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COTH ADMINISTRATIVE BOARD
Thursday, June 21, 1973
Embassy Row Hotel
Envoy C
9:00 a.m.-3:00 p.m.

‘AGENDA

Call to Order ¢
Approval of Minutes
Membership Applications

A. Veterans Administration Hospital
Tampa, Florida

B. Veterans Administration Hospital
San Diego, California

C. Mount Sinai Hospital C"ﬂaw

Minneapolis, Minnesota
The Paffent In The Teaching Setting
Regional Meeting Repotts
Report on AAMC/AHA Liaison Committee Meeting

COTH Annual Meeting '
w

Special Study: Educational Costs of Teaching Hospitals

-Kersey B. Dastur of the Institute of Medicine Staff

Report on Physician Assistant Programs - Thomas Piemme, M.D.

Information Items , ——====='J*

A. SSA Intermediary Letter Concerning "Moonlighting"

‘B. Ad Hoc Committee to Review Pertinent Sections

of H.R. T (P.L. 92-603)

C. OSR-NIRMP Proposal "Role of OSR and GSA Representatives
in Monitoring Procedures of the NIRMP"

D. Legislative Summary

'E. Future of the Freestanding Internshipi%ﬂﬁJéﬁ;%Fib'TH“gl

" Other Business

Adjournment

NEXT MEETING OF THE ADMINISTRATIVE BOARD
Sunday, August 19, 1973
Palmer House
Chicago, IT11inois

TAB

TA3

TAB

TAB
TAB

TAB
TAB
TAB




ASSOCIATION OF AMERICAN MEDICAL COLLEGES
COTH ADMINISTRATIVE BOARD MEETING
Embassy Row Hotel
Washington, D.C.

March 15, 1973

PRESENT:

Leonard W. Cronkhite, Jr., M.D., Chairman
George E. Cartmill, Immediate Past Chairman
John H. Westerman, Secretary

Daniel W. Capps

David H. Hitt

Arthur J. Klippen, M.D.

Sidney Lewine

Herluf V. Olsen, Jr.

Stuart M. Sessoms, M.D.

Eugene L. Staples

David D. Thompson, M.D.

Charles B. Womer

EXCUSED:
_ Robert A. Derzon, Chairman-Elect
' Thomas H. Ainsworth, Jr., M.D.

STAFF:

Richard M. Knapp, Ph.D.
Robert H. Kalinowski, M.D.
Grace W. Beirne

Catharine A. Rivera

I.- Call to Order:

Dr. Cronkhite called the meeting to order at 9:00 a.m. in Envoy B of the
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. Embassy Row Hotel.

II. Consideration of Minutes:

The minutes of the meeting of November 2, 1972 were approved as distributed.



(2)

Status Report on MCAT Development Activity:

Dr. James Erdmann, Director, Division of Educational Measruement and

Research and Jim Angel, Coordinator MCAT Test Development, reported on
efforts to update and expand the purposes of the Medical College Admission

Test. A systematic effort is underway to obtain the views of all intersted

AAMC constituents. Interested individuals were urged to contact Dr. Erdmann
directly. A brief outline of this activity appears as Appendix A to these

minutes.

IV. Membership Applications:

ACTION #1 IT WAS MOVED, SECONDED AND CARRIED THAT THE
FOLLOWING APPLICATIONS FOR MEMBERSHIP IN THE
COUNCIL OF TEACHING HOSPITALS BE APPROVED:

BRYN MAWR HOSPITAL
BRYN MAWR, PENNSYLVANIA

RIVERSIDE METHODIST HOSPITAL
COLUMBUS, OHIO

WATERBURY HOSPITAL
WATERBURY, CONNECTICUT

VETERANS ADMINISTRATION HOSPITAL
BALTIMORE, MARYLAND

VETERANS ADMINISTRATION HOSPITAL
COLUMBIA, MISSOURI

VETERANS ADMINISTRATION HOSPITAL
LOS ANGELES, CALIFORNIA

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

ACTION #2 IT WAS MOVED, SECONDED AND CARRIED THAT THE
FOLLOWING APPLICATIONS FOR MEMBERSHIP IN THE
COUNCIL OF TEACHING HOSPITALS BE REJECTED:

COMMUNITY HOSPITAL OF INDIANAPOLIS
INDIANAPOLIS, INDIANA

\./

ST. JOHNS HOSPITAL
SPRINGFIELD, ILLINOIS




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

Py

VI.

(3)

ACTION #2. . . MEMORIAL HOSPITAL OF SPRINGFIELD
SPRINGFIELD, ILLINOIS
RARITAN VALLEY HOSPITAL
GREENBROOK, NEW JERSEY

Regional Meetings:

Regional meetings are to be held in late April and early May, and the

following individuals will be working with the staff in planning the meetings.

April 27 Western Pacific Grove, CA Mr. Derzon
April 30 Midwest/Great Plains Chicago Mr. Westerman
May 4 | Southern Atlanta Dr. Sessoms
May 14 | Northeastern Boston Dr. Cronkhite

Professional Standards Review Organizations:

Dr. Kalinowksi discussed the current role of HEW, SSA and HSMHA in the
development of policy to implement the PSRO's mandated in P.L. 92-603. Ad-
ditionally, he reported that the sub-committee on quality of care will be
meeting on April 12-13.

The policy statement which was presented for review appears on the
following page.

After brief discussion the following action was taken:

ACTION #3 IT WAS MOVED, SECONDED AND CARRIED THAT THE
COTH ADMINISTRATIVE BOARD APPROVE THE RECOMMENDED
POLICY STATEMENT ON PSRO'S WITH THE FOLLOWING

CHANGES:
(1) "ORGANIZED MEDICAL STAFF" BE INSERTED

FOLLOWING THE WORD "RESPONSIBILITY"
ON LINE 3:

(2) "AND HOUSE OFFICERS" BE INSERTED
FOLLOWING "MEDICAL STUDENTS" ON LINE 6.
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Policy Statement of the AAMC on PSROS

TITLE XI of Public- Law 92-603, the Soc1a1 Socur1ty Amondments of ]972,
ca]]s for the establishment of PSROs nationwide to monitor and evaluate the
costs and quality of health care for Medicare and liedicaid patients. At
present, the Federal responsibility for deve]op1ng this program -has been
divided awong three agencies. HSIMHA has been assigned the task of developing
norms and standards as well as designing methodolog1es for ¢ollecting the
necessary data in a uniform manner; SSA, because of its operational

. experience in administering the hed1care program, will assimilate the data

v'overa]] po11cy determination.over both HSMHA and the SSA.

- through its EDP fac111t1es, ut11121ng the capabilities of 1ts carr1ers and

1nterm°d1ar1es* N

The PSRO office under th° d1rect10n of the Secretary of HEN u111 have

4

$10M this fiscal year ‘and $30M next f1sca1 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 ma30r1ty of the PSRO staff p051t1ons will
be w1th1n the BHI of the SSA

Although PSRO:regulations will not be developed anytime W1th1n 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 prov1ded for feas1b111ty and planning grants to PSRO prototype projects).

By January 1, 1974 the Secretary of HEW will have des1gnated the
geograph1ca1 areas- for PSPOs Nationally there will be approximately .
150-200 PSROs wh1ch w111 be estab]1shed mostly below the state ]eve]

The PSRO w111 be requ1red to develop a series of profiles on insti-
tutions, physicians and. pat1ents Although rudimentary patient and
physician-prof11es now exist in the computer tapes of the 1ntermed1ar1es
and carriers; they must bz expanded to include additional data and- mus't -

~ be : ol]ated to produce the requ.s1te 1nformat1on

L

Ut111z1ng EDP techiiques, matr1ces w111 be developed by PSROs wh1ch

will facilitate the evaluation of practioner and 1nst1tut1ona1 performance
r-_1n mu1t1p1e areas of health care services. .

The prcparat1on, dlstr1but1on and va11dat1on of data start1ng at the
local level and channelled through the PSRO central off1ce and back to the
local organizations will constitute a substantial admninistrative task to

" be. performad by the 100 carriers and intermediaries for Medicare and a

large numober of different carriers and intermediarics 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 revicwing its own health




':appropriateness.of admission, paran
- disease states and perhaps comparison of surgical rates, for example, of

" hysterectomies and tonsillectomies with those of othe
" area. : .

- -activities that should be conducted by a PSRO, e.g. pre-admission
~ certifications program, development of a model treatment plan, etc.

. and regional staffs of HSitHA and SSA. Once geographical areas have been

- designated,
will require additional staff and resources to assist their U.R. Committees

',_‘in;meeting the requirements of the local PSROs.
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care services subject to periodic sample auditing by the PSRO. In such
. cases, the U.R. Committee can make
~which. are binding upon the carrier as well as the SSA.

decisions in regard to patient care

Records and data will have to reviewed to determinz such things as
eters of acceptahle care for various

r hospitals in the

" With the realization that the PSRO -legislation needs to be move

..clearly interpreted, the Fedaral 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, 2 budget,
. an appropriate data system and a reporting mechanism. The early direc-

tives to be distributed with this package could suggest the types of

 :iIn'deVe1opihg-their programs , PSROs will be assisted by the technical

it is recognized that institutions such as teaching hospitals

" The Association's Subcommittee on Quality of Care (Dr. Robert Heiss,

. Chairman; Dr. Clement Brown; Dr. David Challonzr; Dr. Christopher Fordham;

Dr. Richard Meiling; and Mr. John Westerman) will meet in April to develop

i

":'lu'fufther the MMC'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 maechanisms. 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: : . ‘ -

. v - . . '
"« PApproval by the EC of a policy statement on the appropriate jnvolyeirent

fi: ot the AAMC membershiip-in the development of PSROs is desirable at this
w, time. E o . - o _ :

'It js recommended that the Executive~C0unci1‘approve'the fo11owihg
statement as an AAMC policy on PSROs:

~The AAMC believes that the development and implementation of noviis
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 responsibility is the incorporation of quality-
of-carc assessment into clinical educational programs to develop in
medical students a life-long concern for quality in their practice.

~ “The AAMC, therefore, strongly recommends that its member institutions
becomeintimately involved in the development and operation of Peer
- Standards Review Organizations. | D :




RMP/CHP Legislative Renewals:

. Dr. Kalinowksi reported that the authorizing legislation for CHP and RMP
terminate on June 30, 1973. A proposal has been drafted setting forth the
AAMC's views on the future of these two agencies and their respective objectives.
A lengthy discussion ensued. |

No action was taken, but the following statement summarizes discussion

of the issue.

The basis of the discussion at the COTH Administrative Board meeting

concerns the fact that this proposal attacks one segment of the various
health services control and regulatory mechanisms in iso]ation’from all the
others.

In reviewing current regulatory and control agencies from the standpoint
of their responsibilities, they seem to divide themselves into about seven
general categories:

(1) Control of capital input better known as the "certificate

of need" phenomenon;
(2) The control of planning. How much institutional planning
must be done, and to how many public bodies must it be reported.

(3) Control of costing and pricing, for example, rate setting

commissions;

(4) Control of the data base and method of outcome measurement;

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

(5) Control of the quality of care;

(6) Control of the benefit package so that it can be matched with
the dollars that-are available in setting of priorities;

(7) Control of manpower output, so that what is produced relates to
what society needs. There are bills in various state legislature

concerning this issue.
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There is concern that although nobody can argue that it is not in the

public interest to have these controls and regulations for these activities,

but that the method by which they are administered must be set forth in an

organized rational manner so that the providers can live with them.

If one is going to tackle how government controls and regulates, one

must have about six assurances written in all of them, and all the controls

should be reviewed together.

(1)

(2)

(3)

(4)

(5)

The first one is the general competence of the controllers
vis a vis those controlled. This has all sorts of implications
including the matter of getting them out of civil service,
1etting them buy quality.

Second concerns the development of devices which make the
controller as apolitical as possible. Namely that he isn't
the surrogate of the appointing authority and serves at his
pleasure, but has a term of his own, so that he is really
out of the political arena as much as possible;

Thirdly, that some sort of administrative appeal mechanism
be designed which is timely, so that if a public official

in a controlling position makes a capricious decision or

one which is against public policy, recourse is in a very
immediate fashion along a very specified course of events;
Fourthly, that the industry being controlied is at least
represented on the controlling authority;

And next, that performance audits and fiscal audits are done

by agencies independent of the controlling agencies so that

it is a disinterested audit;
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(6) And lastly, that the data bank be a common one, and that access
to it be available to any legitimate interested party, so that
no one group manipulates the data to get the answer they want;
other agencies should use the same raw data in order that there

exist a reasonable check and balance.

Social Security Amendments:

Dr. Knapp reported that Administration plans to introduce legislation
which would increase the deductible and coinsurance provisions of the Medicare
law.

Legislation to be proposed would replace the current health insurance

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 charge%.
Thus, the proposed system would tie cost-sharing to actual charges and
services used. It is theoretically intended .to establish a cost awareness
on the part of the medical care consumer which, besides its effect on over-
utilization, should assumedly inhibit hospital price increases.

Two legislative changes also are proposed in the supplementary medical
insurance program. The first increases the initial deductible to $85 from
jts present $60, while the second increases the percentage amount of subsequent
bills which the beneficiary pays from 20 to 25 percent.

ACTION #4 IT WAS MOVED, SECONDED AND CARRIED THAT THE
COTH ADMINISTRATIVE BOARD RECOMMENDS OPPOSITION
TO PROPOSED LEGISLATIVE CHANGES IN THE MEDICARE
PROGRAM WHICH WOULD INCREASE DEDUCTIBLE AND CO-
INSURANCE PROVISIONS OF THE LAW
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There was also a brief discussion of two sections of P.L.92-603 which
shouid ‘be monitored closely to determine their possible implications for
teaching hospitals. These are as follows:

Section 221 - “"Federal Participation in Capital Financing"
Section 223 - "Lim{tations On Coverage of Costs Under Medicare"

Dr. Cronkhite agreed to appoint an ad hoc committee to review regulations
to implement these sections as they become available. Membership of the
commi ttee is as follows:

S. David Pomrinse, M.D., Chairman
The Mount Sinai Hospital

New York, New York

John W. Colloton

University of Iowa

Hospitals and Clinics

John M. Stagl
Northwestern Memorial Hospital

Charles B. Womer
Yale-New Haven Hospital

Hil1-Burton Legislative Extension:

Legislation which authorizes the continuance of the Hill-Burton Program
expires on June 30, 1973. A bill sponsored by Senator Dominick of Colorado
was reviewed. After brief discussion, the following action was taken.

ACTION #5 IT WAS MOVED, SECONDED AND CARRIED THAT THE
COTH ADMINISTRATIVE BOARD RECOMMENDS SUPPORT
OF HILL-BURTON LEGISLATIVE EXPENSION WITH
EMPHASIS ON MODERNIZATION IN URBAN AREAS.

COTH House Staff Survey:

The Board briefly reviewed the current house staff survey questionnaire.

It was suggested that the terminology referring to interns and residents be
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updated, and that a question be added concerning length of vacation time.

The new questionnaire appears as Appendix B to these minutes.

Proposal for COTH Research Awards:

Dr. Knapp suggested that one way the Department of 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 proposed program would establish two COTH $2,500 research support
grants to doctoral candida%es in the organizational and/or behavioral sciences,
e.g., Departments of Economics or Programs in Hospital and Health Administration.
The applicants shall be full-time doctoral degree candidates who have passed
their comprehensive examination and who have a formally approved dissertation
proposal. The subject matter area addressed in the research proposal should
be directly related to the financing, organization and/or provision of health
services in an academic medical center environment. The applicants themselves
and their research proposals would be screened by the staff; selection of
award recipients would be made by the Administrative Board.

ACTION #6 IT WAS MOVED, SECONDED AND CARRIED THAT THE
COTH ADMINISTRATIVE BOARD APPROVE THE "PROPOSAL
FOR COTH RESEARCH AWARDS."

COTH Annual Meeting:

It was agreed that format used in 1972 should be continued. This means
that a COTH luncheon would be planned for Monday, November 5, 1973. The
luncheon would be followed by the business meeting and COTH general session.
There was a consensus that speakers at the general session be two in number

and follow the general theme of teaching hospital experience with various
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regulatory agencies including rate review, certificate of need and Phase III.

XII. | Guidelines For Academic Medical Centers Planning To Assume Institutional

Responsibility For Graduate Medical Education:

The guidelines reviewed appear as Appendix C to these minutes. There
was a general discussion of the financing house staff programs since the
guidelines offer little in the way of suggestions for future financing
alternatives to the present sources. However, it was agreed that this
particular document did not provide the proper opportunity to proceed further
with this issue.

ACTION #7 IT WAS MOVED, SECONDED AND CARRIED THAT THE STATE-
MENT BE APPROVED WITH THE FOLLOWING RECOMMENDED
CHANGES:
(1) ITEM 4 ON PAGE 10 SHOULD BE REWORDED. THE
‘ STATEMENT IS PRESENTLY A NONSEQUITOR WHICH
IMPLIES THAT FACULTY WHO TEACH GRADUATE
EDUCATION ONLY ARE NOT INCLUDED:
(2) UNDER 3.2 ON PAGE 14, THE WORD "DIRECT"
SHOULD BE DELETED FROM THE THIRD LINE:
(3) THE TWO SENTENCES IN THE FIRST PARAGRAPH
ON PAGE 21 SHOULD BE REWORDED. IF THE
INTENT IS TO ALLOW SENIOR RESIDENTS TO
BILL FOR PROFESSIONAL SERVICES, THIS
- SHOULD BE CLEARLY STATED. SOME CONCERN
WAS ALSO EXPRESSED THAT THE PHRASE "AND
EDUCATIONAL PROGRAMS" IN THE SECOND SENTENCE
WOULD BE A RED FLAG IN THE REPORT.
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Report From the Ad Hoc Committee on Continuing Education:

ACTION #8 IT WAS MOVED, SECONDED AND CARRIED THAT THE
COMMITTEE REPORT BE APPROVED WITHOUT COMMENT.

Adjournment :

Several members requested that the next meeting include reports on physician
assistants and nurse practitioners as well as activities in primary and ambulatory

care. There being no further business, the meeting adjourned at 3:00 p.m.




activities. and research effort.
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APPENDIX A
Status Report on

MCAT DEVELOPMENT ACTIVITY

A provisional name has been designated - Medical College Admission
Assessment Program (MCAAP). The key word is "assessment". 1his 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 opén 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 immediate plans and priorities for test construction

- 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=2tions.

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




EXHIBIT: Imggcal College Admissions Assessment Program, D'm{-é.ior'\ ‘of qucat{onal Measurement _‘and Kesearcn

2/73 " DIAGRAM OF COUNCIL/GROUP AND TASK FORCE INVOL-VEI"EN;F.l _
- - ' . 'MCAT Revision Planning - . :
Meetings

g - " . ’ . ’
:% A Organizations' Regional Meetings Spring 1973
g B AAMC Regional Conferences, Late June,Early. July -
& C Task Force, July 1973
E D Specifications Development, Final, August 1973
= E Advisory Council Formed. :
;) _
E == ~Regional.
= =l Conference
Qy
o D :
g O ‘\—‘\;\\QT\ — :
3 @ - === {"Regional - FiSpecifi-T
(z) P C5>———‘“—“'j”_;;_’::.—‘__:..::‘_1:- 'anferenc ___*;._9_.\__‘ 4 Eations %
= e —— ' C s S Task v Developmend)
S D >V Force ) .. FE .-
© ) R < Y v OOt S W TEm Y AGYISOTY b
= = } + Council }
=== (onference. \ L Formed U/
8 v . t
5 i : SRt ettty
g el gi%;ggile [ Recommendations "}
5 - ' recycled to member- ;
i - \ shio_for_informationt
o .
Z Suggested Attendants
% SN *A Regional Membership, AAMC Representative
s s *§  Regional Chairman and Representative, AAMC Representative
*C Regional Representative, Members-at-Large, AAMC Repr.
1 Councj] of Deans . ‘D AAMC Staff, Contractors, Review by Representatives
2 Council of Teaching Hospitals . E Persons recommended by task force, AAMC Exec. Council
3 0rgan1zat;0nd0f SK¥$th Representatives *Some meetings possibly attended by contractor representative
4 Group on Student airs : . . ] .
ACANP/ILA 5 Group on Medical Education } Plans being formulated for CAS participation also.
211173 & Association of Advisors to the Health Professions . S . .
which may have involvement of some dimension..

»

lot named is Council of Academic Societies,

—
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March 1973
To Be Completed and Returned to:

APPENDIX B

ICOTH Survey of House Staflf P@Eacy

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

HOSPITAL NAME:

- A. INTERNS AND RESIDENTS

For the purpose of this survey, please report as follows: Intern = 1st post-MD year, 1st year resident = 2nd post-MD year, etc.

Clinical
interns Residents Fellows Total
‘1. How many house staff positions did you fill in 1972-1973? ‘
2. How many house staff positions are you offering for 1973-19742 (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
1st Post-MD vyear: $ $
1973-74 stipends are estimated: : 2nd post MD year '
Yes 3rd post MD year
No 4th post MD year
Cannot Estimate . 5th post MD year
6th post MD year
Clinical Fellowships: 1st year
. 2nd year
4. If minimum stipends vary by department, in which departments do they vary, Departments $Amount
and how much in 1972-73 was the difference for 2nd post MD year? a +
b. +
c. +
d. +
5. Do you have a dependency allowance? - YES ___NO___ _
6. What is the estimated total dollars to be spent for intern and residents’ stipends for 1972-73? $
7. What is the estimated cost of fringe benefits {including insurance) to your institution for house staff
during 1972-73? $
‘8. What percent of your 1972-73 operational budget is allocated to the costs of stupends 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, ___ %
c. %
‘ 10 What sources are used to pay your costs for clinical fellowships? % of
Sources $ Contribution
%
b. %

%




{

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
.. S B. FRINGE BENEFITS

‘l Please check the health insurance benefits for which you pay the ful/ costs of the premiums to insure .
House Offlcers Dependents
Hospitalization

Medica!l 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 . — _ Meals (other than on-call or snacks)

Malpractice insurance
———— Life Insurance: Face Value of Policy $
e Other: (please specify):
None of the above mentioned

3. How many weeks of vacation are available to 2nd year Post-MD’s? weeks
4. During the past year, which fringe benefits were:
Added? Increased? Eliminated? Decreased?

C. HOUSE OFFICER EMPLOYMENT POLICIES

. In addition to their regularly prescribed duties, are your house officers permitted to engage in
the delivery of other medical services at your hospital, such as staffing your emergency room, for

which they earn additional money (moonlighting)? A 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 officers from other institutions to staff your emerge;cy room

- or a similar service? YES NO

D. COLLECTIVE BARGAINING

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

Document from the collections of the AAMC Not to be reproduced without permission
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Does your hospital now have a negotiated collective bargainiﬁg contract with any segment of your
" house staff regarding wages, fringe benefits; and/or terms and conditions of employment? . YES NO

3. Has your hospltal since January 1, 1972, expenenced 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, paramedlcal
non-profess:onal) covered by a negotiated collective bargaining contract? . YES NO

E. OTHER
) . What is the procedure in the following two departments fof. “nights on’'? .

a. In Medicine, 2nd year Post-MD’s are assigned a “‘night on”’ every weekday and every ekend.

b. in Surgery, 2nd year Post-MD’s are assigned a “nighton”every ____ weekday and every e weekend.
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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 apademic 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 reférred 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 increasing complexity of aca-
demic megicaLlcentgrsffit has.beenineceéSer to keep' these .
gu:¢alines broad. Major c;nceptﬁal'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 (Qr not resolved)
by the institutions as they attempt to meet the Assembly's
challenge are communicated on a national level. From the ag-
gregate experience plans for specific studies in national pol-

icy development can be derived.
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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. HISTORIC_AL SUMMARY

Attélnlng the M. D degree now élgnlfles that the recip-
1c:t 1s.prepared for further educatlon rather than for an
independent profes51onal career. The degree is a benchmark
of transition from the first phase of formal medical education
to the second. 1In 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 patiént care, has developed as an apprenticeship system,
supervised and controlled by each specialty discipline. Na-
tional standards for accredita£ion 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 hlghly tralned and- skllled speclallsts. Howevér, ‘the
reliance on national polloles, establlshed solely by spec1al;
1823 in each dlsc1p11ne, for accredltatlon and certlflcatlon |
has not been éptimally 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 graduyate 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
graddate 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 fifry years. The assump-
tion of rhis 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-

tles, establlshed thelr medlcal educatlonal programs by

. . o . ¢ .0 '.
’

'achlevelng a consensus of the entlre faculty of the school
.Thls 1nvolved ‘both ba51c sc1entlsts and c11n1c1ans Criteria

for student selection and standards for promotion and gradu-
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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

’ tl:xelr 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 foﬁr-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 oppertunity'to depart from tradition is in large measure
afforded by the willingness of the accrediting agency (the
ﬂiaison Committee on Medical Education), state examiniag 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 facultles are con51dered to be of such high quallty
that they can be permltted a large degree of 1nst1tut10na1-

_se‘f determlnatlon for undergraduate medlcal educatlon.

Durlng the period when undergraduate education wae 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 gqual-
ified specialists in those clinical areas which required de-
tailed knowledge and skills not ordinarily provided in the
formal medical educatien 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. |

Reliahce 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
educaticn; 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 respons1b111ty for graduate educatlon, 51m11ar to that

tacen by the entlre faculty for undergraduate medlcal educa-
L
tion, dld not evolve even as the number of specialty Bpards
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 graduyate medical educa-
tion, recommended that the universities assume full respon-
sibility for all of graduate medical education in the nation}
In 1968 the Council of Academie 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-~
grams were now.a maior respon51b111ty of these 1nst1tutlons?‘
In 1971 the Assembly of the AAMC approved a statement urglng
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 medl—
cal educatlon.3 4

The foregoing has related the movement of graduate medical
education into the aeademic 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,
particuiaplyjéﬁése érémoting ;géegrch.and increased'%peéiai—b
isn in ﬁédiéiﬁe; Thélinsfituéions; éithér individuaily or

i1 the aggrégate, have only recéntiy'realized that they must
become concerhed with the impact of their large graduate medi-
cal education commitments, on their resources and upon the
chéracteristics 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 opport&ﬂities 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'ergani—
zations are: the American Medical Association, the Associa-
tion of American Medical‘Colleées, 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 ﬁedical
education. It is likely that proposals for innovative im-

prévements in‘educational programs will receive interested .

fand sympathetlc attentlon by theSe newly formed bodies.

Durlng the past decade, the spe01a1ty Boards have been
seeking to 1mprove 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
repeatédly emphasized by many who participated that the in-
stitutions of higher education which conduct programs for
the education of physicians must assume greater responéibility
for the quality of all programs conducted under their aegis.
Further, there is general recognition that in a complex, plu-
ralistic sociéty, 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’"time, the-'reorganization which has been

:ab¢ompli5hed-dn‘th¢ natiozal scene'pfOVides both an‘oppbffu-.

®

- niiy and a challehge 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-
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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 “internh, "residenﬁ“, "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 "student" or. "traineeﬁ

_'. 3. A graduate medlcal education program is a complete

'educatlonal and tralnlng experience’ whlch prepares re51dents

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 clin-
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

institﬁtional 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 traininé based dpon.policies and goals

derived on an institution-wide basis.

B. THE INSTITUTIONAL SETTING

l. Introduction

Graduate medical education requires a special institu-
tional setting.. Academic medical centers planning to assumne

responsibility for graduate meédical education must récognize -

éH} need for an institutional systéﬁ~capab1e of delivering -
health-care services; ranginé from érimary 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, bqt 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 professidnal'capabilities; and as a faculty, must
be capéble of recognizing the contribution of all its seg-
ments to the common goals of educatipn, service, and research.

Financing, although derived from multiple sources, must
be apportioned to assure that fhe 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
governiﬂg board  made up of indivi@uals,who can understand-

its speciél-pfoblems’;nd ﬁaké.poliCQAdeciéionstwhicﬁ range
-fIZm'thOSe'rélated to academic govéfﬁance 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 to 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 aécomplishing the graduate medical education
ﬁissién, 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 recipienté 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 expect to contribute to the
teaching programs of the various disciplines. 1In most insti-
tutions, mechanisms for ensurihg that the faculty exercises
this responsibility have been well developed for the under-
graduate program leading to the M.D. degree. Because of the
greater complexity of graduate education, it is particularly
important that broad participation of members of the facﬁlty,

ranging from basic scientists to practicing clinicians, be

enéégedxin setting standards for. student selection, review-

ing and approving curriculum plahs,. assessing the validity -

‘of resident evaluation procedures, and ratifying the gradua-

tion of residents from various graduate medical programs.

- This will necessitate establishing a multidisciplinary re-

view 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

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 previding 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 admlnistratively linked

c. Because of the differential nature’ ef graduate medi-
cal education, the specific programs leading to different
disciplinary careers should be planned and implemented by
faculty members specifically resnonsible 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 sélection of students, appointmént of faculty, de-
velopment of curricula, assessment of residents, evaluation
of thé 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.

drv Because administering a health services delivery
system is a complex task, it is likely that an individual
with paftiéular skills will be delegated this task. It is
extremely important that .this iﬁdividual 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.D. degree or its equivalent. -This i's not to be construed

"to’interdict programs which coordinate their curricula with

the undergraduate medical school curricula of students who
ha&e 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 ef Progress

a. General. Procedurcs 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
pursuéd 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 énnually) 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 proéress. 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 medlcal educatlon 1s carlng for patlents in a carefully

superv1sed settlng As rQ51dents achleve lncrea51ng knowl-"

.eo,e, skllis and judgement, 1ncreased respon51b111ty 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 bremature 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 techhiques,

and written or oral examinatioas 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 medlcal 1nst1tutlon and the" Boards. Gradu-

?atlon should be acknowledged by’ the awardlng of a certlflcate )

‘whlch signifies that the entlre faculty recognizes that 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 a
disciplineAhaye either identical content or identical require-
ﬁents‘for length of training. Broad guidelines indicafing
the expectations of achievemen£ for professionals in each
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
each discipline taught within the institution and to experi-
ment w1th the development of new dlsc1p11nes which can pro-

V1de patlent care more effectlvely

: . 1In developlng currlcula, careful attentlon should be pald

- to the special distinctions which make each resident unique.

These include prior educational background and cognitive, per-
ceptual and manual skills. Opportunities should be prov1ded
to re51dents to plan a significant portion of their programs
w1th 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 emﬁhasized 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 té 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 maturé.into'their'full_pfofessidnal rbles,iana must‘theréé”

‘fore willingly accept'fhe responsibiiity‘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
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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 eenters. 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
must be especially tailored. Adherence to the techniques
which are effective for undifferentiated, undergraduate medi-
cal students frequently will not succeed.

Centers assuming respon51b111ty for graduate medlcal
educatlon should plan to support enlarged ba51c science facul-
tles and should seek to recrult ba51c 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
inextricab 'y 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 éo_generated should be collected and man-
aged in such fashion that the financial needs of faculty,
residents and educational progfams are met effectively and
fairly. This plén 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 medlcal educatlon must, therefore, contrlb—

ute to the budget for gradaate medlcal educatlon.

‘ 2. - Resmdent Flnanc1ng
Because the graduaﬁe 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-
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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

l. Patient Records

Effective learning and effective evaluation of the learn-
er in:the clinical sefting are dependent upon the excellence
of patient record systems. Academic ﬁedical centers should
make every:effort to maintain high quality patient reéprd sys-
tems. The goals should be:

a. To maké 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 iﬁstrument

for learning by displaying all data legibly and in a manner

which assures that the rationale for each decision is clearly

. Ay
.
c .

c. To make the patient record .an effective instrument

- for evaluating the quality bf 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

aqd 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-

This thrust

cians in delimited arecas of medical practice.

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 patiehts as individuals or as members of specif-
ic populations. Graduate medical institutions should be
aware ﬁhat an essential portion of their educational mission
is the maintenance and cultivafion of Helging attitudes in
their residents. Many institutions have available to them
‘ facultie.s in the behavioral scienc‘es. These faculties are
showing an increasing interest in participating in medical
education and they should be encouraged. However, the fac-

ulty reSpon51b1e for graduate medical education must assume

prlmary respon31b111ty for malntalnlng and cultlvatlng an

'awareness of the physic1an'°‘respon81b111ty for encompa551ng
. all facets of patients' needs--phy51cal, emotlonal and cultural.

3. Educétion With Other Health Professionals

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

Increasingly, physicians are dependent upon the knowledge
- and skills of other health professionals. Optimal provision
‘'0of personal health services to an expanding population with
increasing expectations for health care can only be met by
the efficient utiliz;tion 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. 1In

the graduate setting, differentiating physicians should learn
to wotk 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, coupied 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 educatlng and tlalnlng phy51c1ans for hlghly spe-

cialized roles in the treatment of dlsease. The generallst,

\

p;“pared to.assume primary responsiblllty for patients, has
not received major attehtion. 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 fheir regions and the nation. In a nation which
is undergoing significant changes in its health care delivery
system, projecting manpower needs requires complex planning
technoiogy. The geographic mobility of physicians further
complicatee local and regional forecasting. Institutions are
urged to utilize resources available loeally 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 te settle
and work in medically underserved areas is complicated. While
there are many flnanc1a1 and cultural. factors Wthh influence
phy51c1ans in their déc1s1ons for 1ocat10n, the profess;onal
experlences prov1ded 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 establieh-
ing a practice in more remotec areas. By extending graduate
education opportunities into remote settings, academic medical
centers will also pro&ide opportunities for continued partic-

ipation in medical education by physicians who choose to es-

tablish their practices in these areas.
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES

Application for Membership
in the
Council of Teaching Hospitals -

(Please type) :
VETERANS ADMINISTRATION HOSPITAL

Hospital:
Name
TAMPA 13000 N. 30th Steet
City : Street
FLORIDA 33612
State Zip Code
Principle Administrative Officer: GEORGE R. HISKEY
Name
HOSPITAL DIRECTOR
Title
Date Hospital was Established AUGUST 21, -1972

Approved Intermships:
Date Of Initial Approval Total Internships Total Internships

Type by CME of AMA* Offered Filled

Offered under Univ. of So. Pending NIRMP
Rotating Florida Affiliated Hospitals 12 Matching
Straight

Approved Residencies: (Fiqures shown are FY-74 Residency & Internship Commitments)
Date Of Initial Approval Total Residencies Total Residencies

Specialties by CME of AMA* Offered Filled
Offered under Univ. of So. :
Medicine Florida Affiliated Hospitals 20 ' 20
, Surgéry " " u 12 ' 12
OB-Gyn - - ‘ -
Pediatrics - ' - o
" Offered under Univ. of So.
Psychiatry Florida Affiliated Hospitalg 6 _6
Other Pathology " " " 4 : 4
Radiology " " " 3 3
Ophthalmology " " " 1 1

.Information Submitted By:

ROSS C. KORY, M.D., Chief of Staff G. R. HISKEY, Hospital Director
Name

Title of Hospital Chief.Executive

April 27, 1973 (/ QLJD’(MW\

Date Sighature of Hospit CHief Executive .

*Council on Medical Education of the American Medical/As jation and/or with
appropriate A.M.A. Internship and Residency Review Committees.

PLEASE READ INSTRUCTIONS ON REVERSE SIDE



Instructions:

Please complete all copies and return three copies to the Council of
Teaching Hospitals, Association of American pedical Colleges, One
Dupont Circle, N.W., Washington, D.C. 20036, retaining the Blue Copy

for your files. - _ : .H\

Membership in the Council of Teaching Hospitals:

Teaching Hospital members shall be organizations operated exclusively

for educational, sc1ent1f1c, or charitable purposes. Hospitals as
institutions will be members of the Council and each institution will

be represented by a person designated by the hospital for the purpose

of voting at business meetings of the Council. All members will vote

at the Annual Meeting for officers -and members of the Executive Committee.

Membership to the Council will be determined by the following criteria:

a. those hospitals nominated by a medical school Institutional Member or
Provisional Institutional Member of the AAMC from among the major
Teaching Hospitals affiliated with the Members and elected by the
Council of Teaching Hospitals, or

b. teaching hospitals whlch have approved internship programs and full,
approved re51den01es in at least 4 recognized. spec1alt1es including -
2 of the following: - Medicine, Surgery, Obstetrics- -Gynecology, Pediatrics,
and Psychiatry, and are elected by the Council of Teaching Hospitals

~ The voting rights of the Council of Teaching Hospitals in the Assembly of
the AAMC shall Bé as follows:™ The Council of Teaching Hospitals shall designate
10 percent of its members, up to a maximum of 35, each of whom shall have 1 vote “‘
in the Assembly. ’ ' ’ - T

~

If nominated byAa School of Medicine, complete the following:

Name of School of Medicine UNIVERSITY OF SOUTH FLORIDA COLLEGE OF MEDICINE

Name of Dean DONN L. SMITH, M.D., Ph.D.

Address of School of Medicine

4202 Fowler Avenue, Tampa, Florida 33620

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

FOR COTH OFFICE USE ONLY
Date ' Approved Disapproved - Pending

Remarks

L )

Invoiced _ Remittance Received
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(Please type)
Hospital:

ASSOCIATION OF AMERICAN MEDICAL COLIEGES

Application for Membership

in the

Council of Teaching Hospitals

Veterans Administration Hogpital

. Name
3350 La Jolla Village Drive
City Street
San Diego, California 92161
State Zip Code
Principle Administrative Officer: TURNER CAMP, M.D,
Name
Hospital Director
Title

Date Hospital was Established Pebruary 7. 1972 (Piret Patients Accepted)

Approved Internships:

Type

Rotating

Straight

Date Of Initial Approval

Total Internships

Total Internships

by CHE of AMA*

Offered

Filled

Approved Residencies:

Date Of Initial Approval

Total Residencies

Total Residencies

Specialties by CME of AMA* Offered Filled
Medicine July 17, 1972 34 34
Surgery August 11, 1972 41 27
OB-Gyn N.A, - -
-Pediatrics u.A._ - -
Psychiatry June 1, 1972 | 15 15
@Rk Neurology June 1, 1972 8 8
Pathology —_June 20, 1972 10 10
Radiology June 7, 1972 11 9

Information Submitted By:

TOURNER CAMP, M.D,

Hospital Director

Name

March 22, 1973

Title of Hospital Chief.Executive

Date

Signature of Hospital Chief Executive

*Council on Medical Education of the American Medical Association and/or with
appropriate A.M.A. Internship and Residency Review Committees.

PLEASE READ INSTRUCTIONS ON REVERSE SIDE
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Instructions:

Please complete all copies and return three copies to the Council of
Teaching Hospitals, Association of American Medical Colleges, One
Dupont Circle, N.W., Washington, D.C. 20036, retaining the Blue Copy
for your files.

Membership in the Council of Teaching Hospitals:

Teaching Hospital members shall be organizations operated exclusively

for educational, scientific, or charitable purposes. Hospitals as
institutions will be members of the Council and each institution will

be represented by a person designated by the hospital for the purpose

of voting at business meetings of the Council. All members will vote

at the Annual Meeting for officers and members of the Executive Committee.

Membership to the Council will be determined by the following criteria:

a. those hospitals nominated by a medical school Institutional Member or
Provisional Institutional Member of the AAMC from among the major
Teaching Hospitals affiliated with the Members and elected by the
Council of Teaching Hospitals, or

‘b. teaching hospitals which have approved internship programs and full,
approved residencies in at least 4 recognized specialties including

2 of the following: Medicine, Surgery, Obstetrics-Gynecology, Pediatrics,

and Psychiatry, and are elected by the Council of Teaching Hospitals

The voting rights of the Council of Teaching Hospitals in the Assembly of

the AAMC shall be as follows: The Council of Teaching Hospitals shall designate
10 percent of its members, up to a maximum of 35, each of whom shall have 1 vote
in the Assembly.

If nominated by a School of Medicine, complete the following:

Name of School of Medicine__pniversity of Califcrnia-San Diego

Name of Dean Clifford Grobstein, Ph.D.

Address of School of Medicine Post Office Box 109

1a Jolla, Califoxrnia 92037

FOR COT. OFFICE USE ONLY

Date Approved Disapproved Pending

Remarks

Invoiced ) Remittance Received
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CHAPTER 1. GENERAL
1,01 PURPOSE

The purpose of this chapter is to outline yeneral policies for the guidance of edu-
cation and training programs within the Department of Medicine and Surgery.

1.02 OBJECTIVES
; The education and training programs described in this manual are directed toward
the following broad objectives:

a. To provide employees of the Department of Medicine and Surgery with oppor-
tunities for education and training in their respective fields of specialization, The primary
purpose and demonstrated consequence of this effort is improved medical and hospital
care for the veteran patient,

b. To attract and retain qualified professional, technical, and administrative
staff by, providing them the opportunity tokeep abreast of the latest techniques and develop-.

ments in their fields through detail to postgraduate and inservice courses, attendance at "’

professional meetings and conferences, and liberal interchange with tenching programs -

at affiliated institutions of higher learning.

¢. To provide to VA employees the vital link between medical research and .

medical practice using all appropriate channels of communication, such as lectures, con-

" ferences, interhospital educational details, publications, and so on.

d, To provide through Medical Illustration Laboratories the visual aids and

photographic recoru services essential to a modern progressive program of patient care - .

and a sound program of education and research,

' . To foster through the sponsorship of Medical Record Library Service the
proper accumulation. storage, and use of medical data as an integral part of individual
patient care and an important support of research and education functions.

1,03 ,’RELATION OF VA HOSPITALS WITH MEDICAL SCHOOLS

" a., General Considerations

(1) The best medical treatment and hospital care are invariably provided
. in an environment where the spirit of inquiry and investigation exists
. in combination with a genuine interest in both teaching and learning. To
;. assure itself of such environment, the Department of Medicine and Sur-
gery strongly supports a broad policy of cooperation and professional
_interchange  with schools of medicine wherever an affiliation is feasible.

o education, and tangible contributions to the health services of the Nation.

"(2) ' Experience has also shown that no conflict of objectives exists between
C the schools of medicine and the medical services of the VA, There has
M. " been no essential disagreement over methods. It is recognized that the

o .. “ ¢ medical care of veterans which it cannot delegate. The discharge of
T - these responsibilities is materially supported by the exercise of educa-
© .. .. tional functions within the prerogative of the medical school.

. .. circumstances, and the desirability of a dynamic and flexible relation
e . between ourselves and the medical schools, the responsibilities and func-
R nons of the two partxes Aare presented only in the broadeat genernlity.

PR el . ;.
. ’ .
'l-,,' . . L S RN

., N et * .
LR . oo

Many years of experience have confirmed the practicality of this policy - .
. - and have brought to all concerned a satisfying reward in terms of im-
S "~ proved standards of medical practice, increased facilities for graduate

"+~ . VA is charged with certain legal responsibilities in connection with the .

.!" (3) - Because of the nature and history of this association, the diverse local -
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. b. Division of Responsibilities. By en'ering upon affiliation with a VA medical
tacility, the school of medicine eccepis advisory responsibility ior all education and train- '
ing programs conducted therein. The VA retains to itself full responsibility ior the care
of patients, including all administrative and professional functions directly pertaining
thereto.

. (1) The School of Medicine
(a)

Will organize a Deans .ommittee, composed ofvseni‘or faculty mem-
bers from all schools cooperating in the affiliation.

Will nominate to the Manager onan annual basis a staff of consulting
and attending specialists in the number and with the qualifications
agreed upon by the Deans Committee and the VA,

CTee .7~ (e)  Will supervise, through the Manager and the staff of consulting and
o SR attending specialists, the education and training programs of the
. VA and such programs as are operated jointly by the VA and the

o \ medical school.

- (d) Will nominate all physicians for residency or other graduate educa-
tion and training programs inthe numberg and with the qualifications:
agreed upon by the Deans Committee and the VA, ’

() The VA o g

'

(a) Will operate and administer the hospital,

! : o (b)  Will appoint qualified physicians to the full-time and regular part-
. . - time staff of the hospital. Nominations tothe Manager by the Deans
o ST Committee for full-time and regular part-time positions will be
‘ o welcomed; and, unless there be impelling reasons to the contrary,
will be approved wherever vacancies exist, The regularly appointed
staff, including the chiefs of service, are fully responsible to their

" immediate superiors in the VA,

(c) Will appoint the attending and consulting staff and the physician
trainees nominated by the Deans Committee and approved by the -
VA,

(d) Will cooperate fully with the schools of medicine in the conduct of
- appropriate programs of education and training.

‘.! (3) Hospital Managers o ' ‘ o '

(a) Are fully responsible for the operation of their hoaphalo.‘ .
- . . )

(b) Will cooperate with the Deans Committee inthe conduct of education

and training programs and in evaulation of all participating individ-- -’

uals and groups. : ' . .

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

O " {4) ~ Chiefs of Service

B L . !

T T (a) Are responaible to their superiore in the VA for the conduct of their
~ .0 .. services. :

T {b)  Will, in cooperation with the consulting and attending staff, supervise
’ : . through the Manager the educatxon and traming programu within their '
respective services, - .

.. . . ¢
< . . [y

(5) Attending Staff .

. . ’ ' ’ e [ , !
. sl C (n) qu be teaponsibke to the reapectiva cluefu of service.,

. R S
\ LT N 43 .
: oo
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- ,' . - (B) © Will accept fuli responsibility for the proper care and treatment of

) o patients in their charge upon delegation by the Manager or person
acting for him,

oL “- 27 (e) Will give adequate training to residents assigned to their service,

”‘A.',-" . (d) Will hold facuity appointment in one or another of the associated

schools of medicine, or will be outstanding membzze of cthe pro- .

fession with equivalent professional qualifications.
(6) Consultants

(a) Will be members of the faculty, of professorial rank, in one of the
associated schools of medicine,

.{b) Will, as representatives of the schools of medicine, participate in
°  and take responsibility for the education and training programs of
the VA hospital, .

(c) Will afford to the Manager, Director, Professional Services, and the

,ﬁ ' proper Chief of Service the benefit of their professional advice and

,—-—"é - "“7 C,

)

counsel.

1,04 RELATION OF VA HOSPITALS WITH SCHOOLS OF DENTISTRY

a, All considerations bearing upon the desirability and practical advantage of
VA-medical school relations apply with equal force to Dental Services and their relation - -
to schools of dentistry. Hence, an analogous system of cooperation between VA hospitals .

and schools of dentistry is encouraged wherever feasible.
b. The appointment of a dental member of the Deans Committee_will be recom-
mended by the Deans Committee concerned. The appointment‘wit be finalized by the Chief
c. The Deans Committee may nominate dental consultants and attendings only

when there is a dental member on the committee.

d. In VA hospitals having a dental internship or residency training program, a

Dental Training Committee will'be appointed by the Chief Medical Director on recommen- ’

dation from the Assistant Chief Medical Director for Dentietry and the Dean of the School
of Dentiptry associated with the program, The Dental Training Committee will be respon-
sible to the Deans Committee. It is desirable that the chairman of this committee be a
member of the Deans Committee. .

1.05 REGLATION OF VA HOSPITALS WITH OTHER INSTITUTIONS OF HIGHER LEARN-
m .

- - B
a. In order to fulfill its educational objectives and to secure optimum benefits of

the progr~--. for its staff and trainees, it often becomes necessary for a VA hospital to ef-
fect and maintain associations wath institutions of higher lenrning other than schools of
medicine and dentistry.

b. Approval of the Chief Medical Director must be secured before such an as- ‘
sociation is formed. Request for approval should indicate in adequate detail the objectives '~
. of the proposed program, functional and administrative plano. and the reeponeibuitiea of .

Toall rnnjor parties to the agreement. PN

'

¢. The Mannger will promptly advise the Department of Medictne and Surgery
(152), Central Ofﬁce. in writing when any change in the otntus or condttxon- of the euocl-
ation’ tnkeo plece. SR L0 <L U ~,_" ,

E“?s] _'

Medical Director on advice from the Assistant Chxet Medical Director for Dentistry. - Q.‘\):

A
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1.06 ADMINISTRATIVE RELATIONS AND RESPONSIBILITIES

a4, General Considerations. Due to the fact that educational functions, obliga-

tions, and opportunities are extended to every eiemcnt of the Department of Medicine and
Surgery, administrative relations and responsibilities involve a very large number of in-
di' {duals in widely diversified activities, It becomes, therefore, exceedingly difficult to
‘Tess these relations in a unified and generally applicable procedure. It has been found,

. rever, that the educational programs, guided by a flexible, informal, and broadly cooper-
..ve policy, function effectively and require a minimal amount of administrative tnter-
ation, . ' )

' b." Education Service

. {1) Within the Central Office, Education Service, operating through the As-

' sistant Chief Medical Director for Research and Education, serves in
staff and liaison function between the Chief Medical Director and other
Central Office elements on the one hand and area and field station units
on the other.

{¢) All communications to Central Office which originate at VA stations and
which relate to or involve the administration of education and training
activities will be transmitted through, or by, the Manager, An informa-
tion copy will be sent to the Area Medical Director. Such communica-
tions will be addressed to the Department of Medicine and Surgery (152),
Central Office,

¢+ Area Medical Directors. Area Medical Directors cooperate with the Direc-
tor, Education Service, and with. other Central Office elements in the development and
conduct of inservice training programs, intra-VA educational details, area-directed con.
ferences, visits by physicians-in-residence, certain phases of the lecture program, and

. 80 on, It is imperative that the Area Medical Director be fully informed of all educational

activities at the stations and of all transactions which impinge upon these activities.

L

S d.‘ Du'ec:torJ Professional Services

. 7 {1) Within the VA hospital, the Director, Professional Services, is respon-

E sible to the Manager for the overall coordination of education and train-

ing activities, and for the preparation of correspondence and reports

relating to these functiona, The Director, Professional Services, is the

. hospital’s liaison officer in all matters having to do with education and
training. He assists the Manager in his relations with the Deans Com- .

mittee or Medical Advisory Committee, and he should be in regular at-
tendance at the meetings of these committees as an ex officio member. .

(2) When authorized and directed by the Chief Medical Director, the posi-.
tion of Assistant Director, Professional Services for Education. will be.
‘established at VA hospitals. "

1.07 COMMITTEE RELATIONS AND FUNCTIONS

a. General Considerations, The education and training programs of the Depart-

" ment of Medicine and Surgery are broadly integrated with similar activities in institutions
of higher learning throughout the country. The committees are selected and organized to
"provide the best available advices from medical, scientific, and educational experts.

b. The Advisory Committee on Education. This committee advises the Chief
Medical Director, the Assistant Chief Medical Director for Research and Education, and -
the Director, Education Service, on all aspects of the education and training programs of
the Department of Medicine and Surgery. The committee maintains a special interest in all

. matters. pertaining to VA-medical school relation, The committee reports ito activities at

regular mterv.h to Qhe Specxal Medxcal Adviaory Group. = L

‘1-4
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Co The Deans Committce

()

(@)

(3)
(4)

(5)

(6)

@

9

(10)

R § §Y)

(12)

m

The Deans Committec is the fundamental administrative unit for develop-
ment, control, and evialuation of educational programs at affiliated hos-
pitals., (See par. 1.03b(i).) It is composed of senior faculty members
of the school(s) of medicine associated with the VA hospital, Members
are appointed by the Chief Medical Director on nomination by the dean(s)
concerned., [ ]

Membership of the Deans Committee should represent the major pro-
fessional services of the hospital and particularlythose services engaged
in education and training functions, Details of membership, tenure, rota~
tion, and so on will be established by the individual committee.

The Chairman of the Deans Committee may either be designated by the
dean(s) representing the school(s) of medicine involved or may be elected
from the duly appointed members of the committee.

Whenever possible, meetihga of the Deans Committee should be held at
the. VA hospital, Stenographic facilities will be made available by the
[Director.] ’

The [hospital Director and/or Chief of Staff] should be in regular attend-

" ance at the meetings of the committee as [ J ex officio [members,]

At the request of the Chairman, other employees of the VA will attend
meetings of the committee when their presence is required in connection
,with the discussion of a particular matter,

Frequency of meetings will be determined by the Deans Committee in
accordance with local needs and conditions, Itis advisable that meetings
be held at regular intervals,

Copies of the minutes and the recommendations of the committee should
be sent to the [Director] of the hospital(s), and, unless of purely local
concern, to the [appropriate Regional] Medical Director and the Chief
Medical Director [(10).] Such information can be of great value in the
formulation of future policy.

A Deans Committee associated with more than one VA hospital may choose
to designate a subcommittee to represent it in the conduct of affairs at a
single hospital, The membership of a subcomraittee will be nominated
by the Deans Committee and appointed by the Chief Medical Director,
The subcommittee is responsible to the parent Deans Committee, It is
advisable that the Chairman of a Deans Subcommittee be a member of the
parent Deans Committee, ‘

VA hospitals having predominantly psychiatric and neurologic patients ..
L J should be served by a regularly constituted Deans Committee and .
not be a committee or subcommittee representing only these particular
specialties,

The Deans Committee mayappoint ad hoc committees [or subcommittees]
for the accomplishment of specific tasks or forthe cognizance of certain
- duties for which the Deans Committee ia responsible. The creation of
such a committee and the appointment of ite members does not require

. approval of the Chief Medical Director,

Members of the Deans Committee as individuals may serve as consult- -
ants or attending physicians within the VA hospital and are encouraged
to do so0.

Members of the Deans Committee are not entitled to a consultant -or.
attending fee for attending a meeting of the Deans Committee or for
discharging any other duty of the committee, - - « . '

1=6
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(13) The_l.)ea-nl Committee perfurms the following functions:

'

.

(a) Cooperates with VA personnel in establishing medical residency
programs and in determining their scope, organization, standards
. of performance, and the adequacy of facilities.

(b) . Upon advice of concurrence between appropriate chiefs of service
in both the medical school and the VA hospital, nominates to the
[Director] candidates for graduate education and training in the
various medical specialties. -

. e) _ Selects and nominates to the [Director]) the attending and consulting

staff, and, in collaboration with the [Director or Chief of Staff}
recommends their schedule of attendance at the station.

‘ (d) Collaborates with the [Director, Chief of Staff,Jor chiefs of service

in the supervision of their residents and in supervising the activities
of the attending and consulting staff,

(e) . Assumes responsibility for the standards of all medical research
activities except those Special Research Laboratories under direce-
tion of the Director, Research Service.

(f) Nominates to the [Director] full-time and regular part-time physi=
cians of the professional staff of the hospital, including the chiefs
of service, .

‘ d. - The Medical Advisory Committee

(1) In'selected hospitals not associated with schools of medicine or denﬂatry,

(2)

a Medical Advisory Committee may be established to serve in a manner
similar to the Deans Committee ataffiliated hospitals. [Regional] Medi-
cal Directors and the Director, Education Service, will cooperate with
{Directors] in the development of such committees.

When the Chief Medical Director approves the establishment of a Medical
Advisory Committee, he will appoint members nominated by the
[Directors] and the [Regional] Medical Directoxr.

(3) Insofar as practicable, the policies governing VA-medical school rela-

tions will be observed.

(4) Members of the Medical Advisory Committee are encduraged to accept

appointments as consultants and are expected to take active part in the -
care of patients as well as the educationprogram of the VA hospital,

(5)' The Medical Advisory Committee performs the following functions:

(a) Cooperates with VA personnel in establishing sound programs for
medical treatment and hospital care and in prescribing the number
and qualifications of the attending and consulting staff,

(b) Assumes responsibility for standards of postgraduate and inservice
training including residency programs where authorized,

{¢) When appropriate, selects and nominates to the [Director] medical
residents, formulates, supervises, and evaluates their course of

-": study, both within the VA hospital and during outside affiliated
training, S o .

483433
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(d) Seclects and nominates to the Director attending and consulting staff wi.d, in co...borton with the
Director, formulates their. schedules of attendance at the station, supervises their activitics, ang .vaiuates the
effectiveness of their services. '

(e) Promotes in every way a wholesome and effective relationship between the VA hospital and tae medical
and health professions of the community. :

e. Hospital Research and Education Committee

(1) General. The Hospital Research and Education Committee serves, in an advisory capacity to the Director
and the Chief of Staff in.the development and operation of the research and education programs. The committee
is responsible for correlation of graduate training and research programs. Training of residents shall be given

maximal support by planning for their participation in appropriate phases of the research program for which they
are qualified. _ . :

(2) Membership .and Organization. This committee shall consist of the chiefs of the mujor professional
services, such as medicine, surgery, dentistry, laboratory, radiology, psychiatry, radioisotopes, ané ar ieast two
members or representatives of the Deans Committee. Other members with special scientific qualifications may be
included at the discretion of the committee. The Director and the Chief of Staff are ex officio members of this
committee. The Chairman, who shall be a physician, shall be elected annually by the committee. The Secretary,
who shall serve as Associate Chief of Staff, shall be recommended by the committee, usually from among the
full-time VA physicians. In NP hospitals, a Ph.D. with special scientific qualificitions may be considered for
appointment as Secretary of the Research and Education Committee but may not serve: as Associate Chief of

- - Staff. Since both positions, Secretary of the Committee and Associate Chief of Staff, are centralized, they must

have the prior approval of the Chief Medical Director. When no suitable full-time physician is available, approval
for the appointment of a part-time physician may be sought. Where .no Associate Chief of Staff is needed or-
desired, the Chief of Staff may serve as Secretary of the Research and Education Committee with approval-of the

_Assistant Chief Medical Director for Research and Education.

3) _Reseafch Duties. See DM&S Manual M-3, part 1, chapter 2.
(4) Education buﬁes ;

"~ (a) Serves in an advisory capacity to the Director in all matters having to do with the medical and dental
education programs at the station.

- (b) "Advises the Director relative to the need and utilization of all staff elements in the education programs of
the hospital. A SR .

~ (c)  Makes _recorr'lmendations' to the Director regarding the roles of the Medical Library, Medical
Administration Division, and other services and divisions in support of education and training programs.

(d) Reyiews:‘and evaluates for the Director the effect of the education and training programs on the quality of

(¢) Maker *.commendations to the Director for maintaining and improving VA-medical and dental school
relaticns.

. 108 RELATION OF VA EDUCATION PROGRAMS WITH THE MEDICAL COMMUNITY

a. General. The VA recognizes the tremendous contribution which has been mide by American medicine to
the cire and treatment of veteran-patients. Education and training programs provide the-idcal med.em: through
which’ this valuable and. cordial relation is developed and maintainec. Every proper effort shouic e made to
foster mutually beneficial exchanges between the professional staff of VA stations and the medical, dental, and
health service personnel of the community.

1-7
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'b. Professional personnel of the Department of Medicine and Surgery are encouragec to scek appropriate
membership in local, county, and State societies and to participate- actively in their scientific programs.

c. Arréngér'nen.ts for joint meetings with locai or county societios are éllcouragcd, and VA hospital faciiities
-may be used for such meetings. : ' :

d. The attendance of medical and dental students and of qualified physicians and dentists who are not VA
employees is permitted at’ clinics, conferences, ward rounds, clinical demonstrations, and similar activities
"conducted within VA hospitals. It is understood that such attendance will be at the invitation of the Director for
his authorized representative. » : B

e. The VA may not conduct or sponsor courses of instruction or other educational activities primarily for
individuals who are not employees of the VA. However, VA facilities may be used by non-VA organizations for
such activities when, in the judgment of the Director, the activities are clearly in the interest of the agency.

1.09 RELATION OF TEACHING PROGRAMS TO ADMISSION OF PATIENTS

a. The sole criteria to be applied to all applicants for admission to VA hospitals are the legal requirements
for admission and the necessity for hospitalization. ‘ '

b. Teaching brograms in .VA hospitals were. established for the primary purpose of raising the standards of

- medical care of the veteran-patient. They will survive or perish solely upon this principle. The veteran is a private

patient, ‘the costs of his medical care are paid by the Government, and he has not the slightest obligation to pay
any part of his care in terms of his usefulness as a subject. of teaching. ' : '

¢.. Under no circumstances will pfimary considerations of the education and training programs influence the )
selection of patients to receive hospital care or other medical and dental services. :

d. Deans Committees, Medical Advisory Committees, and their representatives are urged to cooperate with
the Director and his professional staff in the enforcement of these admission policies. :

' 1.09.1. GIFTS OR DONATIONS

- Donations of funds, equipment, or supplies for medical education purposes may be accepted by the Hospitai
Difector- after considering the recommendations of the Research and Education Committee. Donors wili be
informed that acceptance of their gifts implies no endorsement of the donating organization or its products. The
funds will be earmarkedfor education and deposited in the General Post Fund. Unless restricted by stipulations
of the donor, these {unds may be used in support of education projects including necessary related travel, in the

same manner © “ppropriated funds.

1.10 PR"OFES:ilON'AL ACTIVlTIES—PUBLICATION"O_F PROFESSIONAL PAPEAI"{_S‘ |

A, Pa(:’“,cy‘j RO
- (1) The: pre;;’.aiiOn' arid_ promulgation. of professional papers is encouraged to prdvide VA employees a

community.. | :

. vehicle for-contributing to the advancement of medical education and practice within the VA and the medical

- (2) - Directors will have basic authority to review and approve professional papers in accordance with the

procedures outlined in subparagraph-b below. Each Director will insure that (a) the privacy of veteran-patients is

- (3) The identity of the-patient will not be disclosed in any paper. When photographs of the recognizable
features. of any patients-are  to_accompany the article, the written consent of the patient or, if he is mentally

e
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incompetent, of his guardian or nearest relative, must be obtained and submitted with the request “or approval.
VA Form 10-3203, Consent for Use of Picture and Voice, will be completed in wccordance with MP-1, part 1,
paragraph 410.08. (See also MP-1,’pt. I, ch. 11, par. 2g.) ‘ - '

(4) Thesesor projects reqixired in partial fulfillment of academic requirements and in which VA information,

records, or patients are to be used by trainees will be cleared at their inception and completion by the chief of the
professional or technical unit concerned. :

b. Procedure

(l)';At his discretion, the Director will determine suitable administrative review procedures for papefs :

prepared by members of the staff (including attendings and consultants if VA matters are_involved). These

- procedures will relate to those considered necessary to augment current regulations designed to protect the VA,

its personriel, and its patients. '

(2) The Director is encouraged to rely on established editorial expertise and publication - practices of
recognized scientific journals to evaluate the substantive content of professional contributions. However, when
the nature of the paper or the local situation warrants, the Director may seek the advice of coempetent advisors on

-his. staff, jncluding the Research and Education Committee. If such advice is not. available or obtainable, the
Director will refer. the paper to. Central Office for review and recommendation. U
- and-mail routing symbol, address request to REGIONAL MEDICAL DIRECTOR, REGION NO. —( )

sing appropriate région number

3). Two reprints of each publication will be sent to Central Office. Using'appropriate region number, address
reprints to REGIONAL MEDICAL DIRECTOR, REGION NO. (15C). :

1-9
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Chief Medical Director (10)
VA Central Office

810 Vermont Avenue, N. W,
Washington, D. C. 20420

SUBY: Nominations for Deans Committee - VAH San Diego, California
1. ‘the \ ’ice. Chancellor for the Health Sciences and Dean of the achaoi

of Medicine, University of California, San Diego, has reaomended
nomination the followi.ng x.ndivi.duals.

Dr. Averill Liebow = . -Pathology (Chairman)

Dr. Marshall Orloff S Surgery

Dr. Eugene Braunwald - Medicine

Dr. James Nelson - Neurology

Dr. Elifott Lasser - = - Radiology

_Dr. Atnold Mandell - Psychiatry

g Dr, Henrik Bendixen - _ - - Auesthesiology
- Dr. Richard A. Lockw,ood : - Bir< tor, Kospitals and Clipics

2. it is suggestcd that Dr. Turner Camp, Directot VA ikabpxtax, Sar. Diego,

. he designated as an ex officio member of this Committee.

2, Your'gpprqval to r.hese naminazions, is .solicited. -

"R. G. ST. PIERRE, M. D,
Medical Director ‘

ce:  Dr. Turner Camp p"
Jdirector . (00) VAH San Diego

Dr.. (‘.lifford _Grobstein

Dean, School of Medicine
University of California, San Diego
La olla (‘a'z.fornla 22037
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Novenmber 30, 197G

Aarc qusser, 1.0,
Chief #edical Director
Ueparuncnt of Medicine and Surgery
Yeterins: ,dmxnIStration Centra] Office
810 Varmont Ave, H.W.,
Washiagton, 0. C. 20420

Dear ir. iiusser: "

1 have designated the following to serve as a Dwan s Committee
in connectdon with education an< training programs of the WCSD
School of wed1C1ne in the San Liego VA Hospita]

.br.vhverill Liebow - Pathology (Lhairman)
e iMarshall Orloff - Surgery
or. Lugene Braunwald - ¥edicine
Jr. James melson - meuroiogy
or. Eiliott Lasser - Kaciology
or. Arnold Handell - Psycniatry
Jr. Henrik Bendixen - Anesthesiology
' -Dr Richard ﬁ- Lockwood - Birector, Hosp1tals and Clinfcs
T he LCSH Schoo] of nedicine looks forward to the €losest roopera;ion
th twe FES to further the mutual objectives of the two organizations.

Sincerely -urs,

.f]iffbrd robstein

Vice Chancellor for the Health Sciences and
Jean of the School of NMedicine

cc: ar.'?a'crick.St. Pierre
»UP. Turner Camr
o, averill Licbow

FRRTC R FESE
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MINUTES, DEANS COMMITTEE MEETING, MAY 1, 1973, VAH, SAN DIEGO, CA

The regular meeting of the Deans Committee was held May 1, 1973, in the
Deans Conference Room, at the Medical School.

Present:
Clifford Grobstein, Ph,D.,, Chmn Richard Carleton, M,D.
Vice Chancellor for Health Sciences Act Chief, Medical Svc
Dean, School of Medicine, UCSD Wigbert Wiederholt, M.D.
Wm, S. Coppage, Jr., M.D, Chief, Neurology Svc
" Chief of Staff Gerald W, Peskin, M.D,
Associate Dean Chief, Surgery Svc
Averill A, Liebow, M,D, Edward C, Elson, M,D.
Chmn, Dept of Pathology Act Chief, Laboratory Svc
John O'Brien,; M.D. Lewis L, Judd, M.D,

Chmn, Dept of Neurosciences . Act Chief,‘Psychiatry Svc
Michael B, Shimkin, M.D. ‘ .
Dept of Community Medicine
Arnold U, Mandell, M.D,
Chrn, Dept of Psychiatry
Elliott C., Lasser, M.D,
Chmn, Dept of Radiology
John Alksne, M,D,
Dept of Surgery

APPROVAl. OF MINUTES

The minutes of the meeting of April 17,_were_approved as distributed,

FACULTY~STAFF, FY '73-'74

. Distribution of staff positions has never been resolved, Statistics on

clinical activities were reviewed, It was the feeling of the Committee
that present total FTE of 65 faculty/staff positions and the distribution
of this number among the Services is insufficient for the workload which
is steadily increasing, It was also the feeling that Ph,D,'s should be
excluded from the FTE staff count. There are two questions involved:

(1) What specific humbers can each Service count on? (2) Whether these
numbers are appropriate. There are a total of 8 Ph,D. positions involved,
This wou.u give partial relief to the problem of total staff positions,

7t was agreed that the staffing patterm of all services should be reviewed
in an effort to find additional positions.

Motion by Dr., Liebow, seconded by Dr, O'Brien that the total number of
'TE's should be 65, not including Ph.,D.'s, and that appropriate considera-
tion be made as to staffing patterns in various services on that basis.
Motion carried, ‘

~his will be discussed further at the next meeting,
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May 1, 1973

DISPOSITION OF ADDITIONAL STAFF POSITIONS

BASED ON 7/8 FUNDING

In those instances where people have been put on ./8ths time, should the
remaining 1/8th remain with the Service or go into a general pool, Dis-
cussion should determine whether this Committee concurs in the decision

of the i"CFC that these 1/8ths be accumulated in a general pool and that
recommeadations for their dispersal be made by the Committee, The FCFC
has mad2 a recommendation that will have no force unless the Deans Com-
mittee acts on it, If the remaining 1/8ths are placed in a pool, it would
be possible to place additional persons into the staffing pattern, How-
ever, if the Service which created the 1/8th were allowed to retain it, it
would eliminate another problem of dividing the positions accumulated in
the pool,

Motion by Dr, Lasser, seconded by Dr, Judd that the fractions stay in the
Service that creates them; the vacated 1/8th remain for use of the Depart-
ment concerned,

Motion was made by Dr, Liebow, seconded by Dr, O'Brien, to table this motion
for discussion at a later date, Vote: For, 4; opposed, 1. Motion carried,

STAFF APPOINTMENTS, VA HOSFITAL

Dr. Judd apprised the Committee of an appointment which is pending at the
direction of VA Central Office, This is over the objections of the Depart-
ment of Psychiatry and this Committee, He asked that some stronger action
be taken than previously to prohibit this appointment and possible future
similar actions, This is in direct violation of the agreement between the
School and the VA that all staff appointees both Ph,D,'s and M.D,'s will
have academic appointments,

s

Motion made by Dr. Liebow, seconded by Dr, Judd that a teletype be sent to
Dr. Musser informing him of the contents of the message relative to the
proposed appointment, and a specific deadline date (Friday, May 4) be
mentioned at which time the message will be dispatched to Members of Congress
unless definite assurance is received from the VA that the appointment will
not go through, Vote: For, 7; against, 1. Motion carried.

Motion by Dr, O'Brien that a telegram signed by all members of the Committee
be sent to Dr, Musser (in addition to the above wire) earlier, saying in
effect that this appointment can not be accepted since it is in violation
of the principals established by this Committee, That such appointment
could disrupt the affiliation of the School and the Hospital. Motion
seconded by Dr, Judd; carried,

Dr, Grobstein was instructed to send the telegram; Dr, O'Brien will obtain

the signatures. Dr, Liebow to prepare the second telegram, Dr. Grobstein
will ccntact Dr, Musser by phone in the morning (May 2).

Costlort it Al

DISTRIFUTION: Each member Hospital Director, Recorder 2




Application for Membership
in the
Council of Teaching Hospitals

(Plcase type)

Hospital: Mount Sinai Hospital
Name
Minneapolis 2215 Park Avenue
City Street
Hinnesota 5oLolh
State , Zip Code
Principle Administrative Officer: Samuel Davis
Name
= Executive President
2 Title
'g Datn Hospital was Established November 5, 1945 .
9, .
§ Approved Internships:
= ' Date Of Initial Aporcval Total Internshios Total Internshios
B o \qy S o nveA. - P T 1 ]
Typo by CMP of sMAw Offeread Filled
§ D A K 2y Lid of soa | Urlered | rit-e39
§ Rotating 1965 b 4
=1 .
) .
2 Strai.ght ‘
e *No longer offered.
3 Avproved Residencies: »
Z , DPate 0f Initinl denarcial Total fesidencies Total Puozidencies
% “fgciakties by Qb of Aviaw : Ofrered Filled
% Medicine 1965 %% 12
= - T
G .
° Surgery 1968 5
a ——
o . .
3 OB-Gyn 1965 |
E
o Pediatrics
k=
g Psychiatry
& ychlatry o
5 other
g Otherx
= -
Q .
8 Hematology 1965 I

**University of Mn.

detgrmines numRer of residents
e sent each year.

Samuel Davis , Executive Presiden

LA r3 -~ Y - . s -
L eame 'I_&:/ r!os([p.\r‘szl Chief Exgecutive

Iuformation Submjtted By:

LN 3
H

March 23, 1973 N
"y -~ .- .. . - . - ..
. hate SIyuataye of toespital Chio{ Exacuci-a
A

*Council on Medical Fducation of the A-crican Mecdical Azscciation andfor with
appropriate A.iLA. iIntcrpship and Residency Reviaw Commitress.,

FLELSE READ INSTRUCTTICNS (I RIATRSE STDE
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Membership to the Council will be determined by the foll

10 percent of its members, up to a maximum Of
in the Assembly.

Please complete all copies

.of voting at business meetings of the Council.

+ {usiructions:

and return three copies to the Council of
vedical Colleges, One

Teaching Hospitals, Association of American
retaining the Blue Copy

Dupont Circle, N.W., Washington, D.C. 20036,
for your files.

Membership in the Council of Teaching Hospitals:

Teaching Hospital members shall be organizations operated exclusively
for educational, scientific, or charitable purposes. Hospitals as
institutions will be members of the Council and each institution will

be represented by a person designated by the hospital for the purpose

All members will vote

at the Annual Meeting for officers and members of the Executive Committee.

owing criteria:

a. those hospitals nominated by a medical school Institutional Member or
Provisional Institutional Mewber of the AAMC from emong the major
Teaching Hospitals affiliated with the Members and elected by the

Council of Teaching Hospitals, or

b. teaching hospitals which have approved internship programs and full,

approved residencies in at lezst & recognized specialties including

2 of the follcwing: Medicine, Surgery, Obstetric¢s-Gyrecology, Pediatrics,

and Psychiatry, and are elected by the Council of Teaching Hospitals .

The voting rights of the Council of Teaching Hospitals in the Assembly of
the AAMC shall be as follows: The Council of Teaching Hospitals shall designate

v

315, each of whom shall have 1 vote

If nominated by a School of Medicine, complete the following:

Name of School of Medicine _ University of Mimnesota Medical School

Name of Dean N. L. Gault, Jr., M.D.

Address of School of Medicine 1360 Mayo Memorial Building

Minneapolis, Minnesota 55455

FOR COTH OFFICE USE ONLY

Date Approved Disapproved Pending

Remarks

Invoiced Remittance Recéived




MAJOR AFFILYATION AGREIMENT

THIS ACREEMENT, made and entered into this 2 day of

L-beng . o
« Jephoeniy , 19 /0, by and betwecen

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

MOUNT SINAI HOSPITAL (hereinafter
referred to as "Hospital')

and

REGENTS OF UNIVERSITY OF MINNESOTA
for the UNIVERSITY OF MINNESOTA
MEDICAL SCHOOL (hereinafter referred
to as "University")

'WITNESSETH:

— e G Gmre Gew Gme G e e e

WHEREAS, University maintains and operates a College of
Medical Sciences offering medical instruction and training to students
in many medical fields, among which are Medicine,.Surgery and Laboratory
Medicine, and ' -
‘ WHEREAs; in furtherance of the medicél edu&ation of said
students, it is necessary to provide them with clinical instruction,

experience and research as a supplement to classroom instruction, mot

~all of which can conveniently be provided at University's own hospital

facilities, and

WHEREAS, Hospital is an accredited hospital institution well
equipped with modern facilitfes, equipment and laboratories, providing
medical care to patients of all types in many medical fields, among

which are Medlcine, Surgery and Laboratory Medicine, and
WHEREAS, Hospital recognizes the'value of a teaching
‘affiliation to its roll of providing high quality medical care to

its natfents. and
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WIIEREAS, Hospital and University bave maintained an

affiliated rclationship of incrcusing complexity on an informal
basis since 1951, and

WHEREAS, both parties.now consider it to their mutual

advantage to formalize their affiliated relationship and to

establish formal procedures for the administration and control

of the affiliated program,

Now,}TnEREFORE, in consideration of the mutual covenants
herein sot forth, the.parties.agree as follows: |

1. The parties agree to affiliate during the term of this
agreement for the purpose of providing clinical instruction, experi-
ence, and rescarch to University's medical students in the fields
of Medicine, Surgery and Laboratory Medicine, ‘This agreement may be

amendod, from time to time, to include such additional medical fields

~ as may be mutually agreed upon by the parties.4

: 2. University shall for the purposes of this agreement assign
to Hospital students, interns and residents, and shall appoint to its
faculty members of Hospital's Medical Staff as further provided herein-
below." )

| 3. Hospital shall for the purposes of thio agrecement make
available adequate and suitable g;cilities and equipment, including
patient and clinic rooms, classroom faoilities, laboratories, office
space for full~time faculty members, an upwto—date medical library,
and ancillary facilitles such as a modern medical records system, on—call
rooms, and dining and parking facilities for faculty.

" 4, The assignment, rotation, and program for medical

students shall be the joint responsibility of the appropriate University

department head and the corresponding Chief of department of Hospital.

The curriculum and structure of the program shall correspond to that
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At

.

currently in forcesat the University. Assigned undergraduate nedical
students shall be responsibly involvcd.in the management of the care
of the patient under the supcrvision of the Hospital Mcdical Staff.
The medical students' activities shall include doing patient histories
and physical examinations, stating tentative diagnoscs, proposing
diagnostic and therapeutic procedures, and ‘proposing recommendations

for discharge, and the course of the patient care should include out-

:patient and other extensions of available services to the fullest

degree possible.

5. The selection, appointment, assignment, education
and supervision of Uniﬁersity medical fellows and interns shall be
jointly determined by the head of the appropriate University department
and the Chief of the'corresponding department of Hospital.

6. All patients of Hospital shall be ﬁade available for the
purposes of the affiliated program unless the physician specifically
provides to the contrary; provided, however, that patients shall not
bé unreasonably withheld from the program.

7. The affiliate; educational program shall be supervised
by a committee to be known as the Professional and Educational Practices
Commitfee (hereinafter referred to as “PEPC"). The membership of the
PEPC shall be as follows: (a) Six members to be appointed by and from
the Board of Governors of Hospital; (b) The Chief of the Medical Staff
of Hospital and five members to be appointed by him from among those
members of the Executive Committee (other than department Chiefs) who are
active in the teaching program; (c) One member to be appointed by the
University from the Office of the Dean of the Mediéal School, and one
member from each University departmeﬁt actively parﬁicipating in the
teaching program at Hospital; (d) The Chief of each correséonding depart-
ment of Hospital, together with the Chiefs of the Department Qf Radiology

and the Department of Anesthesiology.

-3
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-~

1t is recognized that the membership of groups (a)

and (b) shall at all times constitute a majority of the wewbership

of the PEPC,
The Prcs;dent of the Board of Governors of Hospital
shall sclect one of the appointees to the PEPC from said Board to act

as Chairman of the PEPC, Said Chairmen may appoint a temporary chairman

_to préside over meetings of the PEPC in his absence,

The PEPC shall meet quarterly or more often as needed,

and'sﬁall annually undertake a thorough evaluation of the effectiveness

" of the affiliated program,

The PEPC shali'be responsible for the supervisionAof all
aspects of the affiliated program, and its decisions with respect to |
interpretations of this agreement or disputes arising hereunder shall
be final,

In order for business to be transacted at any meeting

of the PEPC, the following quorum must be prcsént: four (4) wmembers of

'éroup (a);.four (4) members of group (b); three (3) members of group (c);

and three (3) members of group (d).

Each of the four groups comprising the PEPC may
designate an alternate or alterqates to atsend and participate in
meetings in the absence of the regular member or members.,

| | The action of the PEPC shall be controlled by the vote

of a majority of the members present at any meeting, so long as a quorum

‘1s present. Any issue which cannot be resolved by such majority vote

'shall be referred to a referee to be appointed by the President of the.

Board of Governors of Hospital, The decision of the referce shall be
final,

8. Thé Chiefs of the departments of Hospital hereinbefore
named shall be apﬁointed to University's faculty if they‘are not already

members thereof, Each Chief shall have the authority and responsibility
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b

for carrying on the day-to=da operation of his respective departuent
ying P »
includine the formulation and administration of policies rocedures
(4] b p ]
programs, and facility and cquipment requirements for patient care,

education, and research witﬁin said department,

Each Chief shall ;065u1t the Pospital Administration
and the appropriate established committee or committees of the Medical
Staff with respect to the establishment of any new méjor policy,
procedure, program, or facility or equipment requirement within his
department, It is understood that the definition of "major" must
necessarily evolve from local practice and experience, and cannot be
precisely set forth herein. Upon the request of the department Chiéf,
the Hospital Administration, or the Exccutive Committce of the Medical
Staff, any dispute over the establishment of new major policies, procedures,
programs, or facility or equipment requirementé shall be referred to the
PEPC for review and resolution,

In the event that a vécancy occurs in the position of
Chief of any of the departments covered hereunder, said vacancy shall
‘be filled in ghe following ménner. The PEPC shall appoint a subcommittee
- from its own membership comprised of one.repre§cntative each from the

Board of Governors of Hospital, the attending Medical staff of Hospital,

. the full~time Medical Staff of Hospital, and the University for the

“pﬁrpose of recommending appolntees, The PEPC shall either accept the

recommendation of the subcommittee, or shall refer the matter back to
‘thé su$coﬁmittce for a new recommendation,

9. If the Chicf of any department of HOSpitai covered
hereunder wishes to create any new full-time Madical Staff positicn
~within his department, hé shall first seek the advice and consulta-
tion of both the appropriate departmental Medical étaff comﬁittee and
the full Medical Staff of the decpartment,’ The result of said consulta-

tion shall be presented to the Executive Committee of the Medical Staff

=5~
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for its advice. If the Exccutive Cormittee of the Madical Staff

concurs in the creation of the ncw position, and if the Chicef obtains
the written approval of the Hospital Administration and the Chairmen
of the Joint Confercnce and Operating Committecs of the Board of Governors,
sajid position shall be consiacréd created and .the Chief may recruit

applicants therefor. If the Executive Conmittee of the Modical. Staff

- does not cancur in the creation of said position, the matter shall .

bé referred to the PEPC for final review and decision,

10. All physicians who as of the effective date of this
agreement are (1) members of the Medical Staff of Hospital, and (2)
active in the teaching program ag Hospital shall be appointed by the
University to its medical faculty, Full-time active medical staff
members shall be appointed to full-time and/or clinical faculty
positions, and attending medical ;taff members.shall be appointed to
clinical faculty positions, Said faculty appointments shall be on a
year to year basis in conformity with existing University rules and
procedures,

11. Subsequent to the effective date of this agreement, any
physici;n who wishes to participate in the teaching program must be
qualified for, and receive, an appointments to the clinical faculty
of.the appropriate department of the University. Those physicians
who elect not to participatc‘in the teaching program or who are unable
to qualify for faculty appgingmenﬁs shall remain on the Hospital staff

as non-teaching attending physicians, Non-participation in the teaching

. program shall not in any way affect a physician's membership on

Hospital's Medical Staff or any rights or privileges attendant thereto,
The University shall set forth in writing the objective
.qualificatiohs ngcéssary for appointment to clinical positions on its

medical faculty, In general, these shall include the basic professional

qualifications, a willingness to participate in the teaching program,
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A

end an accaptability to both students and faculty in the University

department involved,

Faculty abpointmcnts once made hercunder shall be on
a year-to-year basis in confermity with existing University rules

and procedures,

12; Members of University's faculty serving as’ full-time
members of Hospital's Medical Staff shall, in geﬁeral, enjoy the
same ranks and privileges and shall have the same obligations as
other comparable University faculty members,

13; Any questions which may arise concerning the professional
competence of any fulle-time member of the Medical Staff of Hospital who

1s also a University faculty member serving in one of the departments

. of Hospital involved hereunder shall be referred to the PEPC for its

‘recommendat jon,

14. Compensation for the various positions pursvant to this

. Agreement shall be as mutually agreed upon by the parties, provided

that the legal and financial limitations or Hospitél shall be considered
in any such agreement, The'reSponsibilitf and procgdure for compensation
shall Se as follows: |

A, Medical fello@s, inter;s, and residents shall be
compensated by Hospital througﬁ University at the rates
set by University, provided that said rates shall be com-
parable to those set for sipilar positions at.University

"and other affiliated hospitals,

B, Hospital shall be responsible for the compensation
of the Chiefs of the departments covered hereundex, whether
by means of salary or through some other‘agreement with
said Chiefs, | |

C. Hospital and University shall share responsi-

bility for the compensation of salaried faculty members
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of University serving as full-tiwe members of the
Medical Staff of the Departments of Hospital covered
hercunder, The respective proporticns cof compensation,
including fringe benefits, to be paid by University and
Hospital with respect to each such person shall be
neéotiated cach year by the parties hcreto. Regardless
of the source éf such compensation or any portion thereof,
each such individual shall have the option of receiving
his entire salary directly from Hospital, or a portion
thereof through the University and the remainder directly
from Hospital, |
1, If received entirely directly from
Hospital, Hospital fringe benefits shall apply.
2. 1If received partially through University,
University fringe benefits shall apply to that
portion of the salary which represents the University's
basic salary for such individual, and Hospital fringe
benefits shall apply to the remainder.
3, 1If the individual is classified as "strict
full time" by the.University, his fringe benefits
will be based on strict full time salary. |
D, Payment for the salary and fringe benefits of staff
members receiving Eheir compensatijon or some portioﬁ thereof

through the University will be provided by Hospital through

quarterly advances of funds to the University in an amount

equal to one-fourth (1/4) of the currently applicable budget
contained in the addenda to this Agreement, Advances of funds
by Hospital and actual costs incurred by the University will
be reconciled annually, as of the last day of the annual
budget period., Within sixty (60) days of the close of the
annual budget period, any'édvances of funds in excess of

actual ;osts will be refunded by the University; likewisé,
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any ;éiuax’costs incurred by tﬁe Uhiversity in excess of such
advances of funds wi.ll be billed to and paid by anfftal,
15, A financial addendum to this Agreement shall be
prepaxed on an annual baﬁi; showing the financial commitments of
both parties with respect to the cpﬁpensation of the various posi=-
tions sct forth herein,

16. This Agreement shall be binding on the parties' successors

and assigns.’

17. This Agreement shall be in effect for an original term

* commencing on the date of its execution and continuing to and including

June 30, 1975, and shall be renewed for additional terms of five years

each unless written notice of termination is given by either party at

least two years prior to the end of the original term or any renewal

thereof,

IN WITNESS WHEREOF, the parties have caused this Agreement

to be executed the day and year first above written,

UNIVERSITY OF MINNESOTA COLLEGE OF MEDICAL
SCIENCES

‘__4.7_;'/ / Q“‘ [! ) 1
By é : L( /(’,"-:/Ir\ﬁ'(_v o i 0 bl L j N
Dean ©f the College of Medical Sciences

UNIVERSITY OF MINNESOTA

. “\
V&ce President, P%zﬂhlng and Operations

MOUNT SINAI HOSPITAL OF»MINNEAPOLIS

/,’~:%7VL‘— - //LC/ I W W N

/.Lxecutlve Vice Presxdent

MOUNT SINAI HOSPITAL BOARD OF GOVERNORS

,,@M

Pte51dcnt
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ARMC POLICY STATEMENT $3
THE PATIELT IH.THE TEACHING SETTIRG |

The madical faculties and staff of the nation's medical schools and

teaching hospitals are cornitted to the provision of the highest quality

alth services. The interrelationship between the health

(0

of personal h
care, educational and research functions of these institutions contribute
to the assufance-of these high standards of patient care. Patients seek-
ing care in the teaching setting are not on1y‘provided high quality health
seerces, but also an opportunity to share in the training of the nation's
future health care professional personhe] through participation in clinical
education. .
It is the policy of the Association of Amefican Medical Colleges

that all patients, regardless of economic status, service classificétion
nature of illness or other categorization,;hould have the opportunity to

participate in the clinical education program of the hospital, clinic or

other delivery setting to which they are admitted or from which they seek

In order to assure a single standard of high quality patient care,

and to reinforce student perspectives and attitudes regarding patient

rights and responsibilities, the AAMC reaffirms that:

Selection of patients for participation in teaching

programs shall not be based on the race or socio-

economicqii?tus of the patienty | .
b V;gj‘){, o .44‘1(361,:449)-@1/9«&%‘0‘4/"‘

Responsible physicians have the obligation to discuss
with the patient both general and specific aspects of

student participation in the medical care process.
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provisica of patient care is a confidantial process.

jent, health professiona1

......

\L]C—\.’C ----- LS e e
ard su,vett, resarding oyzminations, treatment, case discussion

nouid be treated w

A
wr
w

—

4ith due respect to the

right to be treated with respect and

dignity. Individual differences, iféluding cultural and
<_educationa1 background, must be recognized in'désignjng

each patient‘s care program.

Every teachingiinstitution should have programs and

procedures whereby patient grievances can be addressed

in responsive and timely fashion.

The Assoc1at1on of American Medical Co]leges believes that the

reaffirmation of these principles in medical schools and teaching hospitals

ontribute to the best interests of patients and ensure the most

will ¢
r the training of future health

appropriate educational environment fo

professionals.
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Aflirmed by the Board of Trustees

of e :
American Hospital Acsoocialion

. e
Novesiber 17, 1972

S74

#1972 by the

Avncriean oaapital Asrociation

o10 Tie'h Takie Shore Drive
et 60611

Sob i e o

T ey e TS0

e

uE American Ilgapital Associa-
A tion presents a jent’s Bill of
Rights with the expectation that ob-
servance of these rights will con-
tribute to more cffective patient care
and greater satisfaction for the pa-
tient, his physician, and the hospital
organization. Further, the Associa-
tion prosents these rights in the ex-
peetation that they vwill be supported
by the hospital on behalf of its pa-
tients, as an integral part of the

~healing process. Tt is recognized that

a personal relntionship between the
physician and the patient is essen-
tial for the provision of proper med-
ical care. The traditional physician-
patient relationship takes on a new

dimension when care is rendered .

within an organizational structure.
Legal precedent has cstablished that
the institution itsclf also has a re-
sponsibility to the patient, It is in
recognition of these factors that
these rights are aflirmed.

1. The pationt has the right to
considerate and respectful
care.

2. The patient has the right to
obtain from his physician com-
plete current information conr-
cerning his diagnosis, treat-
ment, and prognosis in terms

. the palient can be rcasonably
expected to understand. When
it is not medically advisable
to give such information to the
patient, the information should
be made available {o an ap-
propriate person in his behalf.
Ile has the right to know, by
name, the physician respon-
sible for coordinaling his care,

3. The patient has the right to
reeeive from his physician in-
formation ncecersary o give
infurmed consent prior to the

start of any procedure and/ar’

treatment, - Fxcept in rmie
frencies, such- information [‘
fnformeidl concent shaetdin-
clude but nob necenorily be
Thuited to ie rpecilic, proces

e

dure and/or recime

mccioally siv
volved, amd the prebable duva-
o of tneapnettation, Whete

mredivatly sipnilieani diternn-

Lo lives for tare o treatiment

exial, o when S palient -

guzsis info SR
medienl alic Y-

ent Mo the pi sl to i i ne
formatiea, The pantal o b
the rictt to ks e penee of
the per.on respmnsitie Ter thoe
provedurts amd/or beaiment,
4. The patieat hos Lo el o
refuse freatnuent 1o the estent

permiited by Dow and to Le
informcd of the medical con-
seauences of his vetion,

The patient has the vizhi to

St

every consideration of his jia

vicy concerning his own nw Jdia

cal eave procram, Chse disciiy-
stonconsuliation, cxmnination,
amd treitment ave gonhidentiol
and should bz conducted dis-
creotly, Those not directly in-
volved in his care maat have
the permission of the pationt
to be present,

6. The patient has the ripht to
expect that ol communications
and records pertainineg 4
care should be treated as con=
fidentiol,

7, The palicnt has the right to
expect that within its capactty
a hospital must make renson-
able re.ponse (o the requent of
a patient for verviees, The hos-

pital must provide cvaluntiog

to his .

i



L gervice, andd/Zog referml as in- v ' cxamine Q reccive an ex- : S .
. planation of his bill regardless : ’ ‘
of source of payment. : - ’

12. The patient has the right to
know what hospital rules and
yepulations apply lo his con-
duet as a patient.

No catalog of rights can guaranice

: Qiene-1 by hwe urgamty ol the
o When meadically porrmis-

o palient miy be trans-
forred Lo aemther facitity only
Cwedoived complete

[RERS

infoonation and cxplunation

' cuncenines the newds for and
atives to such {ransfer. for the patient the kind of treatment ;‘:l(‘ l cinnen {
et naesituation toowhich ithe he has a right to cxpect. A hozpital : '
poiint i to be tronsferred has many functions to perform, in- S O
o U fesl e aceepted the cluding the prevention and treat- o
putient oy TR ment of disease, the education of o ‘)‘: 1 ‘-'M'*‘
' both hcalth professionals and pa- bt

o e patient hing the right to

Ol sin intormnticn as looany
et tion Bio of hiz hoaspital Lo
uthe v Leslth enre mnd educa=

tienls, and the conduct of clinical ' i_,- l l ! R ‘ .
rescarch. ANl these activities must L ob ity
be conducted with an overriding ‘
concern for the patient, and, above -

all, the recognition of his dignily as : -
a hurnan being. Success in achicving

iennntion s this recognition assurcs success in

 prefessional relation- the defense of the rights of the pa-

by . tient,

Yol

Disfntions incofar as
(e care is eomeerned The pa-
: Gort e e vicht o obtain

1o the existence

shoas aneong inadividuals,
e, wobe e trenting him,

P putient has {he ripht to be
a0 the ho.pital pro-
peoes to enanne in or perform
Seenan exnerinentation aflect- 5 : )
fee L care or treatment, The : . : -
puticat hos the right to refuse
Lo porticipnte in such rescarch

D .’:'."f.'l:.'..
10. Tiee patient has the right 1o
expeet reasonable continuity
! of care. e has the right to
Lo i advance whal ap-
poistmentimes and physicians
. are aveilable and where. The .
j atient hos the rizht to expeet ’ ) ‘. .,
et the hospital will provide ’ )

Do i
cument from the collections of the AAMC Not to be reproduced without permission

a4 pnccinnizm whereby he is
informead by his physicianor a
delomite of the physician of
tae paticnt’s co.:unuing health
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increased Uiilization of Dantal Auxiliaries

Supperting Statement

rates cannot
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W odentsts

Ths pcuts shortaze of dental manpower in the Urited
dliv solely by the training of
fuctivity of the ava
4t advances in dantal techuology

tor ji increas-

e alieviated ccono
bers of deatisis. Thus, the prod
must be increased. Althouzh @
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deniists has heen the increassd use ot dentul
auviliaries. Receat studies have showa that properly irained aux-
iliarizs can perform additional dutics. mainiain a comparzdle quaiuy

of services, and generate substantial incrgases in the productivity.

ina the produciivity of

Resolution
The expanded utilization of dental anxiliaries appzars to be the
most pr;:ctic:x'..cconomica!.:\.ndc!'ﬁ:i-:m approach tod=livering high-
quality dentel care (o moi people.
_The Amzrican Public Heuith Assosintion recommends and urges
that a program of fedseral suppont be implementad for the acceisrated
development of training programs (0 eapand the fuaction of deaial
auxiliaries, such progiams to inclede support for constructivn of
facilities, operation of progrs ining of facullivs, and dnancial
- 4ncentives to denia! schoois that teach strdents the use of expanded
funciion auniliaries, and be
saciziy and toard of oxam
continuine cducation be dev ¢loped to prepare preseatly pracising
dentists 1o utilize expunded function aunitianies. .

¢ fuiiher resohved. thatendh stute dental

s
ors be wrsed that Jormal prozrams of

~red By AT Govern
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o Guid
an eapi
by nxtionul nursing organizations and medical sped

o Expeorimentation continue tnder the auspices of duly ac
institutions; : . .

o Affiliates stimulate the developinent of responsiblz educationat
programs within esizbiished gueidelings and the =pproptivie s
of practitioners who have successiully compleied such prog:

.

Selection of Teachiﬁg Patients

icalteaching

For overa ceniury most of the patients chosen farch
in medizine, dentistry. and other related healih Gelds, have boen
so sclected, divectly arindirzctly. becuss they are poor. Inad
the majority of these patients huve been desiznated as teachi
without choice on their part. The justilication of such sefecti
been that teaching services have providad heulthh care services 1o
many who could not have otherwise affordad it. While thers are
still many who cannot obtuin adequats healih care, the Arrigan
Public Health Association considers this mcans of desicnauing
patients for clinical teaching prozrams undesirabiz.

The present means of sclecting teaching patiznts perpeiudies
two-class hzalth system which is based nnon income and socid
status. Not only is this socially undesirable. but it is part
inappropriate in settings whare student practitioners are devele
perspectives which will persist throuchout their profession
Most iimportant. however., seiection bassd on econumi i
inconsistent with the goal off APHA to assure cquality of 2eiess
to and quzlity of health care for oil.

APHA urges the American NMedica!l Assaciztion, At
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Your Rights
as a
Patient
at
Beth Israel
Hospital

Beth israel Hospital, ils doctors,
nurses and entire staff are committed
to assure you excellent care as our
patient. It has always been our policy to
respect your individuality and your
dignity. This lisling is published to be
certain that you know of the
long-stancing rights that are yours as
a Beth Israél patient. ’

1. You have the right to the best care
medically indicaled for your problem,
thatis, to the most approprlate
treatment available without
considerations such as race, color,
religion, national origin or the source of
payment for your care.

2. You have the right 1o be trealed
respectiully by others; 10 be addressed
by your proper name and withoul undue
familiarity; to be listened 1o when you

. have a question or desire more

information and to receive an
appropriate and helpful response.

3. You have the right to expect that
your individualily will be respected and
that differences in cullural and
educational background will be laken
inlo account, ’

4. You have the right 1o privacy.
In the clinics, you should be able to talk
with your doclor, nurse, other health
worker or an administrative officer in
private, and know thal the informalion
you supply will not be overheard nor
given to others without your permission.
in the Hospital, whenyou areina
semi-privale room, you can expect a
reasonable attempt to keep the

1

conversalion private. When you are
examined, you are entitied to privacy —
to have the curtains drawn, 10 know
what role any observer may have in
your care, 1o have any observers
unrelaled to your care leave if you

so request. |f you are hospitalized,

no oulsiders can see you without your
permission. Your hospital records are
private as well; and no person or agency
beyond those caring for you can learn
the information in your medical record

* without your specilic permission.

5. You have the right to know the
name of the doctor who is responsible
for your care; lo talk with that doclor
and any others who give you care;
to receive all the informalion necessary
for you lo undersiand your medical
problems, the planned course of
treatment (including a full explanation
aboul cach day's procedures and tests)
and the prognosis or medical outlook
for your future; to receive adequate
instruction in self-care, prevention of
disability and maintenance of heallh,
You have lhe right to ask the doctor
any questions that concern you about
your health. You have the right 1o know
who will perform a test or an operalion,
and the right o refuse it. Because this
is a university hospilal, you may come

across doclors, nurses and other health
workers in{raining. or you may be asked
to parlicipale in special studies. We
believe that the presence of students
adds to the quality of care. Neveriheless,
you have the right to have a full
explanation of any research sludy or
any training program for students before
you agree to participate in il, and the
right to refuse to participate. if you .

2

agree to the diagnostic and therapeutic
procedures recommended by your
doclor, you may be asked to'sign a
consent form, but if you refuse, you have
the right lo receive the best help that

the Hospital can slill offer under

the circumstances.

6. You have the right o leave the
Hospital even if your doctors advise
against it, unless you have certain
infectious diseases which may influence
the health of others, orif you are
incapable of mainfaining your own’
salety, as defined by law. If you do
decide to feave belore the doctors
advise, the Hospilal will not be
responsible for any harm that this may
cause you and you will be asked to sign
a "Discharge Against Advice'' form.

7. You have the right to inquire about
the possibility of linancial aid to help in
the payment of your Hospital bills and
the right to receive information and
assistance in securing such aid.

Patients also have certain
responsibilities which should be carried
out in their own besl interests:

Please keep appointments, or
telephone the Hospital when you
cannot keep a scheduled
appoinlment; bring with you
information about past illnesses,
hospitalizations, medications and
other maiters relating to your health;
be open and honest with us about
instructions you receive concerning
your health, that s, let us know
immediately if you do not understand

3

them or il you feel that the
instructions are such that you
cannot follow them.

Yout have the responsibility to be
considrrate ol vther patients, and
to sew that your visitors are
conziderate as well, particutarly with
reference to noise and smoking,
which are usually very annoying 1o
nearby palicnts.

You 50 have a responsibility to
he prowspt about payment of, )
1 ev gulat bilks, Lo provide intorma{xon
Raosessary (01 insUrANce processing
of wour Lills, and 1o be prompt about
.'.r.'n.-nq any questions you may have
conceining your bills.

Both israet Hospital is interested in
keopaneg you in the beat health possible.

1 you fuci oo are not buing trcated
fairly or properly. you have the nghtto
(annee, hin st your deetor. nurse,

Lot ciher heaithovorker, of
neateator on-Ciddl Youmay
ar o he Oenesil

bt

[ Sl Hlosmated, Beston
OPH Auhai will receive
prom; Cad e onal attention,

This measaae reliacts Ihe interest

and philosephy of the entire staf! of
Beth fsrael Hospdal

WT\Z\; MO

Mitchati T. Rabkin, M.D.
General Direclor



COUNCIL OF TEACHING HOSPITALS « ASSOCIATION OF AMERICAN MEDICAL COLLEGES

ONE DUPONT CIRCLE, N, W. ° WASHINGTON, D. C. 20036 ° (202} 4€6:512%

(202} 466-5127

COTH Regional Membership Memorandum
Northeast Region
April 10, 1973 :
Subject: Call to Meeting - Northeastern
Regional Meeting, Monday,
May 14, 1973, Boston, Massachusetts

It is the purpose of this memorandum to serve as the Call to Meeting for the
COTH Northeastern Regional Meeting to be held in Boston, Massachusetts on
Monday, May T4th from 10:00 a.m. to 3:00 p.m. The meeting will be held at

the Research Building of the Children's Hospital Medical Center, 300 Longwood
Avenue.

Featured as the morning speaker will be John D. Twiname, Executive Director
for Heallh at the Cost of Living Council, who will discuss the control of
" health care costs under Phase III of the Economic Stabilization Program.

An informal luncheon will be served at approximately 12:30 p.m. We need to
know the number attending in order to determine the number of lunches required.
In that regard, it would be helpful if you would complete the attached postal
card indicating the number of persons from your institution planning to attend.
Also, a block of rooms has been reserved for the attendees at The Children's
Inn at 324 Longwood Avenue. If you desire hotel accommodations we would ap-
preciate your contacting the Inn directly and indicating that your reservation
1s in connection with the AAMC meeting. For those in the Boston area who will

be attending the meeting, parking will be available at the Children's Hospital
garage.

It would be helpful if you would return the attached postal card by May 4th.
I Took forward to seeing you then

RICHARD M. KNAPP, PH.D.
Director

Department of Teaching Hospitals

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

Enclosure: postal card
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10:00 AM
10:15

10:45
11:15

12:00
12:30
1:30

ASSOCIATION OF AMERICAM MEDICAL COLLEGES
COUNCIL OF TEACHING HOSPITALS

COTH SOUTHERN REGIONAL MEETING
May 4, 1973
Hilton Inn
Atlanta Airport
Atlanta, Georgia
Terrace Room
10:00 a.m.-4:00 p.m.

AGENDA

Call to Order and Welcome - Stuart M. Sessoms, M.D.

John E. Lynch

Chief Executive Officer

North Carolina Baptist Hospitals, Inc.
Winston-Salem, North Carolina

MFEDERAL CUTBACKS ON MEDICAL SCHOOL FUNDING:
IMPLICATIONS FOR THE TEACHING HOSPITAL"

Discussion and Questions

Stuart M. Sessoms, M.D.
Director

‘Duke University Hospital
Durham, North Carolina

George M. Stockbridge
Executive Secretary
Health Planning Council of Central North Carolina

"CERTIFICATE OF NEED LEGISLATION: THE NORTH CAROLINA
DECISION"

Informal Reception

4Lunch

Lawrence E. Martin

Associate Director and Comptroller
Massacnhusetts General Hospital
Boston, Massachusetts

"RATE REVIEW LEGISLATION: SPECIAL IMPLICATIONS
FOR TEACHING HOSPITALS"
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2:00 PM

'l. _2:30

(2)

Discussion and Questions

Staff Reports

~ Robert H. Kalinowski, M.D. and Richard M. Knapp, Ph.D.

Open Forum
Membership
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" The Asilomar Conference Gro

COUNCIL OF TEACHING HOSPITALS » ASSOCIATION OF AMERICAN MEDICAL COLLEGES

ONE DUPONT CIRCLE. N. W. . WASHINGTON. D. C. 20036 . (202) 466-5123

COTH Regional Membership Memorandum

Western Region

April 2, 1973

Subject: Call to Meeting - Western
Regional leeting, Friday,
April 27, 1973

andum to serve as the Call to Meeting for the
The University Hospital Council has agreed to
pring meeting to host the COTH regional meeting.

It is the purpose of this memor
COTH Western Regional Meeting.
share the first day of their S

The meeting will be held on Friday, April 27 at the Asilomar Conference Grounds

in Pacific Grove, California beginning at 9:30 a.m. The featured speaker will

be John Kasonic of Arthur Young & Company, who will discuss "The Implications

of H.R. 1 on the Provision of Professional Services in the Teaching Setting."
The remainder of the session, until 4:30 p.m., will take the form of a seminar
concerning the determination of cost and future financing of the teaching

hospital.

unds are a short distance from the Monterey Airport.
It is suggested that you make arrangements for the evening of April 26 at a
motel in the Monterey area and take a morning taxi to Asilomar. We note two
motels in the area are the Del Monte Hyatt House (408/373-3721) and the Holiday
Inn (408/372-8161). You may be familiar with or have preferences for others.

on will be served. We need to know the number attending in

v of lunches required. In that regard, it would

be helpful if you would complete the attached postal card indicating the number
of persons from your institution planning to attend. We would appreciate return
of the postal card by Monday, April 23. We look forward to seeing you then.

An informal. lunche
order to determine the numbe

ROBERT M. DERZOM
Chairman-Elect
Council of Teaching Hospitals

Attachment: Postal Card
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES
COUNCIL OF TEACHING HOSPITALS

COTH MIDWEST-GREAT PLAINS REGIONAL MEETING
Sheraton-0'Hare Motor Hotel.
6810 North Mannheim Road
Rosemont, I111inois

Stuart Room
10:00 a.m. - 4:00 p.m.

AGENDA
10:00 A.M. Review of Agenda - Program Committee'
10:15 Mr. Al Whitehall

Assistant Executive Director
New Mexico Foundation for Medical Care

Alburquerque, New Mexico

“OPERATING EXPERIENCES OF A FOUNDATION PLAN"

- 10:35 Dr. Thomas S. McConnell

Chief, Pathology Service & Associate Professor

. Department of Pathology
University of New Mexico School of Medicine
and Bernalillo County Medical Center

"IMPACT OF A FOUNDATION PLAN ON' A TEACHING HOSPITAL"

10:55 Dr. Vernon Weckwerth, Professor, Program in Health
Administration, School of Public Health, University
of Minnesota, and President, Minnesota Systems

Research, Inc.

WAN ANALYSIS OF THE ISSUES INVOLVED IN QUALITY
ASSURANCE PROPOSALS"

11:15 - 12:15 Panel Discussion and Questions

12:15 Lunch

Dr. Robert Laur, Associate Administrator
Health Services and Mental Health Administration
Department of Health, Education, and Welfare

Washington, D.C.

"FEDERAL SHIFTS IN PROGRAMS AND IMPLICATIONS
FOR TEACHING HOSPITALS"




COTH Midwest-Great Plains Region
Agenda
Page Two

1:30 Dr. Robert Kalinowski.and Dr. Richard Knapp

Staff Report

AAMC Retreat Agenda Items

HMO Contract Developments
Subcommittee on Quality of Care
House Staff Developments
Relations with the AHA

AAMC Ad Hoc Committee on H.R. 1

Open Forum

Membership

Regional Program Planning Committee

John H. Westerman, Chairman, Minnesota*
' Edward Connors, Michigan
' Stanley R. Nelson, Michigan
Dean Roe, Wisconsin
James Varnum, Wisconsin
Sidney Lewine, Ohio*
John W. Colloton, Iowa
F. Regis Kenna, I1linois
Bernard J. Lachner, I1linois
Arthur J. Klippen, M.D., Minnesota¥*

* Members, COTH Administrative Board

Document from the collections of the AAMC Not to be reproduced without permission
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Excerpted from page 94 of the COST OF EDUCATION OF THE HEALTH PROFESSIONS,
INTERIM REPORT, March 30, 1973 of the Institute of Medicine

SPECIAL STUDY:. EDUCATIGHAL COSTS OF TEACHING HOSPITALS.

The extent of teaching hospitals' support of education and of the additional
expenses incurved in providing educational support is not known, but is
estimated to be a major proportion of educational cost. The study group
therefore plans to study these costs at a small sample of teaching hospitals.

National comparisons show that teacning hospitals, as compared with
non-teaching hospitals of approximate]y the same size, have 35 percent higher
per day costs, 9 percent more in-patient days per case, and 5 percent more
out-patient visits. The result is greater overall costs in teaching hospitals.
Income sources, areas of expenditure, and internal organization also differ
in teaching and non-teaching hospitals. Some of these differences are caused
by the particular patient care and public service roles served by teaching
hospitals--many are a major source of specialty health care (a more expensive
group of patients), trauma and emergency care, indigent care, and continuing
education. Differences in cost also result from the special role teaching
hospitals play in the community and from the reauirements-of their educational
role, especially the training of medical students and house officers.

Because previous studies of educational costs of teaching hospitals either
have covered a very limited sample, often only one hospital, or have dealt only
with portions of potential costs, they are inadequate for the purposes of this
study.

The proposed methodology for gathering data on teacn1ng hospitals is to
combine existing national data with detailed studies in a limited but repre-

‘sentative sample of teaching hospitals. For the most part, the detailed studies

will overlap with the detailed field data to be obtained from the sample of
the health sciences schools. The activity analyses of faculty time will be
applicable for both purposes The study of educational costs of teaching
hospitals will

--rely on completed activity analysis of faculty,
--conduct special studies of house officer activities,

-—exan1n° the major departmonus where educational
~functicns may require additional resources; out-
patient department and clinics, laboratory and
diagnostic procedures, nursing and other personnel
support, space and services provided to volunteer

. faculty, financially uneconomical departments
considered essential for teaching, and indirect
support costs,

--pursue alternative means for valuing the outputs
of students,

--discuss causes of variation in costs among
teaching hospitals.
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TASK FORCE 0il COST O GRADUATE 1EDICAL EDUCATIGI AND FACULTY PRACTICE PLANS

The First concern of the Task Force has boen with the problem of deriving
cost estimates of the patient care component of undergraduate medical educeticn,
defined as costs covered in the teaching hospital budgzt.

Some tentative conclusions have been reached which may be summarized as
follows: , ‘

(1) There are readily discernable costs in a teaching hospital
budget which can be appropriately dafined as undergraduate
madical instruction costs, such as the efforts of teacning
physicians, house staff, and other hospital statf (nurses,
technicians) in instructing madical students. These costs
have already been coverad in the methodology developed in
the cost allocation study. The Task Force summarized its
view of this aspect of the patient care cost as follows:

Given the general attributes of a teaching hospital
in terms of the presence of graduate madical edu-
cational programs, the character of its patient
population, the scopz of services providad, and the
staffing levels implicit in the discharge o¥ such
activities, the conduct of an undergraduate madical
educational orogram in such a setting has only a
minor effect (probably not exceeding 1-3%) on the
overall patient care costs of such institutions.
The Tdsk Force will review cost study data when

it becomes available to datermine if there is a
need to reconsider its position. '

(2) The presence of undergraduate madical students may result in
increased hospital onerating costs resulting from the conduct
of teaching functions within the clinical setting, such as
increased laboratory or radiological studies, and a longer
patient length of stay which allegedly resulis trom the conduct
of undergraduate medical teaching programs, but there is no -
agread upon methodology, nor the necessary data, to quantify
these costs. The Task Force summarized its view as follows:

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

(3) In addition to the patient care costs discussed in (1) and (2) ebove,
the task force considored the question of whether any part of tha
remaining body of patient care costs should be allocated to under-
graduate medical education. This is essentially a conceptual problem,
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arising from the agreed upen fact that the conduct of an under-
adical educaticn pyogred to the studanis
cationt carc accivity. ithout such
¢ the samz time,

graduate yoquiras 2CC2Ss
to a particular volwn2 of
access therce cah ba no ceducation prograin. but at whe
the patient cave activity provides needad hospital cave fer the
sick. Thus, some OF all of ihe patient care activity 1n an
academic medical center servaes more than one objective - and may
be considered a joint endeavor serving a dual purpose. Since
this patient care activity 1is essential to each prograi, it could
be argued that the costs should be distributed to hoth education
and patient care chjectives. The Task Force concluded, however,
that the provision of health care must be considered as the essential
activity in either the teaching or non-teaching hospnital, and not
be subordinated to other objectives - such as education; that the
patient care would take place regardless of the presence oY absence
of any other activity, and therefore, the cost of patient carc in an
~academic health center must be primarily attributed to the health
care objective;.any‘teaching activity associated with that patient
care is derivative of and incremental to the basic patient care
function. . The Task Force emohasized that not all the difference
between patient care costs in the teaching versus.non—teaching
hospital setting can be ascribed to education. Signific
in cost result from greater illness severity tnat characterizes the
patient population of a teacnhing ipstitution, the range and extent
ded, qualtitative differences in the
and the greater acceptance of

of technical services provi
provision of identical services,
indigent patients.
The Task Force thus concluded that the requisite conditions
do not exist for treating patient care activity in an
academic health center as a joint cost with education.

ant differences
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE
GOCIAL SECURITY ADMINISTRATION

SALTYIMORE, MARVLAKD 21233 -

- PART
'- .'*“‘\ March 1973
D

= '
BNTERIMEDIARY MANUAL
Lo

. BEVISICN TRANSAMITTAL NO. 320

'New Material » A o "Page No. "~ Replaced Pages
Sec. 6102,6-6102.8 | 21-21.1 (2 pp.) 21-21.1 (2 pp.)

Section 6102.7, Interns and Residents, has been revised to include within

"the definition of 'pnysicians' services' services periormed by interns
pity

and residents outside their regular training program in a hospital other -
than the hospital in which they are in training under such program pro-
vided that they are fully licensed to practice medicire in the State in
which the services are rendered and are not compensated by a provider.
Any services rendered in the hospital with the approved teaching program
under which the interns or residents are in training continue to be
reimbursable, if at all, only as provider services. This policy is

-effective on receipt and is applicable to claims not yet adjudicated

as well as to adjudicated claims coming to the carriers' attention.
Files should not be searched, however, to locate prev1ously denied

‘claims.

ureau of Health Insuranfe

Action Note: Add to the last paragraph of § 6012, "(See, however, "

§ 6102.7B regarding circumstances under wnich serviées
of certain moonlighting residents are reimbursable on a
reasonable ¢harge basis,)"

o et A ke i o A e o oyt



<: 3-73 COVERAGE AND LIMITATIONS 6102.6"

6102.6 Provider-Based Phvsicians' Services.~~The services of provider-
. based physicians (e.g., those on a salary, or percentage arrangemen{, etc.,

whether or not they bill patlents directly) include two distinct elenents:

the patient-care componenet, and the provider component. (The services of

interns and residents are reimbursable to the provider on a reasonable

cost basis even though the intern or resident is a licensed physician.)

A. The Professional Comnonent,--The patient-care component of provider-
based physicians' services includes those services directly related to
the medical care of the individual patient. (No Part B charge can be

recognized for autopsy services.) When such services are performed by a
faculty member of a medicel, osteopathic, dental, or podiatry school
billing may be

by the school with the physician's authorization. See
§ 6330 for form and procedures for billing for services of provider-based
physicians. See § A6015 for linitations on reassignment under the 1972
Amendments, ’

M

B. The Provider Comvorent,
professional services otner t
care of individual patients,

——Provider-based physicians often perform
han those directly related to the medical
These may involve teaching, administrative,
and autopsy services, and other services that benefit the provider's
. ] patients as a group. Such physician services, not directly related to
(:T" an individual patient, if compensated, must be considered in computing
reimbursable provider costs, Reimbursement for such costs is made under
Part A where they relate to inpatient services and under Part B where
. ‘they relate to outpatient services and inpatient ancillary services where
- ‘there are no benefits-payable under Part A, (See § 6852,2 on distinguishing
between professional and provider components for reimbursable purpose,)

C. The Réles of the Fiscal Intermediary and Carrier.--The provider's

Part A intermediary will obtain from Cthe provider information it and the
Part B carrier need to make payment determinations where the services of
provider-based physicians are involved. The Part A intermediary has the
responsibility for reviewing and approving the reasonableness of the
agreement between provider and phvsician on the allncation of physician
compensation (received from or through the provider) between (1) the
portion attributable to provider services, i.e., services to the insti-
tution and (2) the portion attributable to physician services, i.e.,
identifiable services rendered by the physician to individual patients, ‘
If the provider and physician fail to agree or if their agreement appears
unreasonable, the Part A intermediary and the Part B carrier will jointly !
assist in resolving the issue (§ 6852.6). The Part B carrier is respon~ .
sible for review and approval, in accordance with the applicable principles,
. - of the basis for Part B charges for services of provider-based physiciang,

i.e., the schedule of such charges if the iten-by~item method of deter-
mination is used, the unifornm percentage if the optional method of

- determination is used, or the unit charge if the per diem or per visit
\ method is used (§§ 6856£f£.) ~ : :
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6102.7 COVERAGZ AND LTXTITATIONS

3-73 i:)
' Group practice Prepayment plans which deal directly with the Social
‘ Security Administration may mare a written agreement with a hospital,
or with physicians in a hospital, to reimburse the pProfessional component
of the hospital-based physician's charge for services to plan-members
entitled to Part B. These claims will not be processed by carriers,

[_. 6102.7 1Interns and Residents =" . (

A, General.—For Medicare purposes, the terms "interns" znd
include physicians participating in approved Postgraduate training programs
and physicians who are not in approved programs but who are authorized to
pPractice only in a hospital setting (e.g., unlicensed graduates of foreign
medical schoois). As a general rule, services pf interns and residents
are reimbursed on a reasonable cost basis by the Part A intermediary.
However, the services of an intern or resident are Teimbursable by the .
carrier on a reasonable charge basis as Pihysicians' services where the : :
individual: (1) renders the services off provider premises (however, see
also B below, regarding certain "moonlighting" interns and residents);
(2) is not compensated by a provider; amd (3) 4s fully licensed to
practice medicine by the State in which the services are performed.
(See §§ 6704.5 and 6806 regarding the reasonable tharge determination.)

“"residents"

See 5§ 3101.6 and 3115 of the Part A Intermediary Mrnual (HI-13) ‘ D
_ regarding approved Prograns and coverage as a Provider service umder
. . hospital and medical insurance, :

B, "Moonlichting" Intarns and Residents.—Services a moonlighting
intern or resident periorms in the bulpatient department or EMEY gency
room of the hospital which has the training PTOgram in which he is par-
ticipating are reimbursable only on a Parr B Teasunable zost basis (Hoe., . )
-all services performed in the hospital with the training program are
treated as part of the training program)., Im addition, any services a
"moonlighting" intern or resident furnishes in the hospital. other than
the one with the approved training Program under which the intern or
resident is in training are raimbursable on a Part B reascnable rost
basis if he is raid for such services on & salary or other Tixed
compensation basis by the hospital in which such services are rendered
(or by another hospital), However, such serviges are Teimbursable by
the carrier on a reasonable chargs basis as Physizians’ services 4f B

., the intern or resident is Q0L so compensated and if he 4m Tully licensed ‘
&_‘ to practice medicine in the State in which the services are periormed,

DmmmmﬁMHMaMmMMoﬂMAAMCNmmbmwmwmdmmwummmmn‘

6102,8 Supervising Phv 02 Settinv.—Meddral iInsurance :
covers the services a&tiending phaysicians (pther than interns znd residenta)
8 1o individual patients,

R
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S. David Pomrinse, #.D., CHAIRMAN
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Director
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Lo Y ASSOCIATION OF AMERICAN MEDICAL COLLEGES
O~ <
) sUITEC 20C. GNE DUPONT CIRCLE, NV, WASHINGTON, D.C.- 200360

tay 15, 1973

Thomas . Tierney

Director

Bureau of nealth Insurence
Social Security Leministration
Fast Building PRoom 700
Baltimore, Haryland 21235

Dear Hr. Tierney:

As requested in your letter of April 19, we have reviewed the proposed
policies for implementing section 1122 (Limitation on Federal Participation
for Capital Expendituras). Our comrents concerning the "Discussion Paper"
are set forth as follows: '

In reviewing the language of the law.as well as the Committee
reports, the intent to revied projects which do not exceed $100,000
is not clear. From the standpoint of efficient administration, it
would appear burdensome for designated vlanning agencies to review
projects which reguire the expenditure of less than $100,000. This
s particu]ar]y'important for large teacining hospitals wnich con-
stantly are in the process of changing bed distribution as well as
clinic and other service components. In most instances, these
changes entail relatively minor capital expenditures.

In regard to the point above, the sehtence beginning on the
and reads as follows: "The

any change in the facility's

.

bottom on page nine, is important,
‘change in capacity' is definad as
total number of beds or any change in the total number of beds

" assigned for a specific type of patient care." Ve vould hope that
some guidance would be provided in the requlations so that designated
planning agencies would not make an unnecessarily narroy interpretation
of this sentence. It would seem worthwhile to include an example

which demonstrates that the redistribution of beds between sub-

specialties (e.g., from cardiology to gastroenterology) are not

included within the intent of this sentence. ,

Howhere in the regulations are the teris project or program

the
" The dafinition of these terms is particularly
a facility is proposing a large number

specifically defined, excent by example on page three of
"Trolemanting Section.
important in instances vhere
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s. These nroposed expenditurcs could be reviewed
se or a total orogram basis. In this regard vie
ated nlanning agencies would be encouraged to

o

-~

v °
on either a ca
vould hone the

anpreacn thesa e expenditures Trom an ovarall perspective. For
example, one large miceestern teaching hospital expects to have 41
jdentifiable canital expenditures over the next three years which would
most likely require anproval. If reviewad individually, the energy

of tha planning agency would almost be totally consumaed in reviewing
the proposed expenditures of tiis facility.

.. In administering the regulations, we would hope that designated
planning agencies would exclude from review the normal replacemant
of cepital equipment in excess of $100,000 dollars which does not
substantially chance the services provided. For instance, many
teaching hospitals would engage .in the renlacement of over $500,000
dollars worth of capital equipment each year. Example B on page
three of the “"Implementing Section” makes no distinction between
normal veplacement and the acquisition of equipment which would
substantially change the capacity or type of service. Additionallyy
we assume that if the three separate and independent pieces of
equipment referred to in the example are in three different depart-
ments (e.g., laundry, laboratory and x-ray), the expenditures would
not be subject to review. '

.. With the exception of the Reconsideration Determination on page
22, each step of the review process sets forth time limits for decision
making. To ensure an orderly and efficient process, we would suggest
that a time limit also be included for reconsideration determinations
by the Secretary. : :

.. 0On page 16 of the draft regulations four guidelines are cited on
which designated planning agencies may base decisions, the first of
which states that "...the project is needed in the community in terms
of health services required." Decisions based upon considerations of
comaunity of need or the community served varies considerably according
to the mix of spacialized services provided by the facility. For
example, the community of need for primary care services may be the
city or county in which the hospital is located, whereas the community
of need for highly specialized services most frequently extends beyond
Jocal jurisdictions and is interstate and regional in character. Thus,
our concern is focused on the possibility of local agency denial of
capital projects for highly specialized services having a commmity

of need which extends beyond the local community and is referval in

nature.
.. Related to the above is the fact that institutions providing highly

specialized services are mest frequantly engaged in manpower training
and clinical research. Therefore, we would suggest that an additional
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guideline be added which recognizes that the manpower training and

research functicns of teaching hospitels are essential to their role

as regional tertiary care centers.

e appreciate very much the opportunity to review the "Discussion Paper"
and I hope that our commenis are of some assistance to you. If I can in any
way provide further clarification of our comments, please let me know. :

- Sincerely,
R

2

: |
;* John A.D. Cooper, M.D.
2 President
E -

s cc: Maurice Hartman :

é Division of State Operations
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REFER TO:

HI:0:0F0

Mr. Richard Knapp

DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE

SOCIAL SECURITY ADMINISTRATION
BALTIMORE, MARYLAND 21235

Association of American Medical Colleges

1 Dupont Circle

Washington, D.C. 20036

Dear Mr. Knapp:

APR 19 113

Enclosed are the propdsed policies for implementing section 1122
(Limitation on Federal Participation for Capital Expenditures).
I would appreciate receiving your comments by May 11.

address your comments to:

Boulevard, Baltimore, Maryland 21235,

Enclosure

Sincerely yours,

Please
Division of State Operations, Bureau
of Health Insurance, Room 305, East Building, 6401 Security

—

|

/ !
/.
N Cbﬁ/éﬂﬂfgm_ﬂ,:

‘ r" ’ 3
//Iw4£qﬁ4fa/
Maurice Hartman ‘
Division of State Operations
Bureau of Health Insurance
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE

SOCIAL SECURITY ADMINISTRATION
BALTIMORE, MARYLAND 21235

an
REFER TO: ’? z '9 Em
HI:0:07F0
John A.D. Cooper, M.D., Ph.D., President
dAssociation of imerican Medical College
Cne Dupont Circle
tashin gton, D.C. 20036

LCzar Dr, Cooper:

Section 221 of Public Law $2-803 provides for limitation on Faderal

reinbursement under titles V, XVIII, and XIX of the Social ¢ ecuriLy

“ct for certain relmbnrsement for capital expenditures found not in
zecordance wWith State and local comprehensive health plans. nclosed

are the proposed Implementing policies for this provision., We would

zppreclate receiving your commenta on this material by May 11. Please

sgdress your comments to: Division of State Cperations, Bureau of
Hiealth Insurance, loom 305, E=st Building, €401 Security Roulevard,
Zaltimore, HMaryland 21235.

incerely yours,

Thoras . Tierney, Director
Bureau of Health Insurance
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REDRAFT--/-17-73
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Limitation on Federal Participation for Capital Expenditures

General

Effective Date

Definiticns

Health Care Facility and ﬂealth Maintenance Organization Responsibilities
‘Hearings

Determinations by the'Secretary

Reconsiderations by the Secretary




. A. General

Section 221 of P.L. 92-603, enacted Octolter 30, 1972, adds a new

section, 13122, to title XI of the Social Security Act. This section
rovides for the Secretary of Health, Education, and Welfare to reduce
certain Federél reimbursement under titles V, XVIII, and XIX of the
Social Security Act whenever a "health care facility" or "health
'maintenance organization" (1) fails to notify the appropriate State
comprehensive health plannihg agency of a proposed capital expenditure;
or (2) undértakes a capital expenditure although the State comprehensive

health planning agency having jurisdictiocn has recommended the

expenditure not be undertaken and such recommendation is concurred in
by the Secretary. Capital expenditures covered under the Act and the
‘ following regulations are those that exceed $100,000, provide a

substantial change in service, or change bed capacity.

‘Section 1122 of the Act provides that the Secretary of Health,
Education, and Welfare shall enter into an agreement with a State
willing and able to do so, under which a Designated Planning Agency .

will submit 2 recommendation to the Secretary to the extent its

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

findings and the findings of other health planning agencies with

jurisdiction indicate that a capital expenditure proposed by or on

behalf of a health care facility or health maintenance organization

is not consistent with standards, critefia, or plans developed pursuant

to the Public Health Service Act or the Mental Retardation Facilities
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and Community Mental Health Centers Construction Act of 1963 to meet
the need for adequate health care facilities or health maintenance

organizations in the area covered by the plan.

The Designated Planning Agency, before submitting a recommendation
to the Secretary, will grant the health care facility or health
maintenance organization the opportunity to requést a hearing of

the recommendatién at the State level. The hearing will be conducted
by an agency or person, designated by the Governor, other than the

Designated Planning Agency.

After notice of the Designated Planning Agency's recommendation has
been sent to the Secretary of Health, Education, and Welfare, the
Secretary will provide written notice of his determination under

section 1122 of title XI of the Social Security Act to the party

- proposing the capital expenditure. If such party is dissatisfied

with the determination, he has the right to request a reconsideraticn
by the Secretary. As provided in section 1122(f) of the Act, a
reconsidered determination by the Secretary will not be subject to

further administrative or judicial review. -

Nothing in this section is intended to modify State comprehensive
health planning operations. To the extent that a Desigqated Plannirg
Agency or another health planning agency in a State provides public
hearings or is entitled under State law, regulations, or procedures %o
a hearing in its own right under a practice or authority other than
section 1122 of the Act, nothing herein should be construed to require

o 3 ~ - 3 - - T N ] 1) 3
2 chanzz in zuzh practize or anthority.
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B.

Effective Date

ZfThe implementation date of this provision is being separately

considered;7

The provisions of section 1122 doesnot apply to Christian Science
Sanatoriums éperated or listed and certified by the First Church of
Christ, Scientist, Boston, Massachusetts, nor do they apply to a
health care facility providing health care services as of December 18,
1970, which was committed to a formal plan of expansion or replacemenf
where preliminary expenditures of at least $100,000 essential to such
a plan had been made during the 3-year period ending prior to

December 19, 1970, with the exemption applicable only to those capital

items included in such plan.

Definitions

Health Care Facility

The term "health care facility" for the purpose of this section

includes:‘ all hospitals, including psychiatric hospitals, tuberculosis
hospitals, and emergency service hospitéls; and skilled nursing facilities;
home health agencies; outpatient physical therapy providers or suppliers
(including speech pathology services) as defined in section 1861(e),

(), (g), (i), (o), an& (p) respectively of the Social Security Act
(except outpatient physical therapy services performed by a physical
therapist in his office or in a patient's home);.freestaniing hemo-
dialysis units; and all intérmediate care facilities, aé defined ir

section 1905{c) of the Act.,




4
In addition, the term health care facility -applies to any proposed or
existing heaith care facility of the type described in the preceding
paragraph not now providing services under titleé V, XVIII, or XIX
but which provides services under these titlés at a future date.
Reimbursement for disapproved or nontimely submitted capital
expenditures will be excluded under these tities-for such future
rarticipating facilities at such time as they provide services under
these titles or in the casedf'a hospital providing emergency services
at such time as they become a participating provider under title XVIII.

This provision applies to both present and future owners.

Health Maintenance Organization’

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

The term "health maintenance organization" for the purposes of section
1122 means a public or private organization which is defined in section
1876(b) of the Social Security Act as:

(1) provides, either directly or through arrangements with others,
health services to individuals enrolled with such organization
on the basis of a predetermined periodic rate without regard to
the frequency or extent of services furnished to any part%?ular
enrollee;

(2) provides, either directly or through arrangements with others to
the extent applicable in section 1876(c) of the Social Security
Act (through institutions, entities, and persons neeting the
applicable requirements of section 1861 of the Act) all of the

services and benefits covered under Parts A and B of title
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(3)

(4)

(5)

" XVIII which are available to individuals residing in the

geographic area served by the health maintenance organization;
provides physicians! services primarily (A) directly through
physicians who are either employees or partners of such
organization, or (B) under arrangements with one or more groups
of physicians (organized on a group practice or individual
pracfice-basis) under which egch such group is reimbursed for
its services primarily on the basis of an aggregate fixed sum

§r on a per capita basis, regardless of whether the individual
physician members of any such group are paid on a fee-for-service
or other basis;

provides either directly or under arrangements with others, the
services of a sufficient number of primary care and specialty
care physicians to meet the health needs of its members; for
purposes of this section the term "specialty care physician"
means a physician who is either board certified of eligible for
board certification, except that the Secretary may by regulation
prescribe conditions under which physicians who have a record 6f
demonstrated proficiency but who are not eligible for board
certification may, on the basis of training and experience, be
recognized as specialty care physicians;

has effective arrangerents to assure that its members have
access to qualified practitioners in those specialties which
are generally available in the geographic area served by the

health maintenance organization;
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(6)

(7)

(8)

(9)

demonstrates to the satisfaction of the Secretary proof of
financial responsibility and prbof of capability to provide
corprehensive health care services, including institutional
services, efficiently, effectively, and economically;

except as provided in section 1876(h) of the Act, has at

least half of its enrolled members consisting of individﬁals
under age 65;

assures that the health services required by its members are
received promptly and‘appropriately'and that the services that
are received measure up to quality standards which it establishes
in accérdance with regulatiéns; and

has an open enrollment period at least every year under which it
accepts‘up to the limits of its capacity and without restrictions,
except as may be authorized in regulations, individuals who are
eligible to enroll under section 1876(3) of the Act in the order
in which they apply for enrollment (unless to do so would result

in failure to meet the requirements of paragraph (7)) or would:

“result in enrollment of enrollees substantially nonrepresentative,

as determined in accordance with regulations of the Secretary,
of the population in the geographic area served by such health

maintenance organization.

Designated Plannine Agency

The term "Designated Planning Agency" means a planning agency which has

been designated by the Governor or other chief executive officer of a




State to implement the provisions of this section which is: (a) a
State planniné agency established pursuant to sections 314(a) or
604(4) of the Public Health Service Act; or. (b) a public or non-
profit private agency or organization responsible for the
comprehensive regional, metropolitan area, or other iocal area plan
or plans which is referred to in section 314(b) of the Public Health
Service Act and which covers the area in which the health care
facility or health maintenance organization proposing a capital
expenditure ié located; or (c)‘a.public or nonprofit private agency
or organization which performs functions similar to those agencies

described in (a) or (b) above and which has a governing body or

‘ advisory board at least half of whose members represent consumer

interests.

Oﬁher Health Planning Agency

The terﬁ "other health planning agency" means any planning agency .
included in the definition of a Designated Planning Agency exéept
that no agency serving as the Designated Planning Agency may also be

an "other health planning agency."

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

Party

The term "party" means a person (individual, partnership, corporation;

association, or other entity) proposing a capital expenditure by or on -

behalf oy a health care facility or health maintenance organization.




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

Capital Exoenditure

.QCapital expenditure" is one which, under generally accepted accounting
principles, is not properly chargeable as an expense of operation and
maintenance and (1) exceeds $100;OOO,40r (2) changes the bed capacity
of the facility - y or (3) substantially changes
the services of the facility. | In determining
if a capital expenditure exceeds $100,000, the cost of studies, surveys,
designs, plans, working drawings, specifications, and other activities
esséntial to the acquisition, improvément, modernization, expansion,

or replacement of the land, plant, buildéings,.and equipment are
included. Also included are expenditures directly or indirectly
related to capital éxpenditures, including expenses with respect to
grading, paving, broker commissions, taxes assessed during the
construction period, and costs involved in demolishing or razing
structures on land. In determining whether a capitgl expenditure
exceeds $100,000, it is necessary to take account of all direct and
indirect expenditures, regardless of the manner in which they are
recorded in the provider's records. Transactions which are separated
in time but are components of an ;verall plan or patient care objective

are viewed in their entirety without regard to their timing.

\cher costs related to such capital expenditure include title fezs,

permit and license fees, broker commissions, architect, legal,
accounting, and appraisal fees; interest, finance, or carrying charges

on bonds, notes, and other costs incurred for terrowing funds.
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Substantial Change in Service

A "substantial change in service" means any new service to be offered
or department to be established, or any change in the scope or type

of an existing service or department, or in the capability for
providing such service. This regulation applies both to those

services and departments that any comprehensive health planning agency
participating in the capital expenditure limitation program is required
or authorized to review pursuant to State law or regulations and to 21l
other services and departments such planning agencies choose to review

for purposes of section 1122. (See section o)

The Designated Planning Agency will make public the kinds of capital
expenditure proposals of $1OOQOOO or less involving changes in
services required to be reviewed by health planning agencies in the
State within their respective fields of rgsponsibility. To the extent
that Stdate law or regulations require health care facilities or health
maintenance organizations to submit for review to health planning
agencies capital expenditure proposals involviné changes in services
on January 1, 1973, or later, such proposals will be subject to the
pfovisicns of section 1122 notwithstanding the special public notice

required above.

Change in Bed Capacity

A "changs in bed capacity" is defined ns any change in the facility's

total number of beds or any change in the total number of beds assigned
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for. a specific type cf patient éare. It is not intended that temporary

increases in beds would be subject to this provision.

The Designated Planning Agency will make public the extent to which
changes in bed capacity are required to be feviewed for purposes of
section 1122 by health planning agencies in the State within their
respective fields of responsibility. To the extent that State law
or regulations require health care facilities to submit proposals on
changes in beds to health pianning agencies on January 1, 1973, or
later, such proposals will be considered subject to the provisions

of section 1122 of title XI notwithstanding the special public notice

required above.

Obligation

An "obligation" means any valid.contract which is binding on the health
care facility or health maintenance organizatior and which is entered
into for the construction, acquisition, or for the permanent financing

df a capital asset.

Nonallowable Costs

"Nonallowable costs" means depreciation, interest on borrowed funds,

return on equity capital (in the case of proprietary facilities), and

any othef costs attributable to capital expenditures where such capital

expenditures are not consistent with the standards, plans, or criteéria

developed by States to meet the need for adequate health care facilities.




~—
Costs claimed by a health care facility or health maintenance

organization in connection with capital assets which are donated

or transferred to such health care facility or health maintenance

organization are also subject to the application of section 1122 of

the Act. This section also applies to the reasonable equivalent of

that portion of any rental expense incurred pursuant to a lease or a
comparable arrangement (and to any amounts deposited under the terms
of such a lease or comparable arrangement in computing the return on
equity capital) that would have been excluded had the health care
facility or health maintenance organization acquired such by purchase.
Thg amounts excluded are not subject to reimbursement under any other

provisions of titles V, XVIII, or XIX.

Exceptions to Nonallowable Costs

Reasomable costs incurred by a hsalth care facility for studies,
surveys, etc., which are conducted to properly determine whether the
proposed capital expenditure would be in compliance with the Designated

Planning Agency's need criteria, ars aliowable, whether or not the

expenditure is approved.
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In addition, as provided in section 1122(d)(2) of the Act, the

Secretary, after consulting with the advisory council designated

under section 1122(1i) may determine that exvenses related to a

capital expenditure not be excluded from a health care facility's or

health maintenance organization's reimbursement

» if he determines that
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12
such exclurion would discourage the operation or expansion of such
facility or health maintenance organization, or of any facility of
such organization, which has demonstrated to his satisfaction proof
of capa&ility to provide comprehensive health care_services (in-
cluding institutional services) efficiently, effectively, and
economically, or would otherwise be inconsistent with the effective

administration of title V, XVIII, or XIX.

Health Care Facility and Health Maintenance Organization Respensibilities

Timely Notice

Any party proposing a capital expenditure by or on behalf of a health
care facility or health maintenance organization must give the

Designated Planning Agency at least 60 days written notice prior to

incurring an obligation for such expenditure. Written notice means

that the proposed capital expenditure must te submitted in such form,

detail, and in accordance with such lavs, regulations, or procedures

as ray be applicable in the State or pPrescribed by the Designated

Planning Agency. The Designated Planning Agency is not considered to

have received such written (timely) notics until the date, as determined

by such agency, when a notice which is in such full coxpliance has

been received.

An obligation fbr a capital expenditure which is not subject to the

exclusion of reimbursement under section 1122 of the Act may be

incurred when timely notice has been given and the Designated

Planning Agency has:

(1) notified the party proposing the capital
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13
expeediture of approval of the capital project; or (2) elected not to
review the proposal for purposes of section 1122 of the Act and has so
notified the party; or (3) has failed to respond to the party within
60 calendar days following the receipt of his timely notice; or (4)
where the Designated Planﬁing Agency has given notice within 60 days
that it is considering the proposals, has net notified the party pro-
posing the capital expenditure within 90 days following the receipt of
timely notice of such proposel that it has been found to be inconsistent

with standards, criteria, and plans described in section

If within 60 calendar days following the date of receipt of a timely
notice the Designated Planning Agency has notified in writing the

party submitting the notice that additional time is necessary to

evaluate the proposed capital project, the Designated Planning Agency
may have up to 90 days from the date of receipt of such timely notice

so defined in section to render a recommendation on the pro-

posed capital expenditure. If such a recommendation is not completed
within such 90-day period and the party proposing such capital
expenditure i1s not notified in writing of the results of the Designated
Planning Agency's recommendation, the expenditure would not be subject

to the exclusion of reimbursement under the provisions of section 1122.

If the Designated Planning Agency, after receiving a purported notice

of a proposed capital expenditure and after attempting to secure

additional information about such notice bzfore making a recommendation

determines that the party submitting such proposal is either unable or




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

14

unwilling te submit such information, it will notify the party that

the purported notice is insufficient to make a recommendation in
accordance with the State's standards, criteria, and plans with respect
to the proposed capital expenditure, and that if the party should incur
an obligation with respect to such expenditure, it will be subject to

the exclusion of reimbursement under the provisions of section 1122,

The Designated Planning Ageﬁcy may, if it chooses to do so, delegate
under State procedures the responsibility for receipt and review of
capital expenditure proposals to other health planning agencies. In
such cases, proposals submitted to other health planning agencies will

be deemed to have been submitted to the Designated Planning Agency.

Revising & Capital Expenditure Propocal

Any party who has submitted a capital expenditure proposal and who
intends to revise or modify the scope of such proposals as submitted
to or approved by the Designated Planning Agency, must provide such
agency with timely notice (see section ) or such intent prior
to ingurring an obligation for such expenditure. Upon receipt of a
notice to revise or modify such proposals, the Designated Planning
Agency will determine and notify the party making the capital
expenditure proposal whether such notice constitutes a new proposal

or whether it can be acted upon within the 90-day time limit for the

original proposzl (see section ).
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Withdrawsl of Notice

Any party prcposing a capital expenditure may withdraw without
prejudice his timely notice of a capital expenditure proposal at any
time by notifying the Designated Planning Agency in writing of his

wish to do so.

Acknowledg&ent of Withdrawal

The Designated Planning Agehcy, following the receipt of the withdrawal
request, will notify in writing the party submitting the purpbrted or
timely notice thaﬁ his request for withdrawal has been approved.i

When such withdrawal request is approved, it is-presumed for purpoéeS~
of this part that an obligation for the proposed capital expenditure

will not be incurred.

Obligaticn for Capital Expenditure Not Incurred Following Its Approval

Any heslth care facility or health maintenance organization which has
receivea notice of approval of a capital e#penditure and which has not
incurred an obligation for such expenditurs within the time period
provided in State law or regulations shéll, having failed to do so,
resubmit iﬁs capital expenditure proposal and provide required, timely

notice prior to incurring an obligation in accordance with section

Desigrated Plarning Agency's Recommendation to the Secretary

The Desigrated Planning Agency, after receiving the findings.and
recormendations of the 314(b), 604(a) or other hsalth planning agency

having jurisdiction with respsct to a capital expenditure propossd bty
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or.on‘behalf of a health care facility or Health maintenance
ofganization will prepare a recommendation for submittal to the
Secretary if the proposed capital expenditure is considered to be
inconsisteﬁt with standards, criteria, or plans developed pursuant
to the Public Health Service-Act (or the Mental Retardation Facilities
and Community Mental Health Centers Construction'Act of 1963) to méet
the néed for adequate health care facilities in the area covered by
the plan or plans so developed. Such sténdards, criteria, and plans
should, upon request, be made available for review by health care
facilities and health maintenance organizations and the public at
large. Such recommendation shall include a summary of the findings.

‘ of the Designated Planning Agency and of the findings and recommendations
of other planning agencies submitted to the Designated Planning Agency

with respect to the proposal. The Designated Planning_Agency's

recommendatioﬁ may be predicated on whether: (1) the proposed

project is needed in the community in terms of health services

required; (2) the project can be adequately staffed and operated

when completed; (3) the capital expense to be incurred can be

accormodated in the health care facility's or health maintenance

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

organization's patient. charge structure without unreasonable
increases; and (4) the project will foster cost control through
improved efficiency and productivity, including promotion of cost-

effective preventive health care services.
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Farties to = Designated Planning Agency Hecommendation

The parties to the Designated Planning Agency recommendation shall
be all those persons or their designated representatives who within
the judgment of the Designated Planning Agency have submitted timely

notice of the same or similar capital expenditure proposals which

compete with each other.

Notice of Dssignated Planning Agency Racommendations

The Designated Planning Agency must notify the party or parties
proposing a capital expenditure by or on behelf of a health care
facility or health maintenance organization of an adverse finding

vith respect to such expenditure and must advise such party (or

parties) of his right to request a hearing, the place and manner of

requesting 2 hsaring, and the time limit during which a hearing must
be requested. If more than one party has proposed the same or a
similar capital expenditure, each such party must be notified of the

adverse rscommendation with respsct to his particular proposal. If

" such a hearing has not been requested by such party within 30 days

from the date of the notification of the inconsistent findings, the

Designated Planning Agency shall submit its recommendations regarding

the proposal to the Secretary.

Hearings

Right to a Hearine

(1) General~--Any party who has received a notice from the Designated
Planning Agency of an adverse recommendation with respzct to all

or part of his proposed capital expeniiture shall be entitled o a

ERI04
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'(2)\ Place~-~The hearing request will be made to the Office of the

DesignatedAPlanning Agency. .

(3) Time--The Designated Plénning Agency will provide a period of
not more than 30 days after the date of the notice of the
recommendation to the Secretafy within which a party to such
recommandation may requsst a hearing. The hearing officer may,
at his discretion, extend the period for requesting a hearing

upon a request by the party affected, but not for a time period

to exceed an additional 30 days.

Parties to a Hearing

The parties to a hearing shall be the persons who were parties to the
Designated Planning Agency's recommendation or their designated
representatives. (See section .) Several persons may have

submitted the same or similar capital expenditure proposals and would

be parties to the hearing.)

Hearing Officer

The hearing shall be conducted by an agency or person designated by
the Governor (or other chief executive officer) other than the
Designated Planning Agency except that no agency or person contributing
findings and recommendations with respect to, or otherwise involved in,
the Designated Planning Agency's recommendation to the Secretary, may
conduct the hearing. The qualificaticns of the hearing officer shall

be in keeping with established conditions required by State law or

where such conditions do notexist, the State shall bte required to submit
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such quelifizations to the Secretary for approval. Notice of any
objection with respect to the hearing officer who will conduct the
hearing shall be made to the hearing officer at the earliest
opporturity prior to the date of the hearing. The hearing officer
shall consider such 6bjection and shall, at his discretion, withdraw.
If the hearing officer does not withdraw, the objecting party may

present his objection to the Governor or his delegate. This

- official's judgment will prevail as to whether another hearing officer

should be appointed to conduct the hearing of issue.

Record of a Hearing

A complete reacord of the proceedings at the hearings shall be made;
The testimony shall be tragscfibed and copies of other documentary
evidence shall be reproduced in any case when directed by the hearing
officer, the Designated Planning Agency, or the Sscretary. Thz record

may be rapreduced at the request of a party to the hearing provided

-

he bears the cost thereof,

Hearing Officer's Dacision

As‘soon as practicable after the conduct of the hearing, the hearing
officer shall make a decision on the recommendation in question and
the findings upon which it vas based; and upon the basis of the
evidence considéred in connection with the recommendation and whatever

other evidence is introduced as a result of the hearing request.

The decisior shall be made in writing and contain firdings of fact

and statement of reasons and will affirm, or revise in whole or in
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part, the recommendation in question. A copy of the decision will be

mailed to each party to the hearing at his last known address and to

the Designated Planning Agency.

Any decision by the hearing officer which affirms or revises in part
the adverse recommendetion of the Designated Planning Agency will be
submitted along with the Designated Planning Agency's recommendation,

through the Designated Planning Agency to the Secretary for a

determination.

Effect of Hearing Officer's Decision

The Secretary will accept the finding of the hearing officer as the

final recommendation of the Designated Planning Agency, unless there

shall also be forwarded a contrary finding made by a'State agency

appellate jurisdiction on an appeal taken from the finding of the

hearing officer.

Authority of the Hearine Officer

The hearing officer in evercising his authority to conduct a hearing

under section 1122(b)(3) of the Act may conduct the hearing in

accordance with State law, regulations, or procedures to the extent

that he complies with all the provisions of title XI of the Act and

regulations issued thereunder, as well as with policy statements,
instructions, and other guides issued by the Secretary in accordance

with the Secretary's agreement with thz State.
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Determinations by the Secretary

Notice of the Secretarv's Determination

The Secretary must notify the partyvprOposing the capital expenditure

of his determination and the basis for and consequences thereof. In
making such determination, the Secretary will consider: (1) the
recommendation of the Designated Planning Agency, which will include

‘the findingsbof such agency. and the findings and reéommendations of
other health planning‘agehcies; (2) the decision of the hearing officer;
and (3) any evidence submitted in connection with the capital'expeﬁditure

proposal prior to the notification of the party of the Secretary's

determination.

Reconsideration bv the Secretary

Reconsideration of the Secretarv's Determination

Any party (as defined in section ) dissatisfied with a

determination by the Secretary may request that it be reconsidered.

Right to Reconsideration

General--The Secretary will reconsider an initial determination upon
receipt of a reguest for a reconsideration in writing by the party to
the initial determination. The reconsideration determination shall

be made by a person or group other than the person or group makin

the initial determination,

Reauest for Reconsideration

A request for reconsideration must be an expression in writing by a
party to the initial determination which indicates he disagrees with

the sec'.":?t-"ll"." = dnrnﬁ.“; b d an w: Feln eniy v by L R S

ST CURRIIIEATION WILH rheroo o Rhe pavmiiel grmenditure
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and wishes to appeal. The request should include an explanation for
the basis of the reconsideration request, as well as include any new

evidence to be submitted.

Place--The request for reconsideration should be directed to the Office

of thé Secretary identified in the notice of the initial determination.

Time~-~The request for feconsideration must be received by the Secretary

or his designee within 6 months after the date of mailing of the notice

of the initial determination.

Parties to the Reconsideration

The parties to the reconsideration shall be fhe persons who were

parties to the Secretary's initial determination or their designated

representatives.

Reconsideration Determination

The Secretary in reconsidering the initial determination will review
such determination and will take into consideration: (1) the findings
and recommendations of the Designated Planning Agency; (2) the findings
and recommendations of other health planning agencies; (3) the decision
of the hearing officer; (4) the transcript of the hearing; (5) the
evidence considered in connection with the initial determination and
any other pertinent new evidence submitted by the parties to the initial
determination, or otherwise obtained by the Secretary, relating to the
capital expenditure (any such new evidence received by the Secretary

will be submitted to the Designated Planning Agency for its comments);
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and (6) the recommendation, if any, of the advisory council in
accordance with section 1122(i) of the Act. On the basis of the above,
the Secretary shall make a reconsidered determination which shall
affirm or revise in whole or in part, the initial determinationL The

. reconsideration determination will contain the basis for and

consequences thereof, and notice of the determination will be mailed to

the contesting party at his last known address and to the Designated

lanning Agency.

Effect of Reconsideration Determination

For the purpose of this section, the reconsideration determination
shall be final and binding upon all parties to the reconsideration

| and will not be subject to further administrative or Judicial review.

[“For purposes of reconsideration by the Secretary, an alternate
has been suggested which would prescribe that any persbn or
organization which has or can show a legitimate interest in the
project for which the capital expenditure is proposed can reqﬁest
a reconsideration. This would include, in addition to the person'

or organization proposing the project, consumer groups, the
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Designated Planning Agency, and other health planning agenciés;7
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IMPLEMENTING SECTION 1122 OF TITLE XVITT
(LIMITATION ON FEDERAL PARTICIPATION FOR CAPITAL BEXPENDITURES) .

LO5.431, Nonallowable Costs Related to Certain Capital Ixpenditures,--

(a) Princigle.—-Depreciation, interest on borrowed funds, return on
equity capital (in thz case of proprietary providers), and any other

costs attribatable to capital expenditures where such capital expenditures

are not consistent with the standards, plans, or criteria developed

to meet the need for adequate health care facilities (as defined in

. ) are not allowable.

(b) Application.--Under this principle, any costs related to capital

nditures incurred by or on behalf of a provider subsequent to 1972
(except as described in paragraph (d)) are not allowable where tns capital
expznditures are determined not to be consistent with the standards,

plans, or criteria developad by the designated planning agency, or

other he2alth planning agencyiin the State, to meet the need for adequate

health care facilities in the area covered by thz plan or plans so

developed (see section . ). Costs claimed by a provider in connection

with capital assets which are donated or transferred to a provider are

s principle also

applies te ths reasonable equivelent of that portion of &y reatal

expanne dncurrad purstant e g teaso or a comparavle moeorancoment (ard o

auy amourts deposited under the terms of such a leass or comparable
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2
arrangement in computing the return on equity capital) that would have
been excluded had the provider acquired such a facility by purchase.

The amounts ercluded are not subject to reimbursement under any other

provisions of title XVIiiI,

(c) Capital Fxpenditures.--(1) For the.purposes of this section, a
capital expsnditure is one which, under genzrally accepted,accoﬁntingf
principles, is not properly chargesble as an expense of opsration and
maintenancé and (i) ekceeds $100,000, or (ii) changes the bed capacity
of the facility (ses section o ), or (iii) substantially changes

the services of ths facility (ses ssction « ). In determining if a

' capital expenditure exceads $100,000, the cost of studies, surveys,

designs, plans, working drawings, specifications, and other activities

" essential to the acquisition, improvement, modernization, expansion,

or replacement of thes land, plant, buildings, and equipment are included.
Also included are expsnditures directly or indirectly related to capital
expanditures, including expenses with respect to grading, paving, broker
commissions, taxes assessed during the construction period, and costs
involved ia demolishing or razing étructures on land. (2) In determining
whgther a capital expenditure exceeds $100,000, it is necessary to take
acc;hnt of all direct and indirect expenditures, regardless of the
manner in which they are recorded in thaz provider's records. (3)
Transactions which are separated in time but are components of an. overall
Plan or patient care objective are viewed in their enﬁircty without

razard Lo thelr timing.
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Example A: In 1970, a corporation or other entity acquires land and
clears it of all existing structures. No further action is taken
immediately tﬂereafter. Howevef, in 1973, plahs are made to extend a
wing of the hsalth care facility to this land. The costs incurred

in the acquisition and clearing of the land are combined with the estimate
of thé proposad construction cost for the purpose of determining whether

the capital expenditure exceeds $100,000.

Example B:‘ A hospital board approved purchases for its radiology
department of three separate and independent pieces of X-ray equipment

during ﬁhe nsxt fiscal year. Individiually, the cost of each piece of

requipment is less thaﬁ $100,000. Collectively, the total cost of the

project exceads $100,000, Planning approval is needed zs tha planned. .

‘project expenditures, as a totality, excead $100,000,

Eéggple C: A hospital decides to renovate4or expand its dietary department
at a cost.estimated to exceed $100,000., The renovation or expansion is _
made in several stages during a 3-year period. In no one accounting
period does the expenditure exceed $100,000, Howaver, planning aporoval

is neaded becausz expznditures related to.the various stages of an

ovér§11 blan.of‘renovation or expansion are part of a specific patient

care activity or objective of the board or administra*ion of the h=2alth

- .

care facility.
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Example D: . A hospital closes a 20-bed wing and cenverts the space to

an outpatient service. The total cost incurred is less than $100,000.

Planning approval is required since instituting an outpatient service

constitutes a substantial change in service of the facility. If

planning approval is denied, the depreciation and other coéts, as

. conversion to
discussed in L405.431(a), which are attributable to the/outpatient

service are not allowable,

(L) Other costs related to such capital expenditure include title fess,
permit and license fees, broker commissions, architect, legal, accounting,
and appraisal fees; interest, finance, or carrying charges on bonds, notes,

and other costs incurred for borrowing funds. However, reasonable costs

incurred by a provider for studies, surveys, etc., waich are condicted
to enable the brovider to properly determine whethsr the proposed
capital expenditure would be in complianée with th2 State élanning
azenczy's needAcriteria are allowable, whether or not the expenditure is

approved,

(a) Exceptions.~--The limitation on recognition of costs attribatable

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

to capital expenditures discussed in this section does not apply to
(1) a health care facility providing hsalth care services as of

December 18, 1970, which was committed to a formal plan of expansion

or replacement where preliminary expenditures of at least $100,000
essential to such a plan had been made during the 3<year pariod ending

prior to Dzcerber 18, 1970, with the exemption uppliceble only to those

si ]
CLp b

capital items included in such plan, or (2) Clristias Scisane Sanatorivms

......

oprraboa, or Lisoed

seetinied, by the Firsh Chuveh of Caris

t,
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Scientist, Boston, Massachusetts, or (3) to capital expenditures the

obligations for which are incurred by or on behalf of a provider prior

to 1973. An obligation is any valid contract which is binding on the

provider .and which is entered into for the construction, acquisition,

or for the permanent financing of a capital asset,
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of the lease to.deposit such funds (niet
of noncurrent dabt relared to stich in-
vestment or deposited funds), and (2)
‘net  working capital maintained jor
necessary end  preper  oneration  aof
paticnt care zctivities (cxciuding the
emount .ol any current pavment made
pursuant to § 145.454(z) (1)), However,
debt representing loans from paviners,
stockholders, or related oricinizations on
which interest paymenss wouid be aliow~
eble as costs but for the. provisions of

. §$405.419¢0) (3) ¢iD), is rot subiracted in

computing the amount of (1) and 2y,
in order that the procecds from stch
Jozns be treated as & pars of the pro-
vider's cquity capital, In computing the

amaunt of egurity capital unon which o

‘.

retuin js alicwabls, invesiment in fochi-

LadlU dtallad
ties Is recoznized on the basis of the
historical cost. or other basis, used for
depreciation sud otier purpeses under
the health insirance nrozram. The ex-
cess of the price paid fer o facility or for
tangible net assets over the hiztorical
cost, as determined under § 405.415(5) o:r
the cost bosis as cetermined uvnder
§ 405.415¢1Y, is nog inchidabie in equity
capital anud lazns mace to finance thas
portion of the cost of acogisition are
excindad in comnuting eatity’ conital.
For purpozes of comuting tive allewadla
retum the simenni or cauity canital iz the

Nl

averape investiens durng the repornng
peried, "Lhe rate of voiurn ailowed, as
deiived frem fime to tme based upan
interest rates in accordanice with

principle, is Cetermired by the Soznd
Seceurity Administration and comnmuni-
cated throush Intermediarios, Ketur on

{&is

Jdnvestinent as an eiement of ailewable

(2) A providert's i
end equipment relatad

n
e
deposited by a provi

found to be expenditures not

vestment in plant, propa1rty,

+

relzted to patient care

&ility Planning requirerents (see 8205.031)

1ot included in the provider!

for computing the allowance for a reasanable return

on equity capital.

5 equily capital

i to pasient care, and funds.
der which leases plant,
property, or equipment re

€o3ts is surjoct

2

¥
iy
e

whether sole proprictorships,

ships, or corperati
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ons, that are orea
und operated with the exneciatis
carnlagy profit for the OWNIYS, Irem 12
providers that are orsasiized and o
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above average cozb of fupaticut routine
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used, particular!y at the beeinning of the
yrogratg, {o ik @ acecount o©f l.uf: arent
dificrences i tire nresent siote of dew
velopment of rrcordinceping. :

£5) That thz princdnies should yasult
In the cquitebic treniment of Loty nen-

profit orpanizatioins and profitnaking -

organizations. :
(6) That there shonld te s rﬂcognl-
tion of the need of hocpitals and ether
providers to l:ch pace with growing
needs and to make Yugroversents.
(c) As formulated herein, tie princi-

Ples give recounition to such factrs as -

dcprccx.xt'on intevest, bad debes, -’zuca-
tional cosis, compensaticn ¢f ow ners, a
H

:1
a

e a4
en allownnce for a seassnabio re ...:x Oi
cquity cuapital of proprion ary rfacilizies,
With resocet to allowab: € O3S soin
ftemss of itclision and exclusion are:

(1) An aporepri atc part ol e net eost
of approved cducaticnal activizies .ml be

vy

tod

(e}

Included.

(2) Costs incurred for rctn'ucn DUre

poses, over and above usual pationt care, |

v/l not b included.

(3) Grants, n!x.o, and Inceme froem-

endowments vl net be deducted from
opc.rr.tln cosls unj oss they are desige
nated b the doror for the - paynent of
spceific operating co,..s.

(4) Tho value of srrviecs provided by

onpald werkers, as ruembers of an oroae
nuntxon (neciuding serviees of memoers
of relinious orders) laving an asrecment

Vil 1NV
wiih the provider to furnish such sery-

fces, is Inciucibic In the asagunt thias

would b2 pald othiers for simiinr work,

(5) Discounts zud allowances received
on the ")*«.ha;e 0i gouiis or sorvices are
reductiens of the cost to vwhich t Iy
relate, .

(6) Bad cebts grawing cut of the {ail-
ure of a hencficiory to pay Lhe deducticle,
or the coinsurnuce, wiil Lo yelmbursed
(after bonz fide u':orts at enilection).

() Charity and courtosy nilowanens
fre not inciudable, aithouzh “iringo
beneciit” mdiowonces for on u:c:f;fs under
2 formal nlan il be fnei idibla as vart
of \nholr cauvennnt .(v...
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pensation for e :,c xic.:

: ol com-
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Jowed providing thelr services rre acti-
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senied, providz options Lo nicet varied

However, costs such. as
depreciation, interest on torroved
funds, return on equity capital
(in thé case of proprietary
providers), and other cists relbier
to certain capital exp=sandibures
are subject to the provisions of
8L05.431, "Nonallowsble Costs
Related to Certain Capital
Expenditures,”
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(k) Limitation on-Federal Participation for
Capital Ioenditus s 3
Costs Related to Certain Capital Mpcn.atu

(2) The felr miarket value at the tirae

“of dsontlon under a bona fide donntine
.of the asssl (subject to the linlintions
-geb forth wnder paragraph (1) of this
~section). &An ascel 5 conunidered donated

when & goversuaental eatity acquites thie

-asset without assuming the functions for
.which thie iransferor used the asset or
“making any payment fer i in the {orm

of cash, preaeriy, or services.

(3) I{ ngither sub paragraph (1) reor
) cof this paragravih appiies, c.r., tie
transfer was soicty to f2cliitate adminis-
tratjon or to rezilecate jur.sz‘.zc ivnnt re-
sponsibility or the transfer constituted &
taking over in whole or in part-cf the
function of oie governnental entity Ly
another. povernmental entity, the bocis
for depreciation thall be:

(1) With rcspect toan asset on which
the transferor has claimed dopreciation
under the kealth insurance program, the
transferor’s basls under tiie heatth in-
surance prozrem prior to the transier.
The methad of depreciation used by the
{ransferec may be the same as that used
by the transferor, or the sransferec muuy
.chance the method, as parmitted under
subparagraph (:i ") cf thiis secticn,

(11) Witk respect o an asset on which
Ahe transferor hins not clafmed depregin-
tion uticer the hc Hhinsurance nresram,
the cost !x:n..ur.cd by the transforor in
scquiring thz asset (not to cxeeod tre
basis that wowld have Leen recoznized
had the transferer perticinoted n the
health fnsurance procram) losz depre-
clation calrulaiasd on the siralphii-lin
basis over thc Mfe of the r.s.s‘.x. to tixe Ume
of transfer.

- €Y} Basis ¢f cssels veed under ihe pro-
grent end donated toa 5 au'hr Wicre
&n aszel {hnt hoes bceu uscd or degre-

(

ciated wnder the o%;r;.m.is donatad w
& provider, the ta sold ::em"no 1 {ox
the tsset shicid beo tho Icr.s- I the =i

merket valua or the not ) o'.-.- \'l‘-f' ;
the esset Ot the hands of the cwner o
participaling i the program, The
038k value of the asset iz @ datingd ay
depreciable basis wied undar tha m C.":'?.n
by ha assei's lnst puyri '"'m'-r-.z cwne
less the deprecintion re cc.,mzﬂd u.“der
Athe prozram. )

L f}
L4 rb

- -
o
) c-

- €35 F.R. 12230, Aug. 1, 1970; 32 F.R. 471,
Mcr, &, 1572)

mor,.a,,' S, "Honallowzble

gt

for situations where allowance for dco“cc1_t,.on is
not an allowable cost.
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(@) Lears not recsonally relnted 1o p atizat core,

~Lvans made to finance that portica of ihe cost of

'a»q| isition of a facility that exceeds historical aost
as determined W‘d~'t $103.115(b) or the cosl hazis

as determin=d under § 105. ho(b; are not conside
cred to be for a : urp)n- seazonably related to pa.
ticat: care. In Jz.tu.mn,n" whether a Joan was
made for this purpose, it chould be assumed that
eny owner's investment or furnds are applied first
to the tangille assets, then to, the intangitle assels

other than goodmll and |as llv to the goodwill.

YWhere the owner's investineat or funds are not -
suflicicnt to cover the cest allowed for tangible

esscts, funds borrowed to finance the acquisition
are applicd to the porticn of the allowed ces: of the
tangible assets net covered by the owner's invest.
ment, then 1o ke intangible assets other than good-
will and lastly to the goodw-ll

(Per. (d) edded £-1-70.)

.

405.420. DBad Delis, Ch:mtv, and Courtrs;

- Allowancee.—ia) Pmu.,m.—bad debts, charity,
.and courtesy: allowances arc deductions from reve

nue and orc not' to he inchided in allowabla costy
however, Lad debis attsibutalle to the deduntibles
and coiasurance amo”-.mls are ru.ububabh. uader
the program.

(b) Definitions—(1) Bm’ Dcl»ls.—-—l‘m. delte are

amounts considered to be uncoilectHle from ace

counts and noles receivalyls \-."uic'- were cnnlcd or

acquired in providiuz services. “Actounts receive
able” and “notes receivabl:s” iare dc;u,gnauuns for
claims arising fram the rendering of services, and
are collectible in morey in the relatively near futare,

(2) Charicy  Allorw ‘ances.—~Chaiity  ailowances
are reductions in charges wade by the prow‘er of
services because of the indigence or medical _indie
gence of the patient.

(3) Ceurtesy Aliowances.—Courtesy allowanees
indicate a reduction in charges in the form of 2n

allowance to ,a‘-\:.cx ns, (’""f\', members of reli-

gnom orders, and others as .llrp"m'c'i hy the zovern-
ing body of the }'.0\'(10' for serviees reecived from
llm providzr.  Ianmplovee fringe hencfits, such as
}‘ospnahnl.c-n amd personnsl Feaith nrogran, arve

not considered to bz courtesy altowanaes.

(¢) Norinel Accouniing Trcatuent; Redustion
in Revenie.—Bad oc.:::. charity, wnd courtezy al
lowarces represent veduciions in revenue, The
failure to collent charges for scrvices rendared docs

ot add to the cest of peoviding the services, Such
costs have already been mg.,\r‘cd in the preduction

. of the sorvises,

(e) . Limitation on Federal Part1c1,ati¢
for Capital Expznditures. See SQUSI
“"Nonallowable Costs Related to Certzi
Capital Expenditures" for sztuutlona
where imterest on borrowed funds is not

~an allowzble cost,




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

®

ROLE OF OSR AND GSA REPRESENTATIVES IN MONITORING PROCEDURES
OF THE FMATIONAL INTERN AND RESIDEIT MATCHING PROGRAM (MIRIP)

Background

At its business meeting in November 1972, the AAMC Group on Student Affairs
(GSA) adopted a resolution urging that the National Intern and Resident Matching
Program (NIRMP) improve its enforcement of the "all or none" principle for hospi-
tal participation in the program. Similarly, at its November business meeting,
the AAMC Organization of Student Representatives‘(OSR) adopted a resolution to
establish a system of investigating NIRMP violations and reporting them to appro-

priate authorities.

In response to these actions, ctaff of the Division of Student Affairs de-
veloped a proposal for the role of OSR and GSA representatives in monitoring the
procedures of NIRMP. This staff proposal was approved in principle by Western
OSR and GSA members at their regional meeting 1in Asilomar, California, in March.

The program outlined below, which is a modification of the original staff
proposal, was drafted and approved by the Southern region of OSR at its meeting
in Williamsburg in April. This program was subsequently supported in principle

by Southern GSA at the same meeting.

The basic elements of the Southern region's NIRMP monitoring program were
also approved by the Central region of OSR at its meeting in Starved Rock, I111-
nois, in May. Just prior to this meeting, the NIRMP Board of Directors had
agreed that one of its three student members could be appointed by the OSR Ad-
ministrative Board, so the Central region version of these procedures included
the concept that the OSR National NIRMP Monitor would also be a member of the
NIRMP Board. Central region OSR also suggested that the Coordinating Council
for Graduate Medical Education be included among the recipients of violation
reports in lieu of the AAMC Executive Committee and developed a procedure under
which CCGME could eventually deny accreditation to any institution of graduate
medical education having a program found to be in repeated violation of NIRMP
rules. Central GSA approved the Central OSR version of the basic monitoring
program hut did not act on those portions of the Central OSR proposal concerning

accreditation.

It is presently planned that AAMC will assume all staffing responsibility for
the functions of the OSR National NIRMP Monitor. Reports of violations will
be sent to the Monitor at AAMC Headquarters and AAMC staff will conduct cor-
respondence and take action as appropriate in his/her name, with copies of all

materials forwarded to the Monitor.

At its meeting on June 8, the OSR Administrative Board expects to develop
a final proposal for OSR monitoring of NIRMP violations, based on the versions
approved by OSR and GSA in the three regions which have met this spring, and
to select an OSR Mational NIRMP Honitor for the coming year. Assuming Execu-
tive Council approval of this program, the final proposal and the name of the
Monitor would be promptly circulated to GSA and OSR members, so implementation
of the OSR role in monitoring NIRMP violations may begin this summer.



Program

_ (1) The role of the AAINC Organization of Student Representatives and Group
' on Student Affairs in assisting in tha maintenance of the NIRMP should he rmn]v

- ~one of channeling student reports of non-compliance to a committee established
to review such problems by the dean of each medical school.

(2) The membership of this committee shall include a representative of the
OSR and of the GSA as well as any other members appointed by the dean.

(3) When the NIRMP is explained to the rising seniors, the importance of
working within established procedures should be stressed to them by this commit-
tee.  Students shall be asked to report to any member of this committee evidence
of any internship or first-year graduate program trying to seek contract agree-
ments outside of the established arrangement for matching.

(4) The committee shall (a) guarantee anonymity to a complaining student,
and (b) be responsible for securing all pertinent data in a form pre-established
by the complaint review committee. As necessary, any committee member may re-
quest a meeting of the committee to determine whether data submitted merit
fo]low~up If it is agreed that violations exist and that the hospital program
in question does not intend to abide by its contract agreements, the committee
will (a) advise the dean, and (b) report the violating hospital and department
to the OSR National NIRMP Monitor.

(5) The OSR Monitor shall send a report of such violations to the NIRMP
Board of Directors and to the AAMC Executive Committee. This report shall state
- only that X number of various types of violations have been reported concerning
‘ Institution Y, Department Z. The Monitor will request that NIRMP acknowledge
- receipt of such reports and advise him that appropriate action will be taken.
It shall then be up to the NIRMP to see that prompt appropriate action is taken
by them and/or by the AAMC Executive Committee as needed.

(6) If the National Monitor has reason to believe that appropriate action
on a reported violation is not being taken by NIRMP, the Monitor may at his dis-
cretion resubmit the report in question to the NIRMP Board of D1rectors, indi-

cating that this is a second notice.

(7) The National Monitor shall determine, by the time of the AAMC annual
meeting, whether (a) all reports of violations forwarded to the NIRMP Board of
Directors and AAMC Executive Committee have been received, and (b) the NIRMP
has taken action on them. The Monitor shall report these results at the OSR

~annual meeting. : A
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(8) The CSR Monitor shall be se]ected by a majority vote of the OSR Admi-
nistrative Board during the annual meeting. Assuming agreement with this pro-
cedure by the Central and Mortheast GSA and OSR at their 1973 regional meetings,
a temporary National Monitor will be appointed by the OSR national chd1rman to
serve until the 1973 OSR annual meeting.

(9) This procedure shall be reviewed every three years.
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Following is a listing of health Jegislation expiring 6/

EXPTRING LEGISLATION

dealing with these expiring authorities:

HEALTH LEGISLATIGCH

FY 1974 FULDS

ADMINISTRATION

CONGRESSIONAL

JHCLUDED IK

30/73 and. the various 1égis1atfve approaches for

EXPIRING 6/30/73¢ REGUESTED: LEGISLATION: LEGISLATICH: BILLS S 1Y36/HR 7806:
iiealth Services Yes S 1633 . Yes
Research, Development HR 6590 HR 7274
: (Sec. 304)
'Health Statistics Yes S 1515 Yes
%(Sec. 305) HR 6586 HR 7274
_lipublic Health Training Ho Yes
< (Sec. 306 and 309)
;é Migrant Health Yes to be supported Yes
z | (sec. 310) through 314(e)
)
;Z Comprehensive Health Yes S 1632 Yes
Sliplanning (Sec. 314) HR 6588
<
Eipedical Libraries Yes S 1450 Yes
ol (Sec. 393-398) HR 6387 HR 7274
—J
§§ Hij1-Burton Construction, No S 1006 Yes
Modernization {Title VI)
Allied Health Training No Yes
(Title VII , Part G)
Regional Medical No Yes
programs (Title IX)
ﬁopu1ation Research and Yes to be supported Yes
Family Planning (Title X) throuch 314(e)
TDevelopmental Disabilities | Yes S 1654 Yes
(Title 1) | HR 6589
S Community Mental Health Yes Yes
<lcenters (Title II, Part A,B)
ok .
F#Alcokol and Drug Abuse Yes S 1634 Yes
Sk(Titte 11, Parts C,D,E) HR 6587
Jtental Health of Yes Yes
jChildren (Title 11, Part F) .
[y 4na
Y
A EMandatory Spending NA Yes
o (Sec. 601) -
A
Efiatieom .
~ thaternal & Child Health to S 1543 No
SEproject Grants (Title V) HR 708"

STATUS OF LEGISLATIVE APPROACHES:

Labor-HEW Appropriations, FY 1874:

Senate bills:

hearings underway in Senate and House.

S 1006
1136
1450
1515
1543
1632
1633
1634
1654

pendinu
cleared
pending
pending
pending
pending
pending
pending
pending

before health subcommittee
for Presidential action 6/5
pafore health subcomnittee
before health subconmmittee
before finance committee
tefore health subcommittee
bofore health subcowmittee
before health sublommittee
before health subcommittice

House bills

HR 708
(7806)

6387

6586

6587

6528

6589

6590

7274

6/5/73

pending before health subcommittee
cleared for President121 action as S 1136

considered with HR 727

considered with HR 7
pending before healt
considered with HR 5
pending hefore healt
considered with HR 7

hearings concluded, health subcommittee

274 ‘

h subcomnittee
608 and HR 7274
h subcommittee
274




CORNELL UNIVERSITY

MEDICAL COLLEGE
1300 YORK AVENUE
NEW YORK, N. Y. 10021

. OFFICE OF THE DEAN
y

May 4, 1973

Marjorie P. Wilson, M.D.

Director

Depariment of Institutional Development
Association of American Medical Colieges
Suite 200 ,

Ohe DuPont Circle, N.W.

Washington, D. C., 20035

Dear Marjorie:

Several recent events have focused my attention on the need to review the closeout

of the freestanding internship scheduled for 1975, These events include:

a. This year we experienced a sharp increase in the number of our.
. students who did not match for internships. This also occurred at

. several other established and respected schools with which | am
' familiar, -

In the course of our efforts to place these individuals, we discovered
- far fewer unmatched hospital positions than in former years. This
undoubtedly reflects the influx of American citizens from foreign
medical schools and the accomplished closure of many internships of
the freestanding varisty. ’

b. Many specialty residency directors are urging applicants to take a
year of general, "mixed" or rotating internships before entering
specialty training. This creates a special demand for one-year
programs more commonly found in the "freestanding" state than in
major teaching centers where the first and second postdoctoral years

of general surgery and internal medicine programs are commonly
coupled.
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c. The requirements of the Academy of Family Practice are presently so
inflexible as to threaten well~established mixed internships in many
of the larger community hospitals where a family practice residency
would otherwise be the logical solution to the problem. This situation
exists in Duluth, Minnesota and though it is critical to the new medical . -
‘ school there, a satisfactory outcome probably cannot be negotiated
. .

before the 1975 deadline.
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Marjorie P. Wilson, M.D,

Page 2
May 4, 1973

d.

The demise of NIH support for clinical fellowships will increase the
demand for residency openings which are not likely to be made
available in our university medical teaching centers because of the
current fiscal crisis. Thus, a solution we should be seeking is the
establishment of more residency programs, the majority geared to
produce "generalists" rather than simply to abolish freestanding
internships. This would, of course, require our community hospitals
to spend money on staffing such programs but it would also greatly
improve the quality of medicine in those communities while meeting
a growing nafional need in medical education.

The foregoing is but a partial discussion of a very important constellation of issues

related to the future of freestanding internships. | would, therefore, request that

this item be placed on the agenda for the June 1973 meeting of the COD Adminis~
trative Board.

Thank you.

JRB:hw

Sincerely,

J . Robert Buchanan, M.D.
Dean




