D.
Edward J. Connors
Arthur J. Klippen, M.D.

GUESTS:

Merle S. Bacastow, M.D.
Robert J. Weiss, M.D.
Charles B. Womer
Dennis Pointer, Ph.D.

STAFF:

Stephen J. Ackerman
Grace W. Beirne
Alexa Burt
Lily Engstrom
Robert H. Kalinowski, M.D.
Richard M. Knapp, Ph.D.
Catharine A. Rivera
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I. Call to Order:

• Mr. Cartmill called the meeting to order at 3:00 p.m. in the Champagne

Room of the Hotel Fontainebleau.

•

•

II. Consideration of Minutes:

The minutes of the meeting of August 6, 1972 were approved as distributed.

III. Membership:

A. Pending Applications 

It was reported that four membership applications and eight letters

expressing interest in COTH membership had been received since the Feb-

ruary, 1972 moratorium was declared. Assuming the Report of the COTH

Ad Hoc Membership Committee would be passed, the staff was directed

to inform the twelve prospective member institutions of the new

criteria for membership, and request that appropriate documentation

be forwarded so that the application could be reviewed at the next

meeting of the Administrative Board.

B. Other Membership Problems 

The matter of institutional representation in COTH and payment

of dues to COTH has been raised in the context of some recent hospital

mergers. An example is the Charleston Area Medical Center which is an

organization that resulted from the consolidation of five hospitals

and now has one Board of Trustees. One of the principal hospitals is

already a member of the Council of Teaching Hospitals.

After discussion, there was general agreement that COTH member-

ship should be in the name of the newly established corporation, that

the chief executive of that corporation should be the COTH representative
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and that single membership dues should be paid. Further, there was a

consensus that it is premature to delve further into this matter, and

that future problems in this area be dealt with on a case-by-case basis

by the Administrative Board after appropriate documentation by the staff.

IV. Nominating Committee Report:

Chairman Wilmot stated that other members of the Committee were

George Cartmill and John Stagl. The committee report is as follows:

Administrative Board

CHAIRMAN
Leonard W. Cronkhite, Jr., M.D.
Children's Hopsital Medical Center

CHAIRMAN-ELECT
Robert A. Derzon
University of California, San Francisco

THREE-YEAR TERM

Daniel W. Capps
University Hospital, University of Arizona

Sidney Lewine
The Mount Sinai Hospital of Cleveland

Charles B. Womer
Yale-New Haven Hospital

TWO-YEAR TERM

David H. Hitt
Baylor University Medical Center

ONE-YEAR TERM

Eugene L. Staples
West Virginia University Hospital

AAMC ASSEMBLY

THREE-YEAR TERM

John W. Colloton
University of Iowa Hospitals and Clinics
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THREE-YEAR TERM

David H. Hitt
Baylor University Medical Center

John F. Imirie, Jr.
Medical College of Virginia Hospitals

Bernard J. Lachner
Evanston Hospital

Stanley R. Nelson
Henry Ford Hospital

Marvin F. Neeley, Jr.
Milwaukee County General Hospital

J. W. Pinkston, Jr.
Grady Memorial Hospital

Mitchell T. Rabkin, M.D.
Beth Israel Hospital, Boston

John V. Sheehan
Veterans Administration Hospital, New YOrk

John Reinertsen
University of Utah Hospital

John M. Stagl
Passavant Memorial Hospital

Charles B. Womer
Yale-New Haven Hospital

ONE-YEAR TERM

David L. Everhart
New England Medical Center Hospital

Dan G. Kadrovach
Hermann Hospital, Houston

V. Meetings During the Coming Year:

A. Administrative Board Meetings 

Since the next regularly scheduled meeting of the Board (December 12)

follows the annual meeting so closely, it was left to the discretion of

the incoming Chairman to decide whether a meeting is necessary. Board
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•

meetings scheduled for the 1973 administrative year are as follows:

Wednesday, March 14, 1973

Thursday, March 15, 1973

Wednesday, June 20, 1973

Thursday, June 21, 1973

Dinner

Dinner

August 19, 1973
(Sunday Preceding American Health Congress
Chicago, Illinois)

Embassy Row Hotel
6:30 p.m. - 9:30 p.m.

Embassy Row Hotel
9:00 a.m. - 3:00 p.m.

Embassy Row Hotel
6:30 p.m. - 9:30 p.m.

Embassy Row Hotel
9:00 a.m. - 3:00 p.m.

Palmer House
9:00 a.m. - 3:00 p.m.

B. Spring Regional Meetings 

There was agreement that spring regional meetings should be re-

activated in early 1973. The new Chairman, Dr. Cronkhite will appoint

an individual in each region to work with the staff in planning the

program for the meetings.

C. Other Special Meetings 

With the discontinuance of the February meeting of the AAMC Assembly,

it was pointed out that the Council of Deans and Council of Academic

Societies are planning an annual spring session (in addition to reg-

ional meetings). There was a brief discussion of whether COTH should

follow suit. There was consensus that no such meeting should be

planned at this time. However, if the new COTH Director believes such

a meeting would be useful, or if the Chairman believes an issue, or

set of issues, requires this type of attention, this decision should

be reconsidered.
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V. Committee Reports:

111 The following committee reports were presented by

individuals. The reports or recent minutes reflecting

these activities appear as appendices to these minutes

•

the designated

the progress of

• VA Sharing Task Force Appendix A

• RMP/CHP Committee Appendix B

• Subcommittee On Quality Of Care Appendix C

Task Force on Graduate Medical Appendix D

Education and Faculty Practice Plans

With the exception of the VA Sharing Task Force, the groups will continue

to work. The VA SHaring Task Force Report will be presented at the December 21

meeting of the AAMC/VA Liaison Committee.

During Mr. Greathouse's report on the VA, questions were raised regard-

ing VA Circular # 10-73-184 which permits dual payment to medical residents

for performing duties normally expected of house officers. A copy of this

circular appears on the following page. Concern was expressed about estab-

lishing the precedent that if a house officer performs services which don't

specifically relate to the educational program, he or she should be paid

additional dollars. The discussion also included such matters as house

staff work rules, fringe benefits, moonlighting, and general contractual

arrangements. No action was taken, but the staff was requested to explore

the possibliity of including some of these questions in the COTH annual

house staff salary survey.

VII. Other Business:

Dr. Knapp made a brief presentation of the principal provisions of

H.R. 1 and indicated that a staff analysis of the bill woudl be mailed to

all AAMC constituents in the next two weeks.



(7)

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

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

•

Mr. Cartmill thanked the members of the Administrative Board and staff

for their support during the year. Members of the Board joined in expressing

their appreciation of Mr. Cartmill's leadership during this most important

year.

VIII. Adjournment:

There being no further business, the meeting adjourned at 5:15 p.m.
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• . •
Veterans Administration • •
Department of Medicine and Surgery
Washington, D. C. 20420

SUBJECT: COVERAGE IN THE ADMITTING AREA

CIRCULAR 10-72-184

August 15, 1972

TO : Directors of VA Hospitals, Domiciliary, VA Outpatient Clinics;
and Regional Offices with Outpatient Clinics

•
, .

In order to meet the critical problem faced by some VA, hospitals in
staffing the admitting office, Central Office will consider granting
authority to appoint medical residents presently on VA rolls as fee basis
physicians for coverage during nights, weekends, and holidays. Approval
can be granted only on an individual station basis when the following con-
ditions are met and certified to the appropriate Regional Medical Director;
(1) the Deans Committee has determined that admitting office duty is not a
valid training experience in the VA and (2) no other means of providing
medical coverage in the admitting office is available to station manage-
ment. Medical residents appointed on this basis will be paid the fee per
tour established by the Regional Medical Director in addition to their
regular resident stipend. 

•. .

Requests for this exception will be submitted to the appropriate
•Regional Medical Director (052A) and will contain the following informa-
tion: (1) description of index and community hospital practices and rates
for similar duty, (2) statement that Deans Committee has officially deter-
mined that admitting office duty in the VA is not a valid training
experience for residents and that they concur in the proposal being suh-

O 

-mitted, (3) number and duration of tours to be established per week, and
• (4) explanation and justification why station management has determined

that this method of coverage is necessary instead of using .staff
..physicians and/or non-VA fee basis physicians.

• • ••
•Dual appointment and pay of residents on VA rolls for any purpose
other than performing an established tour of admitting office duty is pro-
hibited. Existing RMD authorities for fee basis admitEing office tours of
duty are not to be construed as authorities for the dual appointment and
compensation of residents on VA rolls; separate authority is required for
this purpose. If the station is requesting authority for fee basis ad-
mitting office tours of duty in which private physicians and residents on
VA rolls will be utilized, this should be so indicated in the submission.

If the appropriate RMD approves fee basis tours of duty for admitting
office coverage and the utilization of residents on VA rolls for such tours,
then stations so authorized must keep a record of the names of all such
residents given dual appointments for this purpose, the number, type and
duration of each tour performed, and the total amount paid each resident
under his fee basis appointment. This information is required to be
reported annually to Central Office. Reports will be due August 1 of each
year covering the preceding fiscal year, and will be submitted to the

•

III ' 
CIRCULAR EXPIRES AUGUST 14, 1973
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appropriate Regional Medical Director (052A). A format for this report
will be prescribed in a forthcoming issuance.

The appointment of a fee basis physician under 38 U.S.C. 4114(a)(1)(B)
into is also appointed as a resident under 38 U.S.C. 4114(b) does not

quire the submission of additional data into the PAID System to reflect
the fee basis appointment.

Distribution:

MJ. MUSSER, M.D.
Chief Medical Director

COB: (10)(05) only, (052A)25, (054D)25, (152)25
SS (1011312) FSB: HA, DO, OC, OCRO

•

.. • . • -



. • REPORT OF 1HE •
VETERANS ADMINISTRATION
SHARING TASK FORCE

APPENDIX A
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In October of 1971, COTH Director John Danielson appointed a Veterans
Administration Sharing Task Force. This group was appointed as a result of
several meetings held informally with Veterans Administration COTH members.
The Task Force was charged with reviewing progress in VA-medical center sharing
programs.

INTRODUCTION 

Public Law 89-785, which enabled Veterans Administration hospitals to
engage in sharing of medical facilities, equipment and information was enacted
on November 7, 1966. This legislation authorized the VA to engage in agree-
ments which provide for:

the exchange of use of specialized medical resources when
such an agreement will obviate the need for a similar
resource to be provided in a VA facility.

the mutual use or exchange of use of specialized medical
resources in a VA facility which have been justified on
the basis of veterans care but are not utilized to their
effective capacity.

The implementation of this legislation has been of great interest and
concern of the House Committee on Veterans' Affairs and of the present Chief
Medical Director. The following data for FY '71 was contained in the Annual
Report on Sharing Medical Facilities of the Administrator of Veterans Affairs
and provides a status report for the first five years through June 30, 1971.

At that time the VA was operating 165 hospitals of Wich 99 were "Teaching
Hospitals" affiliated with one of the nation's 109 medical schools. Sixty-six
VA hospitals did not have such affiliations. Forty-five of the 165 VA hospitals
had implemented sharing agreements as of June 30, 1971. Tables I and II set
forth the dollar value of these sharing arrangements.

TABLE 1

Number of VA Hospitals Receiving Services Under A
Sharing Arrangement

Total - Number of Hospitals
-. Dollar in • 

•.,. 

Dollar
....,. .- -'.. Value  . s..Dollar Range  . .  Range .... s.

$ 26,804 7 Under $ 12,000
265,903 . 7 $ 25,000- 66,000
420,084 3 125,000-165,000

TOTAL 712,791 17 OM of VA Hospitals)
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.Number of VA Hospitals Which Furnished Services
Under A Sharing Arrangement .

Total Number of Hospitals
Dollar in Dollar
Value Dollar Range Range

15,428 . 19 Under $ 3,000
67,312 7 $ 4,000- 14,000
99,995 3 22,000- 46,000
312,512 3 96;000-109,000
330,082- 2 153,000-178,000

77
TOTAL $ 825,329 34 (20% of VA Hospitals)

On June 1, 1971, Mr. Bill Freer, as Special Assistant to the Assistant
Chief Medical Director for Planning and Evaluation, assumed the responsibility
for the administrative coordination of sharing proposals submitted by field
stations for Central Office approval. His efforts have been helpful and
additional progress was made in FY '72 as indicated in Table 3.

TABLE 3

Status of Sharing Arrangements
FY ' 72 Versus FY ' 71

• FY ' 72 FY ' 71 Change
No. stations with sharing programs • 60 44 +16
No. of contracts . . . 94 - 64 +30
Dollar value of services furnished by VA $1,359,000 . $888,000 + $469,000
Dollar value of services received by VA 1,126,471 --712,790 + $413,681

* Dollar values are approximate

It is apparent from the above information that after six years the
"sharing program" has not been broadly implemented. While there have been
a few instances where VA hospitals have been quite successful in executing
"exchange of use of specialized medical resources" and sharing agreements, the
number and extent of the agreements are very few and limited when considering
that there are 168 VA hospitals and their medical communities who are eligible.

The experience.of a few VA hospitals demonstrates the major benefits to be
realized by both parties in sharing services costly in terms of equipment,
staff and space, regardless of how specialized or how routine they may be:
Radiology and clinical laboratories are examples.

.
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IMPEDIMENTS AND PROBLEMS IN MAKING PROGESS

411 The VA Central Office 

There is no question concerning the dedication of the Chief Medical
Director to the successful implementation of the sharing program. We believe
that this same enthusiasm is shared by the Chief Medical Director's principal
advisers. We do not believe that the VA Central Office staff, including many
Service Chiefs who pass judgments on the various proposals, have either an
understanding of the objectives or sympathy for the successful implementation
of the program as reflected by:

a broad belief that sharing agreements are further means
for the university to take advantage of the VA to the
VA's detriment;

a failure to understand that field stations need encourage-
ment and a green light to go ahead and see if some of the
sharing agreements can actually be implemented: to what
degree, and to what benefit.

The natural resistance to change is often present and there is little
evidence of a concerted dedication in helping to find out how proposals can be
approved expeditiously. Further, there is a restrictive interpretation of what
sharing includes under the current legislation, including interpretations of
the General Counsel. The limiting effect in interpretation of a "special medical

0 resource" is substantial. It does not appear to us that the intent of Congress
was to be restrictive in the implementation of the sharing concept as is
currently practiced by the Veterans Administration. In other words, the defini-
tion of specialized medical services should have a much broader interpretation
than presently conceived by those who are making day-to-day decisions related to
implementation of the program. The Chief Medical Director and his principal
advisers in their communication with university officials and personnel of other
health-related organizations seem to imply a much broader interpretation than is
in fact the practice by the Veterans Administration.

Finally, there appears to be a lack of clear understanding of "mutual use"
and "exchange of use" concepts as well as the relationship of contracts to
sharing agreements. A more precise statement of definitions and nomenclature by
the VA Central Office could be very helpful in clearing the confusion in.
terminology.

Field Stations Directors and Staff 

A very large protion of the hospital directors and their key staff members
are representative of a system which, until the past several years, did not
truly identify with the community as a whole, although there are many outstanding
examples of excellent relationships with affiliated institutions. Perhaps poorly
labeled for want of a better term is what may be described as complacency, apathy,
or maintenance of status quo on the part of too much of the VA's hospital manage-
ment. The Chief Medical Director, in recent months, has voiced great concern

410 over the lack of participation of hospital directors and their hospitals in
activities of professional organizations related to health-care affairs and the
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community in general. This lack of concern and involvement by hospital directors
is: bound to be reflected in their lack of enthusiasm, lack of imagindtion, and0 lack of success in the implementation of sharing programs. Additionally, many of
them feel strongly that it is not in the best interest of the Veterans Adminis-
tration to become involved with other institutions or the community, in arrange-
ments such as those that might be developed under the sharing program. They are
suspicious of the motives of the community institutions and individuals as not
being in the best interest of the Veterans Administration.

Relationship With the Community 

The policy of the Veterans Administration, as a reflection of the Congress,
to seriously become involved in the planning and implementation of programs
related to our national health goals, is very little understood in many
of our communities. The Community tends to want to wait to see if this policy is
for real and the Veterans Administration can actually play a role in community
health care delivery affairs. Even for aggressive VA hospital directors, it is
going to take time and a concerted effort for them to make real converts of their
community colleagues.

In order to achieve this objective, legislation or administrative directive
should be sought which would require membership and full participation of the VA
with the medical conmunity planning groups to require consideration of the
principles of certificate of need and sharing prior to construction of health care
facilities either by VA or non-VA. Included in such legislation should be the
legal requirement for all health care resources to be taken into account when
planning facilities to meet health care needs of a given medical community.
Further, P.L. 89-785 should be broadened to permit capital expenditures on the part
of the VA to meet the full dimensions of the sharing concept.

Veterans Organizations 

We believe that the Administrator, and the Chief Medical Director, have
probably made good inroads in achieving support from the national officers of
veterans' organizations for the sharing concept. At the state or local levels,
we sense a lack of understanding of such concepts as sharing and there is evidence
of open opposition to any programs that would bring about change in the role of a
VA hospital. With the exception of some states, such as Alabama where the VA has
had success in gaining support, this is of real concern to VA hospital directors.
There is little question that a director needs the support of veterans' organiza-
tions.

The Academic Health Center 

It is apparent that substantial barriers and impediments exist within most,
if not all, academic health centers across this country to substantially utilize
the opportunities that currently exist for sharing resources and programs with
conveniently located VA hospitals where there exists appropriate organizational
ties with individual academic health centers.

Most academic health centers could find themselves as a part of a larger
University structure and in many instances as a part of the larger state government
structure; thus there are in existence legal, policy, custom and similar barriers
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to effecting one or another kind of sharing arrangement. State or university law
or policy does not contain sufficient flexibility, to meet VA statutory require-
ments in effecting a sharing arrangement.

There is a strong tendency within academic health centers to equate absolute
control or something closely akin to it with togetherness, availability and use-
fulness for educational purposes in the broader academic health center context.
Obviously the VA hospital must be to a point isolated against this degree of
control by the non-VA portion of the academic health center. Thus it becomes a
very real problem to convince clinical department chairmen, the deans, hospital
directors outside the VA that much can be gained by forging strong sharing ties
with approximately located Veterans Administration Hospital under a dean's
committee arrangement.

There has been a strong historical tendency within academic health centers to
design, seek support for, and implement programs on an individual, departmental
basis. When this approach is applied within the academic health center to
facilities and resources almost exclusively under the control of the dean, hospital
administrator and department chairmen, this departmental thrust operates relatively
effectively. However, when it involves dealing with a strong third party, the
Veterans Administration, it tends to mitigate against the development of strong,
effective sharing relationships on an institution to institution basis between the
Veterans Administration Hospital, the university teaching hospital, and the
school of medicine.

Without question, the above impediments and probably others of a similar
nature have added very significantly to the lack of utilization of available0 sharing potential along pathways currently available to VA station managers. The
resolution of these areas lies in strong, effective leadership at the dean and
hospital director level within our academic health centers and probably in placing
a significant portion of the VA Hospital academic health center interrelationship
on an institution to institution basis so that the results are two mutually inter-
dependent "corporations" rather than a series of isolated, often unrelated sharing
arrangements within the same academic health center.

SUMMARY 

In reviewing the progress in achieving the objectives of sharing programs,
there appear to be five major factors which have contributed to the relative slow
pace of activity.

-- Middle management level of the Veterans Administration does
not appear to be sufficiently sympathetic to the objectives
of the sharing concept.

-- The limiting effect of the narrow interpretation of "special
medical resource" is substantial.

-- There appears to be confusion and lack of.understanding of
the sharing program, particularly outside the VA community
of institutions.
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S

-- There is a tendency in academic health centers to express
the need for control of a program in order to find it
mutually useful.

-- The tradition of strong departmental arrangements in
academic health centers makes it difficult to forge
institution to institution sharing programs rather than a
collection of departmental contracts or agreements.

JOE GREATHOUSE, Chainman

CLYDE COX
KEN O'BRIEN
JOHN REINERTSEN
JAMES VARNUM
HUGH VICKERSTAFF
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APPENDIX B

ASSOCIATION OF AMERICAN MEDICAL COLLEGES

COUNCIL OF TEACHING HOSPITALS

ONE DUPONT CIRCLE, N.W.

WASHINGTON, D.C. 20036

202/466-5127

MINUTES 

RMP-CHP COMMITTEE
September 6-7, 1972

Embassy Row Hotel - AAMC Conference Room
Washington, D.C.

Present 

Stuart M. Sessoms, M.D., Chairman
Alexander M. Schmidt, M.D.
James V. Warren, M.D.
William R. ,Willard, M.D.

Absent 

Andrew D. Hunt, Jr., M.D.
William S. Jordan, M.D.
William H. Stewart, M.D.

tAMC Staff 

Robert H. Kalinowski, M.D.
Richard M. Knapp, Ph.D.
JoP.?ph S. Murtaugh
Stephen J. Ackerman
Grace Beirne
Prentice Bowsher
Rosemary Wilson
Alexa Burt
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RMP-CHP Committee Minutes

I. Meeting with HSMHA Officials, September 6 

The RMP-CHP Committee held an informal meeting with Dr. Vernon Wilson
'Ind key members of his staff at the Embassy Row Hotel on the evening of
September 6, 1972. Dr. Wilson, who was accompanied by his deputy, Mr.
Gerald Riso; Mr. Robert Janes, chief of CHP programs; and Dr. Harold Mar-
guiles, chief or RMP; led a discussion on the evolution and background of
HSMHA-HEW policy on the issue. This was followed by a period of full and
free dis':ussion involving the entire group. Key points in the HSMHA policy
as articulated by Dr. Wilson were:

A. The concept of an "implementing agency" designed to serve as an approval
authority for the expenditure of all federal funds (and possibly funds
from state and other sources) for health care programs withir the state.

B. The principle that "planning" and "action" functions must be kept separate
and lodged in completely separate agencies.

II. Committee Discussion, September 7, 

All members of the committee participated in a group ,:iscussion on the
perceptions and insights derived from the discussions with Dr. Wilson and
his staff and then went on to a general discussion with regard to the subject
of the RMP-CHP. issue generally and the committee's approach in carrying out
its function. Among the concepts and formulations contributed by various
individuals during the course of the discussion were the following:

A. General Policy Issues: Federal-State Relationships

1. Fundamental policies of the Nixon Administration which have a
determining influence on the programs involved include:
a. Decentralization
b. Revenue sharing

2. It is a sound approach to build on the strengths that we already have
in this area.

3. In this regard, legislative authorizations could put emphasis on the
end rather than the means (the end being the availability and acces-
sibility to the means of quality health care for all through overall 
planning and regulation and/or control of the health care system)
and authorize means (program mechanisms) to be oriented to the end
purpose.

4. In line with Dr. Wilson's statement, the states should be given a good
deal of. flexibility and responsibility for self-determination in re
the means or agencies used to achieve the end.
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RMP-CHP Committee Minutes
Page two

B Planning Decision Making and Action Process in Re the Health Care System

1. The policy that mandates the separation of planning and action is
viewed as an obsolete concept by some political scientists.

2. A more current concept of planning was described as a process of
bringing together the forces having the power to create change in a
given situation.

3. A case in point was cited involving an academic medical center which
found it necessary to obtain 32 different approvals before the con-
struction of a new hospital could be undertaken. The point made was
under such circumstances, if there was to be a viable health care plan
that the 32 "real-power" interests would have to be involved in its
development.

4. Unless CHP has the real power wielders and money controllers built
into its structure, it cannot do the job.

5. The so-called implementing agency should have a positive role with
regard to the health care system as well as the negative one of
refusing fund approval.

6. Planning, decision making, and implementation are actually different
essential steps in one continuous process. It can, therefore, be
effectively accomplished either within one agency or through inter-
related agencies. Policy and process should determine the structure--
not vice versa.

C. Implications for Academic Medical Centers

1. The control or dominance of medical schools in RMP is waning but
activity and involvement is increasing. Examples: regionalization
of health care on a capitation basis and manpower planning and
development.

2. There is ambivalence of viewpoint in re the medical school rela-
tionship here. Some say this is where the talent is, but others
question the extent or appropriateness of the talent. There is also
an anti-medical school attitude prevalent in some quarters.

3. The focus should be on the university rather than the medical school.

4. Academic medical centers have a.vital stake and interest in the com-
munity related health care functions that demand rationalization and
coordination of approach.
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RMP-CHP Committee Minutes
Page three

D. Some Prime Issues Needing Resolution

1. Need for clear articulation of the mission and objectives for the
programs involved

2. Clarification of the distinction of the implementing agency and the
planning agency

3. A construct of the planning agency or process

4. Determination of how can the CHP process be strengthened? Or if a
new reconstituted process is necessary.

5. Where does the Experimental Health Service Delivery System program
fit in? (lack of satisfaction with the HSMHA explanation on this
point)

6. Identification and definition of thL 'evices and framework that can
meet the needs

7. Assessment of the implications to the extent that these things in-
volve the academic health cente ?

Report on Site Reviews on RMP-CHP IrJ 7ationships

A. Arkansas, Connecticut and Vermoh,

Dr. Kalinowski and Mr. Ackerman gave a report on their visits with
key officials from the above three states. A written staff report was
distributed. The highlights derived include":

1. RMP as a general rule is rich in talent and money; CHP is poor.

2. RMP's power, however, is short-circuited by the lack of a clear
mandate, purpose, and public responsibility.

3. In summary: RMP has a capability but ;;A inandate; CHP has a man-
date but not capability; present HEW pc. - prevents them from
putting it together.

4. The Experimental Health Services Delivery Syste.m Provlm is a part
of the problem rather than a part of the solution.

5. RMP has developed a strong constituency--partly poliLical because
it puts money in every Congressional jurisdiction and partly pro-
fessional because practicing physicians trust it a a program that
serves their interest and is not inimical to it.

6. Few would vote for continuation as is.
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7. All three programs gave evidence of the fact that noth.i. substantial
could be accomplished in the rationalization of the health care
system without finding some way of providing for the substantial
participation of the practicing physicians group.

8. A major problem in the existing situation has been the paradc,
of an unduly weak federal tendency to articulate the specific
national purpose and relationships of the programs concuned on the
one hand, and an unduly strong tendency to direct states and com-
munities in the nature and details of implementing action.

B. Louisiana

Dr. William Stewart could not attend the meeting because he was out
of the country. In lieu of a report on the Louisiana situat. ,n, a letter
which he had sent to Dr. Kalinowski was distributed. Its essence is as
follows:

"After reviewing the minutes of the last meeting, I am convinced
that it is vital to develop new objectives for a combined CHP-RMP
program before a discussion of the wisdom of the opmbination can be
undertaken. It could be that the original objectives of CHP and
RMP are still valid or that they are no longer valid for a variety
of reasons. The real problem could be that no clear purpose
expressed as current operational public policy exists. No organi-
zational changes or name changes of these programs is going to solve
this problem."

C. Illinois

Dr. Max Schmidt gave a report on his review of the situation in
Illinois. Major points in the report included:

1. There are good close relationships among key people in the state and
some good program activities along with a good deal of specific
problems.

2. The RMP has a number of substantive program activities; medical school
domination is lessening but RMP-type activities are growing.

3. The governor has appointed Dr. Snoke as coordinator of health care,
but he has little resources to work with and his function parallels
that of the state health agency with a resulting atmosphere of
competitive sensitivity.

4. A general agreement exists that CHP should have the supraordinate
role, but CHP has produced no substantial plan or program.

5. RMP feels that in absence of a plan, the CHP review represents
another technical project review on top of the one already made by
the RMP advisory group, rather than one of a conceptual or strategic
nature.
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6. Despite their problems, there are active, cooperative projects, a
good example being the "interagency task force for health manpower"
in which CHP, RMP, the Medical Society, Hospital Council and State
Board of Health have joint involvement.

IV. Synthesig of Essential Concepts and Basic Forces 

It was suggested that it might be productive for the committee to attempt
to define the essential concepts and fundamental forces pertaining to the RMP-
CHP problem without regard to the specific agency structure or specific pre-
scription of solution at this point. On the basis of total group discussion,
the following outline of such prime factors was evolved.

A. Major forces

1. Comprehensive health planning on a geographic basis

2. Revenue sharing

3. Decentralization of decision making

4. Enlargement of public base in decision making

5. Super .agency as conduits of funds (veto power)

a. Regional office
b. Implementive agency
c. CHP (A)

B. Planning process

1. Quality of people

a. Funding
b. Power and authority

2. Subject and content of planning

a. Health vs. medical care delivery
b. Manpower development and distribution
c. Resource investment
d. Quality
e. Evaluation

3. Geographic Area

4. Public acceptance and accountability

5. Object of plan to be controlling

6. Relationships to action process
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C. Action process

1. Relationship to planning

2. Resource allocation

a. Facilities
b. Manpower
c. Money

3. Assignment of authority and responsibility

4. Feedback mechanism

V. Committee Position Paper 

It was agreed that the AAMC staff should velop a position paper based
on the above outline and with refercnce tc '• similar outline with regard to
the problems of the health care sysLem di. from the first meeting. The
draft position paper would be submitted to t committee for review prior to
the next meeting and when finalized would be .ansmitted for the views and
comments of the AAMC constituency throu', apor - -.date channels.
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APPENDIX C

ASSOCIATION OF AMERICAN MEDICAL COLLEGES

COUNCIL OF TEACHING HOSPITALS

ONE DUPONT CIRCLE, N.W.

WASHINGTON, D.C. 20036

202/466-5127

MINUTES 

SUBCOMMITTEE ON QUALITY OF CARE
September 28-29, 1972 .

Embassy Row Hotel - AAMC Conference Room
Washington, D.C.

Committee Members Present 

Robert J. Weiss, M.D., Chairman
David R. Challoner, M.D.
Richard L. Meiling, M.D.
John H. Westerman

Absent .

Christopher C. Fordham III, M.D.

AAMC Staff 

John A. D. Cooper, M.D.
Joseph S. Murtaugh
August G. Swanson, M.D.
Marjorie Wilson, M.D.
Robert H. Kalinowski, M.D.
Richard M. Knapp, Ph.D.
Stephen J. Ackerman
Lily 0. Engstrom
Grace W. Beirne
Charles Fentress

Guests, September 28, 1972 

Phil Caper, M.D.
Paul Ellwood, M.D.

Guests, September 29, 1972 

Samuel Asper, M.D.
Robert Brook, M.D.
Robert Heyssel, M.D.
David Kessner, M.D.
William Sale
Paul Sanazaro, M.D.



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

 c
ol
le
ct
io
ns
 o
f
 th

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

•

•

INTERIM REPORT AND MINUTES (SEPT. 28-29, 1972)
SUBCOMMITTEE ON QUALITY OF CARE

At its meeting in Phoenix, on April 23, 1972 the Council of Deans

of the AAMC passed and referred the following resolution to the Health

Services Advisory Committee:

"The Council of Deans recommends that the AAMC assume a leader-

ship role in bringing together appropriate organizations for

the purpose of developing standards and priorities by which

the quality of health care services may be assessed, and for

the'purpose of assessing the appropriate role of the academic

medical centers in the delivery of health care, especially in

relation to any future national health insurance program."

A Subcommittee on Quality of Care, chaired by Dr. Robert Weiss of

Harvard Medical School, was appointed by Dr. Robert Heyssel, Chairman

of the Health Services Advisory Committee, to review the state-of-the-

art in quality-of-care assessment and to submit recommendations to

the Council of Deans, Council of Academic Societies and Council of

Teaching Hospitals on the appropriate role of the academic medical

center in the evaluation and assurance of quality health care. Members

of the subcommittee are: Robert J. Weiss, M.D., Harvard Medical

School; David R. Challoner, M.D., Indiana University Medical Center;

Richard L. Meiling, M.D., the Ohio State University; and John H.

Westerman, University of Minnesota Hospitals.
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On Thursday, September 28, and Friday, September 29, the Subcommittee

met with:

Dr. Philip Caper, Senate Subcommittee on Health

Dr. Paul Ellwood, American Rehabilitation Foundation

Dr. David Kessner, Institute of Medicine

Dr. Paul Sanazaro and Dr. Robert Brook, DHEW

Dr. Sam Asper and Mr. William Sale, American Hospital Association

The committee attempted to develop an understanding of the legislative

thrust of Title IV of the Kennedy HMO bill as well as the various methodol-

ogies that are currently employed in quality assessment.

Various methodologies proposed 

A. The Institute of Medicine has been conducting a study to evaluate,

on a limited scale, the quality of health care received by specific

population groups in the District of Columbia. Borrowing the concept

of using radioactive tracers to study how a body organ handles a

critical substance such as iodide, specific health problems were

chosen to be "tracers" that would lend themselves to pinpointing

the strengths and weaknesses of a particular medical practice

setting or health care system. The manner in which the physician

or health team routinely administers care for a set of common

well-defined ailments could be an indicator of the general quality

of care and the efficacy of the system delivering that care.

B. Dr. Sanazaro described the federal government's efforts in the

area of quality assurance, specifically the Experimental Medical

Care Review Organizations (EMCRO) and the Prototypal Professional

Services Review Organizations (PPSRO). Since early 1971 HSMHA
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has funded a total of 10 EMCROs, eight of which are now operational and

two are in the process of developing their programs. With the exception

of one EMCRO in which there is some participation by faculty of a medical

school, the rest are sponsored by medical societies or medical care

foundations. Generally academic medical centers have not been involved

in this program. (See Appendix for a list of those organizations that

have become involved with EMCROs that are either in the operational or

developmental phase.)

EMCROs that have been funded have developed sets of criteria for

diagnosis and treatment procedures for specific disease entities

against which the actual pattern of health care is measured. Dr.

Sanazaro indicated that funds will be available to set up additional

EMCROs next year.

The PPSRO, to be established at the state level, is another experimental

quality control mechanism that HSMHA would like to explore. The federal

government will provide monetary incentives and technical assistance for

establishing PPSROs to those organizations that offer evidence of

commitment to developing and implementing a quality assurance program.

Validation studies will be conducted to assess the quality of care in

various parts of the country to determine if differences in care result

in differences in paient outcome.

C. The Quality Assurance Program of the American Hospital Association

provides guidelines and methodology for incorporating quality care

into the hospital setting. Using both utilization review and the

medical audit, the proposed program cOnsists of four parts:

1) criteria development; 2) description of the actual practice;
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3) evaluation, i.e. how does the actual practice compare with the

established criteria; 4) corrective actionand5) reasscssment, i.e.

after corrective action has been taken, does actual practice meet

the established criteria?

D. H.R. 1 provides for the establishment of Professional Standards

Review Organizations (PSRO) consisting of substantial numbers of

practicing physicians (usually 300 or more) in local areas to

assume responsibility for comprehensive and on-going review of

services covered under the medicare and medicaid programs. The

PSRO would be responsible for assuring that services were (1)

medically necessary and (2) provided in accordance with professional

standards. The provision is designed to assure proper utilization

of care and services provided in medicare and medicaid utilizing

411 a formal professional mechanism representing the broadest possible

cross-section of practicing physicians in an area. The provision

requires recognition of and use by the PSRO of utilization review

committees in hospitals and medical organizations to the extent

determined effective.

(1) Until January 1, 1976, the Secretary of HEW would be able

to make an agreement only with a qualified organization which

represents a substantial proportion of the physicians in the

geographical area designated by the Secretary.

(2) A professional standards review organization would not be

required to review other than institutional care and services

unless such organization chooses to include the review of other

services and the Secretary agrees.
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(3) Until January 1, 1976, at the request of 10 percent or

more of the practicing physicians in a geographical area

designated by the Secretary, the Secretary would be required

to poll the practicing physicians in the area as to whether or

not an organization of physicians which has requested to con-

clude an agreement with the Secretary to establish a professional

standards review organization in that area substantially re-

presents the practicing physicians in that area.

If more than 50 percent of the practicing physicians in the

area responding to the poll indicate that the organization

does not substantially represent the practicing physicians in

the area, the Secretary could not enter into an agreement with

that organization.

Based upon its meeting with congressional and administrative spokesmen,

together with individuals who are leaders in the rapidly expanding but

little tested field of quality-of-care assessment, the subcommittee was,

on the one hand, convinced of the real potential in this field, but on

the other hand, was anxious about the admitted lack of definition of

quality. At the same time, pilot programs, national in scope and funded

by federal, state and private agencies add to the confusion and imprecision

of current assessment technology. The premature adoption of these measures

may lock academic health centers into a system which would seriously

affect teaching and the delivery of health care.

In the past, the academic health centers have dealt with quality deter-

mination of the basis of the excellence and prestige of the institution
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and the accumulated credentials of its faculty. These might be described

as a heavy reliance on "input" measures while little attention has been

focused on "process" and "outcome" measurement, areas that are less well

understood and defined.

These impressions, however, have not slowed down legislative action to

create programs to promulgate and implement standards, on the basis of

controlling costs and/or improving quality. The power of the government

being the largest single source of health care dollars has fairly serious

implications for the promulgation of these standards, especially if the

standards adopted are only those developed by the current private practice

sector.

Subcommittee discussion and recommendations 

From the preceding description of the forces at play, we believe that

we in the academic health center..are not sufficiently involved in the

development of health care standards and quality control research that

will have considerable impact upon the practice of medicine within the

academic health centers as well as in the rest of the health delivery

system.

Although the academic health center in the past has not had responsibility

for the practice of medicine after a student completes his medical train-

ing, the subcommittee believes that a new dimension of professional res-

ponsibility is now upon us. The ways in which we practice intra-institutional

medicine will eventually have to submit to the same standards of quality

found in our medical research. Our belief is that since the student will

in any case undergo professional scrutiny and some sort of peer review and

quality control of practice when he leaves the institution, he should see

teaching physicians' involvement in quality-of-care assessment as part of
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their teaching role. If the academic institutions do not involve themselves

in the research and application of quality control standards which are

appropriate to the academic health centers, we believe that they will then

be forced to accept standards which are not appropriate for themselves.

Regardless of when national health insurance becomes a reality, the

concern for quality is an immediate one.

The subcommittee therefore believes that medical education and services

should begin developing mechanisms for assuring quality. Quality ass:..7c-

ment should be inculcated in the student while enrolled in the medical

school as well as in the related affiliated institutions so that there

is concern for quality in every setting of the student's education and

training.

The subcommittee believes that this question of the development of

quality standards is not restricte6 to the Council of Deans, but has

obvious broad implications for the Council of Teaching Hospitals and

the Council of Academic Societies. For this reason, it makes the

following recommendation in the spirit that the issue is pan-AAMC rather

than restricted to any one Council.

The subcommittee recommends that the AAMC undertake a 4-point program:

1. Assist in the development of prototype quality assurance programs

in selected academic health centers.

2. Encourage all academic health centers to begin a program of education

of staff and faculty in the current research and direction of quality

control programs as they apply to health delivery.

3. Encourage establishment of training grants, scholarships, loans

and stipends for professionals to be trained in the quality area.
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•

PSROs as regional PSROs develop.
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APPENDIX

Experimental Medical Care Review Organizations (EMCRO)
Funded by the Health Services and Mental Health Administration

1. Mississippi State Medical Association (statewide) $307,000

2. Utah Professional Review Organization (statewide) $679,000

3. Albemarle County Medical Society, Charlottesville, Virginia (6 counties)
$201,000 (has some University of Virginia medical faculty participation)

4. Maine Medical Association (statewide) $50,000 developmental funds

5. Iowa Foundation for Medical Care (statewide) $65,000 developmental funds

6. Medical Association of Georgia (statewide) $341,000

7. Multnomah Foundation for Medical Care, Portland, Oregon (1 county) $243,000

8. New Mexico Foundation for Medical Care (statewide) $203,000

9. Hawaii Medical Association (statewide) $443,000

10. Sacramento Foundation for Medical Care (4-5 counties) $283,000

The following summaries of EMCRO projects represent information

compiled several months ago and may not reflect the current status

of these projects.
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APPENDIX D

ASSOCIATION OF AMERICAN MEDICAL COLLEGES

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

TO: TASK FORCE ON COST OF GRADUATE MEDICAL EDUCATION & FACULTY PRACTICE PLANS

FROM: Robert H. Kalinowski, M.D. and Richard M. Knapp, Ph.D.

SUBJECT: Minutes of September 19, 1972 meeting

Present:

Dr. William Anlyan
Dr. Christopher Fordham
Dr. Arnold Relman
Mr. Charles Womer

Guest:

Mr. Ronald Lochbaum

AAMC Staff:

Dr. John Cooper
Dr. Robert Ball
Miss Grace Beirne
Mr. Thomas Campbell
Mr. Charles Fentress
Dr. Robert Kalinowski
Dr. Richard Knapp
Mr. Joseph Rosenthal
Dr. Marjorie Wilson

Following approval of the Minutes of the July 19th meeting, Dr. Anlyan re-
quested that Dr. Cooper report on the September 13th meeting of the parent
committee. Dr. Cooper stated the •purpose of that meeting was to:

1) Obtain the Committee's views of the direction and content of its
report to the Assembly, focussing upon a first draft statement
of this report, prepared by Mr. Murtaugh (this draft was sent to
Committee members on September 8, 1972), and

2) Review the progress of the Task Force on Cost of Medical Education
in its detailed study of the cost of undergraduate medical instruc-
tion at eight medical schools.

Committee Report 

The Committee had made the decision (at earlier meetings) to focus its attention
on the problems arising from Federal policy to provide financial support to
medical schools on the basis of the enrollment of undergraduate medical students
and increases in that enrollment, and the coupled Congressional directive to the
Secretary, DHEW to launch a study to establish the methodology for ascertaining
the "annual per student educational cost" of the program leading to the M.D.
degree, to determine such costs for the 1971-72, 1972-73, And 1973-74 (estimated)
school years; to describe national uniform standards for each medical school to
use in determining these costs, and to recommend how these cost determinations
could be used in fixing the payments to the school through capitation grants.
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Congress called for an interim report on March 30, 1973, and a final report by
January 1, 1974. The National Academy of Sciences - Institute of Medicine is
conducting this study. (Comprehensive Health Manpower Training Act of 1971).

Because of the urgent need for the Association to make known its views on
these critical matters, the Committee decided, as shown in the minutes of the
July 12th meeting, to provide a report to the Assembly at the November annual
meeting which would:

"establish the view of the Association concerning
(1) the complexity of the medical education
process -- the interrelatedness of the elements
that are integral to that process (instruction,
research, services);(2) the indivisibility of that
process, beginning with the curriculum leading to
the M.D. degree through the years of internship
and residency; (3) that only upon the completion
of this continuum can the national objective to
increase the number of persons capable of performing
the functions of physicians in the delivery of health
care be satisfied.

The report will therefore stress the essentially
arbitrary nature of efforts to establish estimates
of the costs of undergraduate medical education,
since this is a discrete concept only in the sense
that a degree is awarded upon its completion and
not in terms of the preparation of an individual
for the independent practice of medicine.

However, because of pressures for such estimates,
the Association will present a set of preliminary
figures, for consideration as a guide to the probable
costs of this segment of the continuum - to be
followed by more definitive views of the entire •
medical education process, its costs, and financing,
in the context of the broad range of activities of
the contemporary medical center complex."

Following the prescriptions outlined in the July 12th directive, Mr. Murtaugh

prepared the draft statement, reviewed by the Committee at this meeting. This

first draft, however, did not include preliminary findings of the Committee's

Task Force groups on the costs of undergraduate medical education process. It
is now evident that because of the inherent difficulties in establishing cost

estimates for the research and patient care components, and because the group

studying the patient care aspect has only recently been organized, cost estimates

will not be available in time for the report to the Assembly in November.

In view of this, and as a result of the day's discussion, the Committee decided

to:

(1) Provide the Assembly in November with an interim progress
report of the Committee's work, leading to
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(2) A full report - a more definitive statement of the Associa-
tion's views - following the July 12th directive, and in-
cluding prelininary estimates of the costs of undergraduate
medical education - to be released, after Executive Council/
Assembly review, early in the spring of 1973. The timing of
the release of this report is crucial, in view of the convening
of the new Congress, which will be concerned with the extension
of the Comprehensive Health Manpower Training Act of 1971, and
the scheduled release of the interim report by the Institute of
Medicine.

From the standpoint of a time frame for Task Force activity, Dr. Anlyan suggested
that the group move forward with overall Committee on the undergraduate effort
and then "review the bidding".

At this point, the Task Force discussed the components of the hospital budget 
which could be specifically ascribed to undergraduate medical education.
These are as follows:

house staff costs which can be allocated to the function of
instructing undergraduate medical students (this would also
include teaching physicians who are paid on the hospital
budget);

the cost of nursing, technician or other staff time as well
as the allocation of other hospital cost centers (such as
medical records, nursing service or social service) devoted
to undergraduate medical education;

the cost for hospital space allocated to undergraduate
students.

Each of these three components of the hospital budget are included in the
medical center cost studies. Mr. Campbell reported that the special tit
center study was under way, but specific data on these allocations are not
yet available.* Mr. Campbell further elaborated on the methodology used to
allocate educational program costs to these three components.

Preliminary data available on the eight center study do indicate that while
there are dollars in the hospital budget devoted to undergraduate education;
the amount is relatively small when calculated as a percentage of the hospital
budget. Following a lengthly discussion, the Task Force agreed on the following
general statement.

Given the general attributes of a teaching hospital in terms of
the presence of graduate medical educational programs, the
character of its patient population, the scope of service pro-
vided, and the staffing levels implicit in the discharge of such 

*the eight centers involved are as follows:
a) Duke U. Sch. of Med. - Case Western Reserve U. Sch. of Med.
b) Georgetown U. Sch. of Med. - St. Louis U. Sch. of Med.
c) U. of Kansas Sch. of Med.-S.U.N.Y., Upstate Med. Ctr.
d) U. of Iowa Sch. of Med. - Ohio State U. Sch. of Med.
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activities, the conduct of an undergraduate medical educational 
program in such a setting has only a minor effect (probably not 
exceeding 1%) on the overall patient care costs of such 
institutions. The Task Force will review cost study data when 
it becomes available to determine if there is a need to reconsider 
its position.

A further matter of concern is the problem of estimating the effect of teaching
undergraduate medical students on such items as length of stay of patients,
utilization of laboratory and x-ray services, as well as other measures of
patient care and hospital service. After full discussion of the matter, the
Task Force did not come to full agreement. The following statement characterizes
the feeling of the group:

The current evidence available concerning the additional effect 
of the presence of medical students en laboratory, x-ray and 
other service utilization cannot be considered either sufficient
or conclusive. Further, if any part of the costs of such increased 
services are considered educational in nature, they would in large 
part be attributed to graduate rather than undergraduate medical 
education.

At this point in the meeting Dr. Anlyan led a general discussion of the costs of
graduate medical education and the need for more data and information concerning
medical faculty practice plans. The staff was directed to examine the patient

• care components in the eight center study with specific reference to the cost of
graduate medical education and to set forth a plan to:

1) examine institutional policies concerning faculty practice plans;

2) collect these plans from each of the schools;

3) determine the cash flow generated by these practice plans.

The next meeting of the Task Force is to be held on a date yet to be determined
in early December.
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Status Report on

MCAT DEVELOPMENT ACTIVITY 

A provisional name has been designated - Medical College Admission 
Assessment Program (MCAAP). The key word is "assessment". This word
was deliberately chosen to suggest a broader range of data collection
beyond that ordinarily implied by a testing format, e.g. biographical
information. The purpose of the program is to update and expand the
MCAT and increase the amount of useful information available during the •
admissions process.

A systematic effort is suggested for obtaining constituent input
and consensus on instrument construction and research and development
activity. This effort began in a serious way about a year ago when
your response to a "Proposal for a Program of.Pre-enrollment Assessment"
was requested. Some concrete topics for discussion were identified
which hopefully will provide a departure point for discussion at the
spring meetings of the appropriate councils and subcouncilar units of
the Association. Jim Angel, program director of MCAAP, will be working
with the various regional chairmen to identify a regional representative
who will facilitate discussions within regions where possible, organize
the regional input, and supply continuity in later discussions.

Following regional meetings, the current plan is to organize region-
al conferences in June sponsored by MCAAP and devoted exclusively to
discussion of plans and priorities for program development. Participation
would be open to all interested representatives from all constituent
bodies of the AAMC within that region. The various regional representatives
previously identified would play a major role in transmitting the concerns
of their organization at these discussions and in representing a synthe-
sis of these concerns at a task force to take place in July. Invitation
to the task force sessions would include the regional representatives and

.a few at-large members. The primary objective of the task force sessions
• would be consensus on immedtate plans and priorities .for test construction
Activities.And research effort. ••

• • Concurrently, a contractor will be identified to interact with the
• constituency at these various opportunities and draw up a set of spec-
ifications which will also include its independent recommend?tions.

Finally, an advisory body will be identified from those contributing
to the ultimate consensus in order to provide continuing guidance to the
developing program.



EXHIBIT. I. Medical College Admis
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S
REGIONAL MEETING SCHEDULE

NORTHEAST REGION 

May 17 Boston Children's Hospital
Medical Center
Research Center

SOUTHERN REGION 

May 4 Atlanta The Hilton Inn

MIDWEST/GREAT PLAINS REGION 

April 30 Chicago Sheraton O'Hare

411 WESTERN REGION 

April 13 Salt Lake City Ramada Inn

9

9
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Policy Statement of the AAMC on PSROs

TITLE XI of Public Law 92-603, the Social Security Amendments of 1972,
calls for the establishment of PSROs nationwide to monitor and evaluate the
costs and quality of health care for Medicare and Medicaid patients. At
present, the Federal responsibility for developing this program has been
divided among three agencies. HSMHA has been assigned the task of developing
norms and standards as well as designing methodologies for collecting the
necessary data in a uniform manner; SSA, because of its operational
experience in administering the Medicare program, will assimilate the data
through its EDP facilities, utilizing the capabilities of its carriers and
intermediaries.

The PSRO office under the direction of the Secretary of HEW will have
overall policy determination over both HSMHA and the SSA.

$10M this fiscal year and $30M next fiscal year have been requested
for PSRO activities. Most of these funds will be utilized for contracts
to prototype PSROs with some monies for central office operations and a
small amount for research. The majority of the PSRO staff positions will
be within the BHI of the SSA.

Although PSRO regulations will not be developed anytime within the
near future, it is anticipated that some preliminary guidelines will be
distributed for the use of "early" PSRO programs, as well as those organi-
zations with plans to become PSROs (under Section 1169 of the Law, funds
are provided for feasibility and planning grants to PSRO prototype projects).

By January 1, 1974, the Secretary of HEW will have designated the
geographical areas for PSROs. Nationally there will be approximately
150-200 PSROs which will be established mostly below the state level.

The PSRO will be required to develop a series of profiles on insti-
tutions, physicians and patients. Alth9ugh rudimentary patient and
physician profiles now exist in the computer tapes of the intermediaries
and carriers, they must be. expanded to inclpde additional data and must.
bd collated to produce the requisite information.

Utilizing EDP techniques, matrices will be developed by PSROs which
will facilitate the evaluation of practioner and institutional performance
in multiple areas of health care services.

The preparation, distribution and validation of data, starting at. the
local level and channelled through the PSRO central office and back to the
local organizations will constitute a substantial administrative task to
be performed by the 100 carriers and intermediaries for Medicare and a
large number of different carriers and intermediaries for Medicaid. Changes
will also have to be made in the present EDP system of the SSA to accom-
modate the demand for additional and different types of data.

Within the teaching hospital, the U.R. Committee could be used as a
mechanism for developing an internal review system to meet the operating
requirements of the local PSRO. If the norms, criteria and standards
developed by the U.R. Committee are judged to be acceptable to the PSRO,
the hospital can then be made responsible for reviewing its own health
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care services subject to periodic sample auditing by the PSRO. In such
cases, the U.R. Committee can make decisions in regard to patient care
which are binding upon the carrier as well as the. SSA.

Records and data will have to reviewed to determine such things as
appropriateness of admission, parameters of acceptable care for various
disease states and perhaps comparison of surgical rates, for example, of
hysterectomies and tonsillectomies with those of other hospitals in the
area.

With the realization that the PSRO legislation needs to be more
clearly interpreted, the Federal Government may develop a PSRO Model
Review System to describe how a PSRO could be organized. This package
would include a model charter, by-laws, membership guidelines, a budget,
an appropriate data system and a reporting mechanism. The early direc-
tives to be distributed with this package could suggest the types of
activities that should be conducted by a PSRO, e.g. pre-admission
certifications program, development of a model treatment plan, etc.

In developing their programs, PSROs will be assisted by the technical
and regional staffs of HSMHA and SSA. Once geographical areas have been
designated, it is recognized that institutions such as teaching hospitals
will require additional staff and resources to assist their U.R. Committees
in meeting the requirements of the local PSROs.

The Association's Subcommittee on Quality of Care (Dr. Robert Weiss,
Chairman; Dr. Clement Brown; Dr. David Challoner; Dr. Christopher Fordham;
Dr. Richard Meiling; and Mr. John Westerman) will meet in April to develop
further the AAMC's relationship to the evolving federal presence in
quality and cost review.

The Subcommittee intends to meet with Dr. Bauer, Director of PSRO,
and the Senate Finance Committee staff, and develop recommendations for
teaching hospitals to meet PSRO criteria through multiple mechanisms. In
addition, the dissemination of information, where teaching hospitals have
successfully worked out mechanisms with prototype PSROs, will be one of
the major goals of the Subcommittee. . .

, Approval by the EC of. a policy statement on the appropriate involvement
of the AAMC membership in the development of PSROs is desirable at this
time.

RECOMMENDATION

It is recommended that the Executive Council approve the following
statement as an AAMC policy on PSROs:

The AAMC believes that the development and implementation of norms
and standards for assessing the quality of health care is a vital
responsibility of the medical schools and teaching hospitals. A
major part of this iTsponsibility is the incorporation of quality-
of-care assessment into clinical educational programs to develop in
medical students a life-long concern for quality in their practice.
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The AMC, therefore, strongly recommends that its member institutions
become intimately involved in the development and operation of Peer
Standards Review Organizations.

9
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AAMC RMP-CHP LEGISLATIVE PROPOSAL 

At a May 1972 meeting of the Association's Health Services Advisory
Committee, John A.D. Cooper, M.D., AAMC President, proposed the establishment
of an ad hoc comittee to consider the implications for the Association in
connection with the legislative authorizations for the Regional Medical and
Comprehensive Health Planning programs, which expire June 30, 1973.

Committee membership included Dr. Stuart Sessoms, chairman; Dr. William S.
Jordan Jr.; Dr. Alexander M. Schmidt; Dr. William Stewart; Dr. James V.
Warren; Dr. William R. Willard; and Dr. Andrew Hunt. The committee was asked
to give consideration to the following issues:

1. What do RMP and CHP do now, and how does that affect the Association
constituency;

2. What does the Association think RMP and CHP should do, and how should
that affect the Association constituency; and

3. What steps would be necessary.. to achieve this, with particular reference
to a possible legislative proposal.

The committee has held a number of meetings, has questioned numerous
experts in the field, and has received assistance from the Association staff,
including reports on site visits to a number of CHP and RMP programs or agencies.
Among the persons who appeared before the committee were John R.F. Ingall, M.D.,
Director, Regional Medical Program of Western New York, representing the RMP
Coordinators Association; and Mr. Larry Newell and Mr. William Hiscock, rep-
resenting the American Association of Comprehensive Health Planning. The major
findings and conclusions of the committee are represented in the accompanying
Outline of Proposed Legislation.

In essence, the. Association's legislative proposal is based on the
following principles: .

,l. There should be establihed a touncil.of Health Advisers in the
Execiltive Offiee'of the president to advise him on national health policy, on
preparation of appropriate legislative proposals, and on preparation of a
biennial Report on the Nation's Health. The Council should be assisted by
a National Advisory Commission on Health Planning.

2. There should be established a program of grants to states for health
planning and services which would be carried out by state health agencies which,
in turn, would be comprised of a planning unit (providing comprehensive health
planning at both the state and area level) and a health services unit (com-
bining a number of existing federal health service development programs, the
most important of which is RMP). The principal function of the health services
unit should be to support Programs to tranfer more effectively the advancing
knowledge in medicine and biomedical technology from the academic health centers
to the practicing community. Block-grant financing should be provided through
allotments to states of federal funds for health planning and health services.
Public participation should be provided through appropriate advisory groups.
State health planning and services should be required to meet federal standards
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•

which the HEW Secretary would develop with the review and approval of a
National Advisory Council on Health Planning and Services.

3. There should be a focus at the federal level on health services
research and development which would be accomplished by providing for a
permanent, open-ended authorization of appropriations for the National Center
for Health Services Research and Development, whose authority is to expire
June 30, 1973.

It is hoped that the Executive Council will study and comment on the Outline
of Proposed Legislation, which follows, and take the following action.

RECOMMENDATION 

It is recommended that the Executive Council adopt the principles listed above
as Association policy on the extension of RMP-CHP legislation.

•
•
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Outline of Proposed Legislation

Title I

Council of Health Advisers

Require the President to submit to Congress a biennial Report on the

Nation's Health which shall include information on the status of the nation's

health; on trends in the quality, management and utilization of health

services; on the adequacy of the nation's health care resources; on the

effect of government programs in the nation's health; and on methods or legislation

for meeting identified deficiencies.

Establish in the Executive Office of the President a three-person

Council of Health Advisers, comparable to the Council on Environmental Quality.

Authorize the Council to employ necessary officials and to fix their

salaries, and also to employ necessary experts and consultants.

Specify the duties and functions of the Council --

(1) ,to assist and advise the President in the preparation of the

Report on the Nation's Health;
• .• , .

' . (2) to gather timely and authoritative information concerning the

'conditions and trends in the nation's health both current and prospective,

to analyze and interpret such information for the purpose of determining

whether such conditions and trends are interfering, or are likely to

interfere, with the improvement of the nation's health and to compile and

submit to the President studies relating to such conditions and trends;

(3) to review and appraise the various programs and activities of

the federal government for the purpose of determining the extent to which

such programs and activities are contributing to the improvement of the nation's

'"••
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health, and to make recommendations to the President with respect thereto;

(4) to develop and recommend to the President national policies to

foster and promote the improvement of the nation's health to meet the

social, economic, health, scientific, ethical, and other requirements

and goals of the Nation;

(5) to conduct investigations, studies, surveys, research, and

analyses relating to health care resources and health services delivery;

(6) to document and define changes in the health of the nation

and to accumulate necessary data and other information for a continuing

analysis of these changes or trends and an interpretation of their

underlying causes;

(7)

condition

(8)

to report in alternate years to the President on the state and

of the nation's health; and

to make and furnish such studies, reports thereon, and recommendations

with respect to matters of policy and legislation as the President may

request.

Establish a 19-person National Advisory Commission on Health Planning

to assist and advise the Council, which shall be composed of five members

.appointed by the Psresident.pro.tempoTe 6f.the .Senate,-five,members appointed

bi 'Se SpeAer'of the Houser an nine meMberSs appointed by the President.
% . .

Require the Council 'to. consult with the National' Advisory Commission

on Health Planning and to utilize other, nongovernment resources as appropriate.

Provide that the members of the Council shall be full-time employees

and fix their pay rate in the Executive Schedule.

Authorize appropriations to carry out the title of $300,000 in fiscal

1974, $700,000 in fiscal 1975, and $1,000,000 in fiscal 1976.



Title II

Health Planning and Services

Findings and Declaration of Purpose

Describe the general need for the legislation and the purposes for it --

(1) promote the establishment of more efficient and effective health

service systems, assure coordination among all federal health pr
ograms, as

well as with other health related programs and activities,
 and with particular

attention to the relationship between improved organizat
ion and delivery of

health services and the planning thereof;

(2) assist in the support of state programs of health planning, p
ublic

health services, the initial support of new health services, 
and the support

of health services meeting particular needs;

(3) provide support for research and development (including 
demonstration

and training) related to improving the organizatio
n, planning, and delivery of

health. services; and

(4) provide support for demonstrations and experiments in the integration

and coordination of federal health. programs, and 
appropriate related programs,.

, . .
le'aJing to,the develapment.oc iMprdved health,systems 

extending high quality

- : • •

care to all, improving.efficiency ir the.use. of.re
sorces, and promoting the

• • .

effective interrelationship pf assistanbe provided 
by federal health programs.

Grants to States for Health Planning and Services

Describe conditions to be met in order for a state to be eligible for

assistance under the section: designation of a state agency to carry out

the state's health planning and health service assistance functions (with

•
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the option at the Secretary's discretion of separate agencies being so

designated); provision for a state health planning and service assistance

advisory council, a majority of whose membership shall be health care consumers;

provision of assurances to the Secretary that the state agency will have

authority to carry out its functions and that federal funds will increase

state health spending rather than supplant it; provision of appropriate

methods of administration, fiscal controls and reporting procedures. Provide

that interstate compacts may also qualify for assistance.

State Health Planning

Describe the state health planning function. Planning shall be

conducted according to criteria established by the Secretary and shall

give first consideration to identification of acute problems and development

of means to overcome them. State health planning shall be carried on in

cooperation with education, welfare and rehabilitation agencies. State health

planning shall include the relationship between the health needs of the

people and the capability of the health care system to deliver health services;

the development and distribution of health personnel; the establishment
;

of methods of measuring the quality of h.ealth.care provided in.the state;
• , • . • . •

and the evahlation of health cal lhnnfniarid seVices in the 'state:. The
9

state health 151anning agency shall review arid approve applications for all

health related projects in the state to be assisted under the Public Health

Service Act, the Social Security Act, or other appropriate provisions of

law, except that it shall not consider applications related to biomedical

research or health professions education. Require the state planning agency

to review its plans at least annually. Require the state health planning

agency to work with health care facilities in the state on a capital

expenditure program. Require, the Secretary to carry on a continuous

program of health service planning in consultation with state planning

agencies and provide for federal takeover of state health 
planning if the
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state agency does not carry out its responsibilities. Exclude planning

with respect to the national supply of professional health personnel from

the general emphasis on state-by-state planning.

State Health Service Assistance

Describe the state health service assistance function. The state

health service agency shall be responsible for providing adequate health

services to the people of the state. Services assisted or provided shall

meet criteria as to their scope and quality prescribed by the Secretary

and shall be in accordance with state health plans. If a state designates

separate planning and assistance agencies, then the approval of the planning

agency must be obtained prior to approval of a project by the service

assistance agency. The priority of projects to be assisted is to be

based on the relative need as determined in the state health plan.

Except for assistance with respect to the national supply of professional

health personnel, health services assistance shall proceed primarily on

a state-by-state basis. If the designated state agency does not carry out

its responsibility, the Secretary shall assume responsibility for coordinating

the service assistance functions within the state. Applications for health

• services assistairce. May be Madp by any public or nonprofit private entity
•

or combination.. No'application lyhalf be• disapprovOd by the state action

aey until the. agency'has.afforded the applicant an opportunity for a'

hearing. The state health service assistance agency may make grants or

enter into contracts for any of the purposes currently provided for in

existing Public Health Service Act sections 304 (health services research

and development); 314(e) (health services development); 904 (establishment

and operation of RMPs); 910 (multiprogram services); 314(d) (public health services).

State Allotments and Payments to States

Provide for the allotment of appropriated funds to states on the basis

of the population, per capita income, and the extent of the need for



health service assistance, provided that no state would receive less than

,)
one percent of the appropriation. Funds may be reallotted by the

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

 c
ol
le
ct
io
ns
 o
f
 th

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

•

Secretary if not fully used by the state to which they were initially

allotted. From each allotment, the state shall be paid from time to time

the federal share of expenditures incurred in carrying out the state's

health planning and health service assistance functions. The federal

share is to be 90 percent for states which designated a single agency to

carry out the two functions, 75 percent for states which designated

separate agencies, and 80 percent for states with separate agencies but also

with certificate of need legislation.

Project Grants for Areawide Health Planning

Provide for project grants by the state health planning agency to other

public or nonprofit private agencies or organizations for areawide health

planning, similar to the planning currently authorized in existing section

314(b). There must be an areawide health planning council, a majority of

whose membership must be health care consumers; and the areawide health

planning agency is to assist health care facilities in the development of

a capital spending program.
„

\

• •.
Project Grants .for.Training, Studies, and Demonstrations'

. • • . ,

. . Provide.permanent, open-tended authorization for project grants.by
. 9

the tate health. planning agency to any public or -nonprofit private agency;

institution, other organization, or combination to cover all or any part of

the cost of projects for training, studies, or demonstrations looking toward

development of improved or more effective comprehensive health planning.

Withholding of Payments

Provide for the withholding of funds by the Secretary when he determines

after reasonable notice and opportunity for hearing that there is a failure_

1111k
to comply substantially with either the applicable provisions of the law,

the state health plan, or applicable regulations.
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-,Definitions

Define terms used, including the terms regional medical program,

medical center, clinical research center, hospital, nonprofit, and construction.

Annual Report

Provide for an annual report to the Congress from the Secretary on

the effectiveness of the activities carried out under the legislation, on the

relationship between federal and nonfederal financing for activities undertaken

under this legislation, and on recommended changes in the law.

Authorization of Appropriations

Authorize appropriations of $600 million in fiscal 1974, $700 million in

fiscal 1978, and $800 million in fiscal 1976 for this program of grants to

states for health planning and 'services, and provide that no funds shall be

available to pay for hospital care except in connection with research,

demonstration or training carried out under the program.

General Provisions

Provide such general provisions as are necessary to make the new program

of grants to states for health planning and services conform to routine Public

Health Service Act and DHEW legislative requirements.

Federal Standards •

Provide mechanisyn under which the ecretary, with the participation and.•

.approval of the newly established National Advisory Council on Health Planning

and Services, shall provide for the development of federal standards for health

planning and services, in cooperation with appropriate regional, state and local

review organizations as determined by the Secretary. Require state health 
planning

and health. service agencies to meet such standards. Provide for the development

of interim standards, pending the development of permanent standards.

National Advisory Council on Health Planning and Services

Establish a 23-member National Advisory Council on Health Planning and

Services to advise and assist the Secretary in the preparation of general regulatior
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for, and as to policy matters arising with respect to, the administration of

this program of grants to states for health planning and services, with particular

attention to the relationship among comprehensive health planning, the improved

organization and delivery of health. services, and the financing of such

services. The Council shall review at least annually the grants made under the

program to determine their effectiveness in carrying out their purposes. The Council

is to be comprised of four ex-officio members -7 the Secretary, the Chairman of the

Council of Health Advisers, the chief medical officer of the VA, and a medical

officer designated by the Defense Secretary -- and 19 members appointed by the

Secretary, a majority of whom ate to be representatives of health care consumers.

The appointed members are to be selected from aMong leaders in the fields of the

fundamental sciences, the medical sciences, or the organization, delivery and finan-

cing of health care, officials in state and areawide health planning agencies,

leaders in health care administration, or state or community or other public

affairs, who are state or local officials, or representatives of consumers of

health care t The Secretary is to be chairman of the Council, and it is to meet

at lpast fop': times a.yeat. :Appointed.'meMbpys.of the existing National Advisory

Coulil on Comprehensive H.Oalth'Plannink Programs (which the new Council replaCes).
. .

may serve at_the Secretary's discretion as ad.ditional members of the new Council

until their existing terms expire.

•



Title III
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•

Other Amendments to the Public Health Service Act

Amend section 304(a) (research and demonstrations relating to health

facilities and services) to provide a permanent, open-ended authorization

for the National Center for Health Services Research and Development.
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U. S. DEPARTMENT OF

HEALTH, EDUCATION, AND WELFARE

Office of the Secretary
Washington, D. C. 20201

FOR RELEASE AT 12 NOON (EST) MONDAY, JANUARY 29, 1973 

CAUTION: The attached document is based on the President's
budget scheduled for delivery to the Congress on Monday, January 29,
1973, and is strictly embargoed until noon of that day.

It must be held in strict confidence.. No portion, synopsis,
or Intimation of its contents may be published until release time,
nor may any of its contents be paraphrased, alluded to, or hinted
at in stories or commentary while the embargo is in effect.

The same caution applies to newspapers, radio and television
commentators and news broadcasters, both in the United States and
abroad.

PLEASE USE EXTREME CARE TO AVOID PREMATURE PUBLICATION OR ANNOUNCEMENT.

CORRECTION

PAGES 81-84 ARE INCORRECTLY NUMBERED AND PLACED. THEY SHOULD

BE INSERTED BETWEEN PAGES 72 AND 73.
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Medicare • 

A number of significant administrative and legislative changes are
included in the Medicare budget estimates for FY 1974. The Social Security
Amendments of 1972 provide for a substantial broadening of the program by
extending' Medicare coverage to social security disability beneficiaries who
have been entitled to disability benefits for two years or more. This new
coverage, effective July 1, 1973, is expected to add 1.7 million disabled
persons to the program and increase FY 1974 benefit outlays by $1.7 billion.

•

The Amendments also contain a number of important cost and quality
control provisions which are reflected in the estimates. These include limits
on provider costs recognized as reasonable, provisions establishing reimburse-
ment procedures for health maintenance organizations, limits on reimbursements
for capital expenditures not approved by State health planning agencies, and,
perhaps most important for the future, the establishment of a nationwide net-
work of Professional Standards Review Organizations (PSRO). These are organi-
zations through which practicing physicians will assume responsibility for
reviewing, on a comprehensive and integrated basis, the necessity for and
quality of institutional and outpatient services under Medicare and Medicaid.
Funds totalling $9 million in FY1973 and $34 million in FY 1974 are included
in Medicare, Medicaid, and Departmental Management to finance the start-up of
PSRO's throughout the country.

In FY 1973, an administrative change is being made to the present method
of reimbursing providers in the hospital insurance program. At the beginning
of the Medicare program in 1966, there was considerable concern that substan-
tial numbers of institutional health care providers would decline to partici-
pate in the program until a fully satisfactory system of processing and
paying Medicare claims was established and proved. To provide assurance
against the possibility of long delays in routine reimbursements, a mechanism
termed "current financing" was established. This device, in effect, provided
special payments to providers concurrent with the time services were rendered.
Nbw that the routine claims process has been established and the original
concern over.1arge backlogs eliminated, this.particular procedure is no longer
as:Wortant. Its termination .wifl allow the recovery of approximately $300
million in funds, advanced, under its provisions. If delays in payment occur in
unusual cases, an accelerated payments procedure will still be available to
providers if the need can be currently demonstrated.

New proposals to help control rising medical costs are also included in
the Medicare budget. While the Phase III price controls on medical costs,
coupled with an increased utilization review and pre-admission certification
effort, will exercise a restraining influence on Medicare cost increases, we
are also seeking to encourage greater cost consciousness and cost awareness
on the part of the medical care consumer in order to minimize over-utilization
of medical services. To this end, legislation will be proposed to become
effective January 1, 1974, increasing cost sharing in both the Hospital
Insurance (HI) and Supplemental Medical Insurance (SMI) components of the
Medicare program. Were it not for the combined effect of these administra-
tive actions and legislative proposals, the FY 1974 Medicare budget would be
$893 million higher. Savings from the legislative proposals will be
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marginally offset by a $44 million increase in Medicaid costs. The HI
program currently contains an initial deductible amount the beneficiary must
pay which is equal to the national average cost of one day's stay in a
hospital (currently $72). The beneficiary pays nothing further until the
61st through 90th days of hospital stay, during which time he is charged a
daily amount equal to one-fourth of the initial deductible. If the benefic-
iary needs more than 90 days of hospital care in a benefit period, he has a
lifetime reserve of 60 additional days. For each lifetimetlreserve day used,
he pays one-half of the initial deductible. Thus, the current system provides
for major cost sharing only at the end of a long hospital stay--when the
beneficiary is least able to afford it--while doing little to counteract
over--utilization at an earlier stage of hospitalization when it,is most
likely to occur. Moreover, the amount the beneficiary pays bears no relation-
ship to actual costs incurred and services rendered in the course of his
hospitalization.

Legislation to be proposed would replace the current HI cost-sharing
system with a new system under which the beneficiary would pay daily amounts
equal to ten percent of actual hospital, extended care facility, or home
health agency charges for that day, after having met an initial hospital
deductible amount equal to one day's actual room and board charges. Thus,
the proposed system has the advantages of tying cost-sharing to actual charges
and services used, instituting it at a point where it is likely to discourage
over-utilization, and eliminating high cost-sharing at the end of a long
hospital stay. It is intended to establish a cost awareness on the part of
the medical care consumer which, besides its effect on over-utilization,
should inhibit hospital price increases.

Two legislative changes also are proposed in the SMI program. The first
increases the initial deductible to $85 from its present $60, while the second
increases the percentage amount of subsequent bills which the beneficiary pays
from 20 to 25 percent. Since the SMI program came into being in 1966, the
deductible has increased only 20 percent, despite an increase in physicians'
fees of close to 50 percent and an increase in cash benefits paid to Medicare
beneficiaries of more than 70 percent. The proposed deductible has been.
increased by the same percentage that Social. Security cash benefits have.
increased since the inception of the SMI program--ahd would increase in the
futu as cash benefits are raised. It would, in effect, keep pace with the
beneficiary's ability to pay.

In FY 1974 about 23.1 million persons will be covered under the provi-
sions of the Hospital Insurance program and 22.5 million under SMI. Medicare
benefit outlays are expected to be S11.9 billion under current law, an
increase of $2.8 billion over FY 1973. Including proposed legislation, FY
1974 benefit outlays are expected to be $11.4 billion. Total Medicare outlays
are estimated at $12.1 billion.
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8h05./155. AmourcUs of P;Ivrinnts 1There Cnstomary Clvl•-,,os for 7.1,erv!Lec,:-;

Furni.shed Are Lcss Than Peasorvible Cost.--(a) Prineinle.--Payments

to providers of services are based on the lesser of the reasonable

cost of covered services furnished to program beneficiaries or the

customary charges to the general public for such services. However,

public providers rendering services free of charge or at a nominal

charge will be reimbursed an amount detemimed to represent fair

compensation for covered services furnished to program beneficiaires.

This provision is effective for services rendered by providers in

cost reporting periods beginning after December 31, 1972.

(b) ry!finitions,--(1) Customary Charges.--Customary charges mean the

charges most frequently assessed for services to pat-lents who are liable

for payment of such charges.
a •.

(2) ReasOriable • Cost.--'or purposes of .d o HT. arison between reasoriable cost .• •

%,
anu eustomaiy.charges, reasonable cost shall include (1) the routine'

nursing service salary cost differential, (ii) the allowance for a

reasonable return on equity capital (in the case of proprietary providers),

and (iii) payments made to a provider for the reasonable cost of services

of teaching physicians; but shall not include (1) payments

made to a provider as reimbursement for bad debts arising from

noncollection of Medicare deductible and coinsurance amounts, amounts
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FC71 -.-.!
Nor

2

represent the recovery of excess depreciatiun resulting from

termination or a decrease in Medicare utilization, (iii) payments to

funds for the donated services of teaching physicfans, and (iv) amounts

attributable to depreciation, interest expense, mturn on equity

capital, and other costs related to capital expenatures to be excluded

pursuant to the limitation on capital expenditures.:

(3) Public Provider.--A public provider means any provider owned,

Oerated, or controlled by a Federal, State, county, city,, or other local

overnment agency or instrumentality. • •

(4) Nominal Charges.--A public provider's charges are considered

nominal where they represent only token charges and: are not intended

to meet the cost of services rendered. Charges aro considered nominal

if, in the judgment of the intermediary, the aggregate charges are less

than one-half of the actual cost of services or items represented by

such chorus.

(c) Appl1cation.--(1). It is apiropriate.that, on an aggregate basis,

payMents to.a provider for covered services rendezed beneficiaries under

title XVIII should not exceed the customary charges made by the provider

to the general public for such services. In determining payments on

an aggregate basis, charges for items and services and the reasonable

cost of such items and services will be considered3 separately for

Part A and Part 13 of title XVIII. The principle established is to be

applied after the provider's charges and costs have:been adjusted in

accordance with the requirements set forth in (b)t2) above and in
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3

sections 405./160-405.483 to excluAe any amounts attributable to

physicians' services (other than interns and resid,mts) and any other

noncovered services.

EXAMPLE: The reasonable cost of covered Part A services

furnished to program beneficiaries by a provider for a

cost reporting period is $125,000. The customary charges

to these beneficiaries for these services totaled $110,000.

The amount to be reimbursed this provider will be $110,000

less deductible and coinsurance amounts to be borne by

program beneficiaries.

(2) Providers of services whose charges are lower than costs in a given

period--possibly due to miscalculation, or special circumstances of limited

duration--are given an opportunity to recover any unreimbursed costs.

Such recov6ry is accomplished by permitting the provider to carry

forward for the two succeeding. reporting periods any disallowed costs.

attributable to program beneficiaries which are unreimbursed by the

operation of this regulation. If the two succeeding reporting periods

are less than 24 months in duration, the provider may carry forward

any reirbursable costs for three succeeding reporting periods. Where

.beneficiary charges exceed reasonable cost in such periods, the unreimbursed

anount canied forward will be reimbursed to the provider up to the limit

of the excess of current period charges over reasonable cost applicable

to.procram beneficiries. For the purpose of this provision, separate

:computations will be made for amounts reimbursed under Part A and Part B
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4

trust. funds, Thus, the carryover provision would permit recoupment of

previously unreimbursed costs under one part to be recovered under that

part only.

EXILE: In the reporting period ending December 31, 1973,

the provider's reimbursable costs attributable to covered

Part A services furnished program beneficiaries were $100,000.

The provider's customary charges for these services were $90,000.

The provider will, therefore, be reimbursed $90,000 less any

deductible and coinsurance amounts but will be permitted to

carry the unreimbursed $10,000 forward for the next two succeeding

reporting periods. If, in the reporting period ending December 31,

197h, beneficiary charges for covered Part A services exceeded the

reimbursable reasonable costs of such services by $10,000 or more,

the provider could recover the entire $10,000 previously not reimbursed.

• .If, hoWever, beneficiary charges exceeded costs by $8,000, this

amount WoUld be .added to the prod's reimbursable costs for, this

period.' The balance of the unrecovered amount or $2,000 would

be carried over to the next reporting period.

(3) Public providers rendering services free of charge or at nominal

.charges, as defined (b)()4) above, are not considered as having

customary charges and the fair compensation for the services they

furnin will be the reasonable costs of covered services, as defined

in section 1105.161(b).
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NOT Arel'i1V.:.D:FC;),UC,V11ON E_)

Regulations No. 5--Subpart ,e'

Subpart D—Ptinciples of Reimburse-
rnont for Provider Costs and for
Services by tiospilal-Based Physi-
cians; Appeals by Provider

Atrrilor.r-rr: The provisions of this Sub-
part D Irmied under recs. 1102, 131.1(b),
1833(a), n61( v), foul 3N71, 49 Stat. G17, es
iunencicci. 79 Stat. 290. 79 Stat. 302, 79 Stat.
322, 79 Stat. 331: 42 U.S.C. 1302. 1395 et seq.

§ 405.401 Introductiom

(a) tinder  the health Insurance pro- :
gram for the aced, tlie amount paid to
any provider of services—I.e., hospital, •
extended care facility, or home health •
agency—for the covered services fur-
nished to bcrief..ciaries is required by sec-
tion )81.1(b) and section 1833(a) (2) of
the Social Security Act to be the "rea-
sonable cost" of such s2rvIces
(b) These principles of reimbursement

and the related policies described in this
subpart establish the ruidelines and pro-
ctdures to be used by institutional pro-
viders, fiscal intermediarie.s, and tha
Social Security Administration in deter-
mining reasonable cost.
(c) The principles of reimbursement

arc to be applied on behalf of the pro-
..gzain by public and private oranlz.ations
and agencies acting as fiscal Intermedi-
aries in the payment of claims. These
organizations and agencies are selected
after nomination by groups or associa-
tions of hospitals. Extr•nded care facili-
ties'and home health agencies may simi-
larly nominate such in'termediaries. The-
flscal intermediaries are responsible for
paying' the bills of beneficiaries for coy-
ereil services rceelVed in paillcipating

9 hospitals and other Institutions under tho
medicare program. A provider may deal
directly with the Social Security Admin-
istration, In which case the same prin-
ciples are to be used In inaldng payment
for services.
(d) In consideration of the wide vari-

ations in si.Le and scope of services of
providers and regional differences that
exist, the principles fire flexible on many
points. They oifer certain alternativ,!3
and options cle:'—ed to fit individual
ClrCtIMStances and to allow time for those
provider; who do not aiready collect the
statistici,1 and financial d.i*.a neccy.sary
for the rcpartln; of costs to develop the
neceasory records.
(e) An important role of the fiscal In-

ttrmediary, tu adcW.Ion to claims proc-
essing and payment, and other assigned

1045.101(a)

However, with respect to cost
re'corting periods beginnin;; aft r

December 31, 1972, payments to
providers of services are based on

the lesser of the reasonable cost

of services or the customary charzes

to the ceneral ;public for such
services.
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NOT AI=V,J 3)
Regulations No. 5--Subpart

tes.ponkibilitios. Is to furnbill consulta-

ti:.e 1;7(irs n the develop-

mcnt of ii:•c•;:••,::;n: and coiit-fincilrit pro-

ce.fures which \i.n1 assure thcm equitable

payment urrier the pia:it:dn.

1:.1 n. vr,;(s1

.105.102 Cost reitilliorsenterit ; general.

(a) In forntulatir.;: inctliod.t; fur malt -

ini: fv:,f mid egintabie reirniAnsenicat

for r...-.%7‘'.ce:: rendered bi.r.elic:arifis of the

pro_n-am, payment is to nifttiC on the

of clirrent costs of the Individual

p:-.)vider. rather ,th;tri cost.6 of a pa.:-.t re-

fl.-Jo cr fl s. e. NI(1);.;:tte(1. rat.C. An nee-

es,ary and prcper ,•:;:ezisr_s of an institu-

tion in the rro.::uctic•ii o.: services,
  nr.,rinrii standby cos:s, are

. tne hare of the
total in.4:tutional cost that is borne b3
the pioi:rani is reiateci to the care fur-
ntOtect tctlt.f...t.‘l;-qle5 :so that no part of

th..i.7 r.f.:e.-1 lobe borne by other

patients. CaiivirLesiy, attributable

to other patien.L; of 1)-112: institution sire
n.;:t to be born::: by the prorarn.
the tIppl:.catic....!. of tins approach; with
appropriate aN:buntin,-; st:;.port, V.I11 C-

tn;,eti:,;: actual costs ce. services to
bericf,ciaric.s as such ec,:ts N ary irom m-
stitutit.n to 11:::titut.on.
(b) Patinu thti:e several points to-

rethei*, certabl t.';ecn evolvt'd
I.): the prihclnies ot icunbwi-sement and
certain 2toals have la.-en c..bisud taat
they shruld he di:Art:led to accomplish.
In ;:eneral terms, these are the tests or
objectIvr:s:
(1) That the melhccls of reimburse- •

ment should result in current pztyment
to that institutions \vill • not be d.kad-
vantir.eri, as they sonietiines'are uncier
other arratte:aients, by hashig to put
*);) money for t ;:urci.:r.se of rzoods and .
sz•rvicr.s well before they receive relm-
burse:rient.
(2) That, in addition to current pay-

ment, there shou!ii be retroactive st'i;
Meltt so that Inerob,es m costs are taken
fury into account as they tictually oc-
curreci. not ;u:it pr):pec.tivoly.
() That there be a division of the

allowable cw:ts between the beneficiaries
of this pro;:ram and the other patients

of the provider that tal-tea account of the
actual b..e u !...rytets by 10,
of this proi-ram and that vi fair to each
provider individ..:ally.

4, hat their.: be su2lc!ent
In the methods of reimbursement to be

9

8)405.).102(a)

However, with respect to cost reporti::::
periods beginning after December 31, 19-
payments to providers of services are
based on the lesser of the reasonable
cost of services or the customary
charges to the general public for
such services.
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•

ron
NOT

;142 6-72 Regulations No. 5--Subpart D S1405.451 (a)

routine itur! Inc 6alary cost
($13.12-- ¶12 501  

(Ix) Portion of the per client in-
patient routine ntir..inr: :salary
cost dill erei,tial luck:Lied in the
Cost of routine service ($12.5°-
1.12.02)  

60. 62

tO. 41

(3) Illustration of diller,7ntial adjust-
ment factor for a cost reporting period
beginning belcre 1, 1969 and ending
after Junc 30, 1969, Assume the same
statistical and financial data in para—

graph (011) of this section and t:iat tne
provider's cost repo:" ;vriod was for a
12-month period endir.i; March 31, 1970.
Potential rotItti.e nu rSillf: eev,t

difTerentini justrn-nt factor ap-
plicali`e to benelicin'..ies for the re-
portin;-, perioci  $2,381

Allowable roll inc 11111'!..117 (11;try Cost.
differential n,i just iwnt factor ap-
pileal)le to 1>elle:lel:1;1e5 for the re-
porting period 9.12:•:$2,181 741,78G

(36 T....R. 12(06, July 2, 1971 as
amndcd. at 37 F.1Z.. 10354, May
20, 1972)

§ 405.451 Cost related to patient care.

(a) Princtplc. All payment:, to pro-
viders of services must be based on the
"reasonable cost," of services covered
under title In7I1I of the Act and related
to the care of benenciaries. Reasonable
cost includes all necessary and proper
costs incurred in renderinq the SCIViCeS,
tIlbjeCt, to principles relating to specinc
Items of revenue and cost.  

‘(b) DzVinitions—(1) Reasonable Cost..
Reasonable cost of any services must be
determined in accor:lanee with regu-.
'talons establishing the'method or'rneth-
ods to be used, and the items to be in-
cluded. The rel.:Ilia tions in this subpart,
take into account both direct and in-
direct costs of providers of services.
The objective is that uncer the methods
of determining costs, the costs with
respect to individuals covered by the
progri-,M will not be born:: by inciividuals
not so nvered, and the costs with r,.spect
to individuals not SO covered will not
be borne by the pr':!-ram. Ties re7u-
latlons also provit_ .. for the n' 'in of
tulta1m: n:troactivc ;Icliwitmrmr, after
the provider has rubmittcd fi:cal and
statisli.:..al reports. 'I he retroactive ad-
justment will rrp:7enont the difference
betw:•en the amount received by the
provider during the year for covered

However, for cost reporting periods

starting after December 31, 1272,

payments to providers of services

-are based on the lesser', of the .

reasonable .cost of services covered

under AtleYVIII of the act and

furnished to program beneficiaries

or the customary charges to the

general public for such services, as

provided for in Sh05.455.



COTH SUPPORT OF DOCTORAL RESEARCH: A PROPOSAL
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One way in which the Department of Health Services and Teaching
Hospitals can expand its investigative activities in the absence of
acquiring additional staff is to provide modest support for ongoing doctoral
research in areas of interest to the COTH membership. The following mechan-
ism is proposed for consideration:

• (1) •The establishment of two (2) COTH $2500 research support
grants to doctoral candidates in the organizational and/or

• behavioral sciences, e.g. Departments of Economics or
Programs in Hospital and Health Administration. It is
suggested that these awards be general in nature and not
tied to any particular expenditures (data processing, travel,
etc.)

(2) The applicants should be full-time degree candidates who have
passed their comprehensive examination and who have a formally
approved dissertation proposal.

(3) The subject matter area addressed in the research proposal
should be directly related to the financing, organization
and/or delivery of health services in an academic medical
center environment. It is anticipated that the COTH adminis-
trative board would delineate specific areas it would be
willing to support; some examples might be:

a) The effect of teaching programs on hospital
cost dynamics,

b) Quantification of differential characteristics
of teaching and non-teaching facilities (e.g.,
.case mix, staffing patterns, organizational
structure, etc.),

•
c) The design and implementation of innovative

0 ...ambulatory care delivery models,

d) The effect of structural and functional
arrangements of different delivery mechanisms
upon the quality of care in a teaching setting.

(4) It is suggested that promotion of the willingness of COTH to support
certain types of research should be informal in nature. After
specific areas of interest have been selected by the Administrative
Board, a list of academic departments known to be sponsoring such
research efforts would be contacted by letter. The chairman of each
would be asked to encourage able students conducting relevant
research to apply directly to COTH.

(5) The applicants themselves and their research proposals would be
screened by the staff; selection of award recipients would be made
by the Administrative Board.



--'7-'4COTH Survey of House Staff Policy
March 1973

To Be Completed and Returned to:

COTH-AAMC, One Dupont Circle, N.VV., Washington, D. C. 20036

HOSPITAL NAME: 

7.4:1NtERNS AND RESIDENTS
. -

interns

Clinical

Residents Fellows

1. How many house tdf I positions did you fill in 1972-1973?

2. How many house staff positions are you offering for 1973-1974? (If you

share house staff with another institution, please estimate the full-time

equivalencies for your hospital)

3. What is the minimum cash stipend per year? 
1972-73 " 1973-74

sD,
'5 Interns:

1973-74 stipends are estimated: Resident 1st year

Yes  2nd year
(I)c.)

No  3rd year

sD, Cannot Estimate  -41h year
(I)
(I)
.0 

5th year

Clinical Fellowships 1st year

2nd year  

0, minimum stipends vary by department, in which departments do they vary, Departments $Amount

and how much in 1972-73 was the difference for  1st year residents? a.  
(I) b.  

0

0 d.  
‘,

(I)

c.) 5. Do you have a dependency allowance? 
YES NO 

(I)
• •

E 6. What is the estimated total dollars to be spent for intern and residen
ts' stipends for 1972-73? $ 

7. What is the estimated cost of perquisites and/or fringe benefits (including
 insurance) to your institu-

tion for house staff during 1972-73?

c.)

121 8. What percent of your 1972-73 operational budget is allocated to t
he costs of stipends and fringe

benefits for house staff?

9. What sources are used to pay your costs (stipends and fringe

benefits) for interns and residents? (i.e. hospital charges, federal

grants, medical school funds) 
% of

Sources Contribution

a.  

b.  

411). What sources are used to pay your costs for clinical fellowships? % of

Sources Contribution
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11. Will there be a change in the total number of funded house officer positions for July, 1973? Net Number Increased

- .Net Number Decreased

No Change•
B. -PERQUISITES

1. Piece check the health insurance benefits for which you pay the full costs of the premiums to insure
House Officers Dependents

Hospitalization  
Medical Surgical  
Major Medical

2. Please indicate the perquisites which you furnish at reduced rates or at no cost to your house officers.
  Laundry  Professional Meetings (travel, room or board)
  Duty Uniforms   Housing (cash allowances or domicile)
  Parking SMeals (other than on-call or snacks)
  Malpractice Insurance
  Life Insurance: Face Value of Policy $ 
 Other: (please specify)• 
 None of the above mentioned

3. During the past year, which fringe benefits were:
Added? Increased? Eliminated? Decreased?

C. HOUSE OFFICER EMPLOYMENT POLICIES

fi addition to their regularly prescribed duties, are your house officers permitted to engage in

e delivery of other medical services at your hospital, such as staffing your emergency room, for

which they earn additional money (moonlighting)? YES NO  

2. Does your hospital policy permit house officers to "moonlight" outside your institution? YES ______ NO  

3. If NO, is the policy strictly enforced? YES  NO  
,

4. Does your hospital ever hire house offieers from other institutions to staff your emergency room

or a similar service? YES . NO  

D..-COLLECTIV9E BARGAINING
is ..

1. Has your hospital, since January 1, 1972, received a request for collective bargaining recognition
from any formally constituted group seeking to represent your house staff regarding wages, fringe
benefits, and/or terms and conditions of employment? . YES  NO 

2. Does your hospital now have a negotiated collective bargaining contract with any segment of your
house staff regarding wages, fringe benefits, and/or terms and conditions of employment? YES  NO 

3. Has your hospital, since January 1, 1972, experienced any type of job action (e.g., work stoppage,
strike, "admit-in," mass resignation, "sick-out," etc.) by any segment of your house staff? YES  NO 

4. Is any portion of your non-house staff personnel (full-time physician faculty, nurses, paramedical,
non-professional) covered by a negotiated collective bargaining contract? YES  NO 

E. OTHER

What is the procedure in the following two departments for "nights on"?

a. In Medicine, 1st year residents are assigned a "night on" every weekday and every weekend.

b. In Surgery, 1st year residents are assigned a "night on" every weekday and every weekend.
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Present Position:

Past Positions:

Resume 

DENNIS DALE POINTER PH.D.

Assistant Director, Division of Teaching
Hospitals, Association of American
Medical Colleges (2/1/73 to date)

Assistant Professor, Graduate Program in
Health Care Administration, The City
University of New York (2/1/71 to 2/1/73)

Assistant Professor (5/1/72 to 2/1/73)
and Instructor (2/1/71 to 5/1/72),
Department of Administrative Medicine,
Mount Sinai School of Medicine

Instructor, Graduate Program in Hospital
and Health Administration, the University
of Iowa (1/1/70 to 2/1/71)

Reearch Fellow, National Institutes of
Health Predoctoral Research Fellowship,
Graduate Program in Hospital and Health
Administration -- University of Iowa
College of Medicine, the University of
Iowa (1/1/69 to 1/1/70)

Administrative Assistant, University of
Iowa Hospitals and Clinics; Iowa City,
Iowa (1/1/68 to 1/1/69)

Education: University Undergraduate-- Iowa State
University; Ames, Iowa (Major:
Psydhametrics; Minors: Philosophy,
History) B.Sc. Degree. awarded June; 1907

University Graduate -- The University of.
'Iowa; Iowa City, Iowa. Doctor of Philosophy
Degree awarded January, 1971. Major:
Hospital and Health Administration. Minor:
Statistics. Tools: Computer Science,
Research Methodology. Thesis: "Employee
Organization in Health Care Facilities:
An Exploratory Analysis and Evaluation"

9

Awards: Dean's Scholar, Iowa State University
(academic year 1966 through 1967)

Psi Chi Academic Psychology Honorary, Iowa
State University (initiated June, 1967)

University of Iowa Graduate College Scholar-
ship (awarded for academic year 1967-1968)
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•

•

•

Resume
DENNIS DALE POINTER, PH.D.
Page 2

Affiliations:

Appointments:

\\

Association of University Programs in
Hospital Administration Research and
Educational Trust Award for Academic
Achievement (awarded February, 1968)

University of Iowa Graduate College
Scholarship (awarded for academic year
1968-1969)

National Institute of Health Predoctoral.
Research Fellowship Grant No. 1 F01 HS
00002; awarded by the Division of
Health Services Research and Development
(1/1/69 to 1/1/70)

United States Public Health Service Study
Grant (HSM - 00 - 128) to participate
in Faculty Institute On Medical Care
Teaching; Ann.Arbor, Michigan (June 12
through June 23, 1972)

American Hospital Association
American Public Health Association
American Statistical Association
Industrial and Labor Relations Research

Association

Research Consultant, Division of
Research, Naval School of Health Care
Administration, National Naval Medical
Center; Bethesda, Maryland (Bureau of-
Medicfne and Surgery, United States Navy)

•. . .
Affiliated Consultant (specialist in labor
relations) Health Associates International,
Inc.; Washington, D.C.

Associate Project Director, Health Research
Fellows Program, Contract No. HSM 110-71-140,
Health Service and Mental Health Adminis-
tration, U.S. Public Health Service

Statistical Consultant, "Nursing Homes
in Massachusetts: An. Analysis of Cpsts
and Services" Contract No. HSM 100-69-413,
National Center for Health Services Research
and Development
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93o CONGRESS
1ST SEsstoN

IN THE SENATE OF THE UNITED STATES

FEBRUARY 26,1073
Mr. DomNicK introduced the following bill; which was read twice and referred

to the Committee on Labor and Public Welfare

EHLL
To amend the Public Health Service Act to extend the provisions

of section 601 thereof and for other purposes. •-•• . .
Be it enacted by the Senate and House of Represent a-

2 tives of the United States Qf America in Congress assembled,

3. That (a) sectiOn 601 of the Public iIeallh Service Act

4 • (42 U.S.C. 201) is aniended by striking the words "sec-

5 tion 600" and inserting in lieu thereof the words "this

6 title".

7 (b) Section 601 (a) of such Act is amended to read

8 as follows:

9 " (a) For the fiscal year ending June 30, 1974, and

10 each of the next two fiscal years—

II

" (1) $25,000,000 for grants for the construction
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2

of public or other nonprofit facilities for long-term care;

2 " (2) $70,000,000 for grants for the construction

3 of public or other nonprofit outpatient facilities;

4 " (3) $15,000,000 for grants for the construction

of public or other nonprofit rehabilitation facilities."

6 (c) Section 601 (b) of such Act is arn.ended by insert-

7 ing immediately after""1973" the following: "$45,000,000

8 for the fiscal year ending June 30 1974, and for the next
(grants for .the construction of public .or other

9 two fiscal,years". nonprofit hospitals and public health centers)

10

11

12

(d) Section 601(c) of such Act is amended by insert-

ing immediately after "1973" the following: ", $50,000,000

for the fiscal year ending June 30, 1974, and the next

13 two fiscal years". 
(grants for modernization of above named facilities

••

14 (e) Section 601 of such Act is further fl mended by add-

15

16

17

18

19

ing ta the end thereof the following new subsection:
•
"(d) For the purposes of assisting facilities providing •

se'rvices required wider sectiOn 603 (e) (2)., .$50,000,000

for the fiscal year ending June 30, 1974, and for the next

•(availability of services for persons unable to pay)
two fiscal years."

20 SEC. 2. Section 602 (a) of such Act is amended by add-

21. ing at the end. thereof the following new paragraph:

22 " (3) For each fiscal year the Secretary shall, in ac-

23 eordance with regulations, make allotments among the States

24 from the sums appropriated under section .001 (d), on the

25 basis of population, the financial need, and the extent of the.
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•

•

•

1

2

3

4

5

6

7

8

9

10

11

.) 12

3

need for the services required under section 003 (e) (2), of

the respective States.".

SEC. 3. Section 605 of such Act. is amended by adding

at the end thereof the following new subsection:

" (f) No _application for assistance under this title for a

project which would result in an increased number of hos-

pital beds in an area shall be approved unless such, applica-

tion has been reviewed and approved, by the appropriate

area-wide. health planning agency established pursuant to

section-314 (b) of such Act (or, if there is no such agency

in the area., then1t6 Such other public or private nonprofit
• : • •• •

agency or orgamzation, if any, which performs similar func,-,

13 tions), and only if such assistance will be provided in ac-

• 14 cordance with such plans as have been developed pursuant to
• (approval of projects for construction Or

15 section 314 (a) of such Act." modernization)

16 Sm. 4. Section 625 of such Act is amended by adding

17 immediately after "1973," the following; "and. the next two
(limitation of amount of\ loans guaranteed or directly made

18 fiscal years,". $1,500,000,000

19 SEC. 5. Section 631 of such Act is amended by striking

20 the word "two", and inserting in lieu thereof the word

21 "five". (construction or modernization of emergency rooms)



1973 AAMC Annual Meeting 

Format - With Sunday serving as the arrival date for most participants,
Plenary Sessions would be held on Monday and Tuesday mornings, Business
meeting of the Councils would be held on Monday afternoon and the Assembly
on Tuesday afternoon. Wednesday morning would be reserved for a program
of the Councils, similar to the joint COD-CAS program held this year.
Sunday afternoon, Wednesday afternoon, and all day Thursday would be open
for committee meetings and meeting of outside groups (including Academic

0 Society meetings).

.;

0

C.)

8

Nov. 4 Nov. 5 Nov. 6 Nov. 7 Nov. 8

Plenary Plenary
Council
Program Misc

Misc Council '
Business

Assembly
Minority? Misc MiscOSR
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Council of Teaching Hospitals—AAMC

GENERAL SESSION SPEAKERS

Friday, November 3, 1972

THEME—External Fiscal Controls On
The Teaching Hospital

H. ROBERT CATHCART
President
Pennsylvania Hospital
Philadelphia, Pennsylvania

THE PHILADELPHIA
EXPERIENCE

THOMAS L. HAWKINS, JR.,
M.D.
Executive Vice President
and Director

Albany Medical Center
Hospital

Albany, New York

aim NEW YORK STATE
EXPERIENCE

COTH ACTIVITIES

Thursday, November 2, 1972

4:00-6:00 p.m. AAMC-VA Joint Session

Friday, November 3, 1972

12:00 p.m. COTH Annual Luncheon

1:30 p.m. COTH Annual Institutional
Membership Meeting

Presiding, GEORGE E. CARTMILL

Chairman, COTH, 1971-1972

2:30-5:00 p.m. COTH General Session
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FOREWORD

The Assembly of the AAMC approved a statement in Novem-

ber of 1971 urging that the academic medical centers assume

institutional responsibility for graduate medical education.

These guidelines have been developed to assist faculties

seeking to develop a plan for institutional assumption of

responsibility for the various internship and residency pro-

grams in their academic centers.

In developing this document, the Graduate Medical Educa-

tion Committee and the staff drew heavily upon earlier commit-

tee reports. These are mentioned in the Historical Summary

and should be referred to by faculties and their planning

committees. The Historical Summary also sets forth the rapid

and accelerating change in graduate medical education in the

United States.

Because the rate of change in graduate medical educa-

tion has been paralleled by an ingreasing complexity of aca-

demic medical centers,:it has:been nQcdssary to..keep these

guidelines broad. Major conceptual ideas for which policies

and administrative detail must be developed are set forth.

It was not intended that a single best solution be promulgated.

The value of these guidelines will be enhanced if the

specific problems which are met and resolved (or not resolved)

by the institutions as they attempt to meet the Assembly's

challenge are communicated on a national level.

gregate experience plans for specific studies

icy development can be derived.

From the ag-

in national pol-
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I. INTRODUCTION

Graduate medical education is the process that differ-

entiates the multipotential holder of the M.D. degree into

a competent, professional physician who has the requisite

knowledge, skills and judgement to begin a lifelong career

of service and learning in a delimited area of medical prac-

tice.

This document sets forth guidelines for the development

of overall institutional responsibility for graduate medical

education. It is particularly directed towards academic

medical centers with medical schools conducting undergraduate

programs leading to the M.D. degree, but it has broad appli-

cability to all institutions conducting programs for the grad-

uate education and training of medical specialists.

II, HISTORICAL SUMMARY

. -
Attaining the M.15. ddgree now tignifies that the recip-

ient is prepared for further education rather than for an

independent professional career. The degree is a benchmark

of transition from the first phase of formal medical education

to the second. In the first phase the goal is to educate and

train students in the basic and clinical sciences to the point

that they are capable of obtaining clinical, social, and cul-

tural data from a variety of patients; are able to assimilate

and record these data in a logical and coherent fashion and
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correlate this information, to a limited degree, with the

existing body of biomedical, scientific knowledge in arriv-

ing at diagnostic and therapeutic decisions. As the body of

knowledge has grown and the skills for collecting data and

providing therapy have become more and more complex, the un-

dergraduate phase of medical education and training has been

complemented by a formalized graduate phase.

This phase, largely based upon direct responsibility

for patient care, has developed as an apprenticeship system,

supervised and controlled by each specialty discipline. Na-

tional standards for accreditation of graduate programs and

for certification of individuals by examination have been

evolved by each specialty. Directors for each specialty

graduate program are principally guided by these national

standards.

In general the system has been successful and has pro-

duced highly .trained and skilled specialists. However, the
•

:r0,iance'on 'national poiioies, eStablisildd solely by special-

ists in each disciPline, for accreditation and certification

has not been optimally responsive to societal needs and has

produced a relatively inflexible graduate medical educational

system which tends to neglect the variations in residents,

institutional characteristics, institutional missions and

national and regional health service needs.

The nation's medical schools are now providing staff and

facilities for the graduate education of 80% of their M.D.
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recipients. Therefore, these institutions and their affili-

ated teaching hospitals should properly assume a larger de-

gree of responsibility for the conceptual development of the

graduate phase of medical education and for setting the stand-

ards of accomplishment for the students whom they educate and

train.

Granting the M.D. degree has been the responsibility of

academic institutions for the past fifty years. The assump-

tion of this responsibility terminated the era when medical

education was controlled largely by the practicing profession.

As a result, new standards derived from the broad perspective

of the universities promoted an adherence to excellence in

scientific and clinical education and created institutions

capable of scientific investigation and the application of

new biomedical knowledge to medicine.

Medical schools, as they became components of universi-
'. • • •

ties, established their medical•educational programs by

: • . • •
aChieveing asconsensus of,the entire facillty of the school..

•
.This involved both basic scientists and clinicians. Criteria

for student selection and standards for promotion and gradu-

ation also were considered to be a responsibility of the entire

faculty. While constrained to a degree by state licensure

laws, accreditation standards, and the "conventional wisdom"

of the medical establishment, schools could develop special

curricula and instructional techniques peculiarly suited to

their students, their resources, and the needs of their commu-

nities or regions. Until the mid-50's, few schools made sig-
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nificant experiments in modifying the conventional (i.e., 2

basic science years, 2 clinical years) mode of the tradition-

al four-year undergraduate education for the M.D. degree.

During the past fifteen years, and particularly during the

past five, new approaches to undergraduate education have

been common. The forces promoting curricular experimenta-

tion are complex, and they vary from one institution to another.

The opportunity to depart from tradition is in large measure

afforded by the willingness of the accrediting agency (the

Liaison Committee on Medical Education), state examining boards

and other public agencies to trust that the "corporate wis-

dom" of the entire faculty of a medical school will assure

maintenance of basic and fundamental academic standards. This

trust has been enhanced by the emergence of large full-time

faculties in both the clinical and basic science departments.

These faculties are considered to be of such high quality

that they .can be. permitt.ed a large degree of institutional
. .

.self-determination for • undergraduate medical education.

During the period when undergraduate education was tra-

ditional and essentially standardized, and most M.D. recip-

ients entered practice after one year of internship, the pur-

pose of graduate medical education was to produce a few qual-

ified specialists in those clinical areas which required de-

tailed knowledge and .skills not ordinarily provided in the

formal medical education program. It is not surprising that

the first four boards established during the period from 1916
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to 1932 were in Ophthalmology, Otolaryngology, Obstetrics

and Gynecology, Dermatology and Syphilology. Individuals in

these disciplines, concerned with assuring high standards

of education and training for those who called themselves

specialists, promoted the establishment of Boards to lay down

national standards for program length and content and national

examinations to assure the competence of those certified as

specialists.

Reliance upon rather rigid standards for program charac-

teristics and individual certification was necessitated by

the diversity of settings for graduate medical education.

Hospitals, both those affiliated with and not affiliated with

medical schools, were the institutions for graduate medical

education; and in either setting, the program for each spe-

cialty discipline was considered the sole responsibility of

the specialists involved in that discipline. A broad insti-

tutional responsibility for gradUate education, similar to that
. .

taken by the entire faculty for :undergraduate medical educa-

tion, did not evolve, even as the number of specialty Boards

increased and as the setting for graduate medical education

moved more and more into the academic environment of the med-

ical schools.

While initially graduate education was largely conducted

by full-time practitioner-specialists in the context of their

own practice, the development of full-time, clinician-aca-

demicians in medical schools gradually moved the major re-

sponsibility for graduate medical education into the province
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of academic medicine. Students promoted this transition by

preferentially choosing programs established in academic

settings over those lacking academic affiliations. During

the past decade, Board members have been increasingly drawn

from physicians in the academic environment.

In 1966 the AMA-sponsored Citizens' Commission on Grad-

uate Medical Education, recognizing the significant engage-

ment of academic medical centers with graduate medical educa-

tion, recommended that the universities assume full respon-

1
sibility for all of graduate medical education in the nation.

In 1968 the Council of Academic Societies of the AAMC pub-

lished a report of a major conference on "The Role of the

University in Graduate Medical Education." This report

pointed out that although the setting for graduate medical

education had shifted into the academic medical centers,

there was insufficient recognition that these graduate pro-
. 2

.grams were now a major responsibility of these institutions.
. .

an' 1971 he Assembly of tlie AAMC .aftiroved a statement ui.ging

the constituent members of the Association to assume respon-

sibility for graduate medical education in a manner analogous

to their assumption of responsibility for undergraduate medi-
3,4

cal education.

The foregoing has related the movement of graduate medical

education into the academic environment largely to the develop-

ment of full-time clinical faculties and to student preference

for the academic setting. Several other factors have been

operant in this evolution.
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The explosion in biomedical knowledge and technology

largely is a product of the university-based medical school,

and the most comprehensive exposure to this new information

can be gained at the university centers. University centers

have also commanded more resources for procuring advanced

equipment and specialized personnel. While such expenditures

have generally been for research purposes, the opportunity

to learn the latest methodologies for patient care has been

provided to graduate medical students in these settings.

Training programs supported by federal funds have largely

gone to university-based medical centers. Thus, direct sup-

port for individuals seeking graduate education has been more

available in programs directed by full-time, academic clini-

cians.

The ascendancy of graduate programs in the academic in-

stitutions has been significantly related to external forces,
•

particularly those promoting research and increased special-

ism in medicine. The'inst!ittitioneither individually or%

in the aggregate, have only recently realized that they must

become concerned with the impact of their large graduate medi-

cal education commitments, on their resources and upon the

characteristics and quality of medical practice in their com-

munities and the nation.

During the past several years, significant changes have

begun to develop in the national approach to accreditation

of graduate programs and the certification of specialists.
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These changes can provide opportunities for the faculties of

graduate medical educational institutions to move toward a

broader responsibility.

In the accreditation arena, the formation of the Coordi-

nating Council on Medical Education and the Liaison Committee

on Graduate Medical Education has established for the first

time an opportunity for five major national organizations to

participate in remodeling the accreditation of both under-

graduate and graduate medical education. The parent organi-

zations are: the American Medical Association, the Associa-

tion of American Medical Colleges, the American Board of

Medical Specialties, the American Hospital Association and

the Council of Medical Specialty Societies. These provide

for broad input into both the Coordinating Council and the

Liaison Committee on both undergraduate and graduate medical

education. It is likely that proposals for innovative im-

provements in educational programs will receive interested

and sympathetic attention,by these'newly-fornied bodies.'

'During' 'the past decade, the specialty Boards have'been

seeking to improve their certification procedures for indi-

viduals. Increasingly they have turned to the National Board

of Medical Examiners for advice and assistance. The National

Board, recognizing that rapid changes are occurring in both

undergraduate and graduate medical education, is in the pro-

cess of reorganizing itself so that it can provide more effec-
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tive service for certifying that recipients of the M.D. de-

gree are prepared for entering graduate education and also

assisting the Boards in developing assessment systems of

high quality and validity.

In the discussion and debates which have led to the es-

tablishment of a new accrediting system and the reorganiza-

tion of the National Board of Medical Examiners, it has been

repeatedly emphasized by many who participated that the in-

stitutions of higher education which conduct programs for

the education of physicians must assume greater responsibility

for the quality of all programs conducted under their aegis.

Further, there is general recognition that in a complex, plu-

ralistic society, national agencies cannot effectively over-

see either accreditation or certification without delegating

responsibility to institutions which are dedicated to main-

taining and improving quality.
\•

At this point in ti;me,• the reorganization which has been

. accomplished on the national scene provides both an opportu-
• • • • •

nity and a challenge to the academic medical centers to assume

greater responsibility for and greater authority over gradu-

ate medical education.

III. GUIDELINES

A. DEFINITIONS

1. Graduate medical education is that period in the for-

mal education and training of a physician which usually fol-



-10-

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

 c
ol
le
ct
io
ns
 o
f
 th

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

• 
lows the granting of the M.D. degree and culminates in qual-

•

•

ifying for certification in a specific clinical discipline.

Certification is obtained by the satisfactory completion of

a program of education and training, and passing an exami-

nation or examinations conceived and administered by a na-

tional body (Board) representing the discipline.

2. Graduate medical students are individuals, usually

with an M.D. degree, who are enrolled in a graduate medical

institution and are pursuing education and training in a

program leading to certification in a clinical discipline.

The traditional titles "intern", "resident", "clinical fellow"

or "house officer" recognize the hospital-physician role of

these individuals. Although such titles do not convey their

semi-student status or their role in health care delivery

outside the conventional hospital setting, the titles "resi-

dent" or "clinical fellow" are widely understood and are pre-

ferable to "gtudentv or "trainee".
. .

3.. A graduate medicl education prograni is a Complei.e

ed?ucational'and training experience-which prepares residents

to assume independent responsibility for patient care in a

specific clinical discipline.

4. The graduate medical education faculty in an insti-

tution ordinarily should include all the full-time and part-

time faculty normally, responsible for undergraduate medical

education. The need to incorporate learning opportunities

in the basic sciences into graduate programs will provide a
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special challenge to the basic science faculty and their din-

ical colleagues. Institutions utilizing part-time clinician-

teachers are encouraged to provide these individuals with ap-

propriate input into program planning and appropriate recog-

nition.

5. Academic medical centers with institutional respon-

sibility for graduate medical education are institutions or

institutional consortia which provide the spectrum of scien-

tific and clinical faculty, the facilities, and the adminis-

trative capability necessary to plan, conduct and evaluate

graduate education and training based upon policies and goals

derived on an institution-wide basis.

B. THE INSTITUTIONAL SETTING

1. Introduction 

Graduate medical education requires a special institu-

tional setting. Academic medical centers planning to assume

responsibility for graduate. medical education must recognize '
%

tlr, need for an institutional system capable of delivering

health-care services, ranging from primary to tertiary, in

a variety of settings.

In developing the health services appropriate for grad-

uate programs, the centers will need to encourage the par-

ticipation of individuals, institutions and agencies having

primarily a service commitment, but willing to make a commit-

ment to the academic mission. The new institutional form
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derived from this amalgamation will have both special charac-

teristics and special problems which may require changes in

the conventional management and governing policies of either

the academic or the health service institution. The academic

programs and the service programs must be blended. The fac-

ulty must be composed of individuals with a variety of aca-

demic and professional capabilities; and as a faculty, must

be capable of recognizing the contribution of all its seg-

ments to the common goals of education, service, and research.

Financing, although derived from multiple sources, must

be apportioned to assure that the various missions of the in-

stitution remain in dynamic and effective balance.

2. Governance

a. Role of the Governing Board. The academic medical

center which broadens its responsibilities to include grad-

uate medical education must be cognizant of the need for a

governing board made up of individuals. who can understand
. •

1,ts special problems and mak.e policy decisions which range

from those related to 'academic governance to those required

in the institutional delivery of health care services. Where

the academic center is a consortium of institutions with .

their own governing boards, a governance mechanism represent-

ing all institutions should be established t implement policy

decisions related to the overall educational mission of the

center and to articulate these policies with the service mis-

sions of the several constituent institutions.
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The provision of health services to the community is

essential for accomplishing the graduate medical education

mission, and the board must be sensitive to the needs of the

community for health services. There should be provisions

made for input to the board from recipients of these services.

b. Role of the Faculty. Faculty should be responsible

for policy development and program review of all facets of

graduate medical education. Faculty from both basic and clin-

ical academic departments should

teaching programs of the various

tutions, mechanisms for ensuring

expect to contribute to the

disciplines. In most insti-

that the faculty exercises

this responsibility have been well developed

graduate program leading to the M.D. degree.

greater complexity of graduate education, it

for the under-

Because of the

is particularly

important that broad participation of members of the faculty,

ranging from basic scientists to practicing clinicians, be

.engaged in setting standards for student selection, review-.
. . .. .

:ipq and 'approVing:curriculum plansyassessing the validity,

:of'resident: evaluatibn procedures, and ratifying the gradua-

tion

This

view

of residents from various graduate medical programs.

will necessitate establishing a multidisciplinary re-

system for each graduate program. An overall faculty

committee for broad policy development and the adjudication of

disagreements will surely be needed.

c. Role of the Residents and Fellows. Because residents

111 and fellows are expected to educate and train those junior to
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•

them and are also expected to share in the supervision of

patient care provided by those with lesser experience, they

should be provided appropriate involvement in the affairs of

the institution. This involvement should be particularly

directed toward enhancing their teaching and supervisory skills.

3. Administrative Arrangements 

Administrative systems will vary depending upon the size

and complexity of the academic medical center. The import-

ance of providing for the following relationships is emphasized:

a. The ultimate responsibility and authority for the

educational programs of the academic center should be lodged

with an individual who has direct access to, and is also re-

sponsible to, the governing board. When the graduate medical

institution is a consortium of institutions, the relationship

of this administrative officer to each institutional member

should be explicitly stated.

b. The.'undergraduate and graduate medical education.

programs Should be adminiratively linked.

*c. Because of the differential nature of graduate medi-

cal education, the specific programs leading to different

disciplinary careers should be planned and implemented by

faculty members specifically responsible for each program.

However, the autonomous discretion of these program directors

should be limited. The individual with overall responsibility

for the center's educational programs should have administra-

tive authority over each program director and should assure
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that the selection of students, appointment of faculty, de-

velopment of curricula, assessment of residents, evaluation

of the educational process and outcomes and the commitment of

resources for all programs are commensurate with the polcies

for graduate medical education established by the entire fac-

ulty.

d. Because administering a health services delivery

system is a complex task, it is likely that an individual

with particular skills will be delegated this task. It is

extremely important that :this individual and his staff under-

stand the interdependence of the service and educational pro-

grams of the center and that he be a member of the team of

individuals responsible for the educational mission.

C. RESIDENT SELECTION, EVALUATION OF PROGRESS AND GRADUATION

1. Selection 

Residents selected, should ordinarily have achieved the

.M.O• degree or its equiNialent. Th±s is not to be construed

'to'interdict programs which coordinate their curricula with

the undergraduate medical school curricula of students who

have made early career decisions for a specific discipline.

Specific criteria for selection for each program should be

developed and approved by the general faculty or a represent-

ative body of the faculty.

2. Evaluation of Progress 

a. General. Procedures for evaluation and reporting

the progress of residents in each program should be developed.
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These procedures should include an assessment of knowledge,

skills, performance and judgement in the particular discipline

pursued and an overall assessment of attitudinal development.

No specific examination or rating system is recommended but

evaluation should be carried out by faculty members both

within and without the resident's discipline. There should

be clear evidence that progress is periodically evaluated (at

least annually) and reports of these evaluations should be

on file in a central office of the institution. Provision

should be made for regularly apprising residents of the fac-

ulty's evaluation of their progress. This feedback is essen-

tial. Evaluation reports should be utilized to verify that

residents are ready to graduate and be certified as prepared

for Board examinations.

b. Evaluation of Readiness for Increased Patient Care 

Responsibility. A fundamental educational technique of grad-

uate medical education is caring-for patients in a carefully
. .

'supervised setting. As regitdent's achieve increasing knowl-

edge, skills and judgement, increased' responsibility for

making decisions and providing services is necessary. Faculty

supervision of residents is an important and intricate matter.

On one hand, failure to allow residents to grow into increas-

ing responsibility inhibits their professional development,

while on the other hand, permitting premature assumption of

responsibility endangers patients and may encourage the de-

velopment of undesirable attitudes and behaviors which will
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prove detrimental far beyond the training years. This dif-

ficult problem of matching responsibility with achievement

cannot be resolved by arbitrarily assuming that after fixed

periods of time in a program, all residents are ready for

similar levels of responsibility. Verifiable and auditable

methods of determining readiness for the next level of pa-

tient-care responsibility should be developed. These may

include reports of direct observations of residents in the

patient-care setting by several faculty members, audits of a

resident's patient records, the use of simulation techniques,

and written or oral examinations to determine knowledge. Spe-

cific and measurable criteria should be determined in advance

in order to achieve optimal evaluation.

3. Graduation 

Certification that an individual is prepared for inde-

pendent patient-care responsibility is a dual function shared

by the graduate medical institution and the Boards. Gradu-

'ation should be acknowledged by the awarding •of a certificate

which signifies that the entire. faciilty recognizes tha-E the

individual awarded the certificate has met all of the require-

ments set forth by that faculty. The institution should place

the same stress on its public accountability for the awarding

of such a certificate as do institutions of higher education

in awarding advanced degrees.

Examination by the appropriate specialty board completes

the certification procedure.
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•
4. Resident Counseling 

An advising and counseling service should be available

to graduate medical residents.

D. CURRICULUM AND THE LEARNING ENVIRONMENT

1. Curriculum Development 

It is recognized that each graduate discipline in medi-

cine has its special body of knowledge and skills. Neverthe--

less, it is not necessary that all graduate programs in au

'50
-,5 discipline have either identical content or identical require-
.;
77;uu ments for length of training. Broad guidelines indicating
77;0, the expectations of achievement for professionals in each
u,
u,.0 discipline are achieved through a national consensus and pro-

mulgated by the Boards. Program directors, faculty and res-

idents are encouraged to develop their own curriculum for
u

u
-,5 each discipline taught within the institution and to experi-

ment with the development of new disciplines which can pro-

vide patient care more effectively.
O

• 

u • ' ' • '
-,5 In aevelopin4 curricula, careful attention should be paid
u

§
to the special distinctions which make each resident unique.

5
(5 These include prior educational background and cognitive, per-

ceptual and manual skills. Opportunities should be provided

to residents to plan a significant portion of their programs

with the advice and counsel of faculty.

Effective performance in any specialized discipline of

medicine is founded upon general knowledge and skills common

•
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to all physicians. Undergraduate medical school curricula

are designed to provide students with these basic skills.

However, if residents have not had a sufficiently broad ex-

perience in the general clinical areas relevant to their spe-

cialty, this type of experience should be provided. The

timing when residents in various disciplines achieve optimal

basic knowledge and clinical skills is of lesser importance

than ensuring that these skills are achieved before the resi-

dents are certified for graduation.

2. Balancing Service and Education 

It has been repeatedly emphasized that graduate medical

education is based upon the provision of personal health care

services to patients. A willingness to serve patients is an

important professional attitude for physicians. The obliga-

tion to provide patient services must be a part of the learn-

ing experience for all residents. Graduate medical residents

are expected.to assume increasing service loads as they grow

and maturd into their full prOfessional roles*, and must there-
9

fc'evillingly accept the responsibility of serving the needs

of patients in all settings. This emphasis on patient service

must not be construed as condoning excessive dependence by .

institutions upon residents and clinical fellows for the pro-

vision of patient services.

3. Continued Intellectual Growth 

While learning in the setting of direct patient care is

important in graduate medical education, it is essential to



-20-

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

 c
ol
le
ct
io
ns
 o
f
 th

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

•
balance the educational strategy with a similar emphasis on

continued intellectual growth in biomedical knowledge. Res-

idents should be taught how to continue to expand their fund

of knowledge in an organized fashion while fulfilling the

demands of accepting increasing responsibility for patient

care.

The development of a learning environment which maintains

residents' interest in the basic biomedical sciences during

the graduate years is both an opportunity and a challenge for

the faculties of academic medical centers. Basic scientists

and clinicians should work together to maintain and stimulate

the intellectual curiosity of these older, now differentiat-

ing residents. The instructional techniques for this group

111 must be especially tailored. Adherence to the techniques

•

which are effective for undifferentiated, undergraduate medi-

cal students frequently will not succeed.

Centers assuming responsibility. for graduate medical

.education should plan td. suPport.enlafged basic science.facul.-

'ties and should seek to recruit basic scientists who can teach

effectively in the clinical setting.

E. FINANCING

1. Institutional Financing 

Institutions seeking accreditation for graduate medical

education must develoP sufficient financial resources for

supporting educational programs to ensure that administrators
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and faculty with primary responsibility for education can

devote their principal energies to conducting the various

programs.

Because teaching and practicing clinical medicine are

inextricably related, it is expected that faculty having

teaching responsibilities will also care for patients. Pay-

ment for patient services delivered in the teaching setting

by both faculty and advanced residents is appropriate and

essential. Funds so generated should be collected and man-

aged in such fashion that the financial needs of faculty,

residents and educational programs are Met effectively and

fairly. This plan should be formally established, agreed to

by the faculty, and its administration should be periodically

reviewed by the governing board.

Residents and faculty both contribute to the services

provided patients by hospitals. Hospitals providing facili-

ties for graduate medical education must, therefore, contrib-

ute to the budget for.graduate medical education.

2. Resident Financing 

Because the graduate education and training of residents

is long and the intensity of their responsibility precludes

their earning extra income, the costs cannot be borne solely

by most residents.

Residents, as they advance through their training, pro-

vide essential services to patients both on behalf of hos-

pitals and their physician-teachers. The financing of resi-



-22-

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

 c
ol
le
ct
io
ns
 o
f
 th

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

•

dents should recognize these services, and income derived

from both hospital charges and professional fees should be

budgeted for their stipends.

F. GUIDELINES CONCERNED WITH RELATED ISSUES

1. Patient Records 

Effective learning and effective evaluation of the learn-

er in the clinical setting are dependent upon the excellence

of patient record systems. Academic medical centers should

make every effort to maintain high quality patient record sys-

tems. The goals should be:

a. To make •the patient record an effective instrument

for ensuring excellence in the provision of care to each

individual patient.

b. To make the patient record an effective instrument

for learning by displaying all data legibly and in a manner

which assures that the rationale for each decision is clearly
•

evident..
. •

C. To. make the .patilnt record .an effective instrument

for evaluating the quality of performance of the resident by

making the records auditable. Accomplishing an audit should

not require extraordinary investment of time by the reviewer.

An optimal learning environment requires that the learn-

ers and their teachers participate directly in patient care

and record their observations, opinions and decisions direct-

ly in the patient record.
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2. Attitudinal Development

Graduate medical education has developed because of the

need to provide specialized knowledge and skills to physi-

cians in delimited areas of medical practice. This thrust

has placed an emphasis on the attainment of such knowledge

and skills, often to the exclusion of cultivating a profes-

sional awareness of the emotional needs and cultural charac-

teristics of patients as individuals or as members of specif-

ic populations. Graduate medical institutions should be

aware that an essential portion of their educational mission

is the maintenance and cultivation of helping attitudes in

their residents. Many institutions have available to them

faculties in the behavioral sciences. These faculties are

111 showing an increasing interest in participating in medical

•

education and they should be encouraged. However, the fac-

ulty responsible for graduate medical education must assume

.primary responsibility for maintaining and cultivating an
. . •

:Orarenest of the 'physicians reSponsihiility for encompassing

:all facets of patients' needs--physical, emotional and cultural.

3. Education With Other Health Professionals 

Increasingly, physicians are dependent upon the knowledge

and skills of other health professionals. Optimal provision

of personal health services to an expanding population with

increasing expectations for health care can only be met by

the efficient utilization of all available talent. The per-

iod of graduate medical education provides special opportu-
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nities for training physicians to work with other health pro-

fessionals. Most academic medical centers are educating

several types of health professionals other than physicians.

In developing educational policy, curriculum, and instruc-

tional plans, members of the faculty responsible for other

health professional programs should be consulted; and mech-

anisms for their meaningful input should be developed. In

the graduate setting, differentiating physicians should learn

to work with students in other health professions in the

real context of patient care. Having residents develop an

understanding of the special abilities of other health pro-

fessionals, coupled with learning how to delegate responsi-

bilities to those colleagues, should be a major goal.

4. Primary Patient Care 

An emphasis on specialism in American medicine has re-

sulted in a graduate medical education system focused princi-

• •
pally on educating and training 'physicians for highly spe-

cialized roles in the.treatmpnt of dis'eas'e. The generalist,

prepared to assume primary responsibility for patients, has

not received major attention. Institutions for graduate medi-

cal education are encouraged to experiment with the develop-

ment of delivery systems and educational programs which will

encourage a significant proportion of their residents to de-

velop careers as primary care physicians.
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5. Manpower Distribution by Specialty and Geographic 

Location 

a. Specialty distribution:

Academic medical centers should plan their program in

graduate medical education in accord with specialty manpower

needs of both their regions and the nation. In a nation which

is undergoing significant changes in its health care delivery

system, projecting manpower needs requires complex planning

technology. The geographic mobility of physicians further

complicates local and regional forecasting. Institutions are

urged to utilize resources available locally in developing

manpower projections and to cooperate in national efforts to

estimate the types of specialists needed in medicine.

b. Geographic distribution:

Solving the problems of getting physicians to settle

and work in medically underserved areas is complicated. While

there are many financial and cultural.factors which influence

physicians in their decision.fo location, the professional •

e:soriences.provided during their graduate education may be

influential. Learning while caring for patients in well-run

ambulatory settings remote from the acute-care teaching hos-

pital may provide insights into the feasibility of establish-

ing a practice in more remote areas. By extending graduate

education opportunities into remote settings, academic medical

centers will also provide opportunities for continued partic-

ipation in medical education by physicians who choose to es-

tablish their practices in these areas.
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FOREWORD

The Ad Hoc Committee on Continuing Medical Education was

charged with advising the Association of American Medical Col-

leges regarding the role that the Association and its con-

stituents should play in continuing education in the future.

Implicit in that charge was the view that continuing educa-

tion has not been effective in accomplishing its imputed pur-

pose--to make physicians of all ages optimally effective in

the performance of their professional duties.

Data on performance of physicians (including those hold-

ing full- and part-time academic appointments) are difficult

to acquire, but the information available suggests that there

-axe significant defects in performance. In the opinion of

the committee, there are two main reasons for these deficien-

cies which are of importance to medical faculties.

The first is that the behaNiiors *parted during the aca7
•

years do not, appardtitly, persist long into the prac-

tice years. The pressures of practice envelop the physician

before he has an opportunity to adapt to the discipline re-

quired to continue his learning.

Secondly, despite a complete lack of evidence of effect-

iveness, the "shotgun" approach continues to be the pattern

of continuing education as provided by medical faculties and

associations. The committee questions the effectiveness of

short courses, audio-tapes, video-tapes, and even books and
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journals when they are considered in the light of the docu-

mented behavioral changes experienced by the majority of phy-

sicians after they become involved in the delivery of health

care.

Measurements of continuing education, such as certifi-

cates of attendance, recognition rewards, and possibly re-

certification and relicensure by examination, are not measure-

ments of the end objective--improving patient care by chang-

ing the behavior of physicians--and have no greater correla-

tion with this objective than do grades and class rankings

in medical school.with performance during clinical graduate

training.

Therefore, it is the thesis of this committee that con-

tinuing education cannot and should not be separated from

the initial formal education and that medical faculties must

strive to incorporate into the basic and graduate training

years those ciSntinuingeducation iqethods which have been

H
shown to be effective.

The committee report develops this position and also

emphasizes that the AAMC and its constituents must make plans

for instituting educational policies which bear directly on.

the problem of making physicians continually responsive to

the changing knowledge and technology of medicine in the con-

text of their daily responsibilities for patient care.
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INTRODUCTION

The committee determined that fulfilling its charge re-

quired that it consider continuing education not in the

context of the past or present but in the context of future.

There was a consensus that there will be increasing expecta-

tions by the public for professional accountability (that is,

that high quality care be obtainable at reasonable cost).

A modified Delphi technique was utilized to obtain opin-

ions of the entire committee regarding the trends and char-

acteristics of the health care' delivery system during the

next 10 years.

In the aggregate the committee believes that:

111 1. Physicians will continue to have the major respon-

sibility for patient care, although they will be increasing-

ly associated with and assisted by other health professionals

2. Group practice will increase until by the end of .

the decade' at Jeast 50 -and pehaRs as high as 80%-of all
• s.

.pl.:..Acians will be.members of organized medical groups..

3. These groups will increasingly be associated with a

specific hospital.

4. Forty to seventy percent of physicians will receive

at least three-fourths of their professional incomes from

salaries.

5. There will be systematized methods of assuring an

acceptable quality of physician performance. The responsi-

bility for defining accountability will be shared by:
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(a) practicing physicians and medical educators,

(b) the federal government,

(c) third-party insurance carriers, and

(d) consumers.

The committee believes that the definition of the parameters

of quality will be predominantly initiated by practicing

physicians and medical educators.

6. Efforts to control quality of medical practice will

include:

(a) Audit systems such as the Professional Standards

Review Organizations already enacted into law.

(b) Relicensure and recertification with recertifica-

tion being distinctly favored.

(c) Periodic updating as a condition for continued em-

ployment in both private and public clinics.

(d) Requirement for continuing education credit even

though there is little evidence :that this is effective in
• .•

assuring that physicians will responsibly modify their prac-

:tice as knowledge and technology advance.

7. With increased demand for public accountability,

there will be an increasing emphasis on educational programs

for physicians by hospitals and clinics.

The committee's recommendations must then be interpreted

with the knowledge that medical practice in the future is

expected to be conducted by physicians predominantly working

in organized groups with the majority rewarded through a

salary in a social system demanding accountability for control
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of quality and with hospitals and professional organizations

placing an increasing emphasis on staff education.

RECOMMENDATIONS

1. The medical faculty has a responsibility to impress

upon students that the process of self-education is con-

tinuous and that they are going to be expected to demon-

strate that they are competent to deliver care to patients

throughout their professional lives.

The form in which students and physicians will be asked

to demonstrate competence' will:vary as their careers evolve.

Initially, written cognitive examinations will play an import-

ant part in evaluation; but these will become less frequent

as skills, attitudes, and ability to deduce appropriate con-

clusions from given data are tested. In practice the quality

of care actually being delivered may be the method by which

physician competence is constantly monitored.

2. Xedical faculties must cooperate with practicing

physicians in .their communities, or regions to develop

acceptable criteria of optimal clinical management of

patient problems. Having established criteria, faculty

and practitioners must devise and agree upon a system.

to ensure that deficiencies in meeting these criteria

are brought to the attention of physicians who are

performing below. the expected norm.

Before educational goals can be defined and plans laid,

it is essential that the real educational needs of physicians

be identified. Needs must relate to specified deficiencies
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in knowledge, skills, attitudes, and medical care delivery

organizational structures which are impairing optimal pa-

tient care. This effort cannot be unilateral. The academic

staff must be as willing to examine and correct its own de-

ficiencies in patient management as it is to criticize

management by members of the nonacademic community of phy-

sicians. Students must see that their mentors are willing

to participate in rigorous criticism of their own clinical

activities. The development of positive and responsive at-

titudes of open dialogue among .physicians must be imprinted

as early as possible. Faculty examples of disregard of

criticism may be a significant factor in imprinting and

molding later regressive behaviors in physicians, impairing

their willingness to participate in lifelong learning.

In developing criteria, both the processes of patient

care and outcomes must be scrutinized. Although the patient

population arid the rdiSSion of academic hospitals vary from

nonacademic hospitals, the committee urges that equivalent

stridards for ensuring optimal quality be required for all

health providers in a community.

Initially, both the establishment of criteria and the

development of a feedback system must be modest in scope,

but ultimately criteria for all disciplines and subdisciplines

of clinical medicine should have a systematized methodology.

The areas where the efficacy of two or more approaches to the

same problem is unresolved must be identified and flexible

allowance made for differing professional opinions.
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3. Educational programs must be specifically directed

toward improving deficiencies in knowledge, skills,

attitudes, and organizational structures detected through

systems developed for accomplishing recommendation 2.

These programs should be geared to the need for immedi-

ate feedback and should be no more complex than needed

to accomplish their goals and objectives, namely the

improvement of patient care.

There is too often an undue preoccupation with form which

obscures function in continuing education. The development

of educational programs should be directed toward fulfilling

the physician's own desire to improve his performance as

rapidly and as effectively as possible. Consideration should

be given to principles of adult education concerning varia-

tions of learning styles, objective-directed learning, and

the necessity for interchange of ideas during the learning

'process. Where learning ne\;/ skills require t an on-the-job
. . . . . . , .• .

tetting, prOVisions shoilld.be made to bring physicians to the
•

appropriate site for the needed period. This may require the

provision of substitute personnel in the physician's prac-

tice; the academic centers are urged to work particularly

with organized groups that have planned for this need.

4. Evaluation of the effect of educational programs

should be planned from their first inception. Evalua-

tions should be directed toward specific intended modi-

fications of physician behavior and/or patient manage-

ment in the setting of day-to-day practice. Depend-



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

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

-8-

111 ence upon subjective evaluation of participants and/or

•

cognitive evaluation may be spurious and misleading.

Experimental protocols and research applications failing

to provide methods for data collection would not survive any

current scientific review process. So too, with educational

exercises at undergraduate, graduate, and continuing educa-

tion levels, there should be methods for assessing objectively

that specific desired learning outcomes have been achieved.

As the student progresses in his professional education and

career, these methods become increasingly sophisticated,

time-consuming, and expensive but are, nevertheless, critical

to the success of the educational system. Continuing educa-

tion should be looked upon as a pragmatic effort to improve

professional practice and can thus only be evaluated in the

real practice setting. If the deficiencies toward which an

educational program was directed persist, the content, mode

of presentation, and motivatioual:impetus for the .learner,
9

mu be re-examined.

Recommendations 1 through 4 set forth the broad prin-

ciples upon which the committee believes the Association and

its constituents should base their efforts in continuing

education. The subsequent recommendations are directed toward

specific areas of concern.

5. Medical faculties should evolve auditable records.

Assessment of both the process and outcomes of patient
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management requires a written clinical record which clearly

sets forth the problems identified and attacked, the logic

of the diagnostic and therapeutic decisions made, and the

outcomes of these decisions. Academic faculties are en-

couraged to evolve clinical record systems which meet these

needs. Students should learn from their very first clinical

experience how to develop such records and should grow to

expect that their records will be reviewed throughout their

professional lives. Faculty willingness to accept review

and criticism from colleagues in their own and other disci-

plines is essential for inculcating resPonsible professional

attitudes in the students whom their attitudes influence.

A uniform patient record system involving all affiliated in-

stitutions in a center would greatly assist in education and

in the measurement of the quality of patient care.

6. Medical faculties should endeavor to apply computer

*technology to patient record systems, diagnostic and
. . .

therapeutic decioiOn-making; and educational feedback

systems.

Computers have undeveloped potential for clinical data

management in a real time sense. Notable experiments are in

process, and much can be learned from these. Resistance to

the application of computers to clinical problems and ad-

herence to the handwritten records of the past is a position

which must be carefully reassessed: Because of high costs

for both developmental and operational computer applications,

resource sharing among centers will be essential.
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7. Educational planning and implementation should be

carried out with the direct involvement of individuals

skilled in educational methodologies.

The development of systems for establishing patient

management criteria and educational goals and objectives

and for evaluating the impact of education on the learner

require skills not necessarily inherent in all medical aca-

demicians. Both initial and continuing education require

the assistance of individuals who may or may not be physi-

cians but who have had the necessary training to develop and

implement modern,' goal-directed educational programs. The

services of these individuals will do much to improve medi-

cal education throughout its continuum.

8. Whenever appropriate, the members of a health team

should be educated together.

As the team concept of patient care grows, management

and skills: of delegation, are b.ecoming. more important Bdu-'
. •

programs directed toward the improved attainment of

team care should be developed and directed toward the activi-

ties of the entire team. Interdisciplinary development of

criteria of quality of care is a method by which educational

programs in which the team members learn together may be en-

couraged.

9. Financing of continuing education must be based on

a policy which recognies its essential contribution to

the progressive improvement of health care delivery.
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Continuing education must be financed from several sec-

tors. Traditionally, these programs have been self-support-

ing. The process of evaluation of the efficacy of programs

in terms of altered physician behavior and/or improved pa-

tient care is sophisticated, time-consuming, and expensive.

As with any other sector of education, stable base funding

from states, professional societies, and the federal govern-

ment is essential in order to ensure the development of a

skilled cadre of individuals to direct, lead, and evaluate

such programs.

The committed believes that education of health profes-

sionals, and particularly their continuing education, must

be directed toward the goal of the constant improvement of

health care throughout the nation. Special funds, obtained

on a competitive basis, are necessary in order to stimulate

the development and implementation of new ideas in this area.

.Tuition derived from the students must also be continued'

both. proVide.siipport. or ongoing programs of
•

proven worth and to 'create an attitude of personal investment

by the learner.

CONCLUSION

These nine recommendations do not represent extraordi-

nary departures. All of them have been developed and imple-

mented to varying degrees both in academic centers and in com-

munity hospitals. They do not set continuing education apart

from the formal academic programs for students still in their
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•

medical school or clinical graduate years but rather attempt

to meld these years into the full professional life span.

The recommendations are pragmatic and are based upon

defensible predictions of the characteristics of the health

care system during the next decade.

academic centers embark upon policy

plements these recommendations in a

with practicing physicians, much of

If the AMC and the

development which im-

spirit of cooperation

the criticism currently

being leveled at the health care system may be allayed.
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